THE IMPACT OF HEALTH INSURANCE SCHEME ON THE AGED CITIZENS OF NIGERIA

ABSTRACT

This study was carried out to examine the impact of National health insurance scheme on aged citizens of Nigeria using Ilorin west local Government Area Ilorin, Kwara state as a case study. The survey design was adopted and the simple random sampling techniques were employed in this study. The population size comprise of residents in Ilorin west local Government Area Ilorin, Kwara state. In determining the sample size, the researcher conveniently selected 112 respondents and 100 were validated. Self-constructed and validated questionnaire was used for data collection. The collected and validated questionnaires were analyzed using frequency tables.  The result of the findings reveals that the level of awareness of National health insurance scheme among aged Nigerians is low. The study also revealed that national health insurance scheme contributes to health-related welfare of aged Nigerians. It was further discovered that national health insurance scheme gives access to health services and financial protection to aged Nigerians. To mention but a few. Therefore, it is recommended that the scheme needs to be improved by expanding the scope of coverage to include hitherto excluded benefits. And guidelines for treatment should be re-structured such that health-givers can be flexible in administering treatment protocol. The idea of using mobile means to access insurance by having a prepaid mechanism, though beneficial, could be made more flexible. This can be achieved through a seamless contribution by way of percentage deductions from recharge card loaded. This might require legislative backing.
CHAPTER ONE
INTRODUCTION

1.1 Background Of The Study

Health services are deemed unsatisfactory and inadequate in addressing the public's requirements and demands, as evidenced by the population's poor health (FMOH, 2022). It is plausible to assert that some of the fatalities and major diseases that occur among Nigerians are attributable to situations for which easy solutions exist. Lack of prompt and effective care frequently heightens the risk of significant consequences from simple illnesses (Irinoye, 2022). Even in times of financial constraint, the current high rates of illness and death can be significantly decreased by a more logical utilization of existing resources (Irinoye, 2022).

Various reform schemes have been implemented, and the administration has indicated its intent to undertake a radical system overhaul. The government has created and executed National Health Policy in an effort to guarantee that every person achieves a condition of perfect physical, mental, and social health. The National Health Policy and Strategy to attain health for all Nigerians was implemented in 1988 and amended in 2004.

Care Resources, National Health Interventions and Service Delivery, National Health Information Systems, Partnership for Health Development, National Research, and Health Care Laws comprise the primary policy focus of the National Health System. Despite a well-structured health system, Primary Health Care (PHC) development has not benefited the health of the population, particularly in rural regions. The contribution of the health sector to national development remains a critical concern. As a result, as part of the government's effort to solve the difficulties in the sector, the National Health Insurance Scheme (NHIS) was established to address Nigeria's health issues. The Federal Government of Nigeria created the NHIS under Act 35 of 1999 in order to promote the health of all Nigerians at a reasonable cost. Health Insurance is a strategy that prevents insured individuals from incurring excessive medical expenses during an illness. A client pays regular payments to a management institution as the foundation of the health insurance procedure. This entity is responsible for storing payments in a fund and paying the consumer's healthcare provider for the cost of service (Conn & Walford, 2022).

The 2011 NHIS data indicate that 5% of the population is registered with the system (NHIS 2012b). The majority of individuals included work for federal or state governments and reside in metropolitan regions (Lawan, Iliyasu, & Daso 2012). Nonetheless, over sixty percent of Nigerians belong to the informal sector and live in rural regions on less than one dollar a day (as cited by UPI, 2022). When confronted with health issues, individuals cannot afford high-quality medical care because they lack sufficient financial means. Out-of-Pocket (OOP) funding of health remained high at around 95.3% of the private spending on health (PvtHE) in 2010 (PvtHE as a percentage of Total Health Expenditure (THE) was 62.1% in 2010), and often has a disastrous effect on the poor. Numerous Nigerians have perished as a result of their failure to satisfy this demand (Lawan et al, 2022). NHIS is often intended to considerably promote the welfare of citizens, particularly the disadvantaged members of society (Kutzin, 2022). In essence, this would ensure access to treatment with protection against financial risk. The program has been in effect since 2005, and the deadline for obtaining universal health coverage was 2015. This research seeks to determine the effect of Nigeria's national health insurance on senior persons.

1.2 Statement Of The Problem

Despite the federal government's attempts to enhance healthcare delivery, Nigeria's health indices have either remained stable or declined during the previous decade. Nigeria's life expectancy of 52 or 53 years is lower than the African average of 56,05 years, and its infant and maternal mortality rates are staggering. One million children die annually before reaching the age of five, primarily owing to neonatal causes, malaria, and pneumonia. Comparable to low-income nations such as Lesotho and Cameroon, the rate of maternal death is 630 per 100,000 live births. An estimated 3.3 million Nigerians are infected with HIV, yet prevention, care, and treatment are scarce. In addition, Nigeria continues to tackle both communicable and noncommunicable illnesses.

The National Health Insurance Scheme (NHIS) is the federal government of Nigeria's attempt to implement universal health coverage (UHC) for its inhabitants. UHC is defined by Dutta & Hongoro (2022) as the provision of access to and utilization of high-quality health care services for all people, as well as the protection of all persons from catastrophic financial effects of illness. According to Gustafsson-Wright & Schellekens (2022), UHC refers to health systems that provide both access to health services and financial protection, including the avoidance of out-of-pocket payments that reduce the affordability of services and, ideally, compensation for productivity loss due to illness. In this study, the term "aged citizens" refers to all Nigerians aged 50 or over. This research seeks to determine the impact of health insurance scheme on the aged citizens of Nigeria.

1.3 Objectives Of The Study

The overall aim of this study is to critically examine the impact of National health insurance scheme on aged citizens of Nigeria. Hence, the study will be channeled to the following specific objectives;

Investigate the level of awareness of National health insurance scheme among aged Nigerians.

Determine whether national health insurance scheme contribute to health-related welfare of aged Nigerians.

Ascertain whether national health insurance scheme improve the quality of live of aged Nigerians.

Ascertain whether national health insurance scheme gives access to health services and financial protection to aged Nigerians.

1.4 Research Question

The study will be guided by the following questions;

What is the level of awareness of National health insurance scheme among aged Nigerians?

Does national health insurance scheme contribute to health-related welfare of aged Nigerians?

Does national health insurance scheme improve the quality of live of aged Nigerians?

Does national health insurance scheme give access to health services and financial protection to aged Nigerians?

