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Abstract

The main objective of the National health insurance programme is to improve the health
status of the populace in Nigerians. The healthcare provider provision of services in the
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programme has become a source of worry to government and other stakeholders. This study
therefore sets out to examine the extent of healthcare provider adherence to NHIS operational
guidelines. Design/Methodology: This is a cross-sectional survey using a questionnaire
method. Sample size was calculated (demand side) using G-power 3.1 software and (supply
side) Cochran formular and the calculated sample sizes were 1435 and 46 respectively.
Multistage sampling technique was applied. Variables were analyzed using descriptive and T-
test statistics with SPSS version 25. Result: Out of the 1435 enrollees 80% disagreed that
providers provide laboratory services. Also, 91% of them disagreed that providers provide
prescribed drugs. In contrast, both the enrollee (67%) and providers (69%) agreed that
providers are polite while providing services. The Test value was set at 75%. The calculated T
value for operational guideline for enrollees was 70.81 (p<0.05) on the opinion of the
enrollees on extent of provider provision of services. The calculated T-value for operational
guideline for providers was 2.40 (p<0.05) on the opinion of providers on the provision of
services. Conclusion: The evidence from this study have identified areas in the service
provision to be addressed by policy makers and in contrast showed that both the enrollees and
providers agreed overall that the healthcare providers adhere to NHIS operational guideline.

Keywords: adherence, healthcare provider, enrollee, national health insurance programme,
Nigeria

1. Introduction

The combination of law of helping one another with that of bringing all the contributions
made by members of a pool together to buy healthcare is the principle underpinning the
health insurance programme in Nigeria. The main objective of the programme is to improve
the health status of the populace in Nigerians using five major stakeholders (Payer, Regulator,
Hmo, Healthcare provider and Enrollee) and this will invariably contribute to the existing
strategies of reducing poverty as envisioned by the government (Adibe, Udeogaranya &
Ubaka, 2011; Awosika, 2012).

The healthcare providers have roles and responsibilities in the National health insurance
scheme (NHIS). According to NHIS (2015) operational guideline, these roles and
responsibilities include provision of services as agreed with the HMOs in the benefit package.
These services include offering 24 hour services, laboratory services, emergency services,
admission services, referral of enrollees and provision of prescribed medications. Another
role and responsibility of healthcare provider is to ensure enrollee satisfaction and it includes
being polite to enrollees, showing empathy, understanding enrollee plight and attending to
enrollees promptly.

Healthcare providers exert their influence by dictating the nature and quality of treatment
needed by enrollees. Similarly, the perception and attitude of healthcare providers will
determine how satisfied the enrollees will be in the programme (Onuekwusi & Okpala, 1998;
Onoka, Onwujekwe, Uzochukwu & Ezumah, 2013).

A lot of complaints have trailed the implementation of social health insurance programme in
Nigeria (Akeem, Adedoyin & Olasunmbo, 2014; Ajemunigbonhun, Aduloju, Sogura & Azeez,
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2017). Enrollees have reported outright denial of healthcare services or payment of additional
fees by the healthcare providers on the pretext that the services requested by the enrollees are
not included in the benefit packages (Uzochukwu et al., 2015). The enrollees in the social
health insurance in Nigeria have reported poor attitudes of some of the healthcare providers
in the programme (Osungbade, Obembe & Oludoyi, 2014; Aremo & Ibukun, 2017).

The National Health insurance Scheme (2015) operational guidelines stipulates that
healthcare providers should be reimbursed fourteen days after submission of claims for
services rendered; therefore delays in reimbursement influences healthcare providers’
behavior in the programme to a great extent (Dalinjong & Laar, 2012; Ajemunigbonhun et al.,
2017 ). Consequent on delayed reimbursement, healthcare providers are unable to procure
drugs and non-drug supplies for the smooth operations of their facilities (Dalinjong & Laar,
2012). Enrollees that access care at the facilities were made to purchase drugs and non-drug
supplies outside the facilities from out of pocket. Other consequence of the delay in
reimbursement is that healthcare providers prefer enrollees that would make out of pocket
payments for services that are on the benefit package (Ankomah, 2009; Dalinjong & Laar,
2012; Ajemunigbonhun et al., 2017).

