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Abstract. Health insurance coverage of the informal sector is a challenge in Nigeria. This study assessed the methods
of payment for health care and awareness about the National Health Insurance Scheme (NHIS) among members of
selected households in a rural area in the southwest of Nigeria. Using a multistage sampling technique, a semi-structured,
pretested interviewer-administered questionnaire was used to collect data from 345 households. The majority of the people
still pay for health care by out-of-pocket (OOP) method. Awareness about the NHIS in Nigeria was poor, but attitude
to it was encouraging; and from the responses obtained, the people implied that they were willing to enroll in the
scheme if the opportunity is offered. However, lack of trust in government social policies, religious belief, and poverty
were some of the factors that might impede the implementation and expansion of the NHIS in the informal sector.
Stakeholders should promote socioculturally appropriate awareness program about the NHIS and its benefits. Factors
that might present challenges to the scheme should be adequately addressed by the government and other stakeholders
associated with prepayment schemes in Nigeria.

INTRODUCTION

The majority of the burden of disease and disability in
developing countries is avoidable or at least could be consid-
erably lessened if quality health-care services are accessible
and could be used without any form of hindrance. However,
in most developing countries, access to health care is impeded
by financial incapacity. Payment for health-care service by
individuals in Nigeria could be through several means includ-
ing out-of-pocket (OOP) expenses or prepayment through
health insurance. However, the majority of Nigerians still pay
OOP for their health-care needs.1–4 This method of payment
is usually associated with non-utilization of health-care ser-
vices, late presentation in health facilities, patronizing sub-
standard health-care services, among others. OOP payment
predisposes individuals and households to exhaust personal
savings, borrow or loan money, sell properties and livestock,
and sometimes pay by installments when permitted.5–7

Capacity to access health care may be worsened as ill-health
reduces or brings to a halt the earning capacity of a household
member, and if the head of the household is affected, the basic
needs of other members are negatively affected, including
food consumption and child education.8,9

Adequate knowledge and awareness about a prepayment
scheme and its benefits are important for (its) implementa-
tion and sustainability. Previous studies carried out mainly
among urban dwellers in Nigeria have shown that aware-
ness and knowledge about prepayment schemes as it is
available under the National Health Insurance Scheme (NHIS)
was low.10–13 Similar findings were reported in some other
developing countries.6,14,15

Certain sociodemographic factors such as sex, educational
and socioeconomic status are known to influence the aware-
ness about available health-care services and thus, could
either promote or serve as a barrier to the uptake of avail-

able health-care services.16–19 These factors could differently
affect the uptake of such services among people of differing
sociodemographic factors in the same setting. Irrespective of
these factors, a prepayment scheme as is available under the
NHIS could to a large extent ameliorate observed differ-
ences in the uptake of health-care services, and therefore be
used as a platform for equitable access to available health-
care services regardless of sociodemographic divides.
The NHIS was officially launched in the year 2005, with the

goal to enhance the health status of citizens through the provi-
sion of financial protection.20 Although the NHIS commenced
operations in Nigeria about a decade ago, it serves only about
4.0% of an estimated total population of 170 million people.2,3

The majority of the current enrollees are in the formal sector
and lives in the urban areas. The majority of the rural
dwellers are in the informal sector, among whom any form of
prepayment scheme is almost unknown, with a consequent
poor access to and utilization of health-care services.21

Contributions under the NHIS for the formal sector are
earning related, representing 15% of the employee’s basic
salary out of which the employee pays 5% and the employer
pays the rest.22 At present, enrollment in the NHIS in Nigeria
is voluntary. Other programs under the NHIS are largely
not yet implemented and are the Community-Based Social
Health Insurance Programme, Urban-Self Employed
Social Health Insurance Programme, Children Under-Five
Social Health Insurance Programme, Permanently Disabled
Persons Social Health Insurance Programme, as well as the
Prison Inmates Social Health Insurance Programme.22

The mode of contribution into the NHIS may thus exclude
those not engaged in the formal sector of the economy.
These are mainly resident in the rural areas, thus creating an
urban–rural disparity in access to health care. To ensure an
unhindered adequate coverage and sustainable access to
health-care services, a prepayment health-care financing mech-
anism such as is provided by the NHIS should be designed to
suit the peculiar socioeconomic and cultural characteristics of
its potential beneficiaries, including rural dwellers. Implemen-
tation of such health-care financing schemes requires some
understanding of the socioeconomic situation, cultural values,
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and perception of the people. The literature is deficient in
studies on the cultural values that may influence the design
of a prepayment system for residents of rural communities,
particularly in Nigeria.1,11,23–25 Some studies on prepayment
scheme from the southwest of Nigeria focused mainly on
urban dwellers,10,12,13 while none have been published about
rural dwellers in the southwest of Nigeria. Thus, an assessment
of these attributes among the potential beneficiaries of the
scheme is a prerequisite to designing a culturally acceptable
method of implementation that will also accommodate the
socioeconomic situation of the people. This study was carried
out as a first step to, and will contribute to findings that will
assist in the design, and implementation of a sustainable pre-
payment scheme for health care among the informal sector of
which majority are in the rural areas of Nigeria.