1.5 Significance Of The Study

The significance of this study is to highlight the ineffectiveness of aging programs and services in Nigeria, with a view to advocating changes in policy formulation and implementation of health programs and services so as to affect the elderly population. Currently, there are no overt programs and services for the elderly in Nigeria because there has not yet been a policy for the care of seniors in Nigeria. This paper will as well make advocacy for the establishment of such facilities in order to better the lot of the elderly population in Nigeria. 

Additionally, subsequent researchers will use it as literature review. This means that, other students who may decide to conduct studies in this area will have the opportunity to use this study as available literature that can be subjected to critical review. Invariably, the result of the study contributes immensely to the body of academic knowledge with regards to the impact of National health insurance scheme on aged citizens of Nigeria.

1.6 Scope Of The Study

This study is structured to generally examine the impact of National health insurance scheme on aged citizens of Nigeria. However, the study will further investigate the level of awareness of National health insurance scheme among aged Nigerians, determine whether national health insurance scheme contribute to health-related welfare of aged Nigerians, ascertain whether national health insurance scheme improve the quality of live of aged Nigerians, and ascertain whether national health insurance scheme gives access to health services and financial protection to aged Nigerians. The population of this study covers residents in Ilorin west local Government Area Ilorin, Kwara state.
1.7 Limitation Of The Study

In the course of carrying out this study, the researcher experienced some constraints, which included time constraints, financial constraints, language barriers, and the attitude of the respondents. However, the researcher were able to manage these just to ensure the success of this study.

1.8 Definition Of Terms

NHIS: National Health Insurance Scheme.

UHC: Universal Health Coverage.

PHC: Primary Health Care.

CHAPTER TWO

REVIEW OF LITERATURE

INTRODUCTION

Our focus in this chapter is to critically examine relevant literature that would assist in explaining the research problem and furthermore recognize the efforts of scholars who had previously contributed immensely to similar research. The chapter intends to deepen the understanding of the study and close the perceived gaps.

Precisely, the chapter will be considered in three sub-headings:

Conceptual Framework

Theoretical Framework 

2.1 CONCEPTUAL FRAMEWORK

Health Insurance

Health insurance stands for a pooling of health risks, in order for the participants to get benefits due to the uncertainty underlying ill-health occurrence and payments for treating such ill- health. This is because the need for health-care is often highly unpredictable and very costly for the individual although it is predictable for large groups. Insurance can be used to spread the burden of payment 3.

Health insurance can be financed and organized in a variety of ways. It can be purchased by an individual or group through the private market, from either profit or non-profit firms, and under these circumstances is conventionally termed private or voluntary health insurance 4. Compulsory health insurance is under an obligatory public scheme. Payment for such insurance amounts to a tax. The obligation may be placed on an employer to pay contributions on behalf of his or her employees, and contributions are usually income-related.

Compulsory insurance is usually administered by public bodies, but it can be administered by private insurance carriers, as is the case with the scheme for civil servants in the Netherlands3. A sub-type of compulsory health insurance is social health insurance, and it is usually part of a social security system, which is funded from specific (mainly payroll) contributions and is managed by autonomous or quasi autonomous sickness funds, friendly societies or private insurers. On the other hand voluntary (private) health insurance can be taken up and paid for at the discretion of individuals or employers on behalf of individuals. Voluntary insurance can be offered by a public or quasi public body as is the case in Ireland3.

The major parties in a health insurance scheme are the consumers, the providers, and the third party financiers (insurers). How they relate to each other determine the insurance plan. The providers include medical doctors, pharmacists, nurses, and other allied health practitioners depending on a country's definition of provider. Third party financiers include insurance companies, sickness funds, public or quasi public organizations, health maintenance organizations (HMOs) and friendly societies.

Health Financing In Nigeria 

In Nigeria, successive governments realised the need to structure the funding of health care services as one of the ways to improve health care provision (Gilbert et al 2009). By 1999, the NHIS was established under decree no. 35 by the government and the first phase rolled out in 2005 (NHIS Decree 1999 & NHIS 2012b). The mandate of the scheme is “to provide easy access to qualitative, equitable and affordable healthcare via various pre-payment mechanisms” (NHIS Decree 1999). Ultimately, universal health coverage should be achieved by 2015 (NHIS Decree 1999). The large and mainly poor informal sector of the population remains largely excluded despite the existence of a roll-out operational guideline to achieve nation-wide enrolment (Lawan et al, 2012). There remains a challenge to extend the scheme to those who need it the most in Nigeria.
Global Perspective of Social Health Insurance 

According to the (WHO 2000) health is a state of complete physical, mental and social well being and not just the absence of disease or infirmity. This definition looks like an aberration in Nigeria and if we go strictly by it, no Nigerian can be said to be a healthy client for the insurance industry. Every country strives to provide for its citizens affordable and accessible healthcare. In South Africa for instance, there is no nationally operated public health insurance scheme. Yet, they can boast of better health indices than Nigeria. They have private health insurance schemes that are affordable, well developed and functioning effectively and efficiently (Gana, 2010). A look at the healthcare systems of some key countries can only enlighten us more. In the United Kingdom (UK), there is the National Health Scheme (NHS) which is a publicly funded healthcare system for all residents of the UK. No premiums are collected, costs are not charged at the patient level and costs are not prepaid from a pool. It is actually not an insurance system but it does achieve the main aim of insurance which is to spread financial risk arising from ill health directly from general taxation. The United States health care system on the ether hand relies heavily on private health insurance, which is the main source of coverage for most Americans. In Canada, public and private schemes exist; most health insurance schemes in Canada are administered at the level of provinces under the Canadian Health Act, which requires all people to have free access to healthcare. About 65% of Canadians have some form of supplementary private health insurance; many of them receive it through their employers. (Gana, 2010) France operates a solidarity system. It has both public and private schemes. The peculiarity of the French system is that; the more ill a person becomes, the less the person pays. This means that for people with serious or chronic illness, the insurance system reimburses them 100% of expenses, and waives co-payment charges. Complementary private health insurance is also available. (Gana, 2010) In Australia functional public health insurance exists alongside private schemes. The public health system (Medicare) ensures free universal access to hospital treatment and subsidised out-of-hospital medical treatment. Medicare is funded by 1% levy on all taxpayers, an extra 1% levy on high income earners as well as general government revenue. Some private health insurers are for profit while some non profit health insurance organisations are also operational The sickness fund of Germany is a health insurance scheme paid for by employers and employees and managed by not-for-profit organisations. It is characterised by private provider base, efficient management, adequate investment and effective control of provider and purchaser behaviour. In Chile, public and private schemes exist, but like in most countries of Latin America, patients are migrating from public to private schemes (Korte 1992). The Nigerian System allows private healthcare providers as major stakeholders despite the establishment of the NHIS. The extent of coverage of the NHIS is such that artisans, farmers, sole proprietors of businesses, street vendors, traders and the unemployed are not yet accounted for. Even within the formal sector, not all government and corporate organisation employees are enrolled within the scheme. Our public and private hospitals therefore are still operating on a fee for service basis for the majority of its clients Gana (2010).

