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ABSTRACT

The National Healih Insurance Scheme (NHIS) was inwoduced in Nigena to provide social
protection and reduce health expenditures. Despite is promising objectives, the scheme s
faced with challenges or poor coverage and uowillingness 10 patticipate and pay particularly
among the informol sector. In Nigena. tbero is paucity of information about the feasibility of
volunuary healih insurance and people’s willingness to pay for it This study was designed to
tdentify the factors that influence willingness 10 pay for the Voluntary Contnbutor Social

Health lesumoce by rural dwellers in Eiuwa, Oyo State,

This descriptive erass-sectiona) siudy was canied oul betwcen Scpiember and November,
2014, Two huadred and sixteen out of 255 communities and 360 houscholds out of 2160
houscholds were selecicd using systemalic random sampling from (he six wards. Dain were
collccted using o validated, pre-tested, interviewer-adminisiered questionnasre to clicit
information on socio-demographics, most recent types of sickness, payment coping
mechaniam, knowledge of health insumnce and willingness © pay. Willingness to pay
approach based on the Conimgent Valuation Method was used to clicit the amount ¥ be paid,
Each respondent was presented with an initial bid amount (M1500) and if the respomxient
accepts to pay this amount, the inierviewer revises this amount upwards by 8200 cach time
until a ceiling 18 reached where respondents were asked (o state the maxsimum amount they
were willing to pay. On the other hand, if the resporkient refuses the imtiol bid (N 1500), this
18 further lowered by N200 cach time. A negative response will rcquire the respondent to
state the mimmum amount he/she will be willng w0 pay. Dats were analysed using

descnptive statistics and probil regicssion

Age of respoodents was 38,2127 years with magonty (94.7%) of the houschold heads being
males and 82.6% were mamied. Trading (32.3%) was the commonest occupation and 51.4%
attended al most secondary schaol cducation. Fever was the predominant complaint (35.5%)
in the houscholds in the pnst one month. Out-of-pocketl payment consututed the mode of
payment for treatment in 862% of particspants. Most (71.3%) had not heaid about health
snsurance and 77.2% of the houschold beads were walling to pay an average amount of §)60
(range of 8200 — N500) per person per month. Financial constramt was the main rcason why
majority (60.5%) would not be willing to pay for health insurance. Houschold size, healih
status, living standaid and food expenses signilicantly mftuenced their willingness 1o pay

positively.
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There is high enthusiasm to pay for the volunimy coninbulor health wsurance among rural
dwellers; though, the agiced nmount was low. It s therefore imperative for the govemment to
provide subsidy 1o rural dwellers that may oot be able to access health carc services given

their low lavel of tncome and vulnerability to discases.

Keywords: Willingness (o pay, Voluntaiy Contnhutor Soctal licalth [nsuronce, National

Health Insurance Scheme, Contingency valuauon, Rural dwellers

Word count: 450
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CIIAPTER ONE
INTRODUCTION

1.0 Background t0 the study

The central role of health 10 nationa] devclopment and poverty 1educhion 1 sclf-evident,
o improving health stolus and increasing life cxpectancy contnbute to long term
cconomic dcvclopment. The legitunacy of any nationn] heelth sysiem depends on how
best it scrves the interest of the poorest and most vulnerable people, for which
improvements tn thar hcalih statns gear 1owmds the realisation ol poverty reducuon
goals. lo the Nigerian conicxi, cuitent reviews show 1hat the counuy is presently not on
course 1o aclhueving the Millennium Dcvelopment Goals (MDGs) related] o health by
2015. This poses a major devclopmental challenge, which will impede and uadcrmune

development and economie growth (FMIOH, 2009).

