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Abstract

National Health Insurance Scheme is recognised as viable means for achieving quality healthcare
for all citizens at a cheaper rate. However, preliminary investigation has revealed that service
delivery of National Health Insurance Scheme in Nigeria is perceived to be poor. These have
adversely affected health service delivery which may lead to poor scheme coverage and rising
dissatisfaction among enrolees. Hence, this study investigated the perception of service delivery by

National Health Insurance Scheme enrolees in South West, Nigeria. Descriptive resear ign
was adopted for this study. The population comprised of 77,321 enrolees of Federa and
Corporate employees in Osun State. A sample size of 498 enrolees determined thr ane
sample size determinant served as the sample size of this study. Multi-stage ra sample

constructs

of the study is: perception —0.85. Data collected was analysed using descripti

revealed that service delivery of National Health Insurance Scheme Jagk quality, not always

available, accessible and not generally affordable (3.14, 2.89, 2&2 R.94) respectively.

Therefore, the study concluded that poor quality, availability, Xg‘ ility and affordability

contributed to low level service delivery of National Health Ins % eme. In this regard, the

study recommended that government should review polic\&% generic drugs, dedicated
che

technique was used to select enrolees in selected towns.The reliability coefﬁcie%

NHIS pharmacy shop, and make registration on th compulsory for all private

organisations. §
N

Keywords: National Health Insurance Scheme%’&e elivery; Enrolees; South West; Quality
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Chapter One

Introduction

1.1 Background to the Study

Nigeria as a nation has gone through different phases of healthcare policie&}%}o

make health care services available, accessible, affordable and of good qualit ople in
grassroots and urban areas, policies such as building of teaching hosp%\l 958, later to

development of Comprehensive Health care policy (1960—10% én to Basic Health

Services Scheme (1975-1985), further to Primary Heal %ﬁlicy in (1985),National
9,

Health Insurance Scheme, which came in force s%
formidable means of achieving universal hea%%ﬁhat is quality, accessible, available
D

i elopment Goal MDGs in 2015, all is to

which has now become a

and affordable for the populace. Mille

achieve health for all following the %\)\Ax a Declaration of 1978 in Russia, “Health for all

by the year 2000, \Q

Every attempt to We quate health care in Nigeria is bisected by many problems

L
including; 1 te * funding, inadequate manpower, poor infrastructure, these

inadeqt&e&rgnot always in quantity but in distribution, accessibility, and quality of the

av 'e ources. With all this trends of policies, National Health Insurance Scheme
N

is now being seeing as means of achieving available, accessible, affordable and

Q §ality health care service has only coverage of 5% of the Nigeria populace. This has had

great effect on Nigeria economy, health status, development and growth and has deepened

hardship condition of many Nigerian.

10



“Improving health outcomes through access to Universal Health Coverage also makes
economic sense. When citizens cannot afford effective medical treatment, countries lose
valuable human capital. Furthermore, as one of the largest sectors of the global economy,

health drives employment creation and provides 50 million jobs worldwide, most of them

for women. Not investing in sustainable and inclusive health strategies, on the @Iﬁ,
carries considerable risks; including leaving countries vulnerable to the l@ial and

economic impact of pandemics or health emergencies.” \

& .
National Health Insurance scheme is a social health insuralei\g%ﬁme aimed at providing
%@Viding ability to get health

ving to pay at the time of need,

universal health care coverage for all citizens in Nige

care services whenever, and wherever needed wi

either because payment has been made @
insured or his or her employer. :\&

At the inauguration of Nath Insurance Scheme in Nigeria, culled from the aims

and objectives of the sc‘l& p¢ aims at ensuring every Nigerian have access to good and

through regular contribution, by the

standardized he e services, to ensure that every Nigerian has access to good health

Services(ac ), protecting families from the financial hardship of huge medical

bills ﬁ{;ﬁy), limiting rise in cost of health care services (affordability), distributing
equitably among different income groups (availability),setting and monitor

Qndards of health care delivery services (quality), ensuring effectively and efficiency in
Q health care delivery services(quality),harnessing and improve private sector participation in
the provision of health care services (accessibility),ensuring adequate distribution of health

facilities within the federation (availability/accessibility),ensuring equitable patronage of

11



all levels of health care (accessibility),making funds to the sector for improved services

(affordability)”2.

What patients ought to want and are entitled to expect why registering on either national

health insurance or corporate health insurance is good professional services of th\ est

quality of which is measured on the following: quality, accessibility, €af ity,
availability and equitability. Therefore, the researcher has made it a co ose of this
paper to evaluate health insurance scheme in Nigeria from the ectie of good health

\
care parameters (Quality, accessibility, affordability, and avﬁX)i{

Public often associates quality with unlimited a s&ﬁf;re, and any limitation (e.g.

refusal to cover certain types of care, parti e, refusal to refer a patient to a
specialist, review of prescriptions or ical™procedures), barriers to obtaining care,
including waiting time and dlfﬁch ing information or contacting the insurer (by
phone or any other means a w\ is perceived by patients to strike a blow at care quality

(dissatisfaction).

Despite all % National Health Insurance Scheme and Health Maintenance
Organiz tlog to erfsure that patient on health insurance scheme are comfortable with the

leve@ services rendered by providers, it is becoming obvious that patients are not

ecelvihg the good services as they expect, owing to the following complaint from them:
Qgescription of inferior drugs, lack of equitable service compare to service render to other

patients who are not on health insurance scheme, non-proximity of standard health care
providers, different benefits package for different category of people base on premium,

introduction of copayment on some services, hostile reception from health care providers,

12



denial of access to some level of care at both primary and specialist level, does not reduce
possibility of some diseases, disability and death as some diseases like cancer, infertility,
stroke, injury from riot and high risk sport to mention but few are tagged exclusion from

the scheme coverage.

Even, clients on health insurance scheme express their dissatisfaction in term @ards
in which they were being hospitalized and foods given them duri% is§ion in the

hospital shows that “all animals are not equal” there is discriminatipn bétween the manner

& N
of approach to clients on health insurance scheme and privat}%qt on direct retainership

within the hospital. @
Quality is Health Insurance Scheme with rob @t care benefits package, disburse by
N

standard, competent and accredited he oviders (hospital) in the atmosphere of

manner and behaviour that is accep@ ording to professional norms and as perceived

by the users. Health care quq!it%w degree to which health care services for individuals

and populations incre eg(e, ikelihood of desired health outcomes such as avoiding

injuries to patie@n care that is intended to help them, ensure effective — avoiding

overuse an f care, which is patient-Centered by providing care that is unique to a
patient% »also must be timely by reducing wait times and harmful delays for patients

ers, as well as efficient through avoidance of waste of equipment, supplies, ideas

Qd energy, and equitable by providing care that does not vary across intrinsic personal

Q characteristics™.

Quality of health care services is the fitness of the purpose and degree of excellence and
worth, which should achieve what it is expected to achieve and that the process has to be

one that is delivered in courteous and acceptable manner to the person concern. As the
13



intensity of managed care controls increase, physicians may become more dissatisfied with
their jobs, and patients may experience worse quality care, creating a spurious relationship

between physician job satisfaction and quality of care®.

Accessibility: Facilitating access is concerned with helping people to command ap iate

health care resources in order to preserve or improve their health. Access% lex

concept and at least four aspects require evaluation. If services are avail there is an

adequate supply of services, then the opportunity to obtain w e exists, and a
\

i &qulation 'gains access'

also depends on financial, organisational and soci Q{,

population may 'have access' to services. The extent to w
al barriers that limit the

utilization of services. Thus, access measured in \ f utilization is dependent on the

affordability, physical accessibility and @ of services and not merely adequacy
ev.

of supply. Services available must bﬁ\
access to satisfactory health ouﬁg&J

The availability of servigesy@nd barriers to access, have to be considered in the context of

t and effective if the population is to 'gain

the differing pers es, health needs and material and cultural settings of diverse groups

access may be measured in terms of the availability, utilization or

ngidering demography, composition, rural-urban combine and less privilege people, in
terms of health care providers, without any categorization such as band A, B, C, D and so
on which specified the category of user and restrict users from some high grade hospitals,
as well as not having same health insurance scheme benefits package, as we have it in

health insurance scheme in Nigeria today.
14



Affordability: Requires that payment for health-care services, as well as services related to
the underlying determinants of health, must be based on the principle of equity, ensuring
that these services, whether privately or publicly provided, are affordable for all, including

socially disadvantaged groups. Equity demands that poorer households should not be
disproportionately burdened with health expenses as compared to richer househ@

Medical care should be available at a cost that the individual and co ity kan afford,

(state of being cheap enough for people to be able to purchase every level of
\
d

development). This is achieved in different ways, such as E{%{ and update drug tariff

presented to health care provider by Health Maintenape

drugs and operation by government, Compu@ Iment of all citizen on health

insurance so as to provide large pool of ﬁ@ th care.
Hence, Health Insurance Scheme Q\’)%\ccessibility, and availability to quality health

care will not be guaranteed tre, health insurance scheme should be at a cost that

everyone will be able to@ny stages and level of development and usage.

Availability is :Qal “of being able to be used or obtained or something is being easily

obtainable %

the @ufﬁcient supply of appropriate Health Insurance coverage with robust health

sation, Subsidy on cost of

y for use or improve the availability of affordable. Availability is also

ca efits package and standard health care providers to match the health care needs of
QQ populace.Patients insist on equity of access to health care for all at a cost the individual
and community can afford and to have opportunity to consult the same doctor each time

they need medical help at a minimal waiting and appropriate time®.

15



1.2 Statement of the Problem

NHIS is a social health insurance scheme that aimed at providing universal health care
coverage for all citizens in Nigeria, by providing ability to get health care services

whenever, and wherever needed without having to pay at the time of need, eitheb\wlge

payment has been made previously through regular contribution, by the insdre s or

her employer. It focused at providing good professional services of th quality of

which are measured by: quality, accessibility, affordability, availabi ity, uitability and of

good quality. However, NMA declared that less than 5% o G& ’S populatlon enrolled

for NHIS after 15 years of the scheme’s flag-off®. @

Besides, the alarming rate of complaints from \ho are on health insurance scheme/
managed care (NHIS/corporate health i nce and state health insurance) in Nigeria and
the rising chorus of concerned VOICQ rning the level of care receive at various health

care facilities is very hig chents on health insurance scheme express their

dissatisfaction in terrns rds in which they were being hospitalized and foods given

them during adw@ n<he hospital.

Nevertsﬁ%\it}s observed that the enrollees’ experience contradicts the scheme’s goal.
N

scheme coverage and acceptability, thereby affecting the health status, economy,

ed many Nigerians from joining the scheme, which in turn has had great effect

Q productivity and growth of Nigeria as a nation. Therefore, the researcher deemed it fit to
evaluate the present health insurance scheme in-force from the perspective of parameters of
good healthcare service, in order to identify the appropriate intervention(s) program to put

it back on track, so as to achieve the set goal(s).

16
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1.3 Aim and Objectives of the Study

The aim of this study is to find out the perception of service delivery byNational Health

Insurance Scheme enrollees in South West, Nigeria, while the specific objectives are as

follow:

ii.

iii.

1v.

1.4 Research Questigns

assess the perception of National Health Insurance Scheme enrolle%&umality

of service delivery in South West, Nigeria; %
ascertain the perception of National Health Insur@n}e enrollees about

availability of service delivery in South West, I\@\
examine the perception of Nationa@urance Scheme enrollees about
ut

accessibility of service delivery inﬁ st, Nigeria;

evaluate the perception of @nal Health Insurance Scheme end users about

affordability of servicdehygry in South West, Nigeria.

N

‘
The study s<enswer the following questions:

@\hat is the quality level of the present Health Insurance Scheme service

% delivery as expected by enrollees?

2. are planned service deliveries of Health Insurance Scheme available to enrollees

on the scheme?

3. is access to Health Insurance Scheme service delivery obtainable to enrollees on

the scheme as planned?
17



4. is Health Insurance Scheme service delivery affordable to enrollees on the

scheme as expected?

1.5 Scope of the Study

This study focuses on perception of Health Insurance Scheme enrollees in Ve?u
Nigeria as against the World Health Organization set goal of good health ¢ livery,
which is: Quality, Accessibility, Availability and Affordability. It v@ examine the
causes of disparity and the factor responsible for health ins &:h\eme in Nigeria as

well as suggestion of possible solutions to put the health@ scheme in Nigeria back
on the track. &(,

This study is limited to Osun state, Nigeria a %sed on the NHIS enrollees in the state
alone due to some constraints such as e geographical area of Nigeria, cost of travelling,

risk of travelling, timeframe of % jeot work and insecurity of some areas.

1.6 Significance of t e%
| ]
The study 'l@r a great relief to the nation as the burden of yearly earmarking huge
heat

budget& will be reduced. It will also, boost the capital base of Hospitals as there
\% ol of fund to service enrollees on the scheme which will in turn enable them to
Q&a even, thereby enhance quality of service to the enrollees without discrimination. The
study will also enhances the nation’s health status as it will make universal healthcare
available to the populace. If recommendations in the study are properly implemented, it
will increase National Health Insurance Scheme coverage which has been stagnant at 5%

since 22 years of its inauguration. Besides, it will bring about attainment of Alma Ata

18



declaration of 1978 “Health for all by the year 2000, which has being a mirage in Nigeria.

The study provides way by which financial hardship and burden will be removed from
families and individuals in the community. It also shows the path to achievement of
attainment of Universal Healthcare for Nigeria which will in turn provides wofts_for

millions of people and increase productivity of the labour, when they are hQI%. will
a

assist Health Insurance Regulatory body to have a workable sewi%k\%
service attainment. &
\ \

In addition, this study will assist health policy maker ign an enhance a health

realistic

insurance benefits package, as well as workable he It nce package system that will

help health care providers, NHIS and H %@e the quality of their clinical and

administrative activities. Specifically, t sure that Nigeria as a nation is healthy,

boost productivity and enhances im@ onomy as well increase the scheme coverage.

The study proffer a way

t@ss denial to less privilege people in accessing care in

in’Nigeria as well as reducing the effect of health sector down

some high-earned hqspi
tools (strike) o %ul.ace as populace will be able to use other private facilities of same

quality wit@a} government hospitals. This study will enhances provision of jobs for
man%e ian youths, women especially.

@%nitation of the Study
Due to the peculiarity of Nigeria as a nation, there are some situations happening in one
side of the geopolitical zone of the country that is not the same in the other part of the

country, as this could have effect on the findings of this work. But because of the unrest

and insecurity in the country presently, the researcher decides to limit the research to
19



southwest geopolitical zone; hence, this study could have been extended to all six

geopolitical zones of the country to have their core views about health insurance scheme.
Besides, HMOs and healthcare providers which supposed to be part of this study, were
1.8 Operational Definition of Terms ( <(,: :

Services Delivery: means the furnishing of medicine, mediq rgical treatment,
m

excluded due to time frame.

nursing, hospital service, dental service, optometric service, S&Q ntary health services
or any or all of the enumerated services or any other{e{( services of like character,
whether or not contingent upon sickness or ill of which purchasers, consumers

expect to receive from providers, eithe b@ or public, that the care delivered by
affiliated providers under the guideli@e plan meets basic standards of quality care

and expected outcome of the co n&y

Perception: is the way )@2 about something in order to assess the worth, performance,

whether it meets t pectation.

Quality: o agare Services: is the fitness of the purpose and degree of excellence and

won@\\ should achieve what it is expected to achieve and that the process has to be

0 1s delivered in courteous and acceptable manner to the person concern.

Q Availability is “The quality of being able to be used or obtained or something is being easily

obtainable and ready for use or improve the availability of affordable.

Accessibility: “Facilitating access is concerned with helping people to command appropriate

health care resources in order to preserve or improve their health.

20



Affordability: Requires that payment for health-care services, as well as services related to
the underlying determinants of health, must be based on the principle of equity, ensuring
that these services, whether privately or publicly provided, are affordable for all, including

socially disadvantaged groups. Equity demands that poorer households should not be

disproportionately burdened with health expenses as compared to richer househ%\w\

Health Insurance Scheme: 1is a type of insurance coverage that typicall r medical,

surgical, prescription drug and sometimes dental expenses incur%/ the insured. Health
\

insurance can reimburse the insured for expenses incurred fi illness or injury, or pay the

care provider directly. It is often included in empl

enticing quality employees, with premiums paﬂ@

deducted from employee paychecks. The gs‘; alth insurance premiums is deductible to

the payer, and the benefits received fr%
Employees. Q
Enrollees: these are gr@le or individual, who subscribe to the Health Insurance

Scheme by maki% epayment of prescribed amount called premium to Health Insurance

regulatory @

Pe is a way of regarding situations or topics etc. Perspective has a Latin root
Qf%g

Q do with looking.

it packages as a means of

ed by the employer but often also

e, with certain exceptions for S Corporation

rder to have access to healthcare services in time of need.

"look through" or "perceive," and all the meanings of perspective have something

South West Nigeria is one of the geopolitical zones of Nigeria, consisting of the following

states; Ekiti, Lagos, Ogun, Ondo, Osun, and Oyo State.
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South West Geo-political zone in Nigeria is majorly Yoruba speaking area, with different
dialects even within the same state. Climate conditions vary between the two distinct
seasons in Nigeria; the rainy season (March - November) and the dry season (November -

February), which usher in Harmattan dust; cold dry winds from the northern deserts.

Health Maintenance Organization (HMO): An entity that provides and%&

coverage of health services provided to plan members in return @@ , prepaid

premium; the four types of HMO models are the group, &
\

Point-of-Service (POS): A managed care plan that proy ibility for an enrollee to

receive a service from a participating or non-pa '01% rovider, with corresponding

benefit or “penalty” of co-pay depending upon of benefit selected, with the goal of
N

encouraging the use of participating proyi

Preferred Provider OrganizatiOf E&Oy ‘A Preferred Provider Organization is a group of

healthcare providers (pro@i

specific pool of patients a greed upon, fee-for-service discounted rate

| ]
Member/ cli @llee: an individual who is enrolled in or covered by a managed care
plan. l\{\J

l%r: A physician or other health care practitioner who delivers health care services to

Qgﬁviduals in health care plans.

Managed Care: defines certain types of medical care in order to better “manage” or control

nd institutional) that agrees to provide services to a

the provision and payment of care.

Primary Care: includes the diagnosis, treatment and management of general medical

22



conditions. Emphasis is on prevention through immunizations, wellness check-ups,
screening services and education of patients. It is usually provided by family practice doctors,
internists or general practitioners. The primary care physician focuses on wellness and

providing routine care.

Capitation: A payment system in which health care providers (physici %;

pharmacists, etc.) receive a fixed payment per member per month ( ardless of

how many or few services the patient uses.

Co-Payment: A cost-sharing arrangement in which t care enrollee pays a
specified flat amount for a specific service (such as% r an office visit or $10.00 for
each prescription drug). It does not vary w1t of the service, unlike coinsurance

which is based on some percentage of ¢ s.

Deductibles: Amounts required ;\Q b® by the insured under a health insurance contract
before benefits become pa@\

Fee-For-Service E%Rez bursement: Payment in specific amounts for specific services
rendered. P % ay be made by an insurance company, the patient, or a government
progra Med1care or Medicaid. The form of payment is in contrast to payment
reta lary, or other contract arrangements (to Physicians or other suppliers of service);

NY

Out-of-Pocket Expense: The amount not reimbursed by insurance coverage and paid by the

emium payment or membership fee for insurance coverage (by the patient).

patient such as co-payments, deductibles and premiums.

Premium: The amount paid to an insurer for providing coverage, typically paid on a

23



Q

periodic basis (monthly, quarterly, etc.).

Prevailing Charge: This is a fee based on the customary charges for covered medical

insurance services. In Medicare payments for services or items, it is the maximum approved

charge allowed. \V\

Reimbursement: refers to the actual payments received by providers or patj r&(o};eneﬁts

covered under an insurance plan. %\
Third-Party Payment: Payment by a financial agent such a@ ﬁlsurance company,
or government rather than direct payment by the patie(é&~ i

payment for health care when the beneficiary is n %g payment, in whole or in part, on

his/her own behalf, %
I\

N4

S

cal-care services. (b) The

N\
O
N
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Chapter Two

Literature Review

This chapter reviews the literature relevant to this study. The theories relevant to the study
area are also reviewed. The chapter dwells on the concept and empirical studies that ws

the perception of service delivery by National Health Insurance Scheme enro% uth

West, Nigeria. The chapter is organized as follows: %\%

2.1 Conceptual Review &\ \

2.2 Theoretical Framework @
2.2.1 Transfer of Risk \§</

2.2.2 Moral Hazard in Health Insuran@
isk

2.2.3 Principle of Risk of No Lo

2.3 Empirical Studies ( \
2.4 Conceptual Framework ‘Q

2.5Summary of Gaps \<§,
2.1 Concep, @‘e

oling)

| ]
W
Ob'e%s f National Health Insurance Scheme designed to be achieved is in accordance

ependents variables (quality, availability, accessibility and affordability) in this

Wi
Qgearch work:

a. To ensure that every Nigerian has access to good health Services.
b. To protect families from the financial hardship of huge medical bills

c. To limit rise in cost of health care services
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d. To distribute care costs equitably among different income groups

e. To set and monitor standards of health care delivery Services.

f. To effectively ensure efficiency in health care delivery Services.

g. To harness and improve private sector participation in the provision of health care

Servces @V

h. To ensure adequate distribution of health facilities within the fedefati

i. To ensure equitable patronage of all levels of health care $\
j. To make funds to the sector for improved services'~. Q \

Concept of Health Insurance (Risk Pooling) @3

Health Insurance is a type of insurance that @&e whole or a part of the risk of a
person incurring medical expenses. As ywith othef types of insurance is risk among many
individuals. By estimating the overQ\'j{( f health risk and health system expenses over
the risk pool, an insurer ¢ n%lop a routine finance structure, such as a monthly

premium or payroll taxatoyfowde the money to pay for the health care benefits specified

in the insurance ﬁwm. he benefit is administered by a central organization, such as a

govemmen@ rivate business, or not-for-profit entity>.

The @HMO system erodes the quality of health care. In the following viewpoint, to

re profitable, HMOs must encourage the sick and disabled to drop out and find new,
Qalthy members to replace them. This is an unacceptable way to cut the costs of health

care. Health care is expensive and a more equitable way of distributing care must be found*.