The National Health Insurance Scheme (NHIS); A Brief Background

In order to improve access to quality health care services and health status of the citizens, the National Health Insurance Scheme was established in 1995. It became operational in 2005. The NHIS is a public-private-partnership between the NHIS, the Health Maintenance Organizations (HMOs) and other health care providers (private and public). The overall objective is to secure universal health coverage and access to adequate and affordable health care, in order to improve the health status of the citizens. It had the mandate to achieve this (UHC) within a period of ten years from its inception (2005-2015). While the NHIS shapes the health insurance policy by licensing the HMOs that operates the health insurance business, it also accredits health care facilities to provide the benefit packages to registered enrollees. The HMOs are responsible for the purchase of health care services on behalf of the Scheme for registered enrollees. Currently, there are 62 HMOs contracted by the NHIS to function under the Scheme. However, of these HMOs, only 5 have a total of 75% of the current enrollees. Under the present arrangement, an individual federal government worker is entitled to register a spouse and four children under the age of 18 years. Enrollees choose their preferred health facility to receive care [12]. To ensure an effective coverage of the populace, the Scheme has specific programs for different segments of the society. These are the Formal Sector Health Insurance Program for the Federal Civil servants, Urban Self-employed Social Health Insurance Program, Rural Community Social Health Insurance Program, Children under Five Social Health Insurance Program (also covers pregnant women), Permanently Disabled Social Health Insurance Program, Prison Inmates Social Health Insurance Program, Tertiary Institutions and Voluntary Participants Social Health Insurance Program and the Armed Forces, Police and other Uniformed Services Insurance Program (captured under the Formal Sector Program). However, of all these Programs, only the Formal Sector Program is functional [13]. Of the 23,640 health care facilities available in the Country, only 7,300 representing 31% of the facilities were accredited by the NHIS to provide services to registered enrollees. Currently, 4.5 million people representing 3% of Nigeria’s population are covered under the Scheme. This percentage is mainly in the formal sector. The remaining 75% or more, in the informal sector are largely not covered yet. Under the present arrangement, the employer contributes 10% of the basic salary of the insured while the remaining 5% is paid by the employee. Lately, this has been revised to 3.5% and 1.75% of the basic salary by employers and employees respectively. However in reality, this formula is not operational, as the Federal Government pays 750 naira per life insured, on quarterly basis, while the insured has no financial contribution into the Scheme. To date, the Act that established the Scheme makes it voluntary for individuals to enroll; thus, the existing trade unions in the Country, the Nigeria Labor Congress (NLC) and the Trade Union Congress (TUC) refused a buy in into the Scheme. Although, the NHIS is responsible for accreditation of the HMOs and the HCPs, as well as ensuring compliance with the rules of engagement by them (HMOs and HCPs), it does not have sufficient power to enforce these. Instead, the power to prosecute a stakeholder for contravening any provision of the Act is vested in the Legal Officer in the Ministry of Justice of the State. This arrangement undermines the role of the NHIS as an effective regulator of health insurance. Thus, complaints made by clients about the HCPs or the HMOs, or made by the HCPs about the HMOs or vice versa are rarely appropriately addressed [12]. Recently, there was a reform to devolve the insurance Scheme to the sub-national governments (States) to operate, using the template of the NHIS and with technical oversight from the NHIS. This approach, it is hoped, will encourage a sense of ownership of the health insurance in the States and thus, expand the coverage. Very recently, the NHIS has devolved to the federating States to operate state-run social health insurance schemes with technical support from the NHIS [14]. Implementation and expanding health insurance schemes in developing economies characterized by very large informal sector populations, poor funding and inefficient fund collection mechanisms can be very difficult. These factors among others excluded millions from having access to quality health care services in affected nations with resultant and persistent poor health indices and development [1,2,15]. To the best of our knowledge, studies that examine locationallocation of health insurance enrollees by facility and by principal enrollee as well as the gap in funds generated, are rare in this environment. An assessment of the extent of universal coverage achieved by the Scheme in the South West geopolitical zone is important to objectively assess the likely existing gaps. This could serve as a yardstick to gauge the Scheme’s performance in other geo-political zones in Nigeria. It will also be of assistance in planning to improve the Scheme’s performance.

Structure of the NHIS

The very design of the organizational structure of the NHIS is in itself a control measure aimed at ensuring an efficient, effective and economical scheme. The NHIS is constituted of the following bodies: (i) The council (ii) State licensure boards (iii) State health insurance offices (iv) Standards committee and inspectorate systems (v) Health maintenance organizations (vi) Health insurance companies (public and private) (vii) Arbitration boards (viii) Malpractice insurance schemes (ix) Banks and banking systems and (x) Tribunals. Funding will be by contribution of 5% of enrolees’ basic salary while the employer contributes 10% of enrolees’ basic salary to the scheme monthly. (NHIS, 2005). The insured shall choose his primary health care provider who is associated with the HMO’s. The primary health care provider is to be registered by the NHIS according to the guidelines of the standards committee made up of statutory professional registration boards. The state licensure boards approve premises for practice by the health care provider. Liability insurance companies (public and private) will provide professional indemnity cover (malpractice insurance) for health care providers. The role of the arbitration boards will be to handle conflicts between the above relationships.

Benefits of NHIS 

Benefits of the scheme include outpatient care, pharmaceutical care as in NHIS essential drug list, diagnostic tests as in NHIS diagnostic test list, maternal care for up to four (4) life births; preventive care (immunization, health education, antenatal and postnatal care), hospital care (limited to 15 days in a year and admission in the general ward), eye care and preventive dental care. (Obadofin, 2006) Beneficiaries do not need cash to access treatment when required except the 10% co-payment for the cost of drugs. Thus the usual practice of converting assets to cash especially in catastrophic illnesses can be avoided. In fact, the ministry of health asserts that the benefit package in the NHIS is the most comprehensive in the world.