In a world with susplus, it becomes increasingly unacceptable that people die or sulfer
because they have no access to even the most basie of medical ¢arc. Equally as distressing
1Is when umpovenshment & the resull of large or cawsnophic heslth cxpenditures.
Evidenee from surveys wiuch covered 89% of the world’s population suggested that [50
million people glabally suffcr financial catastiophe every year due to out-of-pocket bealth
expendituces (Evans ct al,, 2007). Aoolher potenual sceasno is peipetusl poveny due to
the inabality to work because ol poor health despilc such expenditures. This downawan)
spiral of impoverishment and il healih could be lowered through improved health
[inancing mechanisms. Constroined government bikigets for health, however, are a

scnous problem 1o many developing countnes (Abay et al., 2008)

The mojor sources of finance for the health sector in Nigeria are the three tiers of
government (Federal, State and Local Government), public general revenue accumulated
through various forms of txxation, the health insurance instilutions (private and public),
the privaie sector (lirm and houscholds), donors and mutual health organizations, Private
and household expenditure on health between 1998 and 2002 have an average of 69 (%
and 64.3% respectively while government expenditure in the same period was a paliry

20.6% (Soyibo c1 al., 2005).

Provision of adequate and sustainable (inance is vita] for cifective, cfficient and equitable

healih sysicm perfomtance, In view of this, faimess in health linrancing has been
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rccognized as one of the goals of a health system. The Nigenan health system has been

rated poorly in 1his anca over the years. This mdicated that the burden of health
' th

cxpenditure is very high on houscholds. licoce, lhe need to cxplore apd mprove other

sources of financing that is efficicnt, fair and sustainable (Nasional Health Financing

Policy, 2006).

Various sources of health care financingarc available {n“Nigerin liko i most other similar
couatnes of the world; these inelude budgetaty nliocatione (rom tha govemment at al]
levels of the fcdeinlism stnicture (Jocal govemment, statc, nod (edemi); loans and grants
obuined {rom multilateral and bilatcral agencics in the form of intemational aid; private
sector contributions and out-of-pocket payment (\WHO, 2002). The rcal challenge of
hcalth care finnncing in Nigeria as in many sub-Seharan Afiican (SSA) countries lies not

primanly in the acute searcity of resources, but duo 10 inefficient healtheare purchasing
practices and paucity of iasurance mechanisms (Soyibo, 2009)

One sirategy to improve hcalth linaneing in Nigeria s the National Health [nsuranee
Scheme (N111S) witich was Jaunched in 2005. This scheme is government-driven but
operalcd by pnvate sector health mamienanee organizations (Onwujekwe and Volényi,
2012). Health insurance 1s a social secunity that guarantees the provision of needed health
services 10 persons on the payment of token contnbution at regular intervals: Expcris also
conceptualized health insurance as insurance against the risk of incusring huge and
una(fordable modical cxpenscs among citizens of @ nauon. By asscssing the overnll nsk
of bealth care cxpenses among a targcted group, an insurer can develop a routine finance
structure, such as n monthly premium or pay rol] 1ax, 10 ensure that money is available to

pay for the health carc bencfits specified in the insurance agreement {I*anAfiican Capital
Indusity Report, 2012).

Altermative foims of health core Ginoncmg ond cost-recovering strategics have been
heavily enticiscd, the optioa of insurance scems to be a promising alternative as it is a
possibility to pool nsk transfeming, unforcsecablo hcaltheare costs, to fixed prtmiums.
1 lealth insuiance schemes are inceeasingly recogiused as key factors to finance healtheare
provision 1n low :ncome countries, Given the highest latent demand from people for good
quality beallicare services and the extreme under utilisation of bealth services 1n severn!
countties, i has been hoped that social healih insummnce may improve the aecess 10 bealth
cote of 3n acceplable quality (Oyekalc and Eluwa, 2010). Finonesal contnbutions for

health arc considered as fair when heslth expenditure of households ts distributed

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



I

according 10 ability 10 pay ratber than actual costs ipcwrad as a consequence of 1llness
(Carmin, 2003).

1.1 I'roblem Statement

The Nigena health service delivery worsencd in the casly $990s duo to lack of appropnatoe
financial commiimen: that resulted 1o shortage o f diugs, vaccines and other esscotial
medical equipments. The government had initially provided “Free health carc” for s
citizens funded by its amings (rom oil exporis and general tax revenue. Howcever, the
global slump in oil prices in the 1980s greatly affected Nigeiia's mayor source of income.
Govemment could therefore no loager afford o provide frce bealth care for its citizens.
They however, subsequently intioduced seversl cost recovery incctunism like user

cha rges and drugs revolvimg funds (Akande et al., 2011).