MATERIALS AND METHODS

Study area. This study was carried out in Orire Local Gov-
ernment Area (LGA) of Oyo State, Nigeria. Orire LGA is a
rural area of 10 wards with a total population of 170,858 peo-
ple and a landmass of 2,040 km2.26 The headquarters is at
Ikoyi-Ile, a distance of approximately 150 km from Ibadan,
Oyo State capital.27 It comprises quite a few relatively big
settlements of between 200 and 300 houses, but majority are
smaller settlements linked by mainly untarred, dusty roads
and footpaths. Social infrastructure such as electricity and
potable water supply are not available. However, there are
primary and secondary schools as well as a primary health-
care facility at the LGA headquarters.
The study population. These were the residents of Ikoyi-Ile,

Tewure, and Olorunda, three of the 10 wards of the LGA.
Majority of the residents were farmers, artisans, and traders,
while few were civil servants such as school teachers and
health-care workers.
Study participants. Only adults aged 18 years and above,

who resides and worked in the selected communities and con-
sented to participate, were eligible for the interview. Casual
visitors were excluded from the study.
Study design. This is a cross-sectional, descriptive survey

carried out between February and March 2012.
Sample size. Sample size was estimated using the result of

a previous study where the proportion of those who had a
good knowledge of the NHIS was 28.7%,10 with a power of
80% and a confidence level of 95%. This yields a sample size
of 315, and adjusting for a 10% nonresponse rate, a total of
350 respondents were estimated for the study.
Sampling technique. A multistage sampling technique was

applied in the choice of respondents for the study as follows:
in stage 1, Orire LGA was selected from a list of 33 LGAs in
Oyo State. The selection was purposive, to meet one aspect
of the general study objectives of conducting the study in a
rural population. In stage 2, a list of 10 wards in the selected
LGA was obtained. Three wards were randomly selected by
simple balloting. Stage 3 involved a total sampling method: a
list of the houses in each of the selected wards was obtained
from the National Immunization Program office of the Pri-
mary Health Care Department of the LGA. All the houses
were selected in the study. Stage 4 involved selection of
households. Only one household in a building was randomly
selected by simple balloting. Also only one person was inter-
viewed in each household. Where the respondent in the first

household visited was a male, the selected respondent in the
next household was a female. This method was adopted to
ensure a balance in gender selection and opinion of the issue
under research. The rationale of adopting this selection method
was explained because of the patriarchal nature of the society
that always prefers a male to represent a household.
Data collection. A semi-structured, pretested interviewer-

administered questionnaire was used to collect the data. The
questionnaire was developed based on the study objectives
and review of relevant literature. A pretest field exercise of
the questionnaire was carried out in another ward about
15 km from the study area but within the same LGA. A
review of the completely filled questionnaires was done.
Ambiguous questions were reconstructed and some were
removed entirely. Ethical approval to conduct the study was
obtained from the Bowen University Teaching Hospital
Research Ethics Committee. Informed verbal consent was
also obtained from all participants before the interviews. Par-
ticipation was limited to permanent residents of the three
selected wards. Casual visitors were excluded from the study.
The basics of a prepayment scheme for health were appro-
priately explained to them because it was discovered that the
majority of the respondents had never heard about any pre-
payment scheme for health including the NHIS before the
time of the study. Questions from the respondents about the
scheme were also permitted. Potential respondents who were
skeptical of the scheme gave reasons. They were made to
understand the benefits of a prepayment scheme as is avail-
able in the NHIS and the importance of the study. Those
who declined after the explanationwere excluded from the study.
Final data collectionwas completed over a period of 4 weeks.
Data analysis. The data was analyzed using SPSS version 17

(SPSS Statistics for Windows, Version 17.0. Chicago, IL). Fre-
quency tables were generated. χ2 test was used for bivariate
analysis to test associations between selected sociodemographic
characteristics and awareness about the NHIS, while logistic
regressionmodel was used to determine predictors of awareness
about the NHIS. Only variables associated with a P value < 0.10
in bivariate analyses were considered eligible for inclusion in
multiple logistic regression analyses. Level of statistical signifi-
cance was set atP < 0.05.