Exclusions of NHIS

The NHIS package has certain healthcare services that are not covered in the scheme. These exclusions are either total or partial. Total exclusions healthcare services such as occupational or industrial injuries, radiologic investigations like computerized tomography (CT) scan, magnetic resonance imaging (MRI), epidemics, cosmetics surgeries, open heart surgeries, neurosurgeries, and family planning commodities are totally excluded from the NHIS. Injuries arising from natural disasters, earthquakes, landslides, conflicts, social unrests, riots and wars are not included in the benefit package. Similarly, injuries arising from extreme sports such as car racing, polo, boxing and wrestling are also not covered by the NHIS. Epidemics and therapies accruing from drug abuse and addiction, transplant and surgical repairs of congenital anomalies and purchase of spectacles are also excluded (Obadofin, 2006). Partial exclusions also exist. Generally, conditions of sizable prevalence, social importance and high cost are partially covered by the scheme. Terms of the partial coverage are such that the HMO pays 25% while the employer or employee pays 75% of the cost of the healthcare service. This applies to surgeries like prostatectomy, myomectomy and orthopedic repairs. In the case of high technological investigations in life saving emergencies; the HMO pays 10% while others pay 90% of the total cost of the service. Investigations like CT scan and MRI are included here. Other investigations like mammography, Pap smear, tumour markers, hormonal assays, laparoscopic or fluoroscopic tests, radio opaque studies and barium studies are also covered in this way. (Obadofin, 2006).

Challenges of Service Delivery

In 2005, the NHIS published guidelines for standard treatment of patients by healthcare providers. This was as a result of the concerns the management of the scheme had on the effects of unwarranted overuse of the system and on the solvency and sustainability of the scheme. Overuse would arise from improper provider behaviours through overprescribing, over treatment, undue generation of patients’ visitation and unnecessary use in technology in order to attract more income. Under these guidelines, monitoring and evaluation is carried out jointly by the NHIS and the HMO’s (NHIS, 2005). Despite the published protocol, most of these practices are common place in our health institutions. In addition, long queues are still usual sites while the issue of unavailability of required services has started rearing its ugly head in NHIS approved hospitals. In addition, there is still weak and ineffective referral systems’ resulting in over burdened secondary and tertiary health facilities. Furthermore, education of the teaming populace on the pros and cons and the need to participate in the NHIS is also a challenge yet to be surmounted. Moreover, available financing risk protection under the NHIS is very limited in coverage and scope. Several very important and hitherto expensive healthcare services are excluded from the scheme, while common ailments that can be treated easily and very affordable are financed by the scheme.
National Health Insurance Scheme (NHIS) In Nigeria

The Nigerian NHIS is a Social Health Insurance Programme (SHIP) which combines the principles of Socialism (being one’s brother’s keeper, common good of all) with that of Insurance (pooling of Risks and resources) (Jutting, 2004). It is a body corporate with perpetual succession established under Act 35 of 1999 to provide Social Health Insurance (SHI) in Nigeria whereby the Health care services of the contributors are paid for from the pool of fund contributed by participants in the Scheme. The goal of NHIS- is to improve the health status of Nigerians as a significant co-factor in the national poverty eradication efforts. The mission of NHIS is to undertake a government led comprehensive Health Sector Reform aimed at strengthening the National public and private Health System to enable it deliver effective, efficient, qualitative and affordable Health Services.

The objectives of the scheme include to:  

ensure that every Nigerian has access to good health care services  

protect families from the financial hardship of huge medical bills  limit the rise in the cost of healthcare services  

ensure equitable distribution of healthcare costs among different income groups  

ensure high standard of healthcare delivery to Nigerians  

ensure efficiency in healthcare services  

improve and harness private sector participation in the provision of healthcare services  

ensure equitable distribution of health facilities within the federation  

ensure appropriate patronage of levels of healthcare  

ensure the availability of funds to the health sector for improved services.

In order to ensure that every Nigerian has access to good health services the NHIS has developed various programmes to cover different segments of the society with joint financing from government and Public.

Rationale for NHIS in Nigeria 

Nigeria has the highest out-of-pocket health spending and poorest health indicators in the world (Gustafsson-Wright & Schellekens, 2013) and this has been the propelling force for the Nigerian federal State to initiate the National Health Insurance Scheme. Its policy was drafted in 1997 and its legal framework signed into law in 1999 and launched for implementation on 16th June, 2005. It was designed with the aim at universal health coverage targeted at providing comprehensive health care at affordable costs to employees of the formal sector, self employed, ruralites and indigent population of Nigerians (Onyedibe, Giyit & Nandi, 2012). The health situation in the country shows that only 39 percent of the population in 1990 and 44 percent in 2004 have access to improved sanitation. Also, in 1990-92 and 2002-04, 13 percent and 9 percent of Nigerians were undernourished respectively (UNDP, 2008). HIV prevalence in Nigeria in the age bracket 15 to 49 years was 3.9 percent in 2005 (UNAIS, 2006). In an attempt to address the precarious and dismal situation in the health sector, and provide universal access to quality health care service in the country, various health policies by successive administrations were made including the establishment of primary, secondary and tertiary health care facilities across the length and breadth of the country. The perennial health challenges in Nigeria informed the decision by Gen. Abdulsalam Abubakar on May 10, 1999, to sign into law the National Health Insurance Scheme (NHIS) Decree Number 35 (NHIS Decree No. 35 of 1999); with the aim of providing universal access to quality healthcare to all Nigerians. NHIS became operational after it was officially launched by the Federal Government in 2005 (Kannegiesser, 2009).
NHIS Provisions for Elderly care in Nigeria

The provisions of the NHIS toward the health care needs of Nigerians is targeted at the formal sector of the population with emphasis on federal civil servants engaged in the Ministries, parastatals, agencies and extra-ministerial corporations. It provides for both outpatient and inpatient care for the insured, his/her spouse and four siblings under 18years (Akande, Salaudeen & Babatunde, 2011). The general purpose of NHIS is to ensure the provision of health insurance “which shall entitle insured persons and their dependents the benefit of prescribed quality and cost effective health services” (NHIS Decree No. 35 of 1999, part 1:1). The specific objectives of NHIS include:

1) The universal provision of healthcare in Nigeria. 

2) To control/reduce arbitrary increase in the cost of health care services in Nigeria. 

3) To protect families from high cost of medical bills. 

4) To ensure equality in the distribution of healthcare service cost across income groups. 

5) To ensure high standard of healthcare delivery to beneficiaries of the scheme 

6) To boost private sector participation in healthcare delivery in Nigeria. 

7) To ensure adequate and equitable distribution of healthcare facilities within the country. 

8) To ensure that, primary, secondary and tertiary healthcare providers are equitably patronized in the federation. 