In spite of federal government financial involvement, coupled with bilateral and
multilaicral assistance in the heahh scclor, the paticens of health status in Nigeria mirvor
man)' other Sub.Ssharan Alrican nations (FMOM4, 200S), In 2003, out of pocket
cxpconiiture accounts accounied for 74% of Nigena's Total llealth Expenditure and
deereased 10 66% 1n 2004 aod later incerased 10 68% in 2005 (Soyibo ct ai., 2009). Wilh a
high incidence of poverty and the predominance of out of pockel (OOP’) payments,
fusther impovenshmeni of houscholds may pessist if OOP paytneots still conlinue. This is
because poor houscliolds may no1 be able 10 sccess heoalth care services given their low

level ofincome and vulncrability to diseases (Ataguba cl al., 2008).

Sequel to the reduced ascess 10 health earc, households oficn resort 1o Icave the illness
untreated or resor| 10 Ihe use of low qualily care or sell-medicabon. In the long-tun, this
will further unpovensh the houscholds (Organisotion for Economic Co operation and
Developmcar'World Health Organisation, 2003). When the households decide to make
out of pocket paymenis lor medical bills at 1he point of utilisation of health services this s
oflen caastrophic i nature, especially for the poor (Ranson, 2002). Tlus is because bealth
care payment 18 001 expected to exceed household income. This has become a major

sowrte of concem and woity for Nigena and olher similar low and middle income

countries (LATICs) (Ataguba ct al., 2008).
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In Nigerio, community-based health insurance (CBHS) has emerged as an alicmslive to
user fees. Community.tased health insurance CBIl schemes are designed 1o ensure that
sullicient resowrces are made avoilable for members 1o access efecuve health care.
Coninbutions are accumulatedd and maaaged to spread the risk of payment for healih care
among all scheme members, although CBHI is known to be paricularly vulnerable to
adverse sclecton, where  disproportionale enrolment by high nsk contnbutors
accompanics eon-paiticipation by low nsk individuals (Odcyerm, 2014).

There are various forms of CBHI, including mutual bealih orgamsations, medical ad
socicties and micro-insurance schemes. All arc voluntary and apply the basic pnnciple of
nsk shanng. Unformunately, some CBHI schemes opcraling in sub-Saharen Afnca (SSA),
including that of Nigena, have been hampcrcd by low envofment fmtes, limited resource

mobilisation and poor sustainability (Allegri et al., 2009).

However, thete i1s scanty informalion about the feasibility of voluntaiy health insurance
ond whether people will be willing Lo pay for the scheme and 1115 vety importaat lo study
the willingness of bousebolds to participaie ot pay for voluniary contnbution social
heslth insurance (Onwujekwe e al, 2012). Detcrmining the demond or
willingness-to-pay for health insurance i crucial in ascertaining the [easibility ol such

schemes, eslnblishmg pnces, and setung potenttal subsidy levels (Abay et al., 2008).

1.2 Ratlonale for the study

In Nigena, access 1o affordable socinl services and health care services for the poor still
remains a big challenge that has not been fully resolved. While the nch in urban areas of
the countty have access to quality health care services. the poor in the rural arcas are
largely depnved access to quality health care sexvices. Infrastructures in these rural arcas
ore also poor and a fnarge proportion of about 65% of the populstion livc in these sural
areas where the standasd of Jiving s poor (WHO, 2002)

Access 10 quality ond affordable health care scrvices for tho ruml population s reduced
due 10 the level of poveny, distances 10 be travclicd to access health care and the absence
of financial protection in the form of insurance or prepayments. As a solution for the poor
in rural areas where the butden of disease is high, prepayment schemes and community-

based insumnce schemes have been advocated (Dong cf al., 2003)