In the following viewpoint, a surgeon in private practice in Virginia, greets these changes

with trepidation. By searching for ways to cut costs, he contends that Health Insurance is
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eroding the sacred one-on-one relationship of doctor and patient, thereby affects Quality
service delivery on the scheme’®.Other problems that have caused deterioration of old
standards is third-party reimbursement which is to a large extent controlled by non-medical
bureaucrats, whose concern is cost containment rather than quality of care. Every aspect of
medical management is interfered with and dictated by insurance and governme ies.

Eventually, putting physicians in the role of employees, who get the message ey had

better fall in line, or fall out. %\
Policy of Moral Hazard and adverse selection of Health @s{ ce Scheme diminishes

expected availability and accessibility on the sch &y reating heath care as a
commodity, privatization has diminished the ( &ewices and made them less
available to those less able to pay. The forzprofitghiains may provide quality care for some
patients, but the poor, whose complex é‘pmblems often require more expensive care,
typically lose out. That is bec ofit hospitals gravitate to suburban communities
and prosperous regions, whe expanding population tends to be well off, young and

e

healthy and where {c&\@e generally weak. They prefer to treat insured patients with
oses, requiring frequently used but expensive diagnostic tests, services

uncomplicate

and dm&der tliose with costly chronic illnesses requiring long-term, labor intensive care

or as highly specialized equipment®.
@al h Care Quality

Health care quality is a level of value provided by any health care resource, as determined
by some measurement. As with quality in other fields, it is an assessment of whether
something is good enough and whether it is suitable for its purpose. The goal of health care

is to provide medical resources of high quality to all who need them; that is, to ensure good
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quality of life, cure illnesses when possible, to extend life expectancy, and so on.
Researchers use a variety of quality measures to attempt to determine health care quality,
including counts of a therapy's reduction or lessening of diseases identified by medical
diagnosis, a decrease in the number of risk factors which people have following preventive

care, or a survey of health indicators in a population who are accessing cert% f

Health care quality is the degree to which health care seryicks forsindividuals and

\

gs%uality of care plays an

tionships between quality,

populations increase the likelihood of desired health outc

important role in describing the iron triangle of heal
cost, and accessibility of health care within a c%\ Researchers measure health care
quality to identify problems caused by ov % ruse, or misuse of health resources. In
1999, the Institute of Medicine rel ﬁ{&iomains to measure and describe quality of
care in health: Q@

1. safe —avoiding ﬁ%s patients from care that is intended to help them
% y
2. effecti@ﬁ ng overuse and misuse of care

3. ie&’éentered — providing care that is unique to a patient's needs

: %ﬂimely — reducing wait times and harmful delays for patients and providers

Q 5. efficient — avoiding waste of equipment, supplies, ideas and energy

6. equitable — providing care that does not vary across intrinsic personal characteristics
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While essential for determining the effect of health services research interventions,
measuring quality of care poses some challenges due to the limited number of outcomes
that are measurable. Structural measures describe the providers' ability to provide high
quality care, process measures describe the actions taken to maintain or improve
community health, and outcome measures describe the impact of a health care 1 %.
Furthermore, due to strict regulations placed on health services research % ces are
not always complete. Assessment of health care quality may occur on ferent levels:
that of the individual patient and that of populations. At the 1 ﬁ\%&t‘é\individual patient,
or micro-level, assessment focuses on services at the poi %’y ivery and its subsequent
effects. At the population level, or macro-level, as <$w of health care quality include

indicators such as life expectancy, infant m ates, incidence, and prevalence of

certain health conditions?. &&

Quality assessments measurﬁ ifidicators against an established standard. The

measures can be difﬁcull@‘m

framework for asses§ing h care quality and identifies three domains in which health
| ]

care quality ¢ ssessed: structure, process, and outcomes. All three domains are tightly

in health care. The Donabedian model is a common

linked @on each other. Improvements in structure and process are often observed

> Some examples of improvements in process are: clinical practice guidelines,

Qn;%ls of cost efficiency, and risk management, which consists of proactive steps to
Q prevent medical errors.

Cost Efficiency Cost Efficiency, or cost-effectiveness, determines whether the benefits of a
service exceed the cost incurred to provide the service. A health care service is sometimes

not cost efficient due to either overutilization or underutilization. Overutilization, or
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overuse, occurs when the value of health care is diluted with wasted resources.
Consequently, depriving someone else of the potential benefits from obtaining the service.
Costs or risks of treatment outweigh the benefits in overused health care. In contrast,
underutilization, or underuse, occurs when the benefits of a treatment outweigh the risks or

costs, but it is not used. There are potential adverse health outcomes with unde@.

One example is the lack of early cancer detection and treatment which le%

cancer survival rates’. %\
\ .
an bdjudged by its outcome,

ationships. "Outcome" is a

reased

The quality of the health care given by a health professiona

/

the technical performance of the care and by interp

change in patients' health, such as reduction_i relapses, or death rates. Large

differences in outcomes can be measur@
1

differences can be measured by study1 ge groups, such as low- and high-volume
doctors. Significant initiativ brove healthcare quality outcomes have been

undertaken that include clfnic ctice guidelines, cost efficiency, critical pathways, and

1vidual medical providers, and smaller

e

risk management. \\/
Technical @n&e" is the extent to which a health professional conformed to the best

prac@a ished by medical guidelines. Clinical practice guidelines, or medical

~

Q ctice" approach in delivering care for a given health condition. Standardizing the

idelines, are scientifically based protocols to assist providers in adopting a "best

practice of medicine improves quality of care by concurrently promoting lower costs and
better outcomes. The presumption is providers following medical guidelines are giving the
best care and give the most hope of a good outcome. Technical performance is judged from

a quality perspective without regard to the actual outcome - so for example, if a physician
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gives care according to the guidelines but a patient's health does not improve, then by this
measure, the quality of the "technical performance" is still high. For example a Cochrane
review found that computer generated reminders improved doctors' adherence to guidelines

and standard of care; but lacked evidence to determine whether or not this actually

impacted patient centered health outcomes. %\V\

Risk management consists of "proactive efforts to prevent adverse eve% to clinical
p

\

immune to lawsuits; therefore, health care organizations hat\é%ﬂ initiatives to establish
protocols specifically to reduce malpractice litigatio @c i
%

defensive medicine, or threat of malpractice @\ which can compromise patient
safety and care by inducing additional t t% reatments. One widely used form of
defensive medicine is ordering co jﬁgng which can be wasteful. However, other
defensive behaviors may actu%&
Many specialty physicia@t

care" and is focused on avoiding medical malpractice. Health %ro ssionals are not

ice concerns can result in

access to care and pose risks of physical harm.
doing more for patients, such as using unnecessary
diagnostic tests, b%e malpractice risks. In turn, it is especially crucial that risk

| ]
management %hes employ principles of cost efficiency with standardized practice

guideli& cgitical pathways®,
@of Access in Healthcare Delivery

Q acilitating access is concerned with helping people to command appropriate health care
resources in order to preserve or improve their health. Access is a complex concept and at
least four aspects require evaluation. If services are available and there is an adequate

supply of services, then the opportunity to obtain health care exists, and a population may
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'have access' to services. The extent to which a population 'gains access' also depends on
financial, organisational and social or cultural barriers that limit the utilization of services.
Thus access measured in terms of utilization is dependent on the affordability, physical
accessibility and acceptability of services and not merely adequacy of supply. Services
available must be relevant and effective if the population is to 'gain access to @f{ 0

health outcomes'. The availability of services, and barriers to access, have % sidered
in the context of the differing perspectives, health needs and material tural settings

of diverse groups in society. Equity of access may be measure@&of the availability,

utilization or outcomes of services. Both horizontal a@l dimensions of equity

require consideration'’. \§</
&ntral objective of many health care

The pursuit of equity of access to health<
a

systems, where equity of access ha ‘be\
&Jﬁ

since its inception in 1948. etween socio-economic groups is used as an

entral focus in the National Health Service

illustrative example, and tlie e of inequity of access experienced is explored in each of

five service areas: n%ractitioner consultations; acute hospital care; mental health
services; prev e me(.iicine and health promotion; and long-term health care. The paper
conclud t&t\tyre appear to be important inequities in access to some types of health care

in t that the evidence is often methodologically inadequate, making it difficult to

raw, firm conclusions. In particular, it is difficult to establish the causes of inequities
&ich in turn limits the scope for recommending appropriate policy to reduce inequities of
access. The theoretical framework and the lessons learned from the UK are of direct
relevance to researchers from other countries seeking to examine equity of access in a wide

variety of institutional settings.
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How to make Health Insurance Scheme Affordable

The wealthy are helping to subsidize insurance for the poor. Some economists, however,
predict that in the long term, the ACA will help reduce the deficit and may eventually have

a positive impact on the budget. Several new taxes were passed into law to help pq&t&e

ACA, including taxes on medical device and pharmaceutical sales. Tax s% also

increased for people with high incomes. Funding also comes from s Medicare

payments.Prescription drugs more affordable. Many people, particularly senior citizens, are

\
unable to afford all their medications. The number of p@\§ jon and generic drugs
covered by the ACA is growing every year'.. @
Components of Access to Healthcare $\

Access to health care means havinggu@y use of personal health services to achieve
the best health outcomes.AcceQe care consists of four components:
Coverage: facilitates en@the health care system. Uninsured people are less likely to

receive medical @\d more likely to have poor health status.

Servicexﬂggiry a usual source of care is associated with adults receiving recommended
s@z d prevention services.
QQHGHHGSS: ability to provide health care when the need is recognized.

Workforce: capable, qualified, culturally competent providers.

Coverage: Health insurance facilitates entry into the health care system. Uninsured people

are less likely to receive medical care and more likely to have poor health status.Many
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Q

N

people rely on public health insurance, such as Medicaid. Public health insurance also
includes Children’s Health Insurance Program (CHIP), State-sponsored or other
government-sponsored health plans, Medicare, and military plans.For access measures in

this chart book, a small number of people were covered by both public and private plans

and were included in both categories: %\; '
* Access to health care means having “the timely use of person@&vices to
achieve the best health outcomes.
* Access to health care consists of four components: %(—}
i. Insurance coverage &(,
ii. Services %\
iii. Timeliness @
iv. Workforce coverage \&
* Health insurance facilitat try~nto the health care system.

i.  Uninsured people@s ikely to receive medical care and more likely to have

poor health s tuN
Q{ :
ii. Ma ely on public health insurance, such as Medicaid.

&ice

People with a usual source of care have better health outcomes, fewer
disparities, and lower costs.People with a usual place of care and a usual
provider are more likely to receive preventive services and recommended

screenings than people with no usual source of care.
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b. Age-sex adjusted percentage of people of all ages with a usual place to go

for medical care.

c. People who were unable to get or delayed in getting needed medical care,

dental care, or prescription medicines in the last 12 months. \V\
di

d. People who were unable to get or delayed in getting need@& care,
dental care, or prescription medicines in the last 12 mm%\

i. Timeliness in health care is the sys@ity to provide care quickly
after a need is recognized. §

ii. Timely delivery of app &care can help reduce mortality and morbidity

for chronic condition@ as kidney disease.

iii. Adults wh &h‘care right away for an illness, injury, or condition in the

last %)n who sometimes or never got care as soon as wanted.
| ]

i(. %ﬁen who needed care right away for an illness, injury, or condition in

6\ the last 12 months who sometimes or never got care as soon as wanted.

% Workforce

Q Ensuring well-coordinated, high-quality health care requires the establishment of a

supportive health system infrastructure (IOM, 2010). Key elements include:

1. Well-distributed capable and qualified workforce.
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2. Organizational capacity to support culturally competent services and ongoing

improvement efforts.

3. Health care safety net for hospital admissions of vulnerable populations'2.

The Effects of Combined Access Barriers ®E
Interrupted Drug Supplies %\%

Respondents complained that public clinics repeatedly ra @dhgs. For a highly
vulnerable household such as Elphas's (Case HV12), ® stock outs at his closest
treatment, rather than wasting

ic. High blood pressure patients from

clinic led to 'shopping around', nonconsultatio%%

funds on transport for a fruitless trip to his l%

secure households also faced regular% ortages. As a result Ruth (Case S8) took a
sample of her pills to the local ch }who sold her some without a prescription, and
Phosiwe (Case S4) regular to the district hospital to ensure she had the necessary

supply of pills. In compagisow, Elphas (Case HV12) from a highly vulnerable household
%“

who had more CQ
the che:ni{&t} it the hospital'3.

\@es in the Referral System

s‘ymptoms and an unclear diagnosis did not have the funds to go

Qferrals between public clinics and hospitals were common. The general pattern was
initial identification of a chronic problem at the clinic, diagnosis and prescription at a
hospital, and then either continued treatment at the hospital or referral to the clinic. Across
the three livelihood groups, there were more successful referrals than failures. A variety of

reasons explain the failures that did occur. Most common were the lack of an ambulance, or
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household inability to pay for transport and hospital fees. In one case differing diagnoses
by the clinic and the hospital led to a failure of communication between the two leaving the

patient confused as to where she should go for subsequent treatment (Case V3 Losta).

In another, the necessary paperwork was not completed and when the family tried SOVe\a

patient they were told that she had been discharged, when in fact she had bee(r{, toa

hospital further away (Case V2 Nomsa). In two cases, the patients re@e without
ill-

instructions to return to either hospital or clinic, despite contingi alth (Cases V4

\
Glory & V5 Vusi). Patients in this setting appeared relativ&%{npowered', unlikely to
ask questions to clarify what to do next and likely @&b

highly vulnerable households seemed less like ake alternative action. For example

and give up. In particular,

Decan's siblings just continued to ask for @‘@ ent from the clinic (Case HV10), and

Lindiwe resorted to not consulting @ se of herbs to control her symptoms (Case
S

HV9). In the vulnerable group ed to private doctors after a failed referral (Case

V2), and Glory and Losta% o self-treatment and faith healers (Cases V4 &V3).

Inadequate ambuQAiwwices or lack of other subsidized transport'“.

The accgss %} for Decan (Case HV11) and others from highly vulnerable households

cte a previous course of TB medication due to transport costs, and during the

in transport costs of getting to hospital. Sipho (Case HV14) had been unable to

0
ledwork became critically ill. An ambulance was not available to take him to hospital or
to return him back to the clinic after his inpatient stay. On the first occasion all the drivers
were attending a meeting; on the second, there was no ambulance in a suitable condition to

transport patients. In contrast, patients from the secure group were able to pay the taxi fare
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to hospital, or use a relative's car. Thus, Phosiwe, Dorries, Nonhlanhla, and Sbusisio's
mother (Cases S4, S5, S6, S7) all traveled to hospital on a regular basis to collect

medication'?.

Unproductive Patient-Provider Interactions and Poor Acceptability \V\

For 13 of the 34 illnesses, respondents could not explain their illness, and 1@%6, or
had not accepted, an allopathic diagnosis, despite seeking care, often@han once, at a

public health facility. The case below shows how the lack of& diagnosis combined

with problematic patient-provider interactions could lead®mpriate treatment action
or no action. \§</

Kulani (an 11-year-old boy) had had diffi lb%a ing for several years. At one monthly
visit his mother said he looked as if §1\d a stroke as he was unable to straighten his
fingers. The following month 11% a sofa with a 'terrible headache', after which his
leg and hand became stiffHi er explained that neighbours said the illness was caused

by vukulu (when so ia%s have been broken by borrowing items from the husband's
relatives) whi %:d he had a stroke. After the fall the family consulted a prophet, a
traditional Realerand a clinic, which referred him initially to a local hospital, from where
he w@‘&emd to a regional hospital. No family member was allowed to accompany him
'%mbulance to either hospital, and with no funds for transport, the family could not
Qﬁk to a doctor. They did not appear to have explanation for his illness or knowledge as to

what was appropriate subsequent action. When Kulani returned in poorer health, his family

saw the hospital treatment as a failure, consulted a faith healer rather than return to hospital,

and the child died soon afterwards. (Case HV3).
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Without sufficient knowledge of their condition or treatment, some patients switched

numerous times between healers (‘healer shopping'), unclear as to who could provide relief.

In most cases patients faced a combination of two or more of the access barriers

distinguished above. In particular, patients who had more prolonged conditign§\yith

complex symptoms often had fewer resources, and were unable to take altefpa tion
when faced with health system weaknesses. The combination of inabilit% e costs of
seeking regular care, health system weaknesses, and unproductive ifiteractions could lead to

\

a breakdown in cooperation and trust between provider and@%s. In the case described

below, hospital staff did not understand the constraint Q%ved due to poverty, and their

unsympathetic treatment combined with weakr@he provision of care led Vusi to
give up on public facilities. @

Inability to pay is a second fa@enting access to chronic care, as repeated
on can be a costly expense for poor households.

ious illness and death, continuing multiple illnesses, very

consultations for a chroni

Livelihoods exhausted ﬁ%

lsmited social networks to provide financial assistance, prevented

little or no incor&
consultatio@n y vulnerable households. The findings show the monthly cost burdens

for réag\dtnps can be exceptionally high. Those households with income, strong social

-

Q e regularly, incurring much lower cost burdens.

¥receiving social grants, or exemptions from public hospital fees were able to seek

Although there is a growing international literature on the affordability of heath care , as
well as literature on the household impact of illness and death as a result of catastrophic

diseases such as HIV, there is little published evidence on the cost burdens of recurring
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chronic care. In a review of studies on the economic burden of HIV, TB and malaria in low
and middle income countries, the direct costs incurred due to TB, requiring regular chronic
care, were considerably higher (8-20% of annual income) than the costs incurred as a result

of malaria (2-3% of monthly income). The review showed the largest cost from HIV were

those associated with death, indicating regular treatment was not commonly avz@Q )

Disease specific studies from South Africa have broadly noted that the 1 ances was
an impediment to regular clinic visits, and following a prescribed. digt. Thd cost of traveling
to hospital was also found to be prohibitive, and consequ ?b%qny }:)atients ran out of
medicines between hospital visits. However, there are f&w, led South African studies of
the costs of chronic care.Given the costs incurr; sult of repeated consultations for
chronic care, policies that protect poor houge om the financial burdens are crucial in
facilitating access to care. Ensuring @%&(emptions reach intended beneficiaries are a
first step. Another would be to g&dl patients suffering from specific chronic diseases
from all user fees. Decenti@liz om hospitals to clinics, strengthening outreach activities,
such as home visits c}wlnity health workers would also reduce the cost burdens faced

| ]
by householdg=sigtificantly, as well as directly increasing access. The third important

inﬂuen&&}ccess is the acceptability of health services, defined as the social and

cu st nce between health care systems and their users!®.

iversal Health Care Benefits Package is the solution to have Quality, Available,

Q Accessible and Affordable health care. Medications, did not see a doctor when sick, or did
not obtain recommended care in the past year because of cost. With the USA the only
country of the seven without universal health insurance, half or more adults in Germany,

the Netherlands, and New Zealand reported having rapid access to physicians, while in the
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USA only 30% of adults said that could get same-day appointments with their doctors
when sick. Nearly one-fifth (19%) of US adults have a serious problem paying medical
bills, more than double the rate in the next highest country, while nearly one-third (30%) of
US survey respondents spent more than $1000 in the past year (2006—2007) in out-of-

pocket medical expenses compared to only 19% in Australia and 12% in Canz%\%?ﬁe

rates were even lower in the other four countries.8 Yet, according to the (Co wealth

Fund, all these problems were occurring despite the fact that the US% s twice what
other countries spend on average. Per-capita spending in the \@ 004 was $6102, two
to three times that of Germany’s $3005, Canada’s %3 New Zealand’s $2083,
Australia’s $2876, and the UK’s $2546 per pers %@ ealth care spending reached
16% of GDP in2005 in the USA or 4.3 rifles t t spent on US national defense, the
International Organization for Econo &ration and Development reported that

health care spending accounted tot QIMO % of GDP in Switzerland, 10.7% in German,

9.7% in Canada, and 9.5% ir%%

The problem of rising healthyCosts has reemerged as a national issue as some candidates in
the US presidenti %;ign of 2008 called for universal health insurance as a panacea for
resolving Aweric? s health care systematic problems. Unfortunately, by 2008, as the costs
we the American economy headed into a recession, the nation’s budget showed a
%rather than a surplus, and the nation was focused on the worldwide war against

Qnorism. Rather than allocating the monies to resolve the problems confronting the US
health care system, education, transportation, and other aspects of its societal infrastructure,

these funds were instead being diverted into national security and defense.Since the

enactment of Medicare and Medicaid in the mid-1950s, no approach that the USA has
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attempted to control rising health care costs has worked out, nor has had a lasting impact-

perhaps they may have in the short term, but certainly not over the long term!”.

Causes of Unequal Access to Healthcare

In terms of societal demographics, the gap between medical care for blacks and \%ﬁy
23fs

be becoming smaller. Since the 1980s, many studies have documented raci% health

care standards, blaming economic, cultural, and even biological dif@s

races. Black Americans have a much lower life expectancy an &(health outcome than

etween the

white Americans. Black have less access to better doctg Is, and health plans and
the medical systems treats whites and black differently\[f\a study of the Medicare program
for the elderly, published in the New Engl al of Medicine in August 2005,
evidence appeared that racial disparities ja NS th care have become smaller, at least for
some patients and treatments, but h@ otally disappeared. Researchers looked at nine
procedures, categorized acc rto the coding of the International Classification of
Diseases, Ninth Revis@ -9) with exclusions and restrictions to certain coded

diagnoses: abdo aneurysm repair, back surgery, coronary artery bypass grafting

(CABG), us transluminal coronary angioplasty, cardiac valve replacement,
carotid'(ﬁd

ﬁgm},l&w'

Qge researchers found that racial differences in the rates of use of the nine procedures

rectomy, total hip replacement, total knee replacement, and

among black and white persons enrolled in Medicare between 1992 and 2001 did not
narrow meaningfully during this decade. The rates of procedures performed were greater
among whites than among blacks for every procedure examined. Racial differences in these

rates widened for five procedures, narrowed for one (surgical repair of the abdominal aortic
43



aneurysm, and that rate was due to the disproportionate receipt among whites of a
procedure involving newendovascular techniques instead of the traditional surgery for
repair of an abdominal aortic aneurysm), and the rates remained statistically unchanged for

three.