RESULTS

A total of 345 consenting adults aged 18 years and above
participated in the study. Thus, the response rate was 98.6%.
Sociodemographic characteristics of respondents. Mean

age of respondents was 39 ± 15.3 years. As shown in Table 1,
men and women were almost equal in proportion because of
the method of selection of units of enquiries adopted. The
majority (63.2%) of the study participants had at least received
a primary or secondary school education. The majority (78.0%)
of the respondents were married, of the Yoruba ethnic group
(89.3%), predominantly artisans or traders (62.3%), and more
than half (56.2%) of themwere of the Islamic faith.
Methods of payment for health care. The most common

method of payment for health care reported was by OOP,
94.2%, as shown in Table 2. Estimated monthly health expen-
diture was less than 2,000 Niara (₦2,000) (approximately
$12.1 equivalent) in 61.2% of the respondents.
First source of information about the NHIS. Only, 6.4% of

the respondents were aware of the NHIS (Table 2). Those
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who were aware (45.5%) cited the electronic media such as
the radio and television (TV) as the main source of informa-
tion. This was closely followed by close associates as reported
by 41.0% of the respondents.
Opinions of respondents about the NHIS. Respondents

generally were willing to participate in prepayment scheme
for healthcare (Table 3). Almost all (89.9%) agreed that it is
a better method of paying for health services than the OOP
method and that they (95.7%) would be willing to encourage
other people to enroll.
Concerns about the NHIS as a government program.

Although a great majority of the respondents showed an inter-

est in a prepayment scheme such as the NHIS as reported
in Table 3, many of the respondents expressed concerns about
the scheme as a social policy program initiated by the govern-
ment. Table 3 shows the various areas of their concerns
despite their interest. Their greatest concern is transparency
if the fund is managed by public officials (88.4%), followed
by trust in government public policies for its reliability and
sustainability (62.3%).
Respondents’ sociodemographic characteristics and aware-

ness about the NHIS. Table 4 shows the association between
certain sociodemographic characteristics of respondents and
awareness about the NHIS. Awareness about the NHIS was
associated with education. Postsecondary education was sig-
nificantly associated with the awareness about the NHIS
(χ2 = 35.536, P < 0.001); more males compared with females
were aware of the scheme than females (χ2 = 9.258, P =
0.002); while a monthly health expenditure of ₦2,000 or
more was also significantly associated with awareness about
the scheme (χ2 = 4.260, P = 0.039). Age was not significantly
associated with awareness about the NHIS.
Predictor of awareness about the NHIS among respondents.

Men were over seven times more likely to be aware of the
scheme than women (odds ratio [OR] = 7.35, confidence
interval [CI] = 1.63–33.11, P = 0.009) (Table 5). Education
was also found to be associated with awareness about the
NHIS. Lower education (no formal/primary/secondary) was
significantly associated with less likelihood of awareness
about the NHIS. Furthermore, monthly health expenditure
of less than ₦2,000 was associated with less likelihood of
awareness about the NHIS, though the association was not
statistically significant.

DISCUSSION

Study participants comprise young adults and middle age
people. Men and women were almost equally represented.
More than 90% of the respondents in this study reported
paying OOP for health care. They live in the rural areas
where access to formal health facility is poor and utilization
of health care is also low.28,29 This finding is consistent with
previous findings, which show that OOP payment is quite
common in low- to middle-income countries, a payment
method that predisposes to catastrophic health expenditure
especially where there is a high rate of poverty and poor
access to quality health services, which is a common feature
especially in the rural areas of most developing countries
including Nigeria.13,15,30 With this finding and in agreement with
previous studies, those who pay for their health care by OOP
as well as their household members face the risk of inequitable
access to and delayed utilization of health care, limited health
care, or failure to seek care at all. It could also disrupt children
education.1,31,32 The consequence can be enormous with poor
health outcome, poverty, and sometimes death. Most of these
are avoidable where there is a well-functioning prepayment
scheme for health. In Nigeria, there is an inequitable access to
health services resulting in general poor health outcome indica-
tors. This is worse in the rural areas.4,21,29

Some of the fallout of the reported OOP payment among
the study participants was the strategies adopted by those
who reported difficulty paying for care. Most reported bor-
rowing money or securing a loan, closely followed by those
who reported installment payment, deferred payment, or

TABLE 1
Sociodemographic characteristics of participants

Characteristics (N = 345) Frequency (no.) %

Age (years)
< 20 8 2.3
20–29 99 28.7
≥ 30 238 69.0
Mean age 39.0 ± 15.3

Sex
Male 174 50.4
Female 171 49.6

Marital status
Married 269 78.0
Others* 76 22.0

Religion
Christianity 146 42.3
Islam 194 56.2
Traditional worshipper 5 1.4

Tribe
Yoruba 308 89.3
Others† 37 10.7

Educational status
No formal education 94 27.2
Primary/secondary 218 63.2
Postsecondary 33 9.6

Occupation
Farming 61 17.7
Trading/artisan 215 62.3
Others‡ 69 20.0
*Separated, divorced, widow, and widower.
†Ibo, Hausa, Igede, Idoma, Togolese, and Ghanian.
‡Civil servant, commercial vehicle driver, and housewife.