4
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In o bid 10 improve the health stlus of Nigerians, the govermment under the National
Economic Empowennent Development Scheme Simicgy (NEEDS), has decided to
improve physical and financial access lo good quality heslth sovices and also 1ncrease
consumets” awarencss of their nghts and obligations. Onc of the ways with which to
achicve this, was 0 develop and implement 8 compsechensive healthcare financing
slategy, including the fast uscking of the National llealih lasurance Scheme (NHIS) and
to develop and implement a strmiegy © cnhancc community patticipation m providing and
(inaocmg health services (NEEDS, 2004).

ftis iteresting o note thot the Nigenan National Health Insurance Scheme (NHIS) which
was Inunched in 200$ covers only a small propottion of the Nigerian pepulation. There is
thereforc an meeeasc in out of pocket (OOP) spcnding on health needs and a paucity of
insurance mechanisms to manage nsks (Onwujckwe and Velény, 2012).

In this envuonment, (inancing bealth systems thiough voluntmy health nsuranco has
cmerged as an cflicient and robust tool to aclueve universsl health coverage wilh
adequote firancial protection for all against cawstrophic health expenditure. The scheme
intends to respond to the goal of fairness i financing, in that benelicianes are asked to
pay acconling 10 thetr means while assunng them the nght to adequale health scivices

accoiding 1o nced (Camin ¢t al.. 2007).

1.3  Rescarch Questions

1. Whalss the proportion of resjpondents with Out of Pocket Payment (QOT)?

2. \Vhat1s the level of awarcaess of respondents relating to health wtasuranee?

3. What 1s the proportion of respondents who arc willing to pay for the health
1nSusrance?

4. What is the amount respendcnss would be willing o pay per month per household
member (or Volunlary Contmibutar Social Health lasurapce?

5. What are the factors influencmg the willingness to pay for Voluntary Contributor

Sccial Health Insutance?
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14 Objectives

The broad objective of conducting this study was to identify tho factors that may facilitate
willingncss © pay for Volunimy Contnbutor Social lcalth Inswance (VCSHI]) among

rural dwellers in Eruwa, Oyo Siate.

The specilic objeciives were o
1. Assess the iviog standatd of the bouseholds.
2. Assess the payment coping mechanisms of the households 10 pay for keslth care.
3. Assess the Willingness w0 lay for the Voluniaty Contnibutor Social Health

Insurance
4. To enufy the determinants of Willingness to Pay for the Volunimy Contnbutor

Social Health Insurance (VCSHI).

L!BN._MN UNIVERSITY LiBRARI ’
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1.4 Opcerational Definition of Terms

Voluatary contribution: This means an informexd and 1adependent cboice of househokd

heads 1o enrol (or not) in the heallh insurance,

Out of Pocket Paymientls: These orc payments for health services at the lime of illness

paid directly by houschold.

Itouschold head: An individual in a family who provides aclual support ond maintenance
10 one or more individuals who are related (0 hum or her thiough odoption, blood, or

marmage.

Paytucot coping mechaoisms: These are methods of payment by housebold membets

for trcatment.

7
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CHAPTER TWO
LITERATURE REVIEW

2.0  llealtb Systcm Financing

Health care financing System is o process by which revenues are collecied from pnmary
and sccondury sources, ¢.g. out-of-pocket paymenis (OOPs), indirect and direct taxes,
donor funding, co-paymeni, voluntary prcpayments, mandatory prepayment, which arc
accumulaied in fund pools so as o share nsk across laige population g1oups and using the
revenues to purchase goods and services ltom public and pavate providers for identified
nceds of the populauon, ¢.g, fee for scrvice, capitation, budgeuing and salanes (Camn,
2007).