9) To maintain and ensure adequate flow of funds for the smooth running of the scheme and the health sector in general (NHIS Decree No. 35 of 1999, part II: 5; NHIS, 2009).

The provision of healthcare is a concurrent responsibility of the three tiers of government in Nigeria. The mixed economy practiced in the country gives room for private sector participation in medical care provision (Wikipedia, 2009).

NHIS is therefore operational through three broad categories of stakeholders-government, the private sector as well as other agencies appointed by government and international donor agencies. A breakdown of these stake holders include government at all levels, employers (both public or private sectors), self employed, Rural Community Health Insurance Program agency, health maintenance organizations, board of trustees, health providers, commercial banks, NGOs, community leaders and the media (Executive Secretary NHIS, 2009). Government under the scheme provides not only standards and guidelines but ensures the enforcement of policies, monitoring of implementation and evaluation of programs and services for the smooth and effective running of the scheme. Apart from funding by government and donors or partnering organizations, employees under the scheme contribute 5 percent of their basic salaries and another 10% counterpart contribution by the employer toward the success of NHIS (Executive Secretary, NHIS, 2009). An overview of the provisions of NHIS shows that, virtually no provision is made for the healthcare needs and social security of the elderly population in Nigeria.

Inclusions versus Exclusions in NHIS

Since the launch of NHIS in 2005 and its operations, it has been the major initiative to expand health insurance in Nigeria. Hospitalization as provided by NHIS is limited to 15days. The extent of NHIS coverage this far is such that artisans, farmers, sole proprietors of businesses, street vendors and the unemployed are not captured (Onyedibe, Goyit & Nnadi, 2012). Again, certain health care services are not covered by NHIS and where some are covered, it is a partial coverage. For instance, some radiologic investigations and major surgeries e.g. magnetic resonance imaging (MRI), computerized tomography (CT) scan, laparoscopic or fluoroscopic examinations, mammography, hormonal assays, prostatectomy and myomectomy are given partial coverage while care for occupational or industrial injuries, cosmetic surgery, open heart surgery, neurosurgery, family planning and epidemic outbreaks are excluded from NHIS coverage. Also, injuries arising from natural disasters (earthquakes, landslides, tornadoes, hurricanes, etc.), social unrest/upheavals and terrorist attacks are excluded from its benefits package. Similarly, injuries from extreme sports activities such as car racing, boxing, wrestling, polo and other martial arts are not covered by NHIS. In addition, therapies accruing from drug abuse, addictions, sexual pervasiveness, organ transplant, surgical repairs of congenital abnormalities and purchases of spectacles are excluded. These exclusions of major illnesses and therapies show that, the NHIS is shallow and segregatory in its coverage. It does not give a holistic coverage thereby negating the philosophy of its establishment. It strongly allows for more out-of-pocket expenditure by insurers and preventing universal health coverage by citizens of the country.

Workability of NHIS

NHIS can be a major determinant of improved health outcomes for all citizens especially the poorest poor of the population who cannot afford the basic necessities of life. Since its launch in 2005 the scheme claims to have issued 5 million identity cards, covering about 3 percent of the population. (Gustafsson-Wright & Schellekens, 2013). Under the National Health Insurance Act 2008, the NHIS started a rural community-based social health insurance program (RCSHIP) in 2010. The majority of the enrollees, however, are individuals working in the formal sector and the community scheme still leaves large gaps among the poor and informally employed. Several proposals are currently in the pipeline to expand the reach of NHIS. One such proposal is to make registration mandatory for federal government employees. Earlier in 2013, the creation of a “health fund” targeting an earmarked “health tax” of 2 percent on the value of luxury goods was proposed. This fund would be used for the health insurance of specified groups of Nigerian citizens, including: children under five, physically challenged or disabled individuals, senior citizens above 65, prison inmates, pregnant women requiring maternity care, and indigent persons. (Gustafsson-Wright & Schellekens, 2013; Akande, Salaudeen & Babatunde, 2011; Onyedibe, Goyit & Nnadi, 2012; Agba, Ushie & Osuchukwu, 2010). At a broader level, the National Health Bill which was first proposed in 2006 to improve Nigeria‟s poor healthcare administration, by allocating at least 2 percent of the federal government‟s revenue to the health sector is still not signed into law. However, as of mid-2012, NHIS still covered only about 3 percent of the population (5 million individuals). Currently, NHIS programs exist that target the formal and self-employed sectors, with mixed success. The formal-sector program operates as a social health insurance scheme. Although the NHIS launched a rural community-based social health insurance program to cover more Nigerians, its uptake has been slow.