The provider payment mechanism has also been implicated in factors that influence how
healthcare providers behave in the health insurance industry (Spaan et al., 2012; Eteng &
Utibe, 2015). Each provider payment mechanism will generate different types of incentives
for the healthcare provider with a distribution of financial risk (Spaan et al, 2012). Under the
capitation payment mechanism, the healthcare providers receive from HMOs a fixed periodic
payment for each enrollee that enrolls in their facility. The import of this is that the healthcare
providers therefore face the full financial cost of their enrollee healthcare service use, which
then makes the healthcare providers to monitor closely the utilization of healthcare services
by the enrollees (Dalinjong & Laar, 2012; Sodzi-Tettey, Aikins, Awoonor-william &
Agyepong, 2012). This type of payment mechanism will make the healthcare providers be
responsible for the enrollees future service use and also as a result will introduce other
measures like preventive services so as to reduce cost of healthcare services (Sodzi-Tettey et
al., 2012).

However, the healthcare providers that are on fee for service payment mechanism will
provide more services because as more services are rendered the more they are paid (Onoka
et al., 2013; Onoka, Hanson & Mills, 2014). Nonetheless, fee for service payment mechanism
will lead to healthcare providers encouraging excessive healthcare service utilization and as a
result healthcare providers in advanced economies are reimbursed on discounted fee for
service basis. Healthcare workers in health facilities will have no incentives to provide more
services of any particular type if they are purely on salary payment mechanism.

Moral hazard on the part of the healthcare providers has been a major influence in the extent
of provider service supply to enrollees (Onwujekwe, Uzochukwu, Ezeoke & Uguru, 2011).
Generally, providers’ moral hazard (supply side moral hazard or supplier - induced demand)
involves oversupply of healthcare services sometimes at the prompting of the enrollees who
take advantage of the fact that payment for the healthcare services are not made at the point
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of service (POS). Subsequently, the cost of healthcare will be transferred to the health
maintenance organization (HMO) (Onwujekwe et al., 2011). Similarly, some moral hazard
behaviours that healthcare providers in the health insurance industry exhibits includes;
diagnosing simple malaria as complicated malaria, over charging for drugs and services
provided to enrollees, charging for services not provided, inflating number of drugs
(Dalinjong & Laar, 2012).

Until, the level of adherence to the stipulations of the operational guidelines is known and
also the factors that influence healthcare provider supply of health insurance services are
addressed properly by relevant authorities, then there is little possibility of improvement in
the quality and supply of services to the enrollees in the programme.

This study therefore tends to examine the adherence of accredited healthcare providers in
providing the health insurance services as stipulated in the operational guideline. This will
provide evidence-based recommendation on how to improve supply of services in the
programme.

2. Methodology
2.1 Study Area

This research work was carried out in Enugu State. According to the last census before this
study, the state has a population of 3,257,298 million with an estimated land mass of 7,618
km (Nigeria Population Commission, 2006). Six states surround the state and they are: Imo
and Abia states on the southern part, Ebonyi state on the Eastern part, Anambra state on the
western part while Kogi and Benue states on the Northern part.

2.2 Study Design

The study design adopted for this research work is a cross-sectional method with a
quantitative (questionnaire) component in exploring the variables in this study. This
research design was seen as being most appropriate for this study because it provided reliable
and valid data from the respondents on both the demand and supply side of the formal sector
social health insurance programme in Enugu state at a given period of time.

2.3 Population of Study

The study population were the eighty six thousand (86,000) enrolled individuals on federal
government employment working in Enugu state (NHIS Annual report, 2015) whose names
are on the hospital register for the past one year and eighty four Chief Medical Directors of
accredited healthcare providers operating in Enugu state (NHIS Annual report, 2015).