A health care financing meclanism should provide suilicient (inancial protection so that
oo houschold is impoveiished because of a need 10 use health services. One-way of
providing such protection 1§ by tncorpomiing a nisk-shanng plan n the health care
linancing mechanism, whereby Ihe nisk of incuming uncxpected health care expenditure

docs not fall solely on an individual or bousehold (AMekntyre, 2007)

Governments around the world are tealising that while publicly financed, universal healith
carc 13 undoubtedly humane, ¥t can be an enormous dmin on nationa! resources and
extremcly difficult (0 suswin 10 tho long run. Hence a public-pnvatec mix of funding
mechanisms cxists in most countnes (Meng-Kin, 2004). Therefore, Social |lealth
Insurnnce 13 recognized to be a very powerful method for granting the population access
to beahh setvices 16 an equitable way (Camin, 2002). Social heslth wasurroce schemes are
gencrally understood as health insurance schemcs provided by govermments o ats
citzens, especinlly to low and middle income populations. Recently, apait (rom
governments, severat non-govcramental otganisations at the community level provide
social healih insurance un developing countiics (Churchill, 2006). Social bealth insurance
poals both 1he health risles of its member and (he contnibutions of enterprises, houscholds
and government, on the other, and is gencnally organized by naticoal governmeots
(Carma, 2002). Most socie] henlth insumnce schemes combine differcnt sources of Rinds,

with govemmecnt ofien contribuiing on bebalf of p¢ople who cannot afford to pay

themselves (\WWHO, 2004).
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Health insurance schemes are increasingly recoguised as a tool 1o finance heslih care
provision tn developing couniries and has the potential 1o increase utiliaation and better
prolcct people agaiast (catastzophic) heslih exporses and address issues of equity (WHO,
2000). [lealib financing sysiems through general 1axation or through the development of
socts| health insurance are genemlly recognised 10 be powerful methods to achieve
universal coverage wilh sdequate financini pratection for all against healthcare cosis
(Doctinchem ct al., 2006).

The nature of heahhcase linancing defines the structure, the behaviour of difTerent
stakecholder’s and quality of health oucomes. The pattern of health financing i3 thereflore
closcly and indivisibly linked 10 the provisioning of scrvices and helps define the outer
boundanes of the systems eapabifity 10 ochicve the overs!l goal of enhancing notion’s
economic deveiopment (Rao et al,, 2009). Health care linancing thercfore does not only
involve how to roise suflicient resources 1o linance heolih care needs of countnes, but
also on how to easure aflordability and accessibilily of hcallhcare services, cquity m
access to meilical services as well as guamnice financial 1isk protection (Hodo and
Emmnnuel, 2012). Rescarch has it that the manner m which health systems are financed
largely dctermunes whether people can obtain nceded healih care and whether they suffer
linaneial haidship at the instance of obtaining care (Camn el al.. 2007)

Health care in Nigena is financed by a combination of tax rcvenue, oul-of-pocket
payments, donor funding, and health insurance (social and community) (WHO 2009).
Nigeria’s healih expenditure ts relatively low, ever when eompaied with other Afnean
countnes. The tolal health cxpeoditure (THE) as pcreentage of the gross domestic pioduct
(GDP) fiom 1998 to 2000 was less than 5%, falling bchind THE/GDP ratio in other
developing eountries such as Kenya (5.3%), Zamhin (6.2%), Tnnzania (6.8%), Malawi
(7.2%), and South Aftica (7.5%) (Soyibo, 200S5), Achieving 8 succcssful health care
financing system coatinues 1o be a challenge in Nigeria. Limued enstitutional capacity,
conuption, unstable economie, and political context bave been identified as laclors why

some mechanisms of (inancing healih ¢carc have not worked eflectively (Adinina and

Adirma 2010).

In Nigenia, revenue for [inaneing the healih sector is eollecied majorly from pooled and
un.pooled sources. The podled sources arc coliected from budgetary allocation, direct and
indirect taxation as well as donor funding. However, the un-pooled sources contribute
over 70% of 10tal health expenditure {THE) and this con bo: OOPs m the forms of fees
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(informal or formal direct payments to healthcare providers at the ume of service) about
90% and payments for goods (medical producis such as bed-nets, or condoms) and about
10%. Despite these hcalth {inancing opiions in Nigeria, the finances are stll
disproportionately distnbuted across the health sysiem and with iegional inequity tn

healthcare expenditure (Lawansen and Olaniyan, 2013).