There were no hospital referral regions by 2001 (79 for black men and whi@ 9

for black women and white women, or a total of 158 regions) where %\ erences in

care were completely eliminated, especially in regard to hip %e nt, CABG, and
\

carotid end arterectomy. (The rates for these three proceducs\%qged significantly in 22

hospital referral regions, widened significantly in 42, z(d</ ot significantly change in

the remaining hospital referral regions). Evide Disparity in health care access

between health insurance schemes compar t&% patients. Numerous other studies have
shown that gaps in care represent, in %ﬁ underuse among black persons and overuse
by white persons. Research co e t new efforts toward a better understanding ofand
closing of these gaps in cafe n black persons and white personsHowever, disparities

e

in health care are rekxlt only to blacks and whites but among all ethnicities and racial

group in the U@
Back @ising Cost of Health Insurance Scheme:

: a.%mged/corporate health insurance cannot bring affordability

Managed care and the threat of the Clinton health reform plan appeared to have had a
dramatic effect on the rate of increase in private health spending in the mid-1990s, but by
the late 1990s it was increasing again, reaching double-digit rate of increase by 2001. In

summary, regulation, voluntary action by the health care industry, and managed care and

44



market competition have not had a lasting impact on our nation’s rising health care costs.
b. Quality Best Medical treatment is not cheap

In the case of Medicare, private health insurance policies like Medigap supplement the

benefits and costs which Medicare does not cover. And these health insuranc@s

are rising faster than inflation. In addition to the previous payments, out- -p&lﬁ health

care expenditure by Medicare beneficiaries are high and are expected® rising. Older

Americans spend two other health Insurance package comes wi %I\Premium.

Some believe that the rationing of medical care is t@e solution for controlling

health care costs. Others state that the obvious f% ontrol health care costs is really a

reflection of the American people who want the very best and latest innovations in

health care treatment, but try small ¢ tﬁ{ at the edges of the system, complain about
rising costs, and ultimately will do h but pay the bill, perhaps feeling helpless in not
knowing what they can consumes to control these spiraling expense. Some

believe that the feﬁi verhment is the answer to resolving our health cost problems
|

through univerf%
a

Thus, i fg&v does not have the ability to save very much or must cut back on food or

K
tivinsurance.

cah t only might their bill like rent or mortgage be unpaid but the absence of heating
Qre uced food intake can affect their physical health detrimentally as well. This situation,
Q in turn, might increase the amount of the medical bills owed if they seek medical attention
for their illness and if they do not seek medical attention their physical condition might
become worse, if not possibly fatal, perhaps costing them even more monies than if they

had initially sought medical attention.
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The Public not only experiences the costs of health care through increase state and local
taxes to pay for Medicaid but also more of its federal tax dollars are going to the federal
share of Medicare and Medicaid costs, for health care costs through the premiums it pays

for health insurance and tough health insurance cost sharing, that is, the deductibles and
copayments that it must pay at the time it receives care. %\; )

First, health insurance premiums have consistently increased faster t ion or the
earnings of workers in recent years. Between 2002and 2007 th& cumulative growth in
health insurance was 76% compared with a cumulative in @"/\o and a cumulative
wage growth of 19%.Second, although the share of %1{/ ms that workers pay had
stayed fairly stable (16% for single coverage, 28 ﬁmily coverage in 2007) over the

recent past, the rapid increase in overa® levels means that workers are paying

much higher amounts than they did a«few years ago.Third, the amounts people pay out-of-

pocket for health care services gre.a d by several factors, including the quality of their
health insurance (if any) nd and amount of services they use. For people with
ea

health care expenses,xth ge share of total health costs that are paid out-of- pocket was
| ]
34% in 2004, %e

any insurance plans have limits on out-of-pocket expenses, people

who ex&i ce [itgh total spending have relatively low out-of-pocket shares. For example,

in e 1% of the people with the highest health spending (total costs of $39 688) on
\4

Q g& paid 6% of their costs out-of-pocket?’.

Q Corporate Health Insurance Premium is not Affordable for Common Masses

Health insurance premium growth has outpaced the growth in workers’ earnings almost
every year except for a short period of a short period of time in the mid-1990s. While

premium increases have registered between 8% and 14% per year since 2000, inflation and
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changes in worker’s earnings are generally in the 3-4% range. This generally means that
workers have to spend more of their income each year on health care to maintain coverage.
Again, these effects may be direct, through increased worker contributions for premiums or

reduced benefits, or indirect, such as when employers reduce or limit wage increases to

offset increases in premiums. %\; )
Rising medical care Costs are not a new dilemma. Medical care %\g&enerally

outpaced other cost-of-living components. The roots of the problem “are complex and
\
intertwined. For example, the multitrillion-dollar-a-year he \%\industry has been slow

in adjusting to the increasing demand by the public fordts es. This demand increased

suddenly and immensely, by the establishment icare and Medicaid in 1965. But

these programs are not the only explan ti&%

advances have outpaced its manageme@a ility2!.

Physicians and hospitals c plish much more than they once could, but they
C la

continue to be imped@

ising costs. The industry’s scientific

ck of adequate space, personnel, and equipment.

Additionally, risipg~icomes and the prevalence of private health insurance increase the
ability of t pay for the health care they desire. Thus, the demand for health care
servic r eeds the nation’s capability to provide them. The availability of more

, state-of-the art drugs and technological services spurs health care spending not
Qly ees use the development costs of the products must be recouped by industry hut also
Q because they generate consumer demand for more intense, costly services, even if they not

necessarily cost-effective.

Private insurers have difficulty in keeping up with rising service charges as they attempt to

cover needed services. As additional benefits are provided, the costs of insurance are
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inflated even more. Increasingly, requests by health insurers from state insurance
commissions for rate increases are meeting more and more resistance. In fact, some
decisions as to the relevancy of such increases are being brought into courts of law for

review??. As a result, health insurance prepayment plans, commercial insurance companies

and some state governments are beginning to support the concept of a fede%\%ﬁl

health insurance mechanism to replace, wholly or partially, private @ urance

programs. $\
Today, the working population is not only confronted by eSCCi\SK rivate health insurance

rates, but is also faced with: @

1. Increased state and local taxes to pay fo@
2. More and more of employees’ dollar going to the federal share of

&
Medicaid and Medicare costs \

3. More out-of-pocket ¢ tover employees coinsurance portion of higher and
higher medical chséﬁ,z

4. More out-Q et, costs for rapidly rising charges for largely uninsured health

sewic@ dental care when the dentist is not a member of the plan and does not
a&Kti eimbursement schedule as payment in full.

I%e Accessibility and Availability of Health Insurance through Technology leads

QQHigh Healthcare Cost

Insurance coverage has spread. When government subsidizes health coverage, this action
also has an impact on cost levels and potentially cost growth. Tax subsidies for health

insurance and public coverage for certain groups such as the poor, disabled, and elderly
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reduces the cost of health care, encouraging consumers to use it more frequently. Some
also argue that the expansion of health insurance encourages the development of health
technology because those developing new technologies know that insurance will pay for a

substantial share of new costs.

The development and adoption of new medical technology (e.g., drugs, devia(s,,(, ent,

and techniques) are said to be responsible for a substantial portion of % age in health

expenditures. As a nation becomes more successful and wealthidr, its“population wants

§ .
’Nons have successfully

ces that meets society’s

more health care and health care suppliers, providers, an

}?

provided an increasing variety of new products

demand .this steady improvement in medical % means that the nation has an

increasing amount of medical intervention tb%t isease that can potentially deal with a

growing list of health care issues and O%S as the health care issues and conditions as

the health care community copti u&w earn more about human health and health care

conditions?’. Health caregex point to the development and diffusion of medical
N

technology as a pri cipw r in explaining the continuous difference between health

e

spending and Q economic growth, with some arguing that new medical technology
(for ;

may ac%

g ways to assess and weigh the costs and benefits of new technologies is a

out one-half or more of real long-term spending growth.

@mlsing approach, although such actions present serious and philosophical challenges.
Q One example would be a policy that provides payment through insurance (public and
private) only for new medical interventions that demonstrate benefits that exceed costs. On

a practical basis, the very steep volume and pace of medical advances would present

difficulties to judge many important challenges before they were made a part of medical
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practice. On a philosophical basis, medical assessment requires people to make difficult

decisions about whether a medical benefit is worth the cost.

Addressing the Rising Cost in Health Insurance Scheme

The amount of monies that the USA spends on health care per person is large %}r

when compared to the smaller amounts other nations spend per person on fheiMOwh health

care services. In addition, the rate of increase in health care expe@s in the USA

relative to other fields like education and transportation has s W}\id growth and has

done so for decades. So how does the USA reduce the ra@vt in costs and spending
levels or costs at a point in time, both at the same ti@(,
%spending but not the rate of its growth.

ofMNealth care services include Initiatives such as

Some approaches may lessen the level of he

7

Many policies under discussion for p

1 records and improving medical information

increasing the use of electroni gth
technology; better identi 2@

introduction of wellgess progfams and incentives; provider pay based upon performance

d management of high cost and chronically ill the

whereby provi Qe warded for appropriate and high quality of care reducing payment
rates to pro\idetseinstituting high cost sharing in health policies; consumer-directed heath
care% Ith savings account which use increased out-of-pocket reliability, with tax
in es more information on health care alternatives to encourage consumers to be more

Qgst-conscious and better information on health making health care decisions; or disease

management?*,

The purpose of all of these polices is to improve the efficiency with which care is delivered.

Disease management is a system that coordinates preventive, diagnostic, and therapeutic
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efforts and whose purpose is to deliver cost-efficient, quality health care for a patient group
that is at a risk for a specific chronic illness or medical condition.In addition, many states
have enacted laws to reduce medical malpractice judgments to reduce premium burdens on

providers and lower overall costs. While these policies may reduce on average what

consumers may pay for cake, they are not likely to reduce in the longer te %t
which costs are growing as a share of the economy. Assuming medic can be
reduced to more optimal levels and may reduce the amount consumers medical care,

costs are likely to increase, although from a lower level, \‘{?Qu&ly observed rates.
Increasing the use of medical records or reducing the d{fs}g%

regions and providers may have similar effects. \

Problem of Quality Healthcare Deliver@ Insurance Scheme

Although the government, princip y%gh Medicare and Medicaid, has ventured into

health practices across

paying some of the medical b@“ those least able to pay - the elderly’ and the poor -

marry problems remain@\groups in terms of obtaining the quality of care they seek.

The Centers for are,and Medicaid. Why Branded drug is not initially accommodated

in the healt@ scheme:

a. name versus Generics drugs: Differences and cost:

@%derstand drug costs, it is first necessary to know the differences brand-name and
Q generic drug. First, it is important to discuss basic scientific principles. Every drug is

identified by three names — chemical, generic, brand.

A drug’s chemical name is descriptive of its chemical structure, based rules of standard

chemical nomenclature. A drug also has a shorter, simpler established or official or generic
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name. It may or may not be an abbreviated form of its chemical name. It is name most
commonly used in scientific literature, by which many pharmacists and physicians learn
about a particular drug during professional schooling and training. The brand name is the

name the company gives its product to distinguish the medicine from competitive products,

which may be identical insofar as active ingredients are concerned. %\

As an illustration, a five-grain acetylsalicylic acid tablet (chemical nam reJcommonly
known as an aspirin (generic name) tablet, represents a kind of cla universally prescribed
and used for the relief of aches and pains. Currently, aspiri arketed under several
brand names, such as Bayer and St. Joseph, and they ¢ same molecular identity.
When the quality of brand-name drugs versus debated, at least two important
scientific issues are raised: chemical equiva nd therapeutic equivalency. Drug are
said to be chemically equivalent if th. %1 thesame active ingredients and are identical
in strength, dosage form, and % ministration, and meet existing physicochemical

standards in the official ¢ p

But they may dif chqracterlstlcs such as color, taste, shape, packaging, expiration time,

and, w1th1n its, labeling. Drugs are said totherapeutically equivalent when they

are ch& qulvalent and when administered in the same amounts, they will provide
iological physiological availability as measured by such criteria as their rate of

orption into the blood stream. The absorption rate can be influenced by differences

Q among the same product in terms of particle size and the methods uses in their formulation,
as well as in their granulation and tablet compression pressure. Yet, each product contains

the same chemical equivalents from a dosage standpoint.

The brand name is used to advertise a drug to the medical profession, although the generic
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name must appear in advertising and labeling in letters at least half as large as those of the
brand name. It is a popular conception, though wrong, that brand-name drugs are only
manufactured by large, well-a known firms, while generics are produced by small,
unknown companies. A small drug company can place a brand name on its product just as a

large company can sell a drug under its generic name. And many large drug ﬁm@} ,

ute
under the brand names, products that have been produced, pack- aged, and @3 firms
that manufacture generic drugs. Some drug maker smay manufactu@g and sell it

under a trade name and a generic name. In other instances, lar@{my manufacture the

final dosage form from drugs purchased in bulk from oth%

%ﬂical prescription drugs are not

ey may not have the same curative

ies.

While some drug authorities claim that chemic

necessarily therapeutically equivalent — tlﬁ%
™

effects — Dr. Donald Kennedy % commissioner of the Food and Drug
Administration (FDA) during t CgWadministration, has testified in Congress that ‘we

find no evidence of widespre erences between the products of large and small firms

or between brand-n@pﬂeric drugs.
| ]

N\

All drugs h eric name. If the FDA permits the manufacturer of a newly discovered
k

drug t(&

g until its patent has expired. Under the present US patent law, manufacturers

at drug and the drug is patented, that manufacturer has the sole right to

@ granted parents that give them the exclusive marketing rights on a new drug for up to
Q 20 years from the date a drug patent is filed, as opposed to the date on which the patent is
issued, and during which no one else can copy this formula. These patents are listed inthe
FDA'’s ‘Orange Book’ registry. In some instances a patent holder may give other firms the

right, usually in return for the payment of a royalty, to produce and sell the patented drug.
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While the drug is under patent protection, its manufacture will establish a price that will

allow it to recoup its research, production and marketing costs.

It should be noted that, because pharmaceutical experts believe that companies obtain a
patent well before the FDA approves the drug, some pharmaceutical experts belie?lst
e

companies have a marketing window of about 10years to do so. However, 0(6({ nt

has expired, other firms may make and sell the drug. Since the orhgi%\a acturer’s

research Informauon is now known to other firms and the gener mamyfacturers do not

have to invent the drug, it is cheaper for the generic dru turer to make the drug
@names

and sell it under its generic name or in some cases diffefe

This is why there such a price difference bet %&nc and brand-name drugs. Because
the generic drug must be identical to §al the FDA approval process is much
simpler and less costly. The FDA (kb\n require the generic drug sponsor to perform
again the costly animal and c@ research on ingredients or dosage forms which have
already been approved o@y\and effectiveness. Rather, companies simply submit an

abbreviated new plication to the FDA for approval®.

How to Co‘taig'ug Cost in Health Insurance Scheme

@program which may not be well known became effective in August 1976 when
Q S Department of Health and Human Services (DHHS) initiated its new drug program,
narned maximum allowable cost (MAC). The program sets a price ceiling on prescription
drugs at the lowest price for which that drug is widely and consistently available; for drugs

whose patents have expired, which are manufactured by more than one company and which

are covered by Medicare, Medicaid, and Maternal and Child Health programs. Although
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MAC applies to all three programs, government savings were expected to be derived
almost exclusively from Medicaid because as of 1976 Medicare did not yet have a program

that paid for outof-hoSPit medications and most hospitals do enforce their own cost

\s

Under the MAC program, the US DHHS sends lists of drug comparisons to and
pharmacists in order to encourage them to reduce patient drug costs@ceiling on
drug payments is set forth, the FDA will study the drug to make %th e no quality and
therapeutic equivalency problems. Under DHHS regulati Qﬁnuf;:turers of generic
drugs with known variations must match the effecti @tandard drug or withdraw

venéss
the drug from the market. If the price of a dru %for which a MAC limit has been

controls on inpatient drugs.

established, increases or declines in the mar ce because of an increase or decrease in
its supply, then, after an appropriate «¢ %ﬁy DHHS, the MAC ceiling can be adjusted
upward or downward as the si io&may require. Consumers who qualify for maternal
and child health progra%' , or even Medicare may find that the government will

pay for the entire gost rugs their physician prescribes or, perhaps, may pay the

e

difference bet@w AC the government pays and the remaining cost the pharmacist

charges’\(

ogource for saving money on prescription drugs is an innovation in the
armaceutical industry called drug management companies or pharmacy benefit managers
(PBMs). These PBMs serve as middlemen between health plans and drug manufacturers.
Originally, the PBMs were established to process insurance company claims. Today, PBMs
operate mail-order pharmacies which allow members to obtain significant discounts over
standard retail pharmacies. The PBMs also contract with large employers to provide drugs
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at discount prices to insurance-covered employees through networks of retail pharmacies
that promise savings to patients if they purchase their medications at participating stores.
The drugstores are reimbursed by the drug management companies. These management
companies develop lists of medicines approved for coverage based on the assessment of
their cost and effectiveness. Thus, PBMs are not only drug plans but also %e

purchasing, dispensing, reimbursement of medicines for health insurer% r large
purchasers of health care such as employers and unions. %

A

How to control high drug price:

Another form of cost savings is mail-order pharmat@; use large processing centers

across the country that, automated with state-of> computers store information about

each patient and dispense prescriptions onshat patient’s insurance coverage, medical

needs, and the frequency with whic< t}e\e son tends to use a drug. Cost savings, analysts
say, come from bulk put ch 'Qso according to some analysts, to reduce the costs of
prescription medlclnes zsurers are asking physicians in some cases to change

prescriptions to )gpenswe generic brands or to prescribe similar brand-name

counterpart@

Som@a have criticized this ‘switching strategy’ that some mail-order pharmacies use,

st that can lead to drug substitutions that are not applopriate add that in some
Qgtances can cause patients to experience adverse reactions. Mail-order pharmacies state
that they can often change to a generic brand without contacting a doctor but that they must
receive a doctor’s approval before changing to similar, but not identical, substitutes. Doing
anything less, they state, could make the companies legally responsible if the substitute led

to bad reaction. That is why when comparing mail-order and retail pharmacies, consumer-
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patients must take into consideration which is best in terms of costs, the monitoring of drug
use and drug interactions, ease of obtaining prescription refills, and other elements that

constitute quality pharmaceutical services?’.
Creation of drug limit of liability brings high cost and increase rent of pocket V\

Out-of-pocket drug costs for Medicare beneficiaries: “When Medicare cag&ctive
January 1, 2006, the average national monthly premium under th@ard Medicare

prescription drug was $32 a month, or $384 per year, with SO@S\Offering premiums

below that amount and ethers above that amount fo g coverage. After the

beneficiary meets the $250 deductible for the pro@% icare would pay 75% of the
g

drug costs up to $2250 (or $1687, with the pati the remaining $53 out of pocket).
If the beneficiary then Incurs annual d@s n $2250 and $5100, the patient will pay

the total amount of $2850 out of [@J\ der the national standard Medicare drug plan

because the Medicare progr not cover this cost gap, also known as the ‘doughnut
hole’. \&E

That is a gap @b ilf into the program When the aonual drug costs or expense reach

$5100 or n% Medicare program will pay 95% of the beneficiary’s drug bill and the
ben ill pay the remaining5% out of pocket at this catastrophic cost level. In other
wogdsonce beneficiaries accumulate $3600 in annual drug bills out of their own pocket,
QQ catastrophic drug coverage begins under the Medicare program. The $3600 expense
limit does not include the cost of their monthly premium for the Part O prescription drug
program but does include deductibles, copayments, any out-of-pocket expenses
beneficiaries pay for drugs while they are in the $2850 gap, and any payments a friend or

member of their family made in buying drugs, as well as any charitable groups or state
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pharmacy assistance plan that did the same.

But in instances, only payments for those drugs that the beneficiary’s plan covers,
including exceptions the beneficiary receives, count toward the $3600 limit. Payments that

are not involved in the $3600 out-of-pocket expense limit include the beneficiary

does not cover; payments an employer, union, or other third-party prayer 11@& eral

government or the beneficiary’s own insurance plan makes; and drugs @cmry buys
b

from Canada or other foreign countries which are not cons1dere ‘cre le’. In August

2008, the Henry J. Kaiser Family Foundation released a stu oted that in 2007 about
ap

3.4 million Americans enrolled in Medicare Part D re in the prescription drug
coverage also known as the ‘doughnut’, w1th® that some stopped taking their
medications?s.

\
Solution to Out-of-pocket on drug \’\
In an effort to assist seni rsv\ all into the ‘doughnut’ in terms of prescription drug
expenditures and ire cost of their prescriptions medicines out of their own
rocket, the Ob d inistration and the US drug industry announced an agreement on
June 20, 20&) eby the drug industry over the ensuing decade would spend $80 billion
@ g benefits for seniors. The drug companies would pay 50% of the cost of
ame drugs for seniors who find themselves in the doughnut hole: a gap in coverage

Qgt is a feature of many plans providing prescription drug coverage underMedicate Part D.

In other words, seniors will receive 50% discount on these drugs. In addition, the entire
cost of the drug would count toward patients’ out-of-pocket costs, meaning their insurance

coverage would covet more of their expenses than otherwise would be the case. While none
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of the changes in the prescription drug program would directly lower government costs,
several officials also stated that the industry agreed to measures that would provide the US
Treasury with more money under federal health programs. In particular, officials stated that
drug companies would likely end up paying higher rebates for certain drugs tinder

Medicaid, the program that pays providers health care for the poor.Other sou %g
&dmg

payment assistance, if a person is receiving free drug from a phara

manufacturer’s patient assistance program the person can but only@g as the drug

manufacturer keeps operating the program for Medicare l‘g ciaries. The federal

government will still make certain that there is drugs are %y that particular region.
&
Medigap policies with prescription drug covera e}%viduals have a Medigap plan that
pays for prescription drug coverage, they can\(1)\rdtain their current Medigap plan but get
rid of its prescription drug coverage %ﬂ up for the part D plan; (2) select another
Medigap plan that does not in egmgs so that can sign up for the part D plan; or (3)
keep their current plan % tion drugs, but people who already have such policies

will be allowed to (@u m indefinitely.