TABLE 2
Estimated monthly expenditure, mode of payment for health care,

and awareness about the NHIS

Variable
Frequency

(no.) %

Monthly health expenditure (Naira) (N = 345)
< 2,000 211 61.2
≤ 2,000 108 31.3
Cannot estimate 26 7.5

Method of payment for health-care costs (N = 345)
OOP 325 94.2
Upfront payment 8 2.3
Other forms of payment 7 2.0
Declined response 5 1.4

Ever heard about the NHIS (N = 345)
Yes 22 6.4
No 323 93.6

First source of information about the NHIS (N = 22)
Radio 7 31.8
TV 3 13.6
Print media 3 13.6
Close associates 9 41.0
NHIS = National Health Insurance Scheme; OOP = out-of-pocket; TV = television.
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received help from relatives and friends. This is in consistency
with previous study findings.7,33 The reported strategies are
indicators of financial insufficiency and difficulties. In this type
of setting, individuals and households are likely to experience
these challenges often in the course of a lifetime. Thus, a
scheme that will lessen the tendency to financial hardship
among the people as a result of seeking health-care services
when needed is necessary.
Previous studies as well as official documents from interna-

tional organizations such as the United Nations have docu-
mented prepayment methods especially where it is mandatory
as one of the ways to achieve universal health coverage in low-
income countries of the world.34,35 Because of the immense
benefits inherent in prepayment health-care financing methods,
quite a number of African countries have embraced it, and this
have been proven as an effective means of achieving universal
health coverage.34,36

As part of the efforts to achieve universal coverage, the
NHIS in Nigeria was established, which commenced opera-
tions some years ago. However, this study showed that a neg-
ligible few of the respondents were aware about and also
reported paying for health care through the scheme. This sce-
nario is quite different from the situation in neighboring
Ghana that launched its health insurance scheme almost at

the same time as Nigeria. Unlike Nigeria, Ghana has made
substantial progress toward achieving universal coverage.36

The situation of the low performance of the scheme in Nigeria
could be attributed to many factors among which is that at
present, health insurance is voluntary, whereas it is mandatory
in Ghana.35,37

Sensitization and therefore awareness and knowledge about
an issue or activity usually precede arousal of interest and
possible active participation in such an activity.23,30 In this
study, awareness about the NHIS or any prepayment scheme
was very low as only 6.4% of them reported having heard
about it for the first time through the radio or the TV. This
finding is similar to some earlier studies.13 Nyagero and others15

have shown that those who were aware about health insurance
were more likely to participate, moreover, when the awareness
was throughmultiple strategies such as the radio and life drama.
It has been shown that awareness and adequate knowl-

edge about health insurance has positive correlation with
membership of a health insurance scheme14 Previous studies
have shown that membership of a form of health insurance
is more likely among men, those with higher education as
well as those with chronic illnesses.38,39 For various reasons,
awareness about health insurance is likely to be high among
these three categories of individuals. In this study, the higher

TABLE 3
Perception of and expressed concerns about the NHIS (N = 345)

Perception
Agree
n (%)

Disagree
n (%)

Don’t know
n (%)

It is better than OOP 310 (89.9) 27 (7.2) 8 (2.3)
Minimize financial hardship 328 (95.1) 6 (1.7) 11 (3.2)
Will encourage others 330 (95.7) 7 (2.0) 8 (2.3)
Enhance access to health care 332 (96.2) 3 (0.9) 10 (2.9)
A good idea 334 (96.8) 4 (1.2) 7 (2.0)

Concerns about the scheme Frequency (no.) %
Little or no trust 215 62.3
Transparency with funds 305 88.4
Conflict with belief 89 25.8
Poor financial status 115 33.5

NHIS = National Health Insurance Scheme; OOP = out-of-pocket.

TABLE 4
Respondents awareness about NHIS and sociodemographic characteristics (N = 345)

Variable

Awareness about the NHIS

Aware
n (%)

Not aware
n (%) Test statistics P value

Age (years)
< 40 16 (7.2) 206 (92.8) χ2 = 14.286 0.396
≥ 40 6 (4.9) 117 (95.1)

Sex
Male 18 (10.3) 156 (89.7) χ2 = 9.258 0.002
Female 4 (2.3) 167 (97.7)

Marital status
Married 16 (5.9) 253 (94.1) Yates continuity correction = 0.121 0.728
Others* 6 (7.9) 70 (92.1)

Educational status
No formal education 3 (3.2) 91 (96.8) χ2 = 35.536 < 0.001
Primary 2 (2.2) 87 (97.8)
Secondary 7 (5.4) 122 (94.6)
Postsecondary 10 (30.3) 23 (69.7)