2.1  Tax revenue
Iiealih linaneing systems where goverament revenues are the main source of health care

cxpcoditure arc referred (0 as lax-hased sysiems (Savedoff, 2004). Funds arc usually
geoerated through 1axation or other govemment revenucs. Although the Nigenan
govemment genenites revenue through taxation, the bulk of the revenue is der.ved from
the sale of oil and gas. Revenues are mised ot the federul, stie, or local govemment
levels, However, the federally generated revenue which is shated aceording (o a formuls
forms the majonty of the funds for the other tiers of government. The states and local
govemments being eloser to PHC are expected to provide adequate funding for PHC, but
owmg to their low iniemal revenue generation cspacities, most of them still largely
depend on the sllocation from the federal govemment. Tho fcdernl allocations to the
siates and local governments are 1no1 eamuurked neither do the swates and local
govermments tequited to piovide budget and expendiiure reports to the federal

government (Nigenan Heslth systern Online, 2011).

Tle total govemmen! health expendilure as a proportuon of Total Health Expenditure
(TUE) was estimated as 18.69% in 200], 26.40% in 2004, and 26.02% in 2005 (Soyibo,
2009). Remaikably, the (ederal budgetary component of healith expenditure has increased
over the years, li increased fiom 1.7% 1n 1991 © 7.2% in 2007 (WHO 2009). Given (his
level of government spending, 1t will be very difficult to provide the essential health care
services, and with the vagaries of the oil prices in the world market. o low lax base, and
other preponderant issues, bealth care will slways be at the penl of underfunding by the

Nigerion government (Babayemi, 2012).

2.2  Out-of-Pocket Payment

Qui-of-pocket spending eonstitutes 8 large and vety important sowsce of health eare
financing in developing counines. Fayments arc not made beforchand but when carc is

needed. This can have catastrophie oulcomes, especunlly for low-income families: (i)
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people may nol be sble to pay for nceded care and thus risk a grave deterioration of their
health condition, (1) people may be reluctant w0 psy for nccded care and thus (ad to get
thempy whea 1t 1s sull effective, or (iii) people may pay for oceded care by using = large
poriion of their resources and thus nsk impoverishment (Denis ani! Johannes 2005). The
charges levied for health carc services are referred (o as user fees. The scope of user fces
18 quitc vanable and can include any combination of drug costs, medical matesial costs,
enUrance (ces, and consullation fees (l.amgade and Palmer 2006). Out-of-pocket accounts
for the higbest propoition of bealth cxpeoditure in Nigena, Out-of-pockel expenditure
accounts for averngely 64.59% from 1998-2002 (Soyibo, 2005). In 2003, 1t accounted for
74% of Total Health Expenditure. It decreasad to 66% in 2004 and later sncressed (0 68%
in 2005 (Soyibo et al, 2009). This smplics that houscholds bear the highest buden of
health expenditure 1n Nigeno (Babayems, 2012),

2.3 Community Bascd llealth Insurance

Communuty-Based Hcalth lasurance (CBHI) 15 a form of privaic health insumnce
whereby 1ndividuals, families, or community groups ftnance or co-finance costs of health
scrvices. (Adinma et al,, 2010). Other forms of pnvaic health tnsurance meluide aon-
prolit and for-profit plans (Savcdofl et al., 2005). Usually, piivale bealth iasurance is
voluntaty compared with SH| schemes which tcnd 10 be mandato;y. CBHI is designed (or
people living in the rurnt arca and poople in the informal sector who cannot get adequate
public, pnvate. or employer-sponsored insurance {(Uzochukwu ct al.. 2009). It usually
involves some form of community involvement in their management Tbe cffects of
CBHI on equty, the quality, and cllicicocy of bealih services acc still ambiguous (Jakab
et al., 2001). Iy has been shown that cven when charges arc small, the vely poor are
unable to encol (Jutiing, 2004). Thus, the cxisting inequalitcs may bo worsened, siace the

less poor people are more likely o enfol and bave unproved access to case and financial

protection.