.
Medicaid p, drug coverage, if Medicaid was paying for a patient’s prescription
drugs eri?dember 31, 2005 Medicaid no longer covered the patient’s drugs if a
S n drug plan covered the same drugs. Rather, the person’s prescription drug
@ne its are now the responsibility of Medicare Part D. If any elderly Medicaid recipient
Q did not choose a Part D plan by December 31, 2005 then Medicare selected a plan for that
person. But the problem with this process is that the selected program may not cover the
drugs the person is being prescribed and the person would have to return to his/her own
doctor to obtain a prescription for a different drug or change the prescription drug plan to
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another Part D plan that does cover the patient’s drugs. If a person decides to go into a new
plan, the person has to fill out a new application and that will take time to get into a new

plan?’.
Access and availability limitation, through categorization of hospital and benefits pa%&

Limited benefit policies concentrate on providing cover for the mo s&ant or
expensive types of treatment, such as in-patient costs and day case @Nﬂ, but in the

lower priced hospitals. To limit costs, treatment for psychiatri ?&d@ctive disorders is

usually excluded, along with more common procedures f@e-threatening conditions,

such as the extraction of impacted wisdom teeth. \&(,

Out-patient benefit is either totally excluded very limited. Insurer may limit out-

patientbenefits in a number of differex@fer instance by:

1. restricting cover to hos i\%thm one particular hospital group;
2. imposing a low ﬁ@?nit on the cost of out-patient treatment provided in any
policy year; m&

| ]
3. by res iver to only those out-patient consultations that are either necessary
1

follow

.
&

Q Most PMI policies are supported by a table of benefits, which is a schedule of the type of

rgery, or lead directly to surgery.

medical services that are covered under the policy and the total benefits that may be

claimed daily, weekly, annually or per procedure.

The purpose of the table is to clarify to the member the scale of cover provided under the
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contract. This is then illustrated in an easily understood format so that each party (the
member, the insurer and the provider(s) of medical services) understands the scope and
limitations of the medical cover available under broad categories of medical services. An
extract from a typical benefits table, with the various limits, is provided. Benefits available

under the majority of healthcare insurance policies are for specialist trea %h

primary care from a GP usually excluded. Some policies may offer private @W a GP
as an option for an additional premium. Whilst appendix 1 is an e@‘om a typical

benefits table, it could be that a special benefits table is constm&%ﬁrk corporate scheme

to include higher or lower limits and additional medi (%h:es, such as alternative
medicine. \&</
Why Benefit Limit on Long-term Ailm@alth Insurance Scheme

Limits are included within the polﬁ\’}\ numberof reasons. However, they are chiefly

imposed to at limit the expoiu%the insurer where prolonged treatment is required for

repeated occurrences ofs® .Healthcare insurance policies are principally aimed at the

alleviation of acu ditjons. They are not intended to cover long-term chronic conditions,

as the cost @ duct offerings would not be commercially viable.

The @ the cover provided for specialist’s fees indicate to the medical profession the
in view of a reasonable charge for the services provided and set de facto charging
Qgidelines. The majority of specialists will, keep their fees within the benefitlimits set by
healthcare insurance providers. Allowances are made in the fees schedule for multiple
procedures (where two separate m linked procedures may be performed through the same
incision) and also for situations where medical complexity is encountered. However, some

insurers do provide full cover for surgeons and anesthetists’ fees,arguing that the onus for
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ensuring that the surgeon does not overcharge shouldrest with the insurer.

Segregated Benefits Package discourages people from joining Health Insurance

Scheme

Under a pre-funded policy, the customer pays regular premiums or a single pr \%ﬂw

an insurance policy. This happens while the insured is still in reasonablgfhealth,Mable to
Look after themselves and has no immediate need for specialist care. '@m of monthly
benefit is fixed at outset and can either be paid throughout Li&?\or\@ limited period of
time. However, if theinsured never has a need for sp 'géﬁre they will receive no
benefit from the policy and thepremiums paid will %V be lost. This has resulted in
many people deciding not to purchase LTC in @Suﬂently, it is estimated that around

one in five people will require long-te are™As the premiums for LTC insurance are

quite high, many people have dec@ there are more urgent priorities on which to

S

Preventive health care cover 1¥not cover on the health insurance scheme:

spend their money.

| ]
Private Med;'c%z(ance does not usually cover the cost of preventive medicine or health

check w are usually known as healthscreening. Some insurers give a discount on
the health screening, provided this is carried out either bytheir own company’s
@e ing service or a recommended alternative. Screening is generallycarried out every
Q two years and if any previously unknown medical condition is diagnosed then anytreatment

costs will be covered by the patient’s health insurance (subject to the terms andconditions

of the policy). This service can be used by both personal and group insurancepolicyholders.

Some health cash plans now include a payment towards the cost of a health screen and
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screeningmay also be covered under some comprehensive PMI policies. As a result of their
preventative effect, it is likely that more insurers will offer health screeningbenefits and

services in future.

Basic Principles of Medical Insurance

The basic principle of medical insurance is that many members will pay p r%)r the

benefit of those members who will actually need private medical att% ach member

pays an identical basic age-related premium, and is entitled tqQdfr eqt under healthcare

insurance in the event of ill-health. However, the relatiy incidence of claims and

their associated costs have made a considerable imp% dical insurance premiums in
recent years and there is a need to ensure th@bers are treated fairly. Since people
e I

with a history of ill-health are obviously, y to require future treatment than people

in good health, it would be unfair fo@ receivemedical insurance on the same terms.

The method commonly epap cross the industryto deal with this is the exclusion of

pre-existing payment.A pre,Xisting condition is an illness physical condition already

diagnosed or t Q%;e the individual sought medical insurance cover with the insurer.
N

The effect Q}
of t

ular medical condition. However, there is full cover for the treatment of other,

n exclusion is that there is no insurance cover to pay for the treatment

un cted conditions that may arise. Where an applicant with a pre-existing condition is
qusidering changing from one insurer to another it is important to identify if the new

insurer will provide the same cover for the condition as the existing provider®°.

It may be helpful to understand why medical insurers impose such exclusions from benefit

payment, instead of accepting the risk and increasing the standard premium rate according

63



to the risk posed by that member, as is common in life assurance.In life assurance, a
specific amount of insurance is provided to cover the mortality risk of dying, an event that
only happens once. Mortality is the term for the statistics that are used to estimate the
probable life expectancy of a member. Medical insurance, however, has to cover the

morbidity risk that the insured will need medical treatment involving unspeci%\&is: "a

need that may arise often during the insured’s life. Morbidity is the term % atistics

used to estimate: $\

e the probability of the occurrence of certain medical co Q

e the frequency with which these conditions may %&ember during their expected

life.

Limitation of Hospital Access: ’\

PMI insurers negotiate volunt 1cing agreements with hospitals for each bed

category, with prices ﬁxe{z/ utually agreed limits. Frequently, package deals are
an

agreed where allho& d sometimes specialists’ costs for a routine procedure, are
included in a llptice. Some policies allow patients to only use hospitals with which

spec1ally n otla agreements have been made.
belng Sacrifice for Cost in Health Insurance Scheme:

Q I insurers are structuring their benefit tables to produce a financial incentive for
specialists toundertake more day case surgery, thus avoiding expensive overnight stays.
These incentives mayinclude paying a supplement to a specialist undertaking a surgical

procedure as a day case. There may also be incentives for patients to use day case surgery.
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PMI insurers have employed medical professionals to develop clinical guidelines
sometimes known as protocols. These record the usual treatment of, and expected duration
of, the most frequently encountered medical conditions. Clinical consensus panels and
medical advisory boards are formed to agree clinical norms. These consist of

representatives from the healthcare insurers and eminent specialists repre%}%t}e
t

medical profession. Insurers are then able to monitor claims costs agai utually
agreed clinical norms and highlight any divergence. Frequently, conf@% nd symposia
are held to foster understanding between insurers and speciﬁ{ f\these, data on an
individual specialist’s performance against the industry n S‘@ be shared confidentially

with them, in this way peer pressure is used to unnecessary expenditure (for

reducing the length of stay in hospital). ®

Managed care is cost containment: \

The adoption of many of the easures to control the continuing rise in medical costs
has not been enough a@ii

viewed the situati

could be re

PMI@ have begun to adopt principles of managed care. This originated in the USA

um increases have continued. Healthcare insurers have

riQusly; without intervention, the demand for healthcare insurance

use of the unacceptably high cost of premiums.

A any of the health insurance organisations have exerted their control and influence
Qectly on the medical profession and have laid down obligatory pre-approval procedures.
The US healthcare model, where the health insurers exert a great deal of power and
influence over healthcare deliverers, is different from that developing in the UK. There are
some parallels, however, and many healthcare insurers in the UK have sought to implement

some aspects of the managed care principles that have been used in the USA.
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Managed care is a generic term that lacks a precise definition. However, in principle it aims
to extend early intervention in the decisions surrounding medical care so as to ensure that
all the procedures undertaken are necessary and that alternative and less extent. Medical
help-lines may be set up through which prospective patients can be made aware of
alternative treatments and so possibly avoid surgery. These may be voluntary, b

ay
be compulsory for corporate group schemes where the employer is e% siastic

about managing claims costs and therefore keeping premiums down. %

& .
Denial of Availability of Quality Hospital on Health Insuﬁ}gsscheme:

Customers may be encouraged or directed to use pattidular hospitals or specialists with

whom favourable pricing arrangements have b \iated in return for promises of large
S

numbers of patients. Second opinions ialists may be offered to confirm and
reassure the member that the trea@\}r ommended is suitable and will alleviate the
medical condition. Where tr t%is pre-authorized, limits may be set on the amount and
the cost of treatment. Mgd1 oviders may also be asked to seek further approvals where

complications a§¥u@tered that require further treatment or an additional time in

hospital.Cl ring may be exercised for some conditions, such as those needing
psychidthic car€” where clinical norms are hard to establish and the cost of treatment
QHome nursing may be suggested, to encourage an early discharge from hospital.

@me healthcare insurers are considering employing medical specialists on a session basis,

so that a greater number of treatments can be delivered for a fixed cost?°.
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Limit Access and Availability of Healthcare Facilities:

All of these strategies may be undertaken under the broad banner of managed care. Early
signs are thatmanaged care is here to stay in the healthcare insurance industry. The
introduction of these techniques hasbeen supported by members of both personallpaid
and company-paid healthcare insurance schemes. However, it can be argued ¢ha ged
care techniques can reduce the choice for healthcare insurance member is gan both be
in terms of the type of treatment available and where they are trea d%te some initial
resistance, it does seem likely that medical professionals \C'_hs§ erzte with healthcare

insurers in the innovations incorporated in managed ¢ %

Claims where treatment is carried out by a kn @vider: increasingly such claims may

be paid directly to the supplier e.g. an optidian d#’dentist. This avoids the customer having

to payall of the costs upfront (alth g}‘g ustomer will still be responsible for any costs

over and above the insured bgn%vel“.

Gag Rules and Trade cts in Managed Care Contracts, attainment of quality,
accessibility a %r b.ility in Health insurance scheme® Gag rules clauses in managed
care con ra% prevent physicians from disclosing information that the plan may find
dis but that could relate directly to the patient's health have recently been the
ubyect® of ethical condemnation and legislative prohibition. Another serious problem in
Q naged care contracts, trade secrets, or guidelines and quality assurance mechanisms that
are imposed on physicians while their origins are shrouded in proprietary secrecy, have by
contrast received little attention. Responses to these ethical challenges to the physician's

integrity must involve individual physicians, managed care organizations, professional
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organizations, and public policymakers.
Non Disparagement Clause

Non-disparagement language requires a physician to refrain from makingstatements that
could undermine patient, employer, union, or publicconfidence in the health ?\%bh
clauses may have a penalty, suchas termination, attached. For examp ,S&ltract
contained thefollowing language: The plan may terminate this agre@nmediately, if

the Specialty Provider acts in such a way that undermir@m@y undermine the
confidence of Members, potential members or the publiQ\plan] or in the quality of

care whichMembers receive. \*
According to HMO industry representati ,%—disparagement clausesare meant to

protect a plan's business interests by@' g thatphysicians dissatisfied with an HMO
complain to the HMO and ngt h\patient. In May 1996 testimony before the
Subcommittee on Healtha ment, House Committee on Commerce, the President

and CEOof AAHP testi at "the primary purpose of an anti-disparagement clause is

simply to pre ovider from involving patients in disputes and disagreements

betweeﬁ<§8i§ and health plans.

OWE AMA and several other medical associations we met with believe that the non-

@p agement language could preclude physicians from expressing disagreement with the
Q plan's coverage or utilizationdecisions regarding a course of treatment. Physicians told us
that,if broadly interpreted, this clause could prevent physicians fromcriticizing or

questioning a plan's rulings on behalf of the patient.

The health care attorneys we surveyed had varied opinions onnon-disparagement clauses.
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Sixty-four percent of attorneys representing physicians reported that such clauses could
have a moderate to great effect on a physician's discussion of patient treatment options,

while 25 percent of those representing HMOs took this position, and 46 percent of those

Non Solicitation Clause ®

A non-solicitation clause bars physicians from providing patients '\Eormation that

working with both groups agreed with this statement.

might encourage them to enroll in another healthplan. For e ﬁka\contract may state
that the Physician shall not directly or indirectly engaggsi tion, which Health Plan
may reasonably interpret to be signed to persuade ber to discontinue his/her
relationshipwith Health Plan, to dis-enroll @v or provider covered by acontract
with Health Plan, or to encourage a Me to“réceive healthcare services from physician
on a fee-for-service basis." Such Qw ould preclude a participating physician from

informingpatients about the Qe%overage offered by a competing healthplan or that the
i

physician's health plan aé,(/

The managed %dst;y believes that health plans should be ableto prohibit physicians

has changed.

in their ne% om soliciting patients tojoin a different plan that the physician also

wor@ or will beleaving to work for. However, some physician

asdqcrationsexpressedconcern that such a clause could constitute "patient abandonment."
Qheir view, it is essential to notify patients in the course oftreatment that their physician

will not be able to continue theircare under that plan.

Most health care attorneys responding to our survey indicated thatnon-solicitation clauses

would have little or no effect on physiciandiscussions of treatment options. Among the
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attorneys representingHMOs, 89 percent believed non-solicitation clauses were not a
problemfor physician-patient medical communication; among those working

withphysicians, 68 percent shared this opinion, as did 75 percent ofthose representing both

groups.

Although infrequent, some non-solicitation clauses specify that, ifthe agree &&L\veen
the plan and the physician is terminated, the physician is prohibited fr §®nunicating

with plan members concerning the termination, the options availdble tOxmembers to join

\

other plans or to switch to another doctor in the same planc%(the physician "will no
longer be the member's health care provider." @

Any such communication by a physician with @ or any attempt “directly, indirectly,
or by implication, to advise or encour aplaw’member to dis-enroll from the plan, to

switch to another plan, orto chang@ rs is a breach of contract.\8 According to the

AMA this type of contract's%on has strong potential for inhibiting discussion of

treatment options betwé,(a, physician whose relationship with the plan has been

terminated and hi ients.

Although t@grees to notify members at least 30 days inadvance of the physician's
term@ it is not clear that thiswill always be possible because the contracts in which

th se appears also provide that the plan may terminate the physician immediately in

QQ event that any one of a dozen events occur.
Business Confidentiality clause

Business confidentiality clauses require physicians to maintain theconfidentiality of such

roprietary information as the plan's paymentand incentive structure, medical management
prop y p pay g
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criteria, and clinicalpractice protocols. One such clause reads "You agree to treat
asconfidential, this Agreement (including the compensation provisionsherof), all provider
and Covered Person listings, utilization data,reports and procedures, quality assurance
procedures, credentialingprocedures, and all other procedures, programs and protocols of

[theplan] or Program Sponsors and You agree not to disclose any suchinﬁ%\&\fo

anyone unless such disclosure is authorized in writingby [the planx ired by

applicable law." %

\
The HMO industry believes this type of contract clause {é&\theirbusiness interests.

Testifying before the Subcommittee on Health andEfv nt, House Committee on

Commerce, in May 1996, the Presidentand CEO& P stated that it is appropriate for
spevific

health plans tostrict the disclosure o’%
andcompensation amounts because "t@e

release of such information ab n n can giveits competitors an unfair advantage and

coverage decision procedures

tition among health plans isintense, and the

eliminate theincentive to Qd<, ffective methods for delivering care."

N\

Some physician jatipns argue that such contract provisionsprevent physicians from

telling a p@ the HMO financialarrangements may penalize them for making

referral§\to cialists.Nevertheless, most of the attorneys responding to our survey
confidentiality clauses are unlikely to restrict discussions oftreatment options.

ong attorneys representing physicians, 68percent of those took this position, compared

Q to 83 percent of thoserepresenting HMOs and 77 percent of those representing both groups.

In March 1996, HCFA announced rules requiring managed care plansunder Medicare and
Medicaid to disclose financial arrangements forphysicians to the agency and patients. In

Shea vs. Esensten, the court held that the failure of an HMOproviding services for an
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employee benefit plan to disclose financial incentives that discourage referrals is a breach

of its fiduciaryduty?32.

National Health Insurance Scheme Coverage:

“ABUJA — Nigerian Medical Association, NMA, has decried the enrolment @n

five per cent of Nigeria’s population into the National Health Insurance % NHIS)

after 15 years of the scheme’s flag-off, saying the statistics are not% fortunate but

shameful. \& \
NMA President, Dr Francis Faduyile, stated this (@ﬂn Abuja at a World Press

Conference to herald the 2nd National Heal it. Faduyile, who also lamented

Nigeria’s failure to maintain a sustaina&m healthcare system, said the national

health summit w8lk serve as a platfi x{p

facing the nation’s health sectoQ
He noted that the first n&@;ﬂth confab by the association held in Delta state in 2013

formed the tem@:wdhe eventual enactment of the National Health Act; the Basic

Healthcare
“It '@Jnate that after 15 years of the NHIS, we still have less than five per cent

%ent. Whereas, neighbouring countries like Ghana have encouraged over 40 per cent

ffering solutions to the myriad of problems

und (BHCPF), and the association’s strategic plan among others.

Q oi their population to be enrolled in its health insurance scheme,” he lamented.

While urging the new ministers of health to ensure a more robust implementation of the

NHIS program to boost enrolment, Faduyile also called on them “to also work closely with
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the 36 states and FCT to increase funding for health and ensure the primary healthcare

centres across the country are functional®.

Universal Health Coverage must be High Quality to improve Patients’ Health

Outcomes: %\V\

Shakina lives in a developing country. Although there is a public hospital{n r home,
she chooses to travel four hours by bus to go to a well-liked, privat@% 1 in the city.

She has heard from her friends and neighbors that they were#pleased \with the care they

received at this hospital and to her they seem healthier an%%)

has heard bad stories from other friends who we@ loser, more affordable, public

hospital - they returned home sicker than wh@t.
Shakina’s story reminds us that all b@ardless of socioeconomic class and means,

@

when they get back. She

want high-quality healthcare a at will often choose higher quality care even if it is

more expensive and less aCc .Under the World’s Health Organization’s definition of

universal health co@e, people and communities can use the promotive, preventive,
| ]

curative, reha e and palliative health services they need, of sufficient quality to be

effectiv \n&cla so ensuring that the use of these services does not expose the user to

hatdship.The concept of quality has only recently been built into universal health
Q drage policies and has not yet been sufficiently addressed. If health investments are to
Q ead to the emergence of more productive and equitable societies and economies, countries

need to focus on improving quality.

The three priorities of health care delivery — cost, quality, and access — need not be at odds

with each other. Greater use of health care facilities due to lower costs and shorter
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distances to travel will only lead to better health outcomes if quality of care is guaranteed.
Therefore, we must make high-quality healthcare services affordable and accessible in
order to effectively implement universal health coverage. Simply providing access for more

people to lower quality care won’t achieve universal health coverage.

Poor-quality care is wasteful, costly, and dangerous. It is estimated that betweﬁ&\sﬂlion

and 8.4 million people die each year in low- and middle-income coufirh e to poor-

quality care. In other words, in many countries, a person has a greater chahce of dying from

\
receiving poor quality care than from going without care e r)& addition to the human

cost, poor quality also has an economic cost. Poor @and wastefulness, resulting

from poor quality of health care, costs these c% ound $1.4 trillion to $1.6 trillion
per year. Poor-quality care proves cos@c eties when unhealthy adults are less
productive at work and unhealthy cl@a ot perform well at school.

High-quality care is cost-effi

Approximately 15% of‘l%

preventable com@‘1 ns of care and patient harm. This is a price that is an inconvenience

d leads to an earlier and higher return on investment.

expenditures in high-income countries are used to correct

to high-in ohomies and completely unaffordable for low- to middle-income
coun "&K&gﬂion, poor-quality care affects the poor and vulnerable disproportionately.
i esting in higher quality health systems costs more upfront, costs are lowered over
Q@ long-term through more efficient workflow; fewer medical errors and preventable

complications; elimination of ineffective treatments and procedures; fewer duplicated

services; and less waste overall.
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Improving quality requires a holistic approach. Countries that want to improve quality of
care need to consider interventions across different domains (leadership, information,
patient and population engagement, regulation and standards, organizational capacity,
models of care) across different levels of the health care system. Building a national

strategy for quality is an important first step to agree on a clear set of goals, de%\%ﬁe

interventions and tools and align different stakeholders’ efforts to improve% f care.

Shakina chose to travel a long distance for high-quality care instead o ing her chances

on accessible, poor-quality care. We need to make it easier for&\aéugw receive the high-

quality care she deserves, at a reasonable distance frov@e, from a skilled health
professional that puts her at the center of her care. &‘1{@ 1

high-quality care really does pay off>>. ®

Out-of-Pocket Costs hit the Poore{
Every year, over 900 million leMace severe hardship and 90 million are tipped into

s, we will see that in the end,

extreme poverty for seeldn cal treatment. With the rising costs of out-of-pocket
health care expendit ebﬁﬂently estimated at half a trillion dollars globally, the number

| ]
of people affe this trend is expected to increase further,improving not just access to

Univers f&tj overage, but also its quality. Providing financial protection contributes
to @nequality, a core principle of the Sustainable Development Agenda. It means
%ﬂg quality health care even for those without deep pockets.Unless the current
Q situation is addressed, however, soaring out-of-pocket payments risk undermining global

efforts to reduce poverty as this trend tends to hit the poorest people hardest®*.
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2.2. Theoretical Framework

2.2.1. Transfer of Risk

The conventional explanation for purchasing insurance is to transfer risk. Psychologists,
however, have shown that this explanation does not match actual behavior. They ﬂwt
people generally prefer the risk of no loss at all to the certainty of a smal@ially
equivalent loss, a situation exactly opposite to the one represented rchase of
insurance. Nevertheless, people do purchase insurance, so ther uﬁn explanation
other than risk transfer for purchasing it. Of the explanati N ar glvanced, however,
none have yet developed a wide acceptance. Regardles§ o Q?ssues, people will be more
likely to purchase insurance when the premiu \ compared to the value of the
coverage to the consumer. Moral hazard rajse$\th&premium, as does adverse selection. The

N

presence of either makes the purcha:@

strance less likely. With health insurance, the

tax subsidy can reduce the e i emium to less than the actuarially fair cost of

insurance. This would inefea likelihood that health insurance is purchased. Finally,
because of the mh@ on our health, we desire access to a full rangeof health care.
| ]

Health insura fteh the only affordable way of gaining access to this care, given the
high co&o{qaj

of these procedures™.