Estimated monthly income (Naira)
< 2,000 9 (4.3) 202 (95.7) χ2 = 4.260 0.039
≥ 2,000 11 (10.2) 97 (89.8)
NHIS = National Health Insurance Scheme.
*Separated, divorced, widow, and widower.
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the formal education, male respondents and health expen-
diture of less than ₦2,000 in a month were predictors of
awareness about the NHIS. Better educated individuals are
usually more able to access diverse sources of information,
correctly process and take advantage of inherent benefits
therein than those who are less educated and those without
formal education. This tendency to be more aware and take
advantage of useful social policies could be more among
men, because of their more adventurous nature. Those who
spent less on health-care needs on monthly basis were more
likely to be in the lowest socioeconomic status, who could
not afford to spend more on health-care needs. They may
adopt other coping mechanisms such as alternative care,
presenting late at health facilities, or not receiving care
at all.32 These group of individuals might develop chronic
illnesses among other complications.
Awareness creation to sensitize the rural populace about

the NHIS and its benefits could lead to a high demand for the
scheme. This could also draw the attention of the government
and other stakeholders to the issue. Awareness and adequate
knowledge about health insurance among the potential bene-
ficiaries could empower them to embark on lobbying efforts,
channeled through their political representatives, thus, the
potential beneficiaries could serve as political entrepreneurs
themselves, facilitating the issue getting onto the political
agenda for deliberation.40

Participants in this study expressed interest in the NHIS.
This could imply that they were willing to participate in a
prepayment system as is found in a health insurance scheme.
This attitude is similar to findings in preceding studies, which
have shown that potential beneficiaries and health policy
makers were interested in health insurance and expressed
their willingness to participate.6,34 Despite this favorable atti-
tude to health insurance scheme, majority of African coun-
tries are yet to adopt it, among those who have adopted it,
some are still struggling with expanding it. This is the current
situation in Nigeria. Some of the attributive factors to this
difficulty in expansion are the large informal sector of the
population and also at present, health insurance has not
been made mandatory by law in Nigeria.3,34 Another factor
that needs to be looked into is the political institution and
structure in the country. Presidential systems operate with
different States as federating units and are to a large extent
autonomous from the central government. Different political
parties also exist, which could be different from the party in
control at the center (executive arm). This political structure

played a major role in the long process of establishing a
nation-wide health insurance in the United States, which
spanned over decades without success despite policy makers
and potential beneficiaries interest, until lately when a major
progress was achieved with ObamaCare.41,42 It has taken the
United States that long to implement a country-wide health
insurance scheme because of the presidential system that
allows politicians, as well as sectional, market-related inter-
ests groups in the health industry to lobby. Politicians do so
mainly for political interests, while health-related interest
groups do for economic/fiduciary interests. Conflicting eco-
nomic and political interests often tend to have negative
impact on issues of public interests as depicted in the process
of nation-wide health insurance scheme in the United States.
In Nigeria, at present, the difficulty making health insurance
mandatory and poor progress achieved in its expansion could
be attributed to similar factors that militated against the
implementation of a nation-wide scheme in the United States
prior to the recent development.42

Expressing interest in an issue may not necessarily translate
to active participation. In the context of this study, the respon-
dents though showed interest to participate in a prepayment
scheme such as the health insurance but they also made
known their concerns. The main areas of concerns were about
trust in government programs, transparency with funds, con-
flict with religious and cultural beliefs, and their (respondents)
poor financial status. These themes were not explored in this
study because it is quantitative in design. Previous studies
have reported similar findings that low level of trust in gov-
ernment public policies was responsible restraining people
from participating in a prepayment scheme in Cambodia and
was also shown in a Nigeria study as a likely factor that might
dissuade people from participating.12,30 However, this is in
contrast to a study by Mathaeurs and others6 where people
did not express any element of distrust in government manag-
ing insurance funds. The low level of trust in government pro-
grams could result from peoples experiences in previous
programs that either failed or whose financial resources were
mismanaged. However, the favorable predisposition of people
to government-driven health insurance scheme in Cambodia
could have been as a result of an acceptable performance by
the responsible authority in other public policies and pro-
grams in that country.
Understanding people in Africa requires some understand-

ing of prevailing religious and cultural believes.43 In this
study, some of the participants raised an issue about paying
premium in health insurance as synonymous to inviting sick-
ness. Jütting,8 in a study, identified cultural belief about
buying a health insurance scheme as equivalent to wishing
oneself ill-health. Cultural and religious beliefs could be an
obstacle to buying health insurance especially in the rural
areas.34 Selling the idea of health insurance successfully to
the people who hold these cultural and religious views about
paying premium will require a lot of effort and understand-
ing in changing a long-held belief. It is likely to be more
prevalent among uneducated people of which a majority is
found in the rural areas.
Poverty level is high in Nigeria with the rural popula-

tion worst hit.28 Many people in the course of interaction
expressed concern about their inability to afford a set pre-
mium in a health insurance scheme because of their poor
financial status and inconsistent income. This is in agreement