Tbe Nigenan govenment intends to use CBHI to cover people employed tn the informal
seclor and in the rwal arca (Adinma ¢t al., 2010). CBHI was piloted and intioduced in
Anambro Stete 1n 200). However, smce the change 1n goverunent in 2008, the scheme
has becn dormant owing to the diminished support and inlerest by the new Bovernment
(Uzochukwu c1 al .. 2009). A study that evaluated the impact of the Anambra communiy

health care finsoctag scheme 1n one of the communities on matcroal health sesvices
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reported that the scheme was highly accepted and it provided sdequete funds for matcmal
healthservices for a greal proportion of the rurat commussties (Adiama et al., 2010)-

2.4  Donor Funding

This refers 1o (inancial assistance given (0 developing countites (0 suppor socioeconomic
and healih development Finaocial assistance 0 Nigena has not been iremendous. De
Jacto, 1t witbessed 8 declining trend before the return of the democratic governance 1n
1999 (\WVHO, 2011),

The ernnual average official development assiatance inlow from 1999 © 2007 was
estimated at USS 2.335 and USS4.673 per copits, respectively (UNDP 2001). These
figures arc way below the Sub-Sahasan Afiican average of US328 per capila (7,57). The
contnbution of development aid to beslth carc {inancing in Nigene was estimaled as
N27.87 billion (4% of THE) in 2003. This increased by 29% (0 N36.03 billion (4.6% of
THE) in 2004 and by just 1% to N36.30 billion (4% of THE)} i 2005 (Soyibo et al.,
2009). Although the internatonal assistance (o the Nigenan health sector 1 increasing, it
still accounts for o small proportion of public bealth expenditures. The major challeoges

in Nigena with donor fundmg are elfective coordination of the funds and tracking donor

resource flow (\VHO, 2009)

2.5  Spcndingon health (Public and Private)

Spending on health care 10 Nigene has been charactenzed by the declining budgetary
provisions since 1980 which has resulted 1o the proportion of total budget (0 health being
less than 8% on average. 1hie dercgulation of healthcase finaneing ond supply in Nigena
has shifted the healibcare sysicm towards the compelilive market ideals thercby 1gnonng
the poventy and inequality reduction idesls which should be the guiding priociple of a
developing countiy like Nigena (Ichoku, 2011),

Privale healthcare spending (Pnvate healthcare spanding includes direct household (out of
pocket) spending, pnvate insurance, clinntable donauons, and direct service paymeols by
privale coiporetions,) as a percenage of Gross Domestie Produet (GDP) tn Nigens
1ocreased from 2.91 in 2002 0 3.71 in 2009 (WEHO, 2011). On the other band, publie

bealth faciliies in Nigena are finaneed pnmanly by 1the publie through tax revenue and
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exlcmal foreign aid contiibutions 10 the rational budgets. Public spcnd;ng here covers the
provision of health secvices (preventive and curative), family planning aelivites, nutiition
activities, and emergency aid designated for healih but does pot include provision of

watcr énd sanitalion. However, they ase gencmlly underfnanced, overcrowded and hove
insulTicicot personnel because of (inancial constraunts.

Although, the Nigerma's overall beaith system perfonnance i3 rcpoited 10 bo mnked 187th
among the 191 member Siates in 2000, the 2006 MDQ@ repoit of the countiy indicotes Gt

Lthe country is still stuggling 1o mect the MDG health goals (NPC, 2006), Infont mosinlity
- rate 1n 2008 was 75 deaths per 1,000 live binhs while the overall under-five mortslity mie

for1he same penod is 157 deaths per 1,000 Jive births (NDEIS, 2008).

Table 2.0: Federal allocation 10 health in relation to the totsl budget and CDP

Year | Total Allocation |% of |GOP | %af GDP
allocation 1o  health | 1oto] (NGN I
(NGN in [ (NGN  in | budget Billion)
Billion) Billion) il
. | 2009 | 3.552.7 154.6 4.) 125.102 44| 0.6
2. 2000 [4.422.2 1649 137 30,980.84 | 0.5
3. | 2011 |4.971.9 266.7 5.4 36,123.11 | 0.7

Source: Budget Office ofthe Federation, Federal Minisuy of Finance