@.2 oral Hazard in Health Insurance

The focus of the moral hazard literature has instead been on what is sometimes referred to
as “ex post moral hazard”. That is, on the responsiveness of consumer demand for
healthcare to the price she has to pay for it, conditional on her underlying health status®%3’.
In that sense, the use of the term “moral hazard” is a bit of an abuse of the “hidden action”
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origin of the term. The “action” that is, the individual’s healthcare utilization is in fact
observed (and contractible), and the asymmetric information problem may be more
naturally described as a problem of “hidden information” (regarding the individual’s health

status). Yet, to stay consistent with decades of abuse of terminology in the entire health

insurance literature, we use the term in a similar way and by “moral hazard” r@&v

consumer demand for healthcare responds to the out-of-pocket price the ¢o has to

pay for that care. %\
=
Throughout this paper, we follow decades of health insura&\§ ture and use the term

“moral hazard” to refer to the responsiveness of healt &r&n
Consistent with the notion of hidden action, V@i ically associated with the term
ealth 1

“moral hazard,” it has been conjectured tha

ing to insurance coverage.

nsurance may induce individuals to

exert less (unobserved) effort in maj ﬁwg eir health. For example, an author modeled
health insurance as reducing i ﬁ(unobserved) effort in maintaining their health;
because health insurance €ove me of) the financial costs that would be caused by poor
health behaviors, in 'Vi(mwmy have less incentive to avoid them they may exercise less,

| ]
eat more chee ers, and smoke more when they have insurance coverage®®.

How@is so-called “ex ante moral hazard” has received very little subsequent attention

-

Q ny contexts the increased financial cost associated with poor health is not the only cost,

al work from the literature. This may be because it is not empirically relevant in

and probably not the most important cost of being sick.

The focus of the moral hazard literature has instead been on what is sometimes referred to

as “ex post moral hazard”. That is, on the responsiveness of consumer demand for
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healthcare to the price she has to pay for it, conditional on her underlying health status. In
that sense, the use of the term “moral hazard” is a bit of an abuse of the “hidden action”
origin of the term. The “action” that is, the individual’s healthcare utilization is in fact
observed (and contractible), and the asymmetric information problem may be more
naturally described as a problem of “hidden information” (regarding the individ@h
status). Yet, to stay consistent with decades of abuse of terminology in % ipc health
insurance literature, we use the term in a similar way and by “moral refer to how

consumer demand for healthcare responds to the out-of-pock &tﬁe consumer has to

pay for that care3637. (g)
Consumer cost-sharing is the typical name used@nining the out-of-pocket price the
t

consumer has to pay for healthcare. Becau e% f healthcare services is broad, and the

price of each service could vary, in@o n specify coverage as a percentage share of
h

the total healthcare spending. f total healthcare spending paid by the individual
is referred to as “consu Cc aring”’; the remaining share is paid by the insurer. For
example, a 20% c sWo—insurance or cost-share means that for every dollar of

| ]
healthcare speffdifdg, the consumer pays 20 cents out of pocket and the insurer pays 80

cents. \&J
'I@alth insurance contracts are annual and do not specify a constant consumer cost-

re. Rather, they specify the consumer cost-sharing as a function of the cumulative (over

Q the covered year) amount of healthcare spending. This function is typically concave.
Figure 1 shows a stylized example of a typical contract. This example shows a concave,
piece-wise linear schedule with three “arms”. In the first the deductible range the individual

faces an out-of-pocket price of 100%; every dollar of healthcare spending is paid fully out
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of pocket. After the deductible is exhausted, which in this example occurs at $500 in total
spending, the individual enters the “co-insurance” arm, where she faces a price of 10%; for
every dollar of healthcare spending. Finally, once the individual has spent a total of $3,500
out of pocket (or $30,500 in total spending), she reaches the “out-of-pocket maximum”

(also known as “stop loss” or “catastrophic coverage”) arm, at which point s% no

cost-sharing and has complete insurance coverage. \g(,

Moral hazard is of economic interest because it creates an obstadle to the consumption-

\

smoothing purpose of insurance. Insurance is valuable b{i{>\\‘ creates a vehicle for
transferring consumption from (contingent) states Witgﬁ&!g

f income (e.g., when one is sick).

e
1nal utility of income (e.g.,
when one is healthy) to states with high marginal
The first best insurance contract would eqyalt arginal utility across different states; the

existence of moral hazard makes %
gdle

healthcare utilization responds they have to pay for it and the underlying health

le to obtain the first best. If individuals’

status is not contractible, €he f providing insurance will rise and individuals may no

longer be willing t@@reak—even price of full insurance. Therefore, the presence of
op

| ]
moral hazard@
betwee&(&iry risk and maintaining incentives*.

imal insurance contracts to be incomplete, striking a balance

g out-of-pocket price schedule is a natural way to optimally trade off the goal of

@nbating moral hazard through higher consumer cost-sharing with the goal of providing
Q risk protection through lower consumer-cost sharing. Since the value of insurance is
increasing in the total spending, it makes sense to provide a policy that provides greater

protection when spending is greater. Although this concave feature is common in many
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health insurance contracts in the United States, we will also discuss in what follows settings

where contracts deviate from this pattern.

The existence, magnitude, and nature of the moral hazard response is thus a key input into
the optimal design of private or public health insurance contracts. This is a natur van
for the study of moral hazard to attract the considerable theoretical and empi c@\tion
that it has. However, moral hazard in health insurance has also attrai emic and
policy interest for the potential it raises that higher consume s&ng could help
reduce the high and rising levels of healthcare spendin &{ are\ of GDP in most

developed countries. This has prompted, for examp interest in high-deductible

health insurance plans in the United States a f reducing aggregate healthcare

spending levels. The majority of healthcar s}%u , however, is accounted for by a small
share of high-cost individuals whosta@
g

deductibles and co-payments

is largely in the “catastrophic” range where
ind. This suggests that for meaningful impacts on
health care spending the{incestwes for health insurance for providers rather than for
consumers may be re%wrtant; we discuss this briefly in the conclusion.Is There Moral

e
Hazard in He urance?

We @)w what moral hazard in health insurance is (or at least what we have all come

S

Q tracts. But does it exist? Does health insurance actually increase healthcare spending?

nd why it could be important for affecting the optimal design of health insurance

Health insurance, by design, lowers the price individuals pay for their medical care. First-
year economics teaches us that demand curves tend to slope down, that when we make
something cheaper, people tend to buy more of it. So the answer may seem obvious. Yet, in

the context of healthcare, there are (at least) two views that are less sure.
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One view holds that healthcare cannot be analyzed like any other good. Demand for
healthcare, in this view, is determined by “needs”, not by economic factors, or as an
economist might put it, the demand for healthcare is completely inelastic with respect to its
price. Gladwell has expressed this view forcefully in a New Yorker article tellingly entitled

“The Moral Hazard Myth”. Expounding his central premise that the “myt}@ﬁl
&

hazard in health insurance is a singularly American obsession that has cre ingular

lack of universal coverage he writes “The moral hazard argument mz@se only if we

consume healthcare in the same way that we consume other con‘@\gb\ods, and to [some]

this assumption is plainly absurd. We go to the docto ingly, only because we’re

There is also a second view, according to & %mand for healthcare in fact slopes up!
It

One version of this conjecture is tE insurance will improve people’s health by
increasing timely and effective icak€are (e.g., preventive care or better management of
chronic conditions), and tifat thu§~hproved health will in turn reduce healthcare utilization.

Another version p@me efficiency of healthcare use as a channel through which
| ]
w1

healthcare sp 1 fall when insurance coverage becomes more generous. For

examph&lﬁ;gy most healthcare providers in the United States can choose whether or

atients, emergency rooms cannot; the Emergency Medical Treatment and

all patients.

Y
@%&bor Act (EMTALA) requires that hospitals provide emergency medical treatment
Q g

There is therefore widespread speculation that one of the benefits of providing health
insurance to previously uninsured individuals is to get them out of the expensive

emergency room and into cheaper primary care*'. Indeed, this idea that insuring the
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uninsured will reduce expensive (and presumably inefficient or unnecessary) emergency
room visits has been a leitmotif of advocates of expanding health insurance coverage in the
United States. For example, in making the case that Michigan should expand Medicaid
coverage under the Affordable Care Act, Republican Governor Rick Snyder’s policy team
argued “Today, uninsured citizens often turn to emergency rooms for non- }h{ are
because they don’t have access to primary care doctors—Ileading to crowde rgency

rooms, longer wait times and higher cost. By expanding Medicaid, tho ithout insurance

will have access to primary care, lowering costs and improvin@ Health.

Thus, there are three widely circulated competinx' ealth insurance increases,

decreases, or does not change healthcare spe search allows us to move from

rhetoric to reality. Ultimately, the existencg ahd sigh of any moral hazard effects of health

insurance is an empirical question. il\%: llenging empirical question because people
S

who have more generous hea ce presumably differ in other ways from people
with less generous health dhsu , and these differences may be correlated with expected

healthcare spending. m%d/t e basic theory of adverse selection suggests that those who

| ]
have more he %rance are on average in worse health (and hence face higher expected

healthc&s&ﬁng) than those with less health insurance. How to separate such potential
S

Q@scribing the evidence from two randomized evaluations of the impact of health

cts from the treatment effect of interest, namely moral hazard?

insurance on healthcare spending: the RAND Health Insurance Experiment from the 1970s,
and the 2008 Oregon Health Insurance Experiment. We review the evidence from each,
which shows that moral hazard exists: health insurance increases healthcare spending. We

then describe quasi-experimental evidence of moral hazard that uses the existence of
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“bunching” at a convex kink in the budget set created by the health insurance contract to
also establish the presence of moral hazard (i.e., a behavioral spending response to the
contract). We discuss the institutional setting for the RAND Experiment and the

“bunching” estimator in some detail, since we will describe further analyses of both these

settings in more depth in subsequent sections*2. %\; )

2.2.3. Principle of Risk of No Loss (Risk Pooling) %\%
h

“The pooling of risk is fundamental to the concept of insurance. eakth insurance risk

\
pool is a group of individuals whose medical costs are COQ}SR o calculate premiums.

Pooling riskstogether allows the higher costs of @valthy to be offset by the

relatively lower costs of the healthy, either in erall or within a premium rating

category. In general, the larger the risk poql, the e predictable and stable the premiums
can be. é
Is the size of a risk pool the o c o. Although larger risk pools are typically more
stable, a large risk pool dées ccessarily mean lower premiums. The key factor is the
average health care sMe enrollees included in the pool. Just as a pool with healthy
individuals ¢ t in l‘ower—than—average premiums, a large pool with a large share of
unhealthy individuals can have higher-than-average premiums.What is “adverse selection”?
A ction describes a situation in which an insurer (or an insurance market as a
Q% attracts a disproportionate share of unhealthy individuals. It occurs because
Q individuals with greater health care needs, when given the opportunity, are more likely to
purchase healthinsurance and to purchase health insurance with richer benefits than

individuals with fewer health care needs.

Why is adverse selection a problem?
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Q

Adverse selection increases premiums for everyone in a health insurance plan or market
because it results in a pool of enrollees with higher-than-average health care costs. Adverse
selection is a byproduct of a voluntary health insurance market in which people can choose

whether and when to purchase insurance coverage, depending in part on how their

anticipated health care needs compare with the insurance premium charged. %\; )
The higher premiums that result from adverse selection, in turn, mayk%@g healthy

individuals opting out of coverage, which would result in even \highew premiums. This
\
process typically is referred to as a “premium spiral.” bo{ such spirals requires

minimizing adverse selection and instead attractin%} se of healthy individuals,

over which the costs of sick individuals can b . Attracting younger adults and

healthier people of all ages ultimately will hé% premiums more affordable and stable

for all members in the risk pool*. Q
Why do premiums depend o ys coverage?
eZet

Health insurance premh@ to pay projected claims to providers, as well as insurers’
administrative e@, Jaxes, and profit. The largest component of health insurance

premiums i@ cal spending paid on behalf of enrollees. As a result, health insurance
e

premi r the expected health care costs of the risk pool. Because health spending is

hat is, a small share of consumers account for a large share of total health

@en ing—if a risk pool attracts a disproportionate share of unhealthy individuals,

premiums will be higher than they would be if the risk pool attracted an average population.
How does risk pooling currently work in the individual market?

The Affordable Care Act (ACA) requires that insurers use a single risk pool when
developing premiums. The single risk pool includes all ACA-compliant plans inside and
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outside of the marketplace/exchange within a state. In other words, insurers must pool all
of their individual market enrollees together when setting the prices for their products. This
means that the costs of the unhealthy enrollees are spread across all enrollees.

How does the Affordable Care Act protect against adverse selection?

The Affordable Care Act includes a number of provisions that are intended%\k@n

participation in the individual market. Among the more significant 0% re the

individual mandate, premium and cost-sharing subsidies for low-inco% iduals, and a

limited open-enrollment period.The Affordable Care Act mleﬁ port a level playing

field. That is, the rules governing the insurance market r% ssue, rating, and benefit

requirements apply equally to all insurers. In addi s% fordable Care Act includes a
permanent risk adjustment program that @f\payments among insurers in the
refative  risk  of  their  enrollees.

singlerisk ~ pool  based on

By limiting the adverse selection Q\h} arket as a whole and mitigating the effects of

enrollee risk pro@ferences among insurers, the single

risk pool requirement, \ynt market rules, risk adjustment program, and provisions to

encourage enrol osk together to facilitate market competition and the Affordable

Care Act’s @i g condition protections.
\@ flexibility were allowed in the Affordable Care Act market rules?

6 surers were able to compete under different issue, rating, or benefit coverage
Q quirements, it could be more difficult to spread risks in the single risk pool. Currently,
risk adjustment is used to calibrate payments to insurers in the single risk pool based on the

relative risks of their enrolled populations.By reducing insurer incentives to avoid high-cost

enrollees, risk adjustment helps support protections for those with pre-existing conditions.
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Some changes to market rules, such as increasing flexibility in cost-sharing requirements,
could require only adjustments to the risk adjustment program. Other changes, such as
loosening or eliminating the essential health benefit requirements, could greatly complicate

the design and effectiveness of a risk adjustment program, potentially weakening the ability

of the single risk pool to provide protections for those with pre- existing conditi%\

What if some plans were allowed to avoid ACA rules altogether? $\%

If some plans were allowed to avoid the ACA rules altogether& plans competing to
\
enroll the same participants wouldn’t be competing under \ e rules. Noncompliant

plans would likely be structured to be attractive x enrollees, through fewer

required benefits, higher cost- sharing, and prem&

Higher-cost individuals would tend to waaf\the broader benefits and pre-existing condition

vary by health status.

protections of ACA-compliant cov{reé&\ ther than having a single risk pool, in which
costs are spread broadly, the e be in effect two risk pools—one for ACA-compliant

coverage and one for npnd@mpliant coverage. As a result, average premiums for ACA-

compliant covera

the market
facﬂitaw

an easily move to compliant coverage when health care needs arise).

1d far exceed those of noncompliant coverage, thereby destabilizing
iant coverage. The instability would be exacerbated if market rules

ent of people between the two pools (e.g., if people with noncompliant

Qf transferring payments among insurers based on the relative risk of their enrollees, the
ACA risk adjustment program can reduce premium differences resulting from some
insurers attracting more costly enrollees than others. However, risk adjustment programs
transfer payments within the same risk pool, but not between pools, especially when the

different pools have different issue and rating rules. Therefore, in a market with separate
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risk pools for compliant and noncompliant coverage, costs would no longer be spread over
the broad enrollee population. In addition, for risk adjustment to work properly, the benefit
coverage requirements need to be fairly similar across plans. Even if the compliant and
noncompliant plans were pooled together for risk adjustment purposes, the potentially large
differences in underlying benefits between compliant and noncompliant cov }%ﬁd
make risk adjustment extremely difficult to implement. And any resulti &sfers
from noncompliant plans to compliant plans would be very high, thus ig much of the
premium advantages of noncompliant coverage.Instead of usin& djustment to mitigate
the higher premiums needed for compliant coverage, ext g'@ ing could directed to the

compliant pool, for instance in the form of a rein%ﬁfwogram. However, the funding

for such a program would have to be substanti anent.

This paper work, concur with the pri i&oRisk of No Loss (risk pooling in Affordable
Care Act) as against the peiaci Risk transfer, Moral Hazard, and Adverse
Selection.Therefore, it is wor wards health insurance scheme that will have universal

health care beneﬁ@, of a coverage that will include all health care needs of
| ]
m

Nigerian at a @ imum premium that will reflect the capacity of poorest person in
the natign. ghis ill also include enacting law for enforcement of citizen enrolment on

@nce scheme*,
@Review of Empirical Studies

A study titled “Nigeria National Health Insurance Scheme (NHIS): An Overview revealed
that NHIS is a long awaiting scheme to improve the health status of Nigeria by rendering
financial cost and create access for people and that it is the scheme that guarantees the
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provision of needed health services to families. The study recommended that based on the
challenges faced by the health insurance scheme, the initial way forward is to put the
scheme in good light by educating Nigerians on what health insurance is all about, its
operations and the many benefits. Proper education and awareness programs especially

among people outside the formal sector should not be overlooked and abuses o \%e}n
pon. The

by the service providers and the enrollees can also be checked by proper{e

government should make health a priority and be committed to the@‘ of improved

healthcare delivery. Descriptive survey was used; however, th&t\%xdid not evaluate the

effectiveness of the scheme, but only consider the ove@cheme%.
In an article published in 2020, with the title “Hea %nust be affordable and accessible,
a

but also high quality” it was revealed @ health services make health systems
c

resilient. They are prepared for anythin maintain core functions amongst changing
situations, and are informed by Jesso rned, constantly adapting and improving. Even in
a crisis during times of pqfiti est, or during an epidemic, resilient health systems can

e

rely on their basic FRCGT’S deliver high-quality services*. Further, another study stated
n 0f healthcare providers is as a result of intensity control and cost

that the dissati %

contain& of He€alth Maintenance Organisation in health insurance scheme is the factor
h

“©

Qj in or depressive symptoms, primary physician job satisfaction is associated with
: m

quality of health care delivery and concluded that for primary care patients

e measures of patient-rated quality of care but not health outcomes®’.

A book titled “The Health Crisis: Opposing viewpoints”, here the author revealed that there
are different thought and views concerning health insurance scheme, in which it was

discovered that health insurance is cost containment, it does not value quality of care given,

88



also base its access and availability on cost, however, the author does not carry out a
primary research work into detail of different opposing views raised against health
insurance scheme, rather leverage on the secondary data gathered from different
authors*®. Another study titled “An evaluation of National Health Insurance Scheme (NHIS),
the findings in this study show that only 24% of adults are enrolled in the sch \t f
whom are government employees between the ages of 18 and 40 years. 58% o ndents
were aware of the existence of the scheme and 61.5% have beneﬁtted%\e scheme. Of
the 24% enrolled in the scheme, 61.5% were satisfied while Z@e\sed dissatisfaction

with the services received in the scheme. Notably, 41% c@ents preferred the NHIS

to the fee for service system while 54% preferred \h:& to private insurance schemes.

Only 14% preferred private insurance or th%

would prefer an increase in their contri

of other services excluded in theQeJ

contribution for NHIS is a ile venture. The study only considered the availability

ervice to the NHIS. Another 44%

s from 5% to 7.5% or 10% to allow inclusion

package. Yet another 52% opines that the

of services as factor hinﬁ% e effective coverage of National Health Insurance Scheme

only, not includi@&)mte and state health insurance scheme in the study®.

A study, of\ Perf6rmance Evaluation of a Health Insurance in Nigeria using Optimal
Re @e: Health Care Providers Perspectives, found that the fewer the number of
%S with the providers, the better the claims review. However, a possible explanation
&uld be that providers who are overcrowded with enrollees tend to have difficulties with
the claims review, which might in turn lead to negative effects on the monitoring

mechanism of the insurance scheme. This study demonstrates that better availability of

information on full entitlement, leads to a better active monitoring mechanism in the
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insurance scheme. The findings also revealed that negative consequences due to poor
capitation payment resulted in a negative effect on the claims review>’. Also, another study
titled “The response of providers to Capitation payment: a case study from Thailand Health
Pol.” discovered that health insurance benefits package is not robust enough to take care of
the citizen health needs, so also, is that capitation paid for enrollees on the sc \R&t
commensurate to the utilization rate of enrollees on the scheme, the study % ok into
the principle of pooling of risk and affordable care Act in solving thﬁ% ion and other
tariff issues, rather it focus on what can motivate providen & to provide quality,
accessible, and available care’!. Further, a study tltled \es access to health care
mean?” revealed that that the extent to which pop access to healthcare services
on health insurance, depends on financial, org al and cultural barriers which limit
the utilization of services. It also mea &y of access in terms of the availability,
utilization or outcome of serviceQN(e er, the study only consider the access and

availability of care without c s d g the factor that will be responsible for it in detail>2.