TABLE 5
Logistics regression analysis predicting awareness about NHIS

Variable OR 95% CI P value

Sex
Male 7.35 1.63–33.11 0.009
Female

Educational status
No formal education 0.15 0.04–0.64 0.011
Primary 0.09 0.02–0.52 0.006
Secondary education 0.19 0.06–0.59 0.0005
Postsecondary – – –

Estimated monthly expenditure on health care (Naira)
< 2,000 0.43 0.16–1.14 0.089
≥ 2,000 – – –

CI = confidence interval; NHIS = National Health Insurance Scheme; OR = odds ratio.
Hosmer–Lemeshow goodness of fit test: χ2 = 14.641, df = 8, P = 0.067.
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with findings in some previous studies.1,24 Earlier works,34,44

have made useful suggestions about technical design of health
insurance such as frequency and amount of contribution that
will suit different socioeconomic groups of people. Also inno-
vative ways of fund-raising at the domestic level especially on
goods purchased and services sought by the better -off in the
society as a source of revenue collection to help the poor and the
needy for a sustainable health-care financing scheme have been
suggested.34 Country-wide cross-subsidization to strengthen
smaller andweaker fund poolswas done successfully inRwanda.
This example has been suggested to ensure that the poor and
other vulnerable groups of the populace are covered.45,46

Limitations. Expressed concerns of participants about pre-
payment schemes could not be discussed deeply because of
the quantitative nature of this study. Extending the study to
other parts of the country with different cultural and religious
beliefs and using more robust sampling technique will ensure
that likely differences in contextual factors are addressed
while designing a scheme for the general populace.
In conclusion, this study has shown that in Nigeria, aware-

ness about health insurance is low, coverage is also low but
willingness to participate among potential beneficiaries is
good. However, little or no trust in government policies, reli-
gious belief, and poverty are some of the factors that could
be challenges in the implementation and sustainability of the
scheme. It is recommended that awareness creation about
health insurance and its benefits are promoted. Also the gov-
ernment and other stakeholders need to address the areas of
concern expressed by the people.

Received April 20, 2014. Accepted for publication May 11, 2015.

Published online July 20, 2015.

Acknowledgments: Many thanks to the Director of Primary Health
Care Oriire LGA, Dr. Samsudeen Adejare for his support during the
community entry for this study. Appreciation also goes to the study
participants for agreeing to be part of the study. Many thanks to
Marcus Keogh-Brown who supervised my MSc dissertation of the
LSHTM/LSE fromwhich thismanuscriptwas developed. I appreciate the
very valuable counsel of my course Director Neil Spicer on this piece of
work. They both are of the Department of Global Health and Develop-
ment, Faculty of PublicHealth andPolicy, LondonSchool ofHygiene and
Tropical Medicine, United Kingdom. The American Society of Tropical
Medicine andHygiene (ASTMH) assisted with publication expenses.

Financial support: The study was solely funded by the author David
A. Adewole.

Disclaimer: We declare that there was no external financial support in
this research work. With a minor amendment, this work was originally
submitted in partial fulfillment of the requirement for the degree of
the MSc Health Policy, Planning and Financing of The London School
of Economics and Political Science and The London School of
Hygiene and Tropical Medicine, London, United Kingdom.

Authors’ addresses: David A. Adewole, Department of Community
Medicine, Bowen University, Iwo, Nigeria, E-mail: ayodadewole@
yahoo.com. Ayodeji M. Adebayo, Department of Community Medicine,
University of Ibadan, Ibadan, Nigeria, E-mail: davidsonone@
yahoo.com. Emeka I. Udeh, Department of Surgery, College of Medi-
cine, University of Nigeria, Nsukka, Nigeria, E-mail: ihechiudeh@
yahoo.com. Vivian N. Shaahu, Department of Community Medicine,
Federal Medical Centre, Makurdi, Nigeria, E-mail: vhshaahu@yahoo
.com. Magbagbeola D. Dairo, Department of Epidemiology andMedical
Statistics, University of Ibadan, Ibadan, Nigeria, E-mail: drdairo@
yahoo.com.

Reprint requests: Department of Community Medicine Bowen Uni-
versity, Iwo, Nigeria; Department of Epidemiology and Medical
Statistics, University of Ibadan, Ibadan, Nigeria; Department of

Surgery, Urology Unit, University of Nigeria, Nsukka, Nigeria;
Department of Community Medicine, University of Ibadan, Ibadan,
Nigeria; Department of Community Medicine, Federal Medical Centre,
Makurdi, Nigeria.