2.4 Sample Size

On the demand side (enrollees), sample size was calculated using G - Power 3.1 software.
This approach is justified here because it will determine the smallest sample size that is
suitable to detect the effect of a given variable at the desired level of significance. An
adequate minimum sample size of 1292 was computed based on 95% confidence interval and
power of 95%. However in order to take care of non-response rate or attrition, the sample size
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was increased by 10%, thus giving us a total sample size of 1435.
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On the supply side (providers), the sample size was calculated using Cochran’s formula
(Cochran, 1977). This formula is indicative here because much information is not known
about the opinion of the healthcare providers on the health insurance services they provide in
the programme and as a result maximum variability is desired. An adequate minimum sample
size of 42 was computed using estimated population proportion of 0.5 at 95% confidence
interval. In order to take care of attrition, the sample size was increased by 10%, thus giving
us a total sample size of 46.

2.5 Inclusion Criteria
e Enrolled respondents whose names appeared on the hospital list.
e Enrolled in the formal sector social health insurance programme for one year.
e Enrollees who have been using the NHIS accredited healthcare provider for one year.
e Healthcare providers that have NHIS accreditation for one year.
e Willingness to participate in the study.
2.6 Sampling Procedure

A total of five government hospitals, four mission hospitals and seventy five private hospitals
are accredited in the state. A multi-stage sampling technique was adopted in the selection. The
first stage involved stratifying the hospitals into three groups (government — owned, mission —
owned, private — owned). The government hospitals have a total of 58,000 enrollees, mission
hospitals have a total of 19,000 enrollees while the private hospitals have a total of 9,000
enrollees. The study population is 86,000 enrollees on the demand side. The sample size of one
thousand four hundred and thirty five (1435) respondents was allocated proportionately among
the randomly selected Government hospital (968), Mission hospitals (317) and private
hospitals (150). The proportion allocated was gotten using the formula; sample fraction
(sample size divided by study population) times relative sizes of each stratum.

The second stage involved the use of simple random technique to select one hospital from
each group where samples were drawn. The randomly selected government - owned hospital
has 34,790 enrollees and all the allocated proportion was selected from it, the mission -
owned hospital selected randomly has 10,800 enrollees and all the allocated proportion was
selected from it while the first privately - owned hospital selected randomly has 42 enrollees.
A second privately - owned hospital with 1080 enrollees was selected randomly from the
privately-owned hospitals and the remaining sample allocated to them was drawn from it.

The third stage involved the use of systematic sampling technique to select the respondents
for the study. Here, the selection in each stratum was every 60" enrollee (as indicated in the
attendance sheet) who visited the clinics on the days of the study (sample size in each stratum
divided by the population in each stratum). However, the first enrollee in each stratum was
selected by simple random sampling technique.
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On the supply side, a multistage approach was adopted too. The hospitals were stratified into
government-owned, privately-owned and mission-owned. The Chief Medical Directors
(CMDs) in government — owned hospitals were 5, the CMDs in private hospitals were 75 and
in mission hospitals, the CMDs were 4. A minimum sample size of 46 Chief Medical
Directors was proportionately allocated to the stratified hospitals using the formula; sample
fraction (sample size divided by study population) times relative sizes of each stratum and the
followings were therefore allocated; privately-owned — 41, government-owned — 3 and
mission-owned — 2 . Thereafter, simple random was used to select allocated proportion in
each stratum for the study.

2.7 Method of Data Analysis

On analysis, the data were descriptively analyzed using percentages, mean and standard
deviations. Further on analysis, the test value or standard operational guideline (pass mark)
was benchmarked at 75% (there was no previous studies to be used for benchmarking). It
should be noted that all the 10 indicators variables (questions) were scored in order to
generate a continuous variable (in this case referred to as Operational guideline score for
Consumer and Healthcare provider (scored in %) using this equation:

sum of all the variables

Operational Guideline (scored) = 20 = 100%

Here, the value, 40 represents the mark a respondent would have scored supposing he/she
answered strongly agreed for all the 10 variables. Note the following ranking: Strongly
Agreed = 4, Agreed = 3, Disagree = 2, Strongly Disagreed = 1 was used to weight the
responses. T- Test was therefore used to test whether the provider performance and enrollee
expectation were different from the standard operational guideline. Statistical significance
was set at p<0.05. Data were analyzed using SPSS version 20 (IBM, New York, USA).