The research work %s}fé{ ity of access to health care services: theory and evidence
from the UK, led*that there is inequality in access to some types of health care in
United in%, t also draws that theoretical frame work and lesson learn from the

U 't@ om are directly relevant to research from other countries, seeking to examine

@ ity of access in a wide variety of institutional setting, and that social-economic group
Q s influence on health care access and equity of care given in the scheme, however, the

research work concluded by saying that the evidence to the methodology is inadequate,
therefore, making it difficult to draw firm conclusion, which in turn limit the scope for

recommending appropriate policy to reduce inequity of access>®. A study titled “Gag Rules
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and Trade Secrets in Managed Care Contracts Ethical and Legal Concerns” find out that
managed care cannot achieved quality, accessibility, availability and affordability in its
healthcare delivery, just because of some Gags Rules Clauses embedded in managed care

contract, the study only examine and identify some secret rules and clauses in contract of

managed care between Health Maintenance Organisation and Healthcare Provi
hinders attainment of quality, availability, accessibility and affordability i Ithcare
services to be rendered to patient who are on health insurance sch@% nother study

titled “Affordability, Availability and Acceptability Baﬂie\@ﬂéﬂth Care for the

Chronically Ill: Longitudinal Case Studies from South /% owed that health care is
not being sought for a substantial proportion of ¢ 18, INgesses, with many of those who
have sought care not receiving regular care% identification and under-treatment

have been shown to be important in oth th Atrican studies. Only 46% of those in need

are receiving anti-retroviral treatme‘t foNAIDS; evidence from rural South Africa suggests

the health service identifies Q% of TB cases. Internationally, evidence shows high
levels of mortality due@

lesincome countries reported death rates from chronic diseases 54%

ntrolled chronic disease. A recent study comparing data

) 2

across 23 low an?
higher for 5% higher for women, than in high income countries. Availability of

chroﬁ?&e services is a first, and obviously central, factor influencing identification of

~

Q ufficient clinical services at the clinic level necessitating referral, interrupted drug

access to care. Respondents in the study faced a series of problems that included:

supplies, referrals that were hampered by a lack of ambulances, and weaknesses in
administrative processes. Various South African studies on the quality of care provided at
public facilities for hypertension and diabetes, for example, identify similar factors: nurses

with insufficient knowledge to treat a particular chronic condition, a lack of functional
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equipment (such as baumanometers, broad BP cuffs, or equipment of measure blood
glucose levels) leading, for example, to hypertensive patients being referred to hospital to
initiate treatment, medicine shortage, and inadequate patient record keeping> Findings
from a research titled “Health Economics” showed that Universal Health Care benefit

package is the solution to having quality, accessible, available and affordabls@a}e

services in Health insurance scheme. It also stated that causes of unequal % d non-
affordability of some care services are as a result of principle of M(@ ard, Adverse
selection. Furthermore, it was deduced that corporate health institandg seheme is not cheap

in term of premium and cost of services. The reason f% generic drugs on health

insurance was also analyzed. The gap in the studya’% i did not pinpoint which of the

parameters of healthcare services is lagging b@e health insurance scheme.
D

Findings from another study showedt\ health insurance to be quality, accessible,
available and affordable, enrol tgu.health insurance scheme must be made mandatory
for all populace, there mugt be\umiy€rsal benefits package which address the health needs of

(<(e premium that is commensurate to the economic status of

the populace, and atya M
| ]
nct

le of Pure Risk of no loss. Consequences of mandatory enrollment

masses, using @

of citize 0&13 alth insurance scheme is not being research on, considering the aspect
on ht to make choice. Also, the issue of tax sharing and dedication of huge tax to
S

re is not research on. The effect of subsidy, as it is in Premium Motor Spirit,

Q ectricity Power Subsidy in Nigeria setting was not been considered?’.

2.4 Conceptual Framework
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Contextual Risk: Direct Effect Community
Acceptability
Quality, Availability, & Participatory
Affordability, Accessibility

v

Effects

Direct or indire Interactive @& )

Y

Perception of

Perception of Past Events @
Future %

4\* Probability
e\

Perception of Current
Conditions

Source: Researcher’s W@)
Q\ :
2.5 Summ@ rature Reviewed

then®elevant to this study has been reviewed in this chapter, it highlights scholars’

@%& about the topic of this research which is the Perception of Service Delivery by

tional Health Insurance Scheme Enrollees in South West, Nigeria. National Health
Insurance Scheme (NHIS) is a long awaiting scheme to improve the health status of
Nigeria by rendering financial cost and create access for people and that it is the scheme

that guarantees the provision of needed health services to families, this paper work has find
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out that the present health insurance scheme has not improve the health status of Nigeria,
neither has the financial burden and expected access level has been achieved. This paper is
in support of another scholar who stated that for any healthcare services to be of standard, it
must be quality, accessible, available and affordable. Further, the dissatisfaction of
healthcare providers as a result of intensity control and cost containmen a

Maintenance Organisation in health insurance scheme is the factor affecti lity of
health care delivery, this was supported in this study that people are% fied with the

present health insurance scheme owing from their complaints % &scheme quality of

drugs, as well as treatment rendered. (_}
It was find out that there is decline in quality of c@ﬁ@ed under health insurance care

compare to services rendered to those on direc service or direct retainership which
is in support of the findings in this res work. Non-availability of required services in
the benefit package of Nigeria He@ﬁsurance Scheme as well as delay in receiving
required services has affect coverage of the scheme in Nigeria which was also

confirmed from the ﬁn}}\g%" the study. Sequel to that, a study revealed that there are

different thouE views concerning Health Insurance Scheme, in which it was

discovered %
also &KE

access and availability on cost, this was reflected in the study as the rate at

th insurance is cost containment, it does not value quality of care given,

@people supported their treatment on the scheme is significant from the test
Q othesis. The poor tariff for some of the services in health insurance scheme has a great
effect on the quality of care as well as accessibility to available health care services, this
was supported by the study as there is significance difference in the accessibility, quality
and availability level of the health care services on the scheme. Having confirmed in the

study’s recommendation that malaria should be removed from the capitated care services as
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their work focus on health insurance benefits package, that it is not robust enough to take
care of the citizen health needs, so also, is that capitation paid for enrollees on the scheme
1s not commensurate to the utilization rate of enrollees on the scheme. Often than not,
there is stock out of drugs at the health insurance scheme pharmacy store, it also find out

that there is always non-success to ambulance or other means of transport@g
t

referral, and that the relationship between patients on health insurance and h care
providers are not all that smooth as it were between those on direct fee ice and them.

This was in line with the findings that drugs are not always avaﬁK the NHIS pharmacy

of healthcare providers. (@
Health Insurance Scheme is the means of facili@r access to healthcare system and

that many people depend on public health'&i nde. This was in contrary to the findings of

this study, which says the present @\&m rance scheme has not created the expected
e “bén

access level. Universal Healt efit package is the solution to having quality,
accessible, available and 4ffi %@ healthcare services in Health insurance scheme. It also
stated that causes neﬁd access and non-affordability of some care services are as a
.
result of prin Moral Hazard, Adverse selection. Furthermore, it was deduced that
corporat¢ healthyinsurance scheme is not cheap in term of premium and cost of services.
O @emdings in this study is in line with the Braverman work, as the amount to
%for the scheme is significantly difference in the test of hypothesis using sample one
Q t-test. Also the findings show that the solution to the present health insurance scheme is
universal health care package.The study reiterate on improving quality of care which is in

accordance with another findings which stated that improving the quality requires a holistic

approach. Countries that want to improve quality of care need to consider interventions
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across different domains (leadership, information, patient and population engagement,
regulation and standards, organizational capacity, models of care) across different levels of
the health care system. Building a national strategy for quality is an important first step to
agree on a clear set of goals, define suitable interventions and tools and align different

stakeholders’ efforts to improve quality of care. ﬁ\; )

From all the previous research works, it has been discovered that none h his or

her research work to cover the six geo political zones of Nigen% makes other
countries to have the whole solutions and generalized princi tt%unment of quality,
accessible, available and affordable in their health i 1nsura e was because they were
able to examine and address the whole problems merlca for instance, whereas,

Nigeria as a nation need it most to look at this hole covering all areas at once.

Less work has been done researc on the effect of population coverage on the

attainment of quality, accessibiki ilability, and affordability, knowing that health

insurance policy hinges of enrollees, the higher the number of enrollees the
more the scheme w %able the more those high earned hospital join the scheme
and barrier of] %ty and availability of good hospital will be, as well as quality of
health c e.\This™Will also, remove the wall of partition created by Health Maintenance

% through the demand of hospital to dictate the category of enrollees that can
%helr hospital. This is done by creating Bands for Hospitals regards their tariffs of

Q re. (Band A, B, C, and D) which is directly proportional to the premium paid by the

enrollee.

Also, this has great effect on the quality of care rendered to any enrollees in their facility,

because if the number of enrollees that enroll with certain hospital is very low, the hospital
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will not be able to break even with such small number, based on health insurance principle
that “you treat from the pool of resources not as an individual. Therefore, hospital will not

be able to give quality drugs, and care to such enrollee.

Besides, the factors affecting (hindering) the enforcement of citizen enrollment on?l\th
b

insurance scheme in Nigeria has not been well look into, considering the fact% e

the path to universal benefits plans as well as affordability and accessi%%@vailability

of good health care services. (can it work, can it not work, where w gofrom there).

\ \
What causes the backlash behaviour of Health care prov@pital) vis-a-vis with the
challenges of Health Maintenance Organisation 0@

commensuration the premium, fee for servi for secondary care, capitation for
st

Insurance Scheme?, such as

primary care, drugs tariff, laboratory j igatfon tariff with economic reality in the

country and the maintenance of a@ , available, accessible and quality care to the

\\%@
$

POOr masses.

N\
O
N
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Chapter Three

Methodology

This chapter encompasses the way in which the study is intended to be carried out under

the following: ®2
3.1 Research Design %\%

Descriptive survey design focuses on the service delivery b% 4| Health Insurance

Scheme to enrollees in South West, Nigeria, consideri@

Quality, Availability, Accessibility and Afforda& ¢ researcher decides to use

ing dependent variables

structured questionnaire with close ended q% obtain information from his target
ce s

population (clients who are on health in

3.2 Population of the Study QQJ
The study population o@ consists 0f77,321, which is the combination of Federal,

eme federal, state or corporate).

and State Gove t staff (who are also enrollee on NHIS) as well as corporate

organizatio State.

N
N
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Table 3.1: Study Population of Enrollees of Health Insurance Scheme in Osun State

Information Number Sources

Number of 3,321 Bureau of  Public
Federal

Government Service Reform

staff in Osun
State

Number of 74,000 Osun State é{l&‘/b\

former and

informer staff Insurance e
register on

Osun State (OHIS

Health \

Insurance \
Scheme %

|
https://www.vanguardngr.com/2015/12/89-511-civil:se s*in-fgs-employ-by-nov-2018-dg-bpsr/

(OHIS) \%/
Source: Civil Servants in Federal Government \\Q 89-511, (November 2019):
£

Osun State Health Insurance Scheme data, by, D\% iNiyi. Benefit on Osun Health Insurance
Gold FM interview. (July 2020): https:radipnigeriaibaddan.gov.ng/2020/07/30/over-74,000-benefit-

from-osun-health-insurance-scheme/ \
3.3Sample and Sample Techl%aj

Sample size is 498 enrohsésﬁdo have registered on the scheme for at least a year and half.

This was gotten Qﬁ&g Yamane Sample Size determinant formula.

N
Since i a&&possible for the researcher to carry out the study on the whole population
of who are on health insurance scheme in Nigeria, in order to utilize available
Qso ces (time, money, material and manpower) more efficiently, and for better accuracy
Q of the analysis of the collected data, researcher decide to use Multistage Sampling
technique in which Nigeria was divided into strata, six Geo political zones-North West,
North East, North Central, South East, South West and South-South geopolitical zones.

Thereafter, Convenience sampling method was adopted in the selection of South West
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geopolitical zone out of the six geopolitical zones, because of constraints such as wide
geographical area of Nigeria, cost of travelling around her, risk of travelling because of the

present insecurity in the nation, and time frame of the research work.

Furthermore, Purposive sampling methods was used to select Osun State out of six statgs in
the South West of Nigeria, based on the fact that she has set up their own stfte nce
scheme called Osun State Health Insurance Scheme (OHIS), as th% | Jenable the

researcher to examine the performance of state health insurance s%e ng in the study.
\

using restriction at the

Furthermore, Purposive Sampling method was used in selgt{&\f respondents in Osun.

The researcher introduce design stage confounding @{/

design stage to restrict participation in the study@dual who are on health insurance

either private or public and have been @
accurate result. \’\

In addition, Yamane sampling gsize
size. 8 Q
n= N \\,
ﬂ | ]
mt;w
a

where pds

e for at least two years, so as to get

inant was used to know the accurate sampling

riate sampling size to be used, N is the population of people registered on

@ , while “e” is the precision level. 0.5% is used.

1+ 77,321 (0.5)2

He%@urance Scheme in Osun State (both public and private health insurance scheme)=
,321
n:

77,321 = 398 approximately

Therefore, my sample size is 398, However, I decided to add 100 (25%) more to it, making

it 498, to make up for estimated proportion of the attribute present in the population (those
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who have being on health insurance scheme for at least two years). So, 500 structured

questionnaires were shared in the state, from which 498 were returned.

Multistage sample technique is implored in this study, in which Nigeria population is first
divided into subgroups (or strata: six geopolitical zones) who all share a Wr
characteristic of subscribers federal, state and corporate health insurance as w¢ll all
tribes represented). This is used because there are reasonably measur of)interest to
vary between the different subgroups, and the researcher want er;s% representation
from all the subgroups, furthermore, convenient and p \ samphng were used.

Questionnaires were then shared among the selected{c ities in OsunState to cut

across all the 56 Health Maintenance Organ@\ o ensures a more realistic and

N

3.4. Instrument for Data Collecti \

accurate estimation of the outcomes.

The instrument used in %:s a standardized scale based on the United Theoryof
Acceptance and U x nology and the Use of institutional Repositories Structure
to gather data from the respondents because it analyze the

questionnaire @
structur estiéhs and responses easily to achieve the study objectives. The study

1 ert scale design which allowed the researcher in listing options where

Qes ondents choose from. The instrument comprises five sections.

D Section A contains the demographic information of respondents which is self-
developed.The bio-data of the respondents was measured through nine (9) factors such as:

gender of the respondents, tribe, level of education, marital status, occupation, registration
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on the scheme, type of the scheme, HMO name, and how long respondents has been on the

scheme.

Section B the measure of quality of service delivery of Health Insurance Scheme (HIS)
which consist of nine (9) items were measured through 1 dimension; using five poirftssuch
as 5. Very good — the health insurance scheme fully meets and exceeds req(rz( and

expectations; the program requires little or no improvement; the SCI§\'b illiant and

fully implemented,
\

Q&Qer it requires a normal

ented, fulfilling its dream.

4. Good — the scheme meets requirements and expectation

degree of improvement; the scheme is solid and accur:

3. Fair—the scheme does not always meet stani \cxpectations; it requires more than a

normal degree of correction, improvement

2. Bad-the scheme routinely fails t&pectaﬁons requires a disproportionate amount
of correction, improvement rous supervision; it demonstrates a lack of adequacy

I'VlSlOl’l

and achievement, and \/
1= Not applica Q%N’s‘, I have not use such services in Health Insurance Scheme before.

Examp o&tayment is, the extent to which health benefits package in my subscribed

he @nce address my health need, The content validity ratio is 0.43, while the

%ty coefficient score is 1, using Lawshe’s Method and riroorespectively after carrying
Q out a pilot study at Redeemer’s University, Ede Osun State.

The respond option provided in this study’s questionnaire followed the 5 point Likert type
scale of 5 = very good, 4 = good, 3 fair, 2 bad, and 1 not applicable. In addressing the

following questions: What is Quality of drugs given to me at hospital when I visited
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hospital on the scheme? What is the quality of hospital standard available on the scheme
for me to choose from? What is the quality of hospital ward in which I am admitted into?
Quality of hospital staff behaviour to me at the hospital,Quality of treatment given to me in
the hospital, Quality of Laboratory and x-ray test done on me compare with modern age
standard, Quality of food, water served me while on admission on the s V’ﬁe
extent/level to which health benefits in my subscribed health insurance pac% ess my

health needs. Equity in service rendered to me while in hospital com@ at of private

patient(s) Q \

Section Cmeasures availability of service delivery Insurance Scheme (HIS)

which consist of seven (7) items were measure ugh dimensions; as it applicable to

section B of the questionnaire. Question@ is the availability of good drugs and
other consumables at NHIS Phar% h
0

treatment for me at every st Ithcare need (primary, specialist, and teaching

I need drugs? Availability of standard

hospitals), Availability of@qu doctors, nurses, and other health workers attending to

me in hospital, A\@ll f HMO call centre, in giving authorization code for me to
| ]

erral centre or to receive secondary care in terms of their response to

access care at %
phone calls! gbility of ambulance vehicle for me when I need it,  Availability of
sp

%ility of good and portable water, electricity and other social amenities in
QQSpit&ll.The content validity ratio is 0.43, while the reliability coefficient score is 1, using

Lawshe’s MethodCVR formula and rkraorespectively after carrying out a pilot study at

tment in getting treatment for infertility, cancer, heart disease on the scheme,

Redeemer’s University, Ede Osun State.
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The respond option provided in this study’s questionnaire followed the 5 point Likert type
scale of 5 = very good, 4 = good, 3 fair, 2 bad, and 1 not applicable. This is to assess the
rate at which drugs and other consumables such as gloves, intravenous fluid are readily

useable to enrollees on Health Insurance Scheme.

Section D scale with five point type scale were used as it was in section A, w@med
to measure accessibility of service delivery of Health Insurance &%&IS) which

\
following statements: What is the time spent in waiting for N code to be given me to

consist of seven (7) items was measured through one dimension%w y, consist of the

see specialist or being referred? Distance from my h e%e nearest hospital accredited

on the scheme that I can use, Distance to referra%e was referred to for specialist care,
c

Access to uninterrupted healthcare serviaxwt heme without paying till I get well,
e

Access to standard hospitals on tht%

n I need it at the NHIS pharmacy, Access to

hen I need to make a choice of hospital,
Access to good and quality S

specialist/consultant on th€ sc without denial when I need their services.The respond
option provided in thjs %&Vs questionnaire followed the 5 point Likert type scale of 5 =
very good, 4 @ai}, 2 bad, and 1 not applicable. This is to examine how readily are
Health suﬁac; c
access to uninterrupted service delivery, especially during secondary care

heme services are accessible to enrollees on the scheme, considering

eferral.

J Section E measures rate of affordability of service delivery of Health Insurance Scheme
(HIS) not in terms of registration fee but in rate at which out-of-pocket fee was made in the
cause of needed services and treatment as well as drugs. The section consists of six (6)

items which were measured through one dimensions; as applicable to all other sections
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above with five points. Statement like, what is the rate of amount require to register on the
scheme/ procure the health insurance, Rate at which I spend my money to support the
treatment rendered to me at hospital, Rate and cost of copayment I made on drugs,
laboratory test, and operation when I need specialist care, Treatment of chronic diseases

like infertility, asthma, diabetes, cancer is cheap in cost, When I have been %o

teaching hospital, I don’t spend a dime to access care. Drugs and other don, les are
available to me at NHIS pharmacy without extra cost. %
\

The respond option provided in this study’s questionnaire fs \ the 5 point Likert type
scale of 5 = very good, 4 = good, 3 fair, 2 bad, and 1 le This is to ascertain the

rate of out-of-pocket made for covered servi e

referral and in getting good and standard @v
3.5. Validity of the Research Instr@

ealth Insurance Scheme, during

11 as treatment.

Validity explains how | ollected data covers the actual area of investigation.
Validity basically m! arb%asure what is intended to be measured”. Face validity is a
subjective jud on t}:e operationalization of a construct. Face validity is the degree to
which apmeagurg appears to be related to a specific construct, in the judgment of non-
ex @ as test takers and representatives of the legal system. That is, a test has face
% if its content simply looks relevant to the person taking the test. It evaluates the
Q appearance of the questionnaire in terms of feasibility, readability, consistency of style and
formatting, and the clarity of the language used. In other words, face validity refers to

researchers’ subjective assessments of the presentation and relevance of the measuring

instrument as to whether the items in the instrument appear to be relevant, reasonable, and
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Q

N

unambiguous and clear. Considering the rating of my questionnaire, very good, good, fair,

bad, and not applicable

CVR =content validity ratio; ne = Number of panel members indicating an item ‘essential’;

N ?Z
Number of panel members Lawshe suggested the transformation (from propoQo(} R)

was of worth as it could readily be seen whether the level of agree%i&@ngst panel

members was greater than 50%. CVR values range between -1 fect disagreement) and
+1 (perfect reement) with CVR values above zero indi }Qﬁat }Ver half of panel
members agree an item essential. However, when int r@VR for any given item it
may be important to consider whether the level o % is also above that which may
have occurred by chance?. %
Lawshe’s Method: CVR = (neé%fﬁ

2

Therefore, CVR=  (5-(7 :

| ]
Therefore, Co@%w Ratio of this study questionnaire is 0.43.
Crite@coﬂcrete validity is the extent to which a measure is related to an outcome. It

ow well one measure predicts an outcome for another measure. A test has this
e of validity if it is useful for predicting performance or behavior in another situation

(past, present, or future).

3.6. Reliability of the Instrument
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Reliability concerns the extent to which a measurement of a phenomenon provides stable
and consist result. Reliability is also concerned with repeatability. For example, a scale or

test is said to be reliable if repeat measurement made by it under constant conditions will

\$

This is achieved by choice of only people who are on health insurance. (sam r%\ﬁe) to

give the same result™!,

avoid confounding factors, in order to ensure the internal validity of t%\ work, by

introducing Design Stage Restriction on (those who are not on hgalth tasurance). Also,

\
pilot test for the instrument is carried out at Redeemer’s @>§ y Health Centre, Ede,

Osun State. @

The Reliability Coefficient of the pilot test is @

Reliability Coefficient =I'xro0= ‘ﬁsum pxq
% 1 DZ
Where: K= number of i@ questionnaire, P = proportion of the sample who answer

each item correc@ is the proportion of the sample who answer each item wrongly, S

D?= variar@
Sinc hole sample of either correct or wrong is 1, therefore, p + q =1

) K =38,P=0.71,q =029, S D>=15.69, p x q = 0.2059

QQ 38 1 - 02059
38-1

15.69

=(1.0270) (1-0.0132) = 1.0270 x 0.9868

Therefore, Tkroo=1.01344 approximately = 1

Therefore, Reliability coefficient is acceptable.
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3.7Administration of the Instrument and Method of Data Collection

Primary method of data collection was used by the researcher in which structure

questionnaires were administered by the researcher directly to Osun State populace, who

are on health insurance scheme, cutting across about 31 accredited Health Ma;'gtv

ce
Organisations in Nigeria, which after it has been filled by the respondents v% cted

translated to quantitative form during the analysis of such data using \%&ercentage

ofTestApplicationpackage of Statistical Package for the Social_Sciences (SPSS)version

\ \
20.0. (\
3.8. Method of Data Analysis \§</

The method of data analysis is quantitati\fﬁ‘ 1 1 method, in which data analysis was

done using Simple percentage Test atistical Package for the Social Sciences(SPSS)
version 21.0 as a tool to analy e to determine whether the present service delivery
of Health Insurance Scltm quality, available, accessible and affordable from

perception of regis@gﬂees.
‘ ‘

N\
O
N
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Chapter Four

Results and Discussion of Findings

This chapter is devoted todataanalysis and interpretation of findings and making of

descriptive summary,in such that it will make sense of numerical data that has bee V\

collected. This is to assist layman to have full understanding of raw data fo

the course of the study under the following sub headings:

N
&

4.1 Demographic Data of Respondents ® \
Table 4.1: Demographic Data %(_3

VARIABLES N QUENCY PERCENTAGE
GENDER no response Q\ 3 0.6
Male & 217 43.6
Female & 278 55.8
Total Q 498 100
ETHNICITY Yoru 229 46
H %ani 102 20.5
g}l{; 155 31.1
\%ﬁ 5 1
Ifebo 3 0.6
Q\ Tiv 4 0.8
Q Total 498 100
Level of Educatio no response 14 2.8
/\ Primary 8 1.6
Q Secondary 38 7.6
NCE/OND 188 37.8
HND/BSC 197 39.6
Q Master 32 6.4
Q PHD 21 4.2
Total 498 100
Marital Status no response 29 5.8
Single 92 18.5
Married 348 69.9
Divorce 16 3.2
Widow/widower 10 2
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Are you on health insurance
scheme

Type of health insurance:
private/cooperate

when did you register

Single mother/father
Total

Civil Servant
Corporate Firm
Force/Para Military
Student

Others

Total

Yes

Total

Private/ Corporate
Insurance

NHIS

State HIS

Total

Just registered

A year plus

Two years plus

% 498

S
N

O 4
\&</ 49

444

Total
Sources: Descriptive Survey, Perception of Health In@heme service delivery by enrollees, 2021

N\

0.6
100
71.7
6.2
16.7
3.6
1.8
100
100

100

20.1
44.8
35.1
100
1
9.8
89.2
100

From the Table 4.1, it shows that @les and 278 females participated in the research

study, the ethnicity distribyti
3, and Tiv 4. Also, e

Secondary 38, N@\D‘
respond to e@ion.

oruba 229, Hausa/Fulani 102, Igbo 155, Efik 5, Irobo
afidhal levels of the respondents are as follow: Primary 8§,

188, HND/B.sc 197, Masters 32, PhD 21, while about 14 did not

In a@naﬂtal status of the respondents is as follow: Single 92, Married 348, Divorce

%%ow/widower 10, single mother/father 3, while 29 did not respond to the question.