Challenges of NHIS in Nigeria

There are a number of challenges facing the actualization of NHIS in Nigeria. Funding remains a critical issue to the scheme. The percentage of government allocation to the health sector has always been abysmally low, about 2% to 3.5% of the national budget. For example, in 1996, only 2.55% of the total national budget was spent on health; 2.99% in 1998; 1.95% in 1999; 2.5% in 2000 and a marginal increase to 3.5% in 2004 (WHO, 2007ab&c). Consequently, per capita public spending for health in the country is less than US$5; which is far below the US$34 recommended by WHO for low-income nations (WHO, 2007a&c). While the Nigerian per capita health expenditure dwindles, the South African per capita health expenditure for example is US$22 in 2001 (The Vanguard Editorial, 2005). NHIS is also impeded by obsolete and inadequate medical equipment used by health services providers. The country suffers from perennial shortage of modern medical equipment such as radiologic and radiographic testing equipment and diagnostic scanners (Johnson & Stoskopt, 2009). And where these equipments are available, their repairs/servicing are always a problem. According to Oba (2009), this situation is not unconnected with corruption. Money meant to boost the health sector ends up in private pockets. An example is the 300 million naira scam involving the Minister of health and his assistants in 2008. Again, lack of adequate personnel in the healthcare sector is another impediment to the scheme. The country for instance had 19 physicians per 100,000 people between 1990 and 1999 (The Vanguard Editorial, 2005). In 2003, there were 34,923 physicians in Nigeria, giving a doctor-patient ratio of 0.28 physician per 1000 patients and 127,580 nurses or 1.03 nurses per 1000 patients as compared to 730,801 physicians or 2.5 per 1000 population in 2000 in the United States of America; and 2,669,603 nurses or 9.37 per 1000 patients. Out-migration of health personnel to the US, UK, Europe and other western/eastern countries is significantly responsible for the personnel situation in the health sector in Nigeria. For instance, in 2005 alone, there were 2,393 Nigerian doctors practicing in the US and 1,529 in the UK. Attributing factors include poor remunerations, limited postgraduate medical programs and poor conditions of service in Nigeria (WHO, 2007a). According to the World Bank Development Indicators (2005), the personnel situation in the healthcare sector influenced birth attendance in Nigeria. For instance, between 1997 and 2005 only 35% of births were attended to, by skilled health personnel in the country. Also, cultural and religious practices impact on the effectiveness of NHIS in Nigeria. Sexual inequality still exists and is encouraged by some religious/cultural sects in the country. Because of lack of awareness, women are being discriminated against and have limited access to social services such as education and healthcare (NCBI, 2009). Other challenges include inequality in the distribution of healthcare facilities between urban and rural areas and policies inconsistency (Omoruan, Bamidele & Philips, 2009). Furthermore, poverty and the inability to pre-pay for healthcare in Nigeria are significant challenges to the success of NHIS. According to Schellekens (2009) “people are not willing to pre-pay; and because people do not pre-pay there is no risk pool. And because there is no risk pool, there is no supply side.” The NHIS‟s role in Nigeria is somewhat diluted. It manages subsidy programs for certain population groups (not the elderly population), who pay 100 percent of their premiums, and negotiates with HMOs for their service provisioning, while it delivers oversight and regulation functions for the system. Therefore, NHIS functions may require some streamlining, as recommended in the Ministerial Expert Committee Report in Nigeria (MEC, 2003). Some of the recommendations in this regard made by the Ministerial Expert Committee were adopted for creating appropriate institutions for the different tasks in a large system of social health insurance, such as the National Health Insurance Council to govern NHIS (MEC, 2003; JLN, 2012). Another striking challenge to the success of NHIS is the epileptic and sometimes lack of electricity in most parts of Nigeria which hampers the smooth operation of NHIS. Take for instance, a physician is carrying out a major operation on a patient and there is power disruption. This will threaten the success of that surgical procedure and endanger the life of the patient. In addition to the above challenges, State governments in Nigeria have still not played a significant role in expanding health insurance (Asoka, 2012). The division of roles between the central government ministries, state governments, local government agencies, and the actual insurers is lacking the luster for the effective and efficient service delivery by NHIS. Finally, the commodification of health services could mar the objectives of NHIS. This is because healthcare providers see their services as economic commodity which they sell at a bargained and exorbitant cost to those who could afford it. This negates one of the objectives of NHIS aimed at giving UHC to all Nigerians.

NHIS: Implication for Elderly care in Nigeria

Having examined the policy and legal provisions of NHIS in Nigeria, and analyzed its operations since its launch in 2005, one can succinctly agree that, it does not contain any provision for the care of the elderly in Nigeria. Although the average life expectancy of Nigerians is 52.3years (males) and 58.6years (females), with improved medical services and technology, more Nigerians are aging progressively. Before now, people aged 55years are said to be old in Nigeria, but nowadays when retirement of academic staff in the tertiary institutions has been increased to 70years, more Nigerians are celebrating their eightieth and ninetieth birthdays. Outmigration has made Nigerians in diasporas to age better than their counterparts down home, so that some of them clock 80years and are still strong and agile. One of the reasons most Nigerians are still residing overseas is the lack of facilities for the care of the aged. Whereas in US and most western countries, care of seniors is receiving primal attention by governments, private sector, charitable and nongovernmental organizations in terms of provision of health services, long-term care, assisted living and hospice care. This is palliating and a succor to the elders who cash on these facilities to age well and graciously. Dutta & Hongoro (2013) assert that UHC which NHIS is set to achieve can be a major determinant of improved health outcomes (and longevity) for all citizens especially the poorest poor. It is on this verge that NHIS policy and operations need overhauling and reassessment to incorporate the elderly population. The program should be evaluated periodically and monitored technically in order to appraise its gains and losses, strengthen its positive areas and possibly redesign its objectives toward achieving UHC in Nigeria. This view is supported by Gustafsson-Wright & Schellekens (2013) when they observe that, health insurance contribute to the achievement of UHC because it increases access and utilization of health services by lowering the price of healthcare.

2.2 THEORETICAL FRAMEWORK

Health Belief Model (Irwin M. Rosenstock, Godfrey M. Hochbaum, S. Stephen Kegeles, and Howard Leventhal, 1950)

The health belief model (HBM) is a social psychological health behavior change model that was created to explain and predict health-related behaviors, particularly in terms of health-care utilization. The theory portrays people's perceptions of healthcare availability, accessibility, affordability and health problems, perceived advantages of action and barriers to action, and self-efficacy, explains their engagement (or lack thereof) in health-promoting behavior. In order to trigger health-promoting behavior, a stimulus, or cue to action, must also be present. The HBM was created by social psychologists Irwin M. Rosenstock, Godfrey M. Hochbaum, S. Stephen Kegeles, and Howard Leventhal at the US Public Health Service in the 1950s as one of the first theories of health behavior. Researchers and health professionals were concerned at the time because few people were being examined for tuberculosis (TB), even when mobile X-ray cars visited areas. The HBM has been used to predict a wide range of health-related actions, including getting checked for asymptomatic conditions and obtaining vaccines. The model has recently been used to better understand patients' reactions to disease symptoms, medical regimen compliance, lifestyle behaviors (e.g., sexual risk behaviors), and behaviors related to utilization of healthcare facilities, which may require long-term behavior maintenance in addition to initial behavior change. Even as late as 1988, changes to the model were made to integrate new evidence from the field of psychology concerning the importance of self-efficacy in decision-making and behavior.
2.3 EMPIRICAL REVIEW

Irinoye (2004) foud that workers awareness of the benefits of NHIS is a factor in quality health care services. He stated further that social insurance arrangement is compulsory and is often designed to provide a minimum economic security for large groups of persons particularly those in the lower economic classes. It concerns itself with the unfavorable losses (income and cost) resulting from perils of accidental injury, sickness, old age, unemployment and the premature death of the family wage earner. The workers need to have comprehensive knowledge of the National Health Insurance Scheme package as a desirable tool for satisfying their health needs.

Noah (1992) reported that there is an association between workers awareness of the potentials of National Health Insurance Scheme and the quality of health service delivery. He stated that consumer awareness is necessary since the scheme is designed for them. The right time to start implementing NHIS is now, as the good health care for the poor must not wait for tomorrow that may never come. Noah concluded that if NHIS is to provide quality health care services, the people have to acquire sufficient knowledge about the aspects of the scheme.