3. Results

Out of the 1481 questionnaires administered to both the enrollees and the providers, the
return rate was 99% (enrollees) and 91% (healthcare providers). The results are presented
below

Table 1. Enrollee’s/Provider’s Response on Provision of Services

Variables Enrollees; n=1426 Providers; n = 42 I;Zr)_.rlollees grlt_.)lviders
SA A D SD SA A D SD ’ ’

Health provider

offer 24 hours 720(50.5) 528(37.0) 128(9.0) 50(3.5) 30(71.4) 12(28.6) 0(0.0) 0(0.0) 3.35(0.79) 3.71(0.46)

services

Laboratory

services are

offered in  the 50 (3.5) 22 (1.5) 1152(80.8)  202(14.2) 28(66.7) 14(33.3) 0(0.0) 0(0.0) 1.94(0.54) 1.33(0.48)

hospital

Emergency

services are
20 (1.4 15(1.1 210 (14.7 1181(82.8) 30(71.4) 12(28.6) 0(0.0 0(0.0) 1.21(0.52 3.71(0.46
offered by the (14 (1.1) (14.7) (82.8) (71.4) (28.6)  0(0.0) (0.0) (0.52) (0.46)

health provider
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Health provider
offer admission 24 (17)  102(7.2)  1294(90.7) 6 (0.4) 40(95.2) 2(4.8)  0(0.0) 0(0.0) 2.1(0.36)  3.95(0.22)

services
Health provider
refer  enrollees

for  secondary 4 (0.3) 128 (9.0) 1282(89.9) 12(0.8) 37(88.1) (11.9) 0(0.0) 0(0.0) 2.09(0.32) 3.88(0.33)
and tertiary care
promptly
Health provider 20 3.14
provide all the 20 (1.4) 4(0.3) 100 (7.0) 1302(91.3) 4(9.5) 6(14.3)  12(28.6) (476) 1.12 (0.44) (1.00)
prescribed drugs
Health provider
is politeness 29 13 0 3.69
during provision 421(29.5) 962(67.5) 30(2.1) 13 (0.9) (69.0) (31.0) 0(0.0) 00) 3.26 (0.54) (0.47)
of services
Health provider
possess the
required medical 0 012)  1103773) 1309  8(0.6) %0 12 000 ° 319 (045) 2
skills to provide (71.4) (28.6) (0.0) (0.46)
the required
services
Health provider
understand  the
plight of the 12 10 2.48
enrolless  while 450(31.6) 940 (65.9) 20 (1.4) 16 (1.1) (28.6) 8(19.0) 12(28.6) (238) 3.28 (0.54) (1.15)
providing
services
Health provider
attend to health 18 8 267
insurance 32(2.2) 20 (1.4) 1124(78.8) 250 (17.5) 2(4.8) 14(33.3) 1.88 (0.52)

(42.9) (19.0) (0.85)

enrollees
promptly
Grand Overall
Mean (Standard 2.342(0.50) 3.19(0.59)
Deviation)

Source: Field survey, 2018.

The table above showed that out of 1426 respondents 720 (50.5%) agreed that healthcare
providers offer 24 hour services while none of the Chief Medical Directors disagreed. On
referral to secondary and tertiary healthcare facilities only 4 (0.3%) of the enrollees strongly
agreed while none of the healthcare providers disagreed. The findings in the study showed
that on being polite during provision of services, majority 962 (67.5%) of the respondents on
the demand side agreed while on the supply side majority 29 (69.0%) strongly agreed. On the
question of whether the healthcare providers attends to enrollees on health insurance
promptly, majority 1124 (78.8%) of the enrollees disagreed while very few 2(4.8%) of the
healthcare providers strongly agreed. The result therefore showed variation in the opinions of
both the consumers (enrollees) and the healthcare providers in most of the variables tested.