Qg)m the view of occupation, 357 are civil servants, 31 are private/corporate firm staff, 18

are students, 83 are force/paramilitary, while 9 respondents are categorized into others.

Furthermore, all the 498 of the respondents are on health Insurance. In addition to make the
study more valid and realistic, length of registration on the scheme was being asked for, of

which the following data were gathered, 5 respondents just registered on the scheme, while
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49 have been on the scheme for a year plus and 444 have registered for two years and
above.

Also, about 100 respondents are on Corporate /Private Health Insurance Scheme, 223 are
on national Health Insurance Scheme While 175 are on State Health Insurance Scheme
with 37 people who did not respond to the question.

Besides, the distribution of questionnaire were unconsciously cut across résp %from
about 31 Health Maintenance Organisations (HMOs), this good for th , in the sense

that it shows that the result is not limited to one Health Mamta& Ofganization, but cut

across to avoid skewed results. (g’)
4.2 Presentation of Research Questions $\

4.2.1 Research Questions *

Research Question One:What i ty level of the present Health Insurance Scheme

service delivery as expect%

N\
O
N
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Table 4.2: Quality of service delivery of NHIS Summary

Questions Very Good Fair Bad Not Mean
good Applicabl
e

Quality of drugs given to 0 (0%) 187 (37.6%) 303 (60.8%) 8 (1.6%) 0 (0%) 3.36
me at hospital when I

visited it

Quality of hospital standard 14 161 (32.3%) 309 (62.0%) 14 (2.8%) 0 (0%) 3.35
available on the scheme for (2.8%)

me to chose from

Quality of hospital ward in 12 86 (17.3%) 356 (71.5%) 28(5.6%) 16(3.2%) 3.08
which I am admitted into (5.8%)

Quality of hospital staff 29 212 (42.6) 200 (40.2%) 53 4(0.8%) 3.4l
behaviour to me at the (5.8%) (10.6%)

hospital

Quality of treatment given 4 (0.8) 277 (55.6%) 199 (40.0%) 18 (3.6%) 0 (0%) 3.54
to me in the hospital

Quality of Laboratory and 4 (0.8%) 114 (22.9) 303 (60.8) 67 10 (2.0) 3.07
x-ray test done on me (13.5%)

compare with modern age

standard

Quality of food, water 0 (0%) 106 (21.3%) 286 (57.4%) 95 11(2.2%) 2.86
served me while on (19.1%)

admission on the scheme

The extent/level to which 0 (0%) 38 (7.6%) 380 (76.3%) 73 7 (1.4%) 2.90
health benefits in my (14.7%)

subscribed health insurance
package address my health
needs.
Equity in service rendered 0 (0%) 60 (12.0%) 297 (59.6%) 138 (27.7) 3(0.6%)  2.77
to me while in hospital
compare to that of private
( patient(s)

S@scrt’ptive Survey, Perception of Health Insurance Scheme service delivery by enrollees, 2021

Average Mean value = 3.14,
N-1/N=4-1/4=0.75

Very Good = 1-1.75
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Good =1.76-2.51

Fair =2.56-3.31

Bad =3.32-4.07

Decision Rule: since the overall mean value of service delivery of NHIS is 3.14 which fall
into “Fair” category, it shows that availability use of service delivery of NHIS \&e}s
is (Fair—the scheme does not always meet standards or expectations of quality AmNits service
delivery to enrollees, therefore, it requires more than a normal d% f correction,

improvement and supervision), according to the initial ratin 1d¢lihe specified in the

questionnaire. %(_3
From Table 4.2, the mean value of quality of dmg\t«%@gh (3.36) this means enrollees

on NHIS are highly dissatisfied about the q@ gs dispense to them as part of the
service delivery, followed by the stan f th& hospitals accredited on the scheme with
mean value of (3.35), this indicat@\s rvice delivery some of the hospital/providers

rendered on the scheme to e re below expected quality, also, behaviour of some of
hospital staff to enrolleeé,&\
kY

service delivery Q tandard as the mean value is (3.41), besides, quality of treatment
fe)

Ith Insurance Scheme which is part of their psychological

n'the scheme is also poor considering the mean value at (3.54), as well

given to en&(
as th. ’%{Va ue of quality of Diagnostic investigations such as laboratory test, x-rayetc

(@mereas, Quality of food, water served while on admission on the scheme, The

ent/level to which health benefits in my subscribed health insurance package address my

Q health needs and Equity in service rendered to me while in hospital compare to that of
private patient(s) are fair as their mean valueis (2.86, 2.90 and 2.77) respectively.

However, going by the overall rating of the research question one with mean value 3.14

shows that the quality of the service delivery of National Health Insurance Scheme is of
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low quality, which has form major part of the contributing factors to scheme poor coverage,
considering the initial interpretation of the scale used by the researcher on the
questionnaire with which the respondents make a choice of their answers to the various

questions asked: (Very good — the health insurance scheme fully meets and exceeds

requirements and expectations; the program requires little or no improvement; %\%&e
is brilliant and fully implemented. %

Good — the scheme meets requirements and expectations; however tres a normal

degree of improvement; the scheme is solid and accurate impl:&%\fulﬁlling its dream.

Fair—the scheme does not always meet standards or ex it requires more than a
normal degree of correction, improvement and supg
Bad-the scheme routinely fails to meet expect %quires a disproportionate amount of

correction, improvement and rigorous it demonstrates a lack of adequacy and

achievement). This shows that Q) ice delivery of the scheme needs serious

interventions in the area of q@wice delivery.

N
N\ .
S

N\
O
N

Research Question Two: Are planned service deliveries of Health Insurance Scheme
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available to enrollees on the scheme?

Table 4.3: Availability of service delivery of NHIS Summary

Questions Very Good Fair Bad Not Mean
good applicabl
e
Availability of good drugs and 4(0.8%) 59(11.8%) 371 58 (11.6%) 6(1.2%) 2.99
other consumables at NHIS (74.5%)

Pharmacy when I need drugs
Availability of standard treatment 2 (0.4%) 61 (12.2%) 365 70 (14.1%) 0 (0%) 2.99
for me at every stage of healthcare (73.3%)

need (primary, specialist, and

teaching hospitals)
Availability of qualified doctors, 15(3.0) 159 283 12 (2.4%) 19 3.20
nurses, and other health workers (31.9%) (56.8%) (3.8%)

attending to me in hospital

Availability of HMO call centre, in 6 (1.2%) 144 189 142 17 2.95
giving authorization code for me to (28.9%) (38.0%) (28.5%) (3.4%)

access care at the referral centre or

to receive secondary care in terms

of their response to phone calls.

Availability of ambulance vehicle 18 139 91 (18.3%) 96 (19.3%) 154 2.52
for me when I need it (3.6%) (27.9%) (30.9%)
Availability of specialist treatment 4 (0.8%) 107 108 87 (17.5%) 192 2.28
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in getting treatment for infertility, (21.5%) (21.7%) (38.6%)
cancer, heart disease on the scheme
Availability of s/amenities in 26 166 260 22 (4.4%) 24 3.29

hospital (52%)  (33.3%) (52.2%) (4.8%)

Sources: Descriptive Survey, Perception of Health Insurance Scheme,service delivery by enrolle@ -~

Average Meanvalue = 2.89,

N-1/N =4-1/4=0.75 @
Very Good =1 - 1.75 Q\

Good=1.76 —2.51

C.)
Fair =2.56 —3.31 @
Bad =3.32-4.07 $\
Decision Rule: since the overall mean &ewice delivery of NHIS which is 2.89
falls into “Fair” category, it show@ ailability use of service delivery of NHIS by

enrollees is (Fair—the schenfﬁ%ot always meet expectation of enrollees; so it requires

more than a normal degsge rrection, improvement and supervision), as indicatedinitial
on the rating gui pecified in the questionnaire.

Extract fro '3, assessing availability of good drugs and other consumables on the

sche not casily obtainable to enrollees on the scheme as the mean level is (2.99),

y the mean value (2.99) of availability of standard hospital on the scheme as

@ne enrollees agreed that some of good hospitals in town are not available for use.

Q Furthermore, of qualified health workers are not easily come by at some of the hospital to

NHIS enrollees on the scheme just because of bottle neck of pre-authorization code

introduced by the regulatory body (HMO), as indicated by mean value of (3.20). Mean

value (2.95) for availability of HMO call centre in response to enrollees’ request is also
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poor.
Besides, availability of ambulance services to enrollees on the scheme with mean value of
(2.52) is not easily come by as some of the enrollees even concur that it is not available at
all. Also, mean value (2.28) of chronic ailment treatment such as infertility, cancer
treatment and the likes are not obtainable on the scheme as this is catego@\ T
exclusion in the scheme benefits package. The mean value of availability o% od and

other social amenities to enrollees on the scheme, while on admissﬁ@ S0 poor with

mean value of (3.29). &\
Everything put together, from the decision rule the %

\
n calculated (2.89) for
availability of NHIS service delivery to enrollee o® me needs a lot of intervention
hich means (Fair-the scheme does

as the it fall into the category of “Fair”in the

not always meet standards or expec@it equires more than a normal degree of

correction, improvement and supe s&fx

Research Question Three:I@ to Health Insurance Scheme service delivery

obtainable to enrollees O\&/@ eme as planned?

&
O
QQ

Table 4.4: Accessibility of service delivery of NHIS Summary
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Questions Very
Good

Good

Fair

Bad

Not
Applicable

Mean

Time spent in 6 (1.2%)
waiting for

approval code to be

given me to see

specialist or being

referred

Distance from my 12 (2.4%)
house to the nearest

hospital accredited

on the scheme that |

can use

Distance to referrals 0 (0%)
centre [ was

referred to for

specialist care

Access to 0 (0%0
uninterrupted

healthcare service

on the scheme

without paying till

get well

Access to standard 0 (0%)
hospitals on the

scheme when [

need to make a

choice of hospital

Access to good and 2 (0.4%0
quality drugs when

I need it at the

NHIS pharmacy

Access to 2 (0.4%)
specialist/consultant

on the scheme

without denial

when I need their

services

191
(38.4%)

104
(20.9%)

35 (7.0%)

30 (6.0%)

156
(31.3%)

23 (4.6%)

66
(13.3%)

165
(33.1%)

266
(53.4%)

339
(68.1%)

323 (64.9)

222
(44.6%0

365
(73.3%)

372
(74.7%)

120
(24.1%0

109
(21.9%)

106
(21.3%)

119

(23.9%)

98 (19.7)

94

(18.9%)

47 (9.4%)

16 (3.2%0

7 (1.4%)

18 (3.6%)

26 (5.2%)

22 (4.4%0

14 (2.8%)

11 (2.2%)

3.09

3.00

2.78

2.71

3.02

2.79

2.99

escriptive Survey, Perception of Health Insurance Scheme service deliveryby

es, 2021

Average Mean value =2.91,
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N-1/N=4-1/4=0.75

Very Good =1 -1.75

Good =1.76 - 2.51

Fair = 2.56 — 3.31 V\
Bad =3.32-4.07 ®
Decision Rule: The level of use for accessibility of service delivery of perceived

by enrollees which is 2.91 shows that the scheme does not al%m t expectation of

\
enrollees in terms of expected access level; so it requires e_o\%lvn a normal degree of

correction, improvement and supervision), as inc@&
specified in the questionnaire. %\

Culled from Table 4.4, the overall acce@ NHIS service delivery is very low as
I

indicated from the decision rule wh ﬁ\g
)

interpretation for fair service gdely

on the rating guideline

d mean is (2.91) is in category of * fair” as
s that “(Fair-the scheme does not always meet
standards or expectatios§; uires more than a normal degree of correction,
improvement and s GM)”. This is initial interpretation on the question given to
respondents wjti %ng tl‘le questionnaire as yardstick for answering the question.

Above ig sugposted with the various questions mean value such; mean value (3.09) for

@o imity of accredited hospitals to enrollees on the scheme is very far as indicated by the
Q s

t¥in waiting for approval code is very fair, also, mean value in response to

udy, Mean value of (3.00). In the same vein proximity of tertiary/secondary providers/
hospital on the scheme is far as well, as some of them are not accessible to people living in
grassroots area, even at urban areas as the mean value is (2.78).

In addition, mean of (2.71) for access to uninterrupted services to enrollees on the scheme
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without asking them to pay or giving them any excuse on why they cannot have one type of
care is very poor, as well as the access to standard hospitals on the scheme is also poor,
just because some of standard hospital are not on the scheme and those that are accredited
on the scheme refuse to accept enrollees with meager premium, thereby leading to
Grouping of hospital in Bands according to enrollees’ premium and ability to ;@\ eir
services (Band A, B, C, and D), which mean is 3.02. %

Besides, accessto good and branded drugs on the scheme to enrollee@or with mean

value (2.79) indicated, following the scheme policy of gen@qgﬁ Also, access to

specialist consultation without denial is not guarantee eme as the mean value
shows 2.99. \*
Research Question Four: IsHealth nce” Scheme service delivery affordable to

enrollees on the scheme as expecteQ
Q\ :

N\
O
N
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Table 4.5: Affordability of NHIS service delivery of NHIS Summary

Questions Very Good Fair Bad Not Mean
Good Applicable

Amount require 178 237 80 0 (0%) 3 (0.6%) 1.05

to register on (35.7%) (47.6%) (16.1%)

the scheme/
procure the
health insurance

Rate at which I 4 38 396 48 11 (2.42 V\ 2.94

spend my (0.8%) (7.6%) (79.55) (9.6%) <<,

money to

support the %

treatment \

rendered to me

at hospital \

Rate and cost of 4 213 185 93 & \3 (0.6%) 3.16
@8.%%

copayment I (0.8%) (42.8%) (37.1%) .
made on drugs,

laboratory test, %

and operation

when I need \

specialist care %

Treatment of 4 45 % 71 192 (38.6) 2.19
chronic diseases (0.8%) (9.0%) N 0) (41.3%)

like infertility,

asthma, \&
diabetes, cancer <

is cheap in cost

When I have 0 (0%) 251 238 3 90.6%) 2.41
been referred to 2%) (50.4%) (47.8%)
teaching

hospital, I don’t \,

spend a dime to \ .

access care.

Drugs and other @ 24 360 83 27 (5.4%) 2.78
consumables < :8%0 (4.8%) (72.3%) (16.7%)

are availablefo
me at N

pharm:

with

QOSH,_

w.‘ Descriptive Survey, Perception of Health Insurance Scheme service delivery by enrollees,

Average Mean value = 2.94,
N-1/N=4-1/4=0.75

Very Good =1 - 1.75
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Good =1.76 - 2.51

Fair =2.56 — 3.31

Bad =3.32-4.07

Decision Rule: since the mean value of service delivery of NHIS as perceived by enrollees
is 2.94, therefore, the scheme’ affordability level is a thing of concern to enroll@y
shows that the scheme is not cheap at long run, thereby needs intervention..%

From Table 4.5 it has shown that the cost of registration (premium pai join the scheme
is very cheap with the mean value of 1.05, which is in categov& ¢y Good” whereas,
the costincurred while on the scheme in gaining acc ca@ aking available quality
service delivery is very poor as indicated from t b% calculated mean of (2.94)for
research question 4, indicates that the scheme rdable at long run. This is justified
as the mean value for rate at which on@ or her money to support the treatment is

(2.94), mean value for rate of copa@made on drugs and consumables is (3.16), out of

pocket made on treatment %ic ailments such as hypertension, diabetes, asthma is

very high with mean Vﬁh{}

referred to tertia dary service centre they spend a lot from their pocket.

Also, culle@h table, the rate at which enrollees on the scheme make payment or

sour ﬁ\drugs that are not available at NHIS Pharmacy shop is poorly rated as mean

.19), while value of (2.14) shows that when enrollees are

\% cated (2.78). Therefore, the scheme is not affordable at long run.

NS
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Table 4.6: Descriptive summary of research question on service delivery of NHIS by enrollees

Items Mean
value
What is the quality level of the present Health Insurance Scheme service 3.14

delivery as expected by enrollees?

Are planned service deliveries of Health Insurance Scheme available to .89

enrollees on the scheme?
Is access to Health Insurance Scheme service delivery obtainable to enrollees on 1
the scheme as planned?

Is Health Insurance Scheme service delivery affordable to enrollees o \ 2.94

scheme as expected? &\
. \

2021

Average Mean value: 2.97 &(,:

Very Good =1 -1.75 §

Good = 1.76 — 2.51 &
Fair = 2.56 — 3.31 ( \&

Bad =3.32—4.07 : Q

Decision rule: Since, m n<(r,verall service delivery of NHIS by enrollees is 2.97, which

Sources: Descriptive Survey, Perception of Health Insurance Schemﬁé@delivery by enrollees,

is in “Fair” cate it shown that the level of use of NHIS service delivery, therefore, it

requires m@ normal degree of correction, improvement and supervision), as
it

indicaté'{

t service delivery of NHIS as perceived by enrollees put together are sources of

on the rating guideline specified in the questionnaire. It further shows that

cern to them, thereby leading to complaint they are having on the scheme which has
Q also hinder those who are not on the scheme fell reluctant to join.
4.3 Discussion of Findings
According to one of the authors “that the dissatisfaction of healthcare providers as a result

of intensity control and cost containment of Health Maintenance Organisation in health
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insurance scheme is the factor affecting the quality of health care delivery”!. This was
supported in this study that people are dissatisfied with the present health insurance scheme
owing from their complaints about the scheme quality of drugs, as well as treatment
rendered, as shown from the table 4.2 decision rule, where the mean value for research
question one is 3.14. %\V\
It was find out that there is decline in quality of care rendered under healt% ce care
compare to services rendered to those on direct fee for service or dire%; ership?. This
is in support of the findings in this research work. Q \

Corroborating findings in table 4.3, about availability of w livery to NHIS enrollees,
in one of authors’ work their paper’s findings ad&&ﬁat non availability of require

services in the benefit package of Nigeria h Mistirance scheme as well as delay in

receiving required services has affecte ﬁ%ve age of the scheme in Nigeria which was
also confirmed from the findings in<h§ﬁg

as the overall mean for research question two
is 2.89°.

Research question thre@e\ssed by table 4.4 which discussed the level of access to

NHIS service defq 291) findingsin the study is supported by author work, that often,

there is sto@
s alw

that 'r&& ays non-success to ambulance or other means of transportation during

drugs at the health insurance scheme pharmacy store, it also find out

»and that the relationship between patients on health insurance and some health care

viders are not all that smooth as it were between those on direct fee for service and them.

Q This was in line with the findings that drugs are not always available at the NHIS pharmacy
of healthcare providers®*.

To support the findings in table 4.5 in this study, and addressing research question four; the

mean value of (2.94) is in line with the findings of in his work that “Every year, over 900
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million people face severe hardship and 90 million are tipped into extreme poverty for
seeking medical treatment>®. With the rising costs of out-of-pocket health care
expenditures, currently estimated at half a trillion dollars globally, the number of people
affected by this trend is expected to increase further, improving not just access to Universal

Health Coverage, but also its quality””’. %; '

This means the present health insurance in force fall short of attaining the ekp uality,

availability, accessibility and affordability’. It shows that the scheme alleviate the
insured financial burdens as some still spend their money heav@e\on the scheme. In-
addition, access and availability of good drugs are not@rite home about on the
scheme®”’. &(/
Complaint of poor quality drugs are confirmi \the analysis. The researchers then
decide to identify the main items that ibutéd to falling short of standard by present
health insurance scheme from the @Jﬁx erspective, it was shown that quality of drugs
dispense to clients on the s % one of the main contributing factor, as some are not

satisfy with the recomnign eneric drugs by the scheme regulator, in term of potency,

and efficacy!''!:1Z \ .
Respondenfnplaint of poor attitude of health care providers workers towards them
e

bein alth insurance as if they came begging for free health services'. Despite the

response of the observed population in health insurance benefits package on

Q@ hand, they still complain of non-availability of essential drugs on the scheme this is
Q reflected in the findings'®.