REFERENCES

1. Ezeoke OP, Onwujekwe OE, Uzochukwu BS, 2012. Towards
universal coverage: examining costs of illness, payment, and
coping strategies to different population groups in southeast
Nigeria. Am J Trop Med Hyg 86: 52–57.

2. Humphreys G, 2010. Nigerian farmers rejoice in pilot insurance
plan. Bull World Health Organ 88: 329–330.

3. Onoka CA, Onwujekwe OE, Uzochukwu BS, Ezumah NN,
2013. Promoting universal financial protection: constraints and
enabling factors in scaling-up coverage with social health
insurance in Nigeria. Health Res Policy Syst 11: 20.

4. World Bank, 2013. World Bank Data, World Development Indi-
cators (WDI). Available at: http://data.worldbank.org/country/
nigeria. Accessed January 29, 2013.

5. Carapinha JL, Ross-Degnan D, Desta AT, Wagner AK, 2011.
Health insurance systems in five sub-Saharan African coun-
tries: medicine benefits and data for decision making. Health
Policy 99: 193–202.

6. Mathauer I, Schmidt JO, Wenyaa M, 2008. Extending social
health insurance to the informal sector in Kenya. An assess-
ment of factors affecting demand. Int J Health Plann Manage
23: 51–68.

7. Van Damme W, Van Leemput L, Por I, Hardeman W, Meessen
B, 2004. Out-of-pocket health expenditure and debt in poor
households: evidence from Cambodia. Trop Med Int Health
9: 273–280.

8. Jütting J, 2001. Health Insurance for the Rural Poor? Commu-
nity Financing Scheme in Senegal to Protect Against Illness.
Available at: http://www.oecd.org/dev/2510517.pdf. Accessed
August 13, 2013.

9. Sudha VM, 2006. Health Security for Rural Poor: Study of Com-
munity Based Health Insurance. Available at: http://mpra.ub
.uni-muenchen.de/1649/. Accessed August 13, 2013.

10. Adeniyi AA, Onajole AT, 2010. The National Health Insurance
Scheme (NHIS): a survey of knowledge and opinions of Nigerian
dentists’ in Lagos.Afr JMedMed Sci 39: 29–35.

11. Dienye PO, Brisibe SF, Eke R, 2011. Sources of healthcare financ-
ing among surgical patients in a rural Niger Delta practice in
Nigeria. Rural Remote Health 11: 1577.

12. Katibi IA, Akande AA, Akande TM, 2003. Awareness and atti-
tude of medical practitioners in Ilorin towards the National
Health Insurance Scheme. Sahel Med J 6: 3.

13. Olugbenga-Bello AI, Adebimpe WO, 2010. Knowledge and atti-
tude of civil servants in Osun state, southwestern Nigeria
towards the national health insurance. Niger J Clin Pract 13:
421– 426.

14. Bhat R, Jain N, 2006. Factors Affecting the Demand for Insurance
in a Micro Health Insurance Scheme. Working paper no. 2006-
07-02. Ahmedabad, India: Indian Institute of Management.

15. Nyagero J, Gakure R, Keraka M, 2012. Health insurance education
strategies for increasing the insured among older population—a
quasi experimental study in rural Kenya. Pan Afr Med J 12: 9.

16. Ezeaka CV, Ugwu RO, Mukhtar-Yola M, Ekure EN, Olusanya
BO, 2014. Pattern and predictors of maternal care-seeking
practices for severe neonatal jaundice in Nigeria: a multi-centre
survey. BMC Health Serv Res 14: 192.

17. Fawole OI, Adeoye IA, 2015. Women’s status within the house-
hold as a determinant of maternal health care use in Nigeria.
Afr Health Sci 15: 217–225.

18. Fapohunda BM, Orobaton NG, 2013. When women deliver with
no one present in Nigeria: who, what, where and so what?
PLoS One 8: e69569.

19. Ahmed S, Delaney K, Villalba-Diebold P, Aliyu G, Constantine N,
EmemabelemM, Vertefeuille J, Blattner W, Nasidi A, Charurat
M, 2013. HIV counseling and testing and access-to-care
needs of populations most-at-risk for HIV in Nigeria. AIDS
Care 25: 85–94.

20. National Health Insurance Scheme, 2006. Annual Report. Abuja,
Nigeria: Federal Government of Nigeria.

653AWARENESS AND PERCEPTION OF A PREPAYMENT SCHEME



21. Federal Ministry of Health, 2010. National Strategic Health Devel-
opment Plan (NSHDP) 2010–2015. Abuja, Nigeria: Federal
Ministry of Health.

22. National Health Insurance Scheme, 2012. Operational Guide-
lines, Revised October 2012. Abuja, Nigeria: National Health
Insurance Scheme.