Table 2. One Sample t-test for both Consumers and Providers level of adherence to NHIS
operational guideline

_ Test Value = 75.00
Variables T Mean (SD) p-value
Operational guideline for Enrollees (n = 1426) | -70.81 57.71(9.22) 0.000
Operational guideline for Providers (n = 42) 2.40 79.64 (12.54) 0.021
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Source: Field survey, 2018.

T-test was used to test whether the providers’ performance and consumers’ expectation were
difference from the standard operational guidelines. In this analysis, the variables used to
determine the two group means were Operational Guideline (scored), and the test value
(standard value). The test value of 75% was used as the standard operational guideline
(benchmark) and was compared with the responses from the provider and enrollee side which
is referred to as Operational Guideline (scored) of the consumers.

The operational guideline for the consumer showed the t-value of -70.814, which is
statistically significant (p<0.05). Therefore, we can conclude from the consumers’ side that
the healthcare providers’ performance in the programme is not far from the standard
operational guideline.

Also, the t value of 2.400 (p <.05) obtained from a t-test conducted using the operational
guideline for the providers revealed that the healthcare providers’ performance is significantly
not far from the standard operational guideline. Therefore, we can conclude that the
healthcare providers in the programme adhere to the stipulations of the operational guidelines
of the Scheme.

4. Discussion

The findings in this study showed that only 4.0% of the enrollees sampled in this study
agreed that the healthcare providers provide laboratory services as stipulated in the
operational guideline. This is in contrast to the findings of Daramola, Maduka, Adeniran and
Akande (2017) and Mitiku and Geberetsadik (2019) that showed in their various studies that
majority of their respondents expressed high level of satisfaction with laboratory services and
it was attributed to laboratory staff attitude and timeliness of results. Likewise, only 2.5% of
the enrollees agreed that the healthcare providers provide emergency services in the
programme. This notion of the enrollees in this study concurs with the findings as shown in
the study done by Agba (2010) where majority (62%) of the respondents indicated non
provision of emergency services by the healthcare providers in the programme and 26% of
the respondents rated the quality of services provided as being very poor while 37% indicated
that the programme has not impacted in their health status, 14% of the respondents were
undecided. Similarly, Osuchukwu et al. (2013) showed in their finding that 68% of the
respondents in their study strongly agreed that the services rendered in the programme have
not measured up with the standard stipulated in the operational guideline.

On provision of 24 hours healthcare services, the findings in this study showed that 87% of
the enrollees sampled agreed that healthcare providers offer 24 hours services in their
facilities. This is affirmed by all (100%) of the healthcare providers sampled in this study.
The findings in this study therefore tallies with the responses of the respondents in Akeem et
al. (2014) study which showed that 60% of them indicated preference to accessing healthcare
facilities for health insurance services because of the quality of services rendered.

Healthcare provider provision of prescribed drugs have been shown in several studies to be
an indication of quality service (O'Malley, Fletcher, Fletcher & Earp, 1993; Brawley, 2000;
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Akande, Omotosho & Nurudeen, 2005) The findings in this study revealed that 91% of the
enrollees strongly disagreed that the providers provide all the prescribed drugs and this
concurs with the findings in Agba (2010) that showed 48% of their respondents strongly
agreed that prescribed drugs are given to enrollees as stipulated in the guideline. Similar
studies in Mozambique (Newman, Gloyd, Nyangez & Machoro, 1998) and Nigeria
(Daramola et al., 2019) have indicated that non provision of prescribed drugs was found to be
the most common complaints from enrollees. However, the findings in this study contradicts
Osungbade, Obembe and Oludoyi (2014) findings that showed 55.6% of their respondents
were satisfied with the availability of prescribed drugs. Also, it is in contrast with the opinion
of the sampled providers in this study that strongly agreed (47.6%) and agreed (28.6%)
respectively that the healthcare providers provide all the prescribed drugs. The variance in the
opinion of the healthcare providers and the enrollees in this study might be because the
healthcare providers might not want to be perceived as not living upto their Hippocratic Oath
of caring for human lives first before any other thing.