Okaro, Ohangwu and Njoku (2010) carried out a study that targeted all the radiographers in South Eastern Nigeria. A 17-item questionnaire designed in line with the objectives of the study was used to collect data. Data collected were analyzed with statistical package for social sciences (SPSS). The result indicated that there was a high level of awareness of the existence of NHIS in Nigeria among the Radiographers (n = 37). Seminars on the Hospitals were noted to be the major source of information about NHIS , knowledge about the various aspects of the scheme was not encouraging.

Onyedibe, Kenneth Ikenna(2012), evaluated the national health insurance scheme (NHIS) in Jos, a north-central Nigerian city. The objective of the study was to determine the proportion of Nigerian adults enrolled in the scheme, their satisfaction with the quality and availability of services within the scheme and the factors responsible for the dismal health indices in the country despite the scheme. Questionnaires were administered randomly to 200 adult respondents in Jos metropolis. The findings show that only 24% of adults were enrolled in the scheme. Notably, 82% of enrolled respondents were aware of NHIS and prefer it to the fee for service system. There was some level of dissatisfaction in the scheme (26% of enrollees). Sources of dissatisfaction included poor registration services, poor referral system, delays in receiving required services and unavailability or non coverage of some required services. It was statistically determined by the Chi Square tool of analysis that there was a direct relationship between the percentage of enrollees and the poor health indices of the populace. We strongly recommend modification of existing policies to enable enrollment of the self employed and unemployed as well as improved coverage and quality of services within the scheme.

Eteng Ikpi Etobe(2013), examined the awareness of National Health Insurance Scheme (NHIS) and Quality of Health Care Services among Civil Servants in Cross River State, Nigeria. The study assessed awareness of NHIS and quality of health care among Cross River state civil servants. Simple and systematic random sampling technique was adopted in administering 561 questionnaires on civil servants. The generated data were statistically tested at the 0.05 level of significant using Pearson Product Moment Correlation analytical procedure..Results from the study showed that 92.3% of the respondents were aware of the existence of NHIS program while 65.8% registered with NHIS. 63.8 % Civil Servants in Cross River State had the knowledge that NHIS is designed to protect their families from financial hardship arising from huge medical bills and also 71.5 % respondents from the study were aware that NHIS will improve quality of health care in Nigeria. These are part of the objectives of the scheme to improve the quality of health care delivery. Civil servants in Cross River State have comprehensive knowledge of the National Health Insurance Scheme package as a desirable tool for satisfying their health needs. However, the analysis revealed civil servants ‘awareness of NHIS was significantly related to the quality of health care service render to them.

CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

In this chapter, we described the research procedure for this study. A research methodology is a research process adopted or employed to systematically and scientifically present the results of a study to the research audience viz. a vis, the study beneficiaries.

3.1 Research Design

Research designs are perceived to be an overall strategy adopted by the researcher whereby different components of the study are integrated in a logical manner to effectively address a research problem. In this study, the researcher employed the survey research design. This is due to the nature of the study whereby the opinion and views of people are sampled. According to Singleton & Straits, (2009), Survey research can use quantitative research strategies (e.g., using questionnaires with numerically rated items), qualitative research strategies (e.g., using open-ended questions), or both strategies (i.e. mixed methods). As it is often used to describe and explore human behaviour, surveys are therefore frequently used in social and psychological research.
3.2 Population of the Study

According to Udoyen (2019), a study population is a group of elements or individuals, as the case may be, who share similar characteristics. These similar features can include location, gender, age, sex or specific interest. The emphasis on study population is that it constitutes individuals or elements that are homogeneous in description. 

This study was carried out to examine the impact of National health insurance scheme on aged citizens of Nigeria using Ilorin west local Government Area Ilorin, Kwara state as a case study.  Hence, the population of this study comprises of residents in Ilorin west local Government Area Ilorin, Kwara state.
3.3 Sample Size Determination

A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics in like similitude (Udoyen, 2019). In this study, the researcher adopted the convenient sampling method to determine the sample size. 
3.4 Sample Size Selection Technique and Procedure

A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics like similitude (Udoyen, 2019). In this study, the researchers adopted the convenient sampling method to determine the sample size. 

In this study, the researcher adopted the convenient sampling method to determine the sample size. Out of the entire residents in Ilorin west local Government Area Ilorin, Kwara state, the researcher conveniently selected 112 participants as the sample size for this study. According to Torty (2021), a sample of convenience is the terminology used to describe a sample in which elements have been selected from the target population on the basis of their accessibility or convenience to the researcher.
3.5 Research Instrument and Administration

The research instrument used in this study is the questionnaire. A survey containing series of questions were administered to the enrolled participants. The questionnaire was divided into two sections, the first section enquired about the responses demographic or personal data while the second sections were in line with the study objectives, aimed at providing answers to the research questions. 
Participants were required to respond by placing a tick at the appropriate column. The questionnaire was personally administered by the researcher.
3.6 Method of Data Collection

Two methods of data collection which are primary source and secondary source were used to collect data. The primary sources was the use of questionnaires, while the secondary sources include textbooks, internet, journals, published and unpublished articles and government publications.
3.7 Method of Data Analysis

The responses were analyzed using the frequency tables, which provided answers to the research questions. 

3.8 Validity of the Study

Validity referred here is the degree or extent to which an instrument actually measures what is intended to measure. An instrument is valid to the extent that is tailored to achieve the research objectives. The researcher constructed the questionnaire for the study and submitted to the project supervisor who used his intellectual knowledge to critically, analytically and logically examine the instruments relevance of the contents and statements and then made the instrument valid for the study.
3.9 Reliability of the Study

The reliability of the research instrument was determined. The Pearson Correlation Coefficient was used to determine the reliability of the instrument. A co-efficient value of 0.68 indicated that the research instrument was relatively reliable. According to (Taber, 2017) the range of a reasonable reliability is between 0.67 and 0.87.
3.10 Ethical Consideration

The study was approved by the Project Committee of the Department.  Informed consent was obtained from all study participants before they were enrolled in the study. Permission was sought from the relevant authorities to carry out the study. Date to visit the place of study for questionnaire distribution was put in place in advance.

CHAPTER FOUR

DATA PRESENTATION AND ANALYSIS

1 INTRODUCTION

This chapter presents the analysis of data derived through the questionnaire and key informant interview administered on the respondents in the study area. The analysis and interpretation were derived from the findings of the study. The data analysis depicts the simple frequency and percentage of the respondents as well as interpretation of the information gathered. A total of one hundred and twelve(112) questionnaires were administered to respondents of which one hundred and five (105) were returned while 100 were validated. This was due to irregular, incomplete and inappropriate responses to some questionnaire. For this study a total of  100 was validated for the analysis.