23. Agba AMO, Ushie EM, Osuchukwu NC, 2010. National Health
Insurance Scheme (NHIS) and employees’ access to healthcare
services in Cross River State, Nigeria.Global JHumSoc Sci 7: 10.

24. Onwujekwe O, Okereke E, Onoka C, Uzochukwu B, Kirigia J,
Petu A, 2010. Willingness to pay for community-based health
insurance in Nigeria: do economic status and place of resi-
dence matter? Health Policy Plan 25: 155–161.

25. Onwujekwe O, Uzochukwu B, 2005. Socio-economic and geo-
graphic differentials in costs and payment strategies for pri-
mary healthcare services in southeast Nigeria. Health Policy
71: 383–397.

26. Ministry of Local Government and Chieftaincy Matters of Oyo
State, 2014. Detailed Information of the 33 Local Governments
in Brief. Available at: http://www.oyostate.gov.ng/ministries-
departments-and-agencies/local-government-and-chieftaincy-
matters/detailed-information-of-the-33-local-governments-in-
brief/. Accessed December 12, 2014.

27. Oyo State Government of Nigeria, 2014. The Pacesetter State.
Available at: https://en.wikipedia.org/wiki/Oyo_State. Accessed
June 13, 2015.

28. National Bureau of Statistics, 2012. Nigerian Poverty Profile
Report, 2010. Abuja, Nigeria: National Bureau of Statistics.

29. World Health Organization, 2013. World Health Statistics, Nigeria
2012. Geneva, Switzerland: World Health Organization.

30. Donfouet HP, Makaudze E, Mahieu PA, Malin E, 2011. The
determinants of the willingness-to-pay for community-based
prepayment scheme in rural Cameroon. Int J Health Care
Finance Econ 11: 209–220.

31. Evans DB, Carrin G, Evans TG, 2005. The challenge of private
insurance for public good. Bull World Health Organ 83: 1.

32. Gopalan SS, Durairaj V, 2012. Addressing women’s non-maternal
healthcare financing in developing countries: what can we learn
from the experiences of rural Indian women? PLoS One 7: 8.

33. Russell S, 1996. Ability to pay for health care: concepts and evi-
dence. Health Policy Plan 11: 219–237.

34. Chuma J, Mulupi S, McIntyre D, 2013. Providing financial protec-
tion and funding health service benefits for the informal sector:

evidence from sub-Saharan Africa. London, UK: KEMRI—
Wellcome Trust Research Programme, University of Cape Town.

35. World Health Organization, 2010. World Health Report—Health
Systems Financing: The Path to Universal Coverage. Executive
Summary. Geneva, Switzerland: World Health Organization.

36. Witter S, Garshong B, 2009. Something old or something new?
Social health insurance in Ghana. BMC Int Health Hum
Rights 9: 20.

37. Odeyemi IA, Nixon J, 2013. Assessing equity in health care
through the national health insurance schemes of Nigeria and
Ghana: a review-based comparative analysis. Int J Equity
Health 12: 9.

38. Kirigia JM, Sambo LG, Nganda B, Mwabu GM, Chatora R,
Mwase T, 2005. Determinants of health insurance ownership
among South African women. BMC Health Serv Res 5: 17.

39. Xu K, James C, Carrin G, Muchiri S, 2006. An Empirical Model
of Access to Health Care, Health Care Expenditure and Impover-
ishment in Kenya: Learning from Past Reforms and Lessons for
the Future. Discussion paper no. 3-2006. Geneva, Switzerland:
HSF/WHO.

40. Kingdon J, 2010. Agenda, Alternatives and Public Policies, updated
2nd edition. Harlow, England: Longman Classics.

41. Peterson MA, 2011. It was a different time: Obama and the
unique opportunity for health care reform. J Health Polit Policy
Law 36: 429–436.

42. Steinmo S, Watts J, 1995. It’s the institutions, stupid! Why com-
prehensive national health insurance always fails in America.
J Health Polit Policy Law 20: 329–372.

43. World Health Organization, 2006. Appreciating Assets: The Con-
tribution of Religion to Universal Access in Africa. The World
Health Report, African Religious Health Assets Program
(ARHAP). Geneva, Switzerland: World Health Organization.

44. Kimani JK, Ettarh R, Kyobutungi C, Mberu B, Muindi K, 2012.
Determinants for participation in a public health insurance
program among residents of urban slums in Nairobi, Kenya:
results from a cross-sectional survey. BMC Health Serv Res
12: 66.

45. Saksena P, Antunes AF, Xu K, Musango L, Carrin G, 2011.
Mutual health insurance in Rwanda: evidence on access to
care and financial risk protection. Health Policy 99: 203–209.

46. Schmidt JO, Mayindo JK, Kalk A, 2006. Thresholds for health
insurance in Rwanda: who should pay how much? Trop Med
Int Health 11: 1327–1333.

654 ADEWOLE AND OTHERS