According to National Health Insurance Scheme operational guideline (2012), all
authorization for referral is given within 24hrs of the requesting facility making contact with
the HMO. The findings in this study showed that the enrollees (91%) strongly agreed that
health providers do not refer enrollees for secondary and tertiary care but it contradicts the
findings of Mohammed, Bermejo, Souares, Sauerborn and Dong (2014) that showed that less
than half of their respondents (45.6%) have never been referred for secondary or tertiary care
and also the opinion of the healthcare providers sampled in this study (88%) who strongly
agreed that enrollees were referred appropriately for secondary and tertiary care. The
contradictions in the two findings might be due to the fact that Mohammed et al. (2014) study
was carried out in a secondary center where referrals are done internally and as a result
incentives are there for the referral while in this study, it was carried out in primary,
secondary and tertiary centers.

Several studies (Abdosh, 2006; Iliyasu, Abubakar, Abubakar, Lawan & Gajida, 2010) have
revealed that healthcare provider attitude while providing services influences enrollees’ level
of satisfaction. In this study, there was unanimous agreement among the enrollees and the
healthcare providers that the attitude of the providers towards the enrollees were encouraging.
Majority of the enrollees (69%) and majority of the health providers (65.9%) agreed that the
healthcare providers were polite during provision of services and similarly, majority of the
respondents on both demand and supply side also agreed that the health providers understood
the plight of the enrollees during provision of services. The opinion of the enrollees in this
study tallies with that of the healthcare providers sampled in this study with regard to
providers’ politeness to enrollee in the course of rendering healthcare services. Here, majority
of the providers agreed that providers were polite to the enrollees and this finding concurs
with Osungbade et al (2014) study that showed 57.1% of the participants were highly
satisfied with the staff attitude.

The findings in the study revealed that majority of the enrollees (78.8%) disagreed that health
providers attend to health insurance enrollees promptly. This finding is consistent with the
findings in Nigeria (Mohammed et al., 2014; Daramola et al., 2017) and Ethiopia (Mitiku &
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Geberetsadik, 2019) that showed most of the participants strongly disagreed that they were
attended to promptly. This might be due to delays occasioned by improper identification of
the enrollees and it might be attributed to non-provision of proper identification card.
However, in contrast, most of the providers sampled agreed (33.3%) and strongly agreed that
enrollees in the health insurance programme were promptly attended to during the time they
access health services.

Finally, the aggregated opinions of the providers and enrollees in the programme showed that
the providers service provision were not far from what is stipulated in the NHIS operational
guideline and this findings tallies with the work done by Osungbade et al. (2014) and Akeem
et al. (2014) which showed that respondents in their respective studies were highly satisfied
with the providers’ provision of services in social health insurance program as stipulated by
the regulatory body.

5. Conclusion

This study reveals that the most of enrollees believes that the providers of health insurance
services do not provide laboratory services, prescribed drugs, emergency services and referral
of enrollees to secondary and tertiary facilities. However, it was shown in the study that
majority of the enrollees and providers agreed that the healthcare providers provide 24 hour
services and were polite and empathic to enrollee plight. Similarly, on the aggregation of the
opinions of both the provider and enrollees in the programme, it was discovered that the
provider service provision was not far from what was stipulated in the operational guideline.
The findings in this study will therefore serve as an implementation tool and guide to policy
formulators in future policy revisions and strategic decisions.

6. Recommendation

Following the findings of the study and the conclusion arrived from the study, some of the
following policy options are recommended:

1. Government should ensure checks that will promote the availability and quality of
prescribed drugs.

2. Again, the regulatory body should strengthen the extant polices that will allow for
prompt payment of providers and put stricter measures to check HMOs that default in
this regard.

3. Also, use of technology (Point of service based machine) should be encouraged to
enhance efficiency in the areas of referral, enrolment, claims, identification of
enrollees.

4. There should be strictness on quality assurance and removal of accreditation of
offending healthcare providers. This will invariably encourage improvement in the
supply of health insurance services.
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