Furthermore, it was affirmed that, the scheme lack luster to prevent possibility of reducing

terminal diseases and disability, which elongate people’s live and makes them to live better

life, such ailments as cancer, infertility, injury sustained from extreme sport and injury
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Q

N

from riot are not covered on the scheme!>.
Lack of proximity of some of primary care providers, diagnostics centres, especially
referral hospitals (tertiary health institutions) as shown in the analysis, as well as exclusion

of some services which are essential to human healthy living, are termed exclusion on the

scheme, has made the scheme service delivery poorly accessible and 4@0
enrollees!'®. ®

On examining the affordability parameter, although the amount to subseft r the scheme
is relatively meager, however, the study revealed that when on@\ the financial burden
is just too much as if one is not on any health insurance @ue to high rate at which
one make out of pocket payment while in the hospi st of treating chronic ailments
such as asthma, hypertension, diabetes, canc \omc heart disease, are burdensome

as some essential drugs in treating t nts are not always available at health

Insurance pharmacy shop or those @1 are not effective in handling the present stage

17,18

at which the ailments is

Also, some diagnostics\'q}t'

not always avai well as diagnostics investigations such as CT scan, endoscopy,

tions needed to ascertain the extent of these ailments are
EEG and t r@n happened when the residence hospital will complaint that there is no

elect@ts\{ower or the machine is faulty, thereby asking enrollees to source for those

sewhere on their own'®.

132



Endnotes

IC. Obalum, & F. Fiberesima.Nigeria National Health Insurance Scheme (NHIS): An
Overview, The Nigeria Postgraduate Medical Journal, 3(2), 2017, 167-174.

B. Szumski.The Health Crisis: Opposing Viewpoints, Michigam Green Haven Press,
2007, Digitized August 2019, ISBN 0899084389, 9780899084381.

3Telemedicine, Physician Insurers Association of America, 2018.

K. Onyedibe, M. Goyit, &E. N., Nnadi.4n Evaluation of the National surance
Scheme (NHIS) in Jos, a North-Central Nigerian City, Advanced
ResearchJournalofMicrobiology, 1(1), 2017http: //globaladvance eseachjournals.com

3S. Mohammed, A. Souares, J. Lorenzo Bermejo, R. Sauer bong Performance
Evaluation of a Health Insurance in Nigeria using Optimal Use Health Care
Providers Perspectives, BMC Health Services Researc{g! 1227, 2018.

°A. Mills, S. Bennett, P. Siriwanarangsu \% charoensathien.The Response
ofProviders to Capitation Payment: A Case St hailand, Health Pol, 51(3), 2017,
163-180. 10.1016/S0168-8510(00)00059-2.

M. Gulliford , J. Figueroa-Muno Q%Morgan, David Hughes, B. Gibson, R.
Beech, &M.Hudson. What does ' ealth care' mean? PMID: 12171751, 2019,
https://doi.org/10.1258/135581902760082517

8M., Goddard,& P., Smith.Edfi ccess to Health Care Services: Theory and Evidence
from the UK,PMID, 20195 6.https://doi.org/10.1016/s0277-9536(00)00415-9

Healthy People.4 sNalth Services, Washington, DC: U.S. Department of Health
and Human Se%, ce of Disease Prevention and Health Promotion, April 14,
|

201 7.http://W\@ thypeople.gov/2020/topics-objectives/topic/Access-to-Healthservices.

9Instit edicine.Committee on Monitoring Access to Personal Health Care
enyices.Access to health care in America, Washington, DC, National Academy
il'14, 2018, http://www.nap.edu/catalog/2018/access-to-health-care-in-america.

N
\J. Goudge, L. Gilson, & S. Russell.4ffordability, Availability and Acceptability Barriers

Health Care for the Chronically 1ll: Longitudinal Case Studies from South Africa, BMC
Q Health Serv.Res,9(75), 2019,https://doi.org/10.1186/1472-6963-9 75

12]. Braverman.Health Economics, 1, Lamberth High street London SEI17JN.UK:
Pharmaceutical Press, 2017.

BF. C.,Andy.Health Insurance Products Nigeria, Chartered Insurance Institute, [F7, TB,
2019.

133


https://www.researchgate.net/profile/Kenneth-Onyedibe
https://www.researchgate.net/profile/Meshach-Goyit-3
https://www.researchgate.net/profile/Emmanuel-Nnadi
http://globaladvancedresearchjournals.com
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-14-127
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-14-127
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-14-127
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-14-127
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-14-127
https://bmchealthservres.biomedcentral.com/
https://pubmed.ncbi.nlm.nih.gov/?term=Gulliford+M&cauthor_id=12171751
https://pubmed.ncbi.nlm.nih.gov/?term=Figueroa-Munoz+J&cauthor_id=12171751
https://pubmed.ncbi.nlm.nih.gov/?term=Morgan+M&cauthor_id=12171751
https://pubmed.ncbi.nlm.nih.gov/?term=Hughes+D&cauthor_id=12171751
https://pubmed.ncbi.nlm.nih.gov/?term=Gibson+B&cauthor_id=12171751
https://pubmed.ncbi.nlm.nih.gov/?term=Beech+R&cauthor_id=12171751
https://pubmed.ncbi.nlm.nih.gov/?term=Beech+R&cauthor_id=12171751
https://pubmed.ncbi.nlm.nih.gov/?term=Hudson+M&cauthor_id=12171751
https://doi.org/10.1258/135581902760082517
https://pubmed.ncbi.nlm.nih.gov/?term=Goddard+M&cauthor_id=11556606
https://pubmed.ncbi.nlm.nih.gov/?term=Smith+P&cauthor_id=11556606
https://doi.org/10.1016/s0277-9536(00)00415-9
http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Healthservices
http://www.nap.edu/catalog/2009/access-to-health-care-in-america
http://www.nap.edu/catalog/2018/access-to-health-care-in-america
https://doi.org/10.1186/1472-6963-9%0975

Q

“H. Brody, L. Vence, & J. D. Bonham.Gag Rules and Trade Secrets in Managed Care
Contracts Ethical and Legal Concerns,Arch Intern Med. 157(18), 2018, 2037-2043,
doi:10.1001/archinte.2018.00440390019003

15]. A. Nyman.Theory of Health Insurance,Health Adm. Educ. Winter, National Library
of Medicine,PMID:10185500, 2017.

16V. Shally, S. Roth, &K. Ramesh.Health Care must be Affordable and Accessible, bialso
High Quality, March 2020, https://blogs.adb.org/blog/healthcare-must-beaff MK -
accessible-also-high-quality

7A. P. Muhammad.Quality Universal Health Coverage need to be \%&le for all
December 2019, https//blogs.worldbank.org/health/quality—universal-h% verage-need-
be-affordable-all

\

BE. Liran,&F. Amy.Moral Hazard in Health Insurance: k ow and how we know
it Journal of the European Economic Associ ; (4), 2018, 957-982.
https://doi.org/10.1093/jeca/jvy017

1 American Academic of Actuaries.Principle of Ri Loss (Risk Pooling), Washington,
2021, 1850, M Street NW, Suite 300, Washing : 0036

N
N\ .
S

N\
O
N

134


https://jamanetwork.com/searchresults?author=Howard+Brody&q=Howard+Brody
https://jamanetwork.com/searchresults?author=Vence+L.+Bonham&q=Vence+L.+Bonham
https://blogs.adb.org/blog/healthcare-must-beaffordable-and-accessible-also-high-quality
https://blogs.adb.org/blog/healthcare-must-beaffordable-and-accessible-also-high-quality
https://doi.org/10.1093/jeca/jvy017

Chapter Five

Conclusion
This chapter presents the summary of the findings, conclusions and recommendations as
well as contributions to the body of knowledge and areas for further study based on thedata
analyzed in the previous chapter, perception of service delivery of Heal{<ﬁ ce

Scheme by enrollees on the scheme from perspective of (quality, accessil\%

and affordability), so as to ascertain the level of service delivery

lability,
th Insurance
Scheme by enrollees’ in order to proffer a possible intewenti@ the scheme back on

track, as out lined:

5.1. Summary of Findings \&</
The study is conducted in the South West g@zl zone of Nigeria. The respondents

were citizens, who are register on he ’ﬂ%urance scheme (Corporate/Private, National
Health Insurance Scheme or State }%\t){nsurance Scheme, have being on the scheme for
nothing less than a year plus %\rere selected using Stratified and purposive Sampling.
The researcher employeﬁ%&a\ﬁve cross sectional research methods. Pertinent data were
obtained througk@;\rﬂctured questionnaires. The statistical tool used, are descriptive

analysis usiQJ version 21.

Acc‘ﬁ%s@ the statement of problem in chapter one, based on the complaints of some of

-

Q ilability and affordability of the scheme as stated by world Health Organization for a

ees on health insurance scheme in Nigeria, that the quality, accessibility,

worthy healthcare services are being jeopardized, the findings from this study is in support,
This reveal that the present health insurance scheme in Nigeria needs intervention program

to put it back on track in achieving the set goal.
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5.2. Conclusion

Base on the indicated findings, the following conclusion were drawn:

This study has shown that the service delivery of present Health Insurance Scheme fall
short of enrollees’ expectation from their perception of its quality, availability, accesgibility
and affordability It was also shown that although the package is cheap (affor \%t}e
whole in built operation in delivering good health care services is costly\d% cterized
by unavailability of drugs, poor quality of drugs, too much out of pock ment as some

covered services are not always available or accessible due to dnwarr fed excuses, lack of

proximity of health care providers especially tertiary i %(t_i()s and diagnostics centres
(secondary care providers). \*Q/

Besides, exclusion or denial of some treatme %seases and high cost investigations
from the scheme which are life determi ?A\also notice.

Finally, the study concluded that%\Jﬁ)ur priorities of health care services are cost
(affordability), quality, acce %vailability need not to be in contrast with each other.
Therefore, it only whéés,wdard hospital within the reach with quality care, and
availability of ified personnel, and equipment is accessible at affordable cost, that
Nigeria Heglth rance Scheme can achieve her aim of 100 % universal health care

ov hich will improve economy, boost citizen health status, increase productivity

c
a uce wastages of funds which could have been used on laudable projects will be

Qg’ieved.

5.3. Recommendations

1. To address the dwindle quality of service delivery of NHIS in Nigeria, following

recommendations are put forward for consideration:
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1. Participation in Health Insurance Scheme should be part of the compulsory conditions for
registration, establishment, approval, as well as accreditation of Health care providers
(hospitals, pharmacy, diagnostic centres and others) to practice in the country. This will
enable standard hospitals and diagnostic centres as well as pharmacies to register as
provider on the scheme, which will in turn boost quality of NHIS service delive \V\

ii. Adequate monitoring of drugs and consumables at health care facility shoul% rced.

iii. Regular review of drugs, treatments and investigation tariff byNatio@lth Insurance

Scheme as regulatory agency to suit the present market priﬁs- -Vis health insurance

premium and clients’ population, as this will allow pat"% ealth insurance to have

access to good and quality drugs and have access tnxa&&}lagnostics machines.

2. Addressing the challenges of availability ir@

research objective two, the study
recommends that:

iv. Provision of health insurance subs@mde by government, this can be earned from

increasing the tax of the %with high income, tax from medical devices, and

pharmaceuticals sales, this ake some of the service that are not available to enrollees

with less premiu e scheme.
v. Creation o NHIS Pharmacy, and other facilities as well as creation of hospital
categorlz j&ﬁands) by Health Maintenance Organisations’ on corporate plans should be
=4s this is encouraging access denial, segregation, fraud and non-availability of
Qwices, all patients should used same facilities.
Q Regulatory agency should increase coverage for more screenings and preventive care in the

benefits package, as this will lead more availability of some services on the scheme.

3. To reduce complaint about access level of NHIS service delivery:

137



vii. Limit of liability/ time limit, waiting period, surcharge of preexisting condition policy need
to be removed from the by regulatory agency, this will increase the access level of service
delivery to the enrollees..

viii. Review of Health Insurance Scheme benefits package to accommodate ailments
such as cancer, infertility, accident from riot, extreme sport activities, 10@;;
ailments, among others, without extra cost will make access level good. <<,

ix. Regulatory agency should embark on more accreditation of stand& itals on the

scheme. They should also make it part of conditions for ho@&dﬁticing registration

procedure, as this will lead to proximity of hospitals
4. Since Health Insurance Scheme is base on princip\ %%)oling and in order to make
NHIS service delivery affordable to enrollees: %

x. Enforcement of mandatory registrati(@ tizens on Health Insurance Scheme by

Federal, State and Local govemmer@}ﬂ

%driverslicense, opening of bank account, admission to

be put into consideration (attach registration to

National Identity Card Regi

higher institution, part d&

Commission, maprt egistry and so on), (this can start with all private organizations with

rs’ clearance, registration of company at corporate Affairs

at least 3 s @ ell as development of universal benefits health care package that will

be realistic in coverage of ailments in the country, this will make funds available, to

to buy quality drugs, make available and create access to standard and quality

@gnostic equipment at affordable price and, brings an end to complaints of providers’ of
Q not break-even on the scheme with the number of enrollees given to them.

xi. Provision of health insurance subsidy be made by available to less privilege citizen

bygovernment, this can be earned from increasing the tax of the people with high income,

tax from medical devices, and pharmaceuticals sales, this will make some of the service
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that are not affordable to enrollees with less premium on the scheme.

5.4. Contribution to Knowledge

This study has the following the following contribution to the body of knowledge:

The study involves all the three forms of health insurance scheme in %{

(Corporate/Private, National Health Insurance Scheme or State Health Ins eme)
and find out that it is not only NHIS that has short comings regards th ent of the
parameters of good healthcare services as against some of the stu s which always

consider only NHIS in their studies.

Also, the study went further to look beyond cov s ,as the practice of some
researchers, who have worked on the evaluatlo insurance scheme in Nigeria, to
look into the reasons behind the poor cove g the researcher went further toinvestigate

the basis for complaints of people o N\ hete, which has created a clog on the wheel of
the health insurance scheme c &Aﬁgeria.
Besides, the studies rev I?e\possible means of enforcement of registration on the
scheme without mu MO citizens, formal and informal sectors, as well as ensure
.
participation care providers.
Also, the researgher took the study into another dimension by conducting the research in
th %west geo political zone of Nigeria as against some past studies which were done
%r North or South East of Nigeria.
Q The study has also shown the main contributing factor that is responsible for the complaints
of the people who are registered on the scheme, which has serve as a defense for those who

are not on the scheme and are not willing to join any soon, as well proffer possible solution

to it.
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In addition, review of benefits package, in line with what should be covered under primary
care services vis a vis appropriate tariff in the face of present economic status of Nigeria

and prevalence malaria ailment.

5.5. Areas for Further Research

The areas for further studies considered in this paper is to conduct a researcE@nany

standardized healthcare providers refuse to participate in health % cheme in

Nigeria, especially state and national Health Insurance.

\ .
Also, the work needs to be done on reason(s) for health Ca@%&ders’ categorization by
some Health Maintenance Organization on their provi Q%Work.

In addition, study needs to be carried out on w%}&t health insurance scheme type is

althcare services in Nigeria.

lagging behind in attaining the parameter@h
The role of Spirituality, Religio@

coverage in Nigeria, as a natio

ulture&believesinhealth insurance scheme

The causes and effect of a% providers’ dissatisfaction in health insurance scheme in
Nigeria can as well b lmto.
| ]

Also, study o@who are not on the scheme need be carried out on why they are not

willingQ on the scheme.
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Appendixes

Lead City University
Ibadan, Oyo State Nigeria.
Faculty of Communication and Information Sciences
Department of Information Management

Questionnaire on Perception of Service Delivery of Health Insurance %
Enrollees on the Scheme \< :

Dear sir/ma, please answer all the questions as it applies to you, i atien given is purely
for academics as well confidential and to assess health insuranct(& éun Nigeria.

Thank you. \*
Lawrence Segun AKANDE %
Section A: Bio-Data of Respondel@

1. Gender: Male Femal

2. Tribe/ Ethnicity:Yo a\\ QFulani Igb¢ | others please specify:
AN

3. Level of edum : Rrimary SecondaryNCE/OND HND/BSC

Master P
N\
4. Matital'status:single married ivorce dow/widower
singlémother/father
@ation: please specify Civil servant force/paramilitary private firm
udent

Q . Are you on health insurance scheme Yes No

7. Type of health insurance: Private/CorporateHMO NHIS

State Health Insurance
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Q

What is the name of your HMO

8. How long have you register on the scheme: just register a year plus two years

& above

Sir/Ma, the following descriptions are to serve as guide for evaluation rai@iz in

filling this questionnaire. Thank you. (

5. Very good — the health insurance scheme fully meets and exce \
he
\

expectations; the program requires little or no improvement; thx 1s brilliant and

fully implemented. \&e

4. Good — the scheme meets requirements and expectat ver it requires a normal

ments and

degree of improvement; the scheme is solid and acc% efhented, fulfilling its dream.
0

3. Fair-the scheme does not always meet standa

a normal degree of correction, improvement % 1sion
pe

2. Bad-the scheme routinely fails to m

pectations; it requires more than
ions; requires a disproportionate amount

of correction, improvement and ri s\supervision; it demonstrates a lack of adequacy
and achievement.

1= Not applicable - that is, [ %t use such services in Health Insurance Scheme before.

B
N\ .
S

N\
O
N

Quality: this is healthcare outcome that meet the expectation of patient, by achieving what
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it is expected to achieve in an atmosphere of acceptable process to individual patient.

Q

\\%@
$

N\
O
N

S/N | Items VERY GOOD | FAIR | BAD | NOT
GOOD APPLIC
ABLE
1. Quality of drugs given to me at hospital
when [ visited it
2. Quality of hospital standard available on
the scheme for me to chose from N }
3. Quality of hospital ward in which I am %\‘ -
admitted into »
4. Quality of hospital staff behaviour to me at Q )
the hospital \\ >
5. Quality of treatment given to me in the N
hospital
6. Quality of Laboratory and x-ray test done Q)
on me compare with modern age standard (_\
7. Quality of food, water served me while on -)‘
admission on the scheme \<<
8. The extent/level to which health benefits in \ 4
my subscribed health insurance package~%\
address my health needs. « \
9. Equity in service rendered to me whil in
hospital compare to that of @{
patient(s) f\
N

Availability: the degree of being able to be used or obtained at every stage of
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development.

S/N

Items

VERY
GOOD

GOOD | FAIR

BAD

NOT
APPLICABLE

1.

Availability of good drugs and other
consumables at NHIS Pharmacy when
I need drugs

Availability of standard treatment for
me at every stage of healthcare need
(primary, specialist, and teaching
hospitals)

Availability of qualified doctors,
nurses, and other health workers
attending to me in hospital

Availability of HMO call centre, in
giving authorization code for me to
access care at the referral centre or to
receive secondary care in terms of their
response to phone calls.

)
“ /4//

Availability of ambulance vehicle for
me when I need it

Availability of specialist treatment iny
getting treatment for infertility, canc \
heart disease on the scheme

Availability of good and bx
water, electricity and othe( sodial

amenities in hospital

Q

\\%}\)
QN
£

N
N

Accessibility: ability of a designed program that is useable by people within the widest
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possible range of operation within the widest

possible range of situation.

S/N

Items

VERY | GOOD
GOOD

FAIR

BAD

NOT
APPLICABLE

1.

Time spent in waiting for approval
code to be given me to see
specialist or being referred

Distance from my house to the
nearest hospital accredited on the
scheme that I can use

C

Ne

Distance to referrals centre 1 was
referred to for specialist care

x>

Access to uninterrupted healthcare
service on the scheme without
paying till I get well

Access to standard hospitals on the
scheme when I need to make a
choice of hospital

A

N\¢

P

Access to good and quality drugs
when I need it at the NHIS
pharmacy

Q
&

Access to specialist/consultant on,,
the scheme without denial when

need their services

Q

N
N\ .
S

N\
O
N

Affordability: this means inexpensive (state of being cheap enough for people to be able to
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buy/procure), availability at a cost that individuals and families can afford at every stages

of development, and at any situation.

GOOD

S/N | Items VERY | GOOD

FAIR | BAD | NOT

APPLICABLE

1. Amount require to register on the
scheme/ procure the health insurance

2. Rate at which I spend my money to
support the treatment rendered to me at
hospital

Ne

3. Rate and cost of copayment I made on
drugs, laboratory test, and operation
when I need specialist care

%

4. Treatment of chronic diseases like
infertility, asthma, diabetes, cancer is
cheap in cost

5. When I have been referred to teaching \\
hospital, I don’t spend a dime to access %

care. \
6. Drugs and other consumables are \

available to me at NHIS pharmacy
without extra cost. N \

Thank you, sir/ma, %)u
S
O
QQ

Bio data
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Personal Data:

Full Name: Lawrence SegunAKANDE

Sex: Male

Marital Status: Married

Date and Placeof birth: Adeoyo Hospital, Yemetu Ibadan, Oyo State / 15t

August, 1976

Nationality: Nigerian

State of Origin: Osun State \

Local Government Area: Aiyedaade Local Government %

Home Address: Block IX Plot 1, Nichemtex Estate, Oke-oko area, %
Baiyeku, Ikorodu, Lagos. \

E-mail: saintlawrence5@yahoo.com; thisissueS@Vahoo.co%

Telephone: 08030475757, 08150764001, 09026936710

Name of next of kin: Mrs. AkandeAdebola Esthepffwife), \

M.Sc. Health Information Management (in view,

Education: ®:
%ty University, Ibadan 2022

B. Sc. Health Information Management (First\¢la3s) Lead City University, Ibadan 2019

Post Graduate Diploma in Hospital %im t (PGDHM), College of
Medicine Lagos University Teachin &91 al (LUTH), Idi-Araba, Lagos, Nigeria.2009

ealth Records & Information Management
rmation Management University of Ilorin
i1, Nigeria. 2004

Higher National Diploma (
(Upper credit) School of
Teaching Hospital (UI

Diploma in Co cience (Distinction) College of Education Ilorin, Kwara State, 2003
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Ceﬁiﬁcﬂg&{y Records Science, Vital &Health Statistics, School of

Hygt@‘ eyele, Ibadan, Nigeria 2000
1 ool Certificate of Examination, Lagelu Grammar School
gogu, Ibadan, Nigeria./Badeku comm. Sch. 1995

Q jlrst School Leaving Certificate, RatibiMuslem School OluyoroOke-offa Ibadan,
Nigeria. 1989

Trainings and Workshops Attended with Date:
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ing Basic Programing.(Kwara State College of Education Ilorin)

Statistics A%
Inter; llaboration; the missing factor in achieving health care goal (College of
TH)
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Perception of Service Delivery by National Health Insurance Scheme Enrollees in South
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Industrial Attachment Program:
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2001: University College Hospital, Ibadan.

2003: University College Hospital, Ibadan.

2004: University of Ilorin Teaching Hospital, Ilorin
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Honour(s)
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