4.2
DATA PRESENTATION

The table below shows the summary of the survey. A sample of 112 was calculated for this study. A total of 105 responses were received whiles 100 was validated. For this study a total of 100 was used for the analysis.

Table 4.1: Distribution of Questionnaire

	Questionnaire 
	Frequency
	Percentage 

	Sample size
	112
	100

	Received  
	105
	94

	Validated
	100
	89


Source: Field Survey, 2022

Table 4.2: Demographic data of respondents

	Demographic information
	Frequency
	percent

	Gender
	
	

	Male
	48
	48%

	Female
	52
	52%

	Age
	
	

	20-30
	14
	14%

	31-40
	38
	38%

	41-50
	28
	28%

	51+
	20
	20%

	Education
	
	

	Dropout
	22
	22%

	Basic Education
	20
	20%

	Secondary Education
	28
	28%

	Tertiary Education
	30
	30%

	Marital Status
	
	

	Single
	31
	31%

	Married
	49
	49%

	Divorced
	11
	11%

	Widowed
	09
	9%

	Occupation
	
	

	Student
	17
	17%

	Self-employed
	55
	55%

	Employed
	13
	13%

	Unemployed
	15
	15%


Source: Field Survey, 2022
ANSWERING OF RESEARCH QUESTION

Question 1: What is the level of awareness of National health insurance scheme among aged Nigerians?
Table 4.3:  Respondent on question 1

	Options
	Frequency
	Percentage

	High
	32
	32

	Low
	52
	52

	Undecided
	16
	16

	Total
	100
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 32% of the respondents said high, 52% said low. while the remaining 16% were undecided.

Question 2: Does national health insurance scheme contribute to health-related welfare of aged Nigerians?
Table 4.4:  Respondent on question 2

	Options
	Frequency
	Percentage

	Yes
	47
	47

	No
	28
	28

	Undecided
	25
	25

	Total
	100
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 47% of the respondents said yes, 28% said no. while the remaining 25% were undecided. 

Question 3: Does national health insurance scheme improve the quality of life of aged Nigerians?
Table 4.5:  Respondent on question 3

	Options
	Frequency
	Percentage

	Yes
	51
	51

	No
	31
	31

	Undecided
	18
	18

	Total
	100
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 51% of the respondents said yes, 31% said no, while the remaining 18% were undecided.

Question 4: Does national health insurance scheme give access to health services and financial protection to aged Nigerians?
Table 4.6:  Respondent on question 4

	Options
	Frequency
	Percentage

	Yes
	42
	42

	No
	39
	39

	Undecided
	19
	19

	Total
	100
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 42% of the respondents said yes, 39% said no, while the remaining 19% were undecided.

CHAPTER FIVE

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS:

5.1 Introduction

This chapter summarizes the findings on the impact of National health insurance scheme on aged citizens of Nigeria using Ilorin west local Government Area Ilorin, Kwara state as a case study. The chapter consists of summary of the study, conclusions, and recommendations. 
5.2 Summary of the Study

In this study, our focus was on the impact of National health insurance scheme on aged citizens of Nigeria using Ilorin west local Government Area Ilorin, Kwara state as a case study. The study is was specifically carried out to; Investigate the level of awareness of National health insurance scheme among aged Nigerians, determine whether national health insurance scheme contribute to health-related welfare of aged Nigerians, ascertain whether national health insurance scheme improve the quality of live of aged Nigerians, and ascertain whether national health insurance scheme gives access to health services and financial protection to aged Nigerians.
The study adopted the survey research design and randomly enrolled participants in the study. A total of 100 responses were validated from the enrolled participants where all respondent were residents in Ilorin west local Government Area Ilorin, Kwara state.
5.3 Conclusions

Based on the findings of this study, the researcher concluded that;
The level of awareness of National health insurance scheme among aged Nigerians is low.

National health insurance scheme contributes to health-related welfare of aged Nigerians.

National health insurance scheme improves the quality of life of aged Nigerians.

National health insurance scheme gives access to health services and financial protection to aged Nigerians.
Recommendation

Based on the findings of the study, the following recommendations are proffered.
The scheme needs to be improved by expanding the scope of coverage to include hitherto excluded benefits. 

Furthermore, guidelines for treatment should be re-structured such that health-givers can be flexible in administering treatment protocol. The idea of using mobile means to access insurance by having a prepaid mechanism, though beneficial, could be made more flexible. This can be achieved through a seamless contribution by way of percentage deductions from recharge card loaded. This might require legislative backing. 

An overhaul of NHIS policy should be made to incorporate care of the elderly in Nigeria. 

Adequate funding of the program should be intensified for its smooth running and operations. 

Bureaucratic bottlenecks should be removed and eliminated to allow for pragmatic service delivery to clients in need of healthcare. 

Healthcare should not be seen as an economic commodity that is sold to the highest bidder, but should be seen as a fundamental right to be provided and protected by government. 

Transparency and accountability should be implanted in the system to prevent and/or eliminate corrupt practices by administrators and providers of healthcare services. 

Regular periodic monitoring, evaluation and re-planning of NHIS should be invoked. 

There should be overt purposive commitment by governments at all levels who should as well provide oversight function in the running of NHIS in Nigeria.
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APPENDIXE

QUESTIONNAIRE

PLEASE TICK [√] YOUR MOST PREFERRED CHOICE(S) ON A QUESTION.

SECTION A

PERSONAL INFORMATION

Gender

Male [  ]

Female [  ]
Age

20-30
[  ]
31-40
[  ]
41-50
[  ]
51+
[  ]
Education

Dropout

[  ]
Basic Education
[  ]
Secondary Education
[  ]
Tertiary Education
[  ]
Marital Status

Single

[  ]
Married
[  ]
Divorced
[  ]
Widowed
[  ]
Occupation

Student
[  ]
Self-employed
[  ]
Employed
[  ]
Unemployed
[  ]

SECTION B

Question 1: What is the level of awareness of National health insurance scheme among aged Nigerians?
	Options
	Please Tick

	High
	

	Low
	

	Undecided
	


Question 2: Does national health insurance scheme contribute to health-related welfare of aged Nigerians?

	Options
	Please Tick

	yes
	

	No
	

	Undecided
	


Question 3: Does national health insurance scheme improve the quality of life of aged Nigerians?

	Options
	Please Tick

	yes
	

	No
	

	Undecided
	


Question 4: Does national health insurance scheme give access to health services and financial protection to aged Nigerians?

	Options
	Please Tick

	yes
	

	No
	

	Undecided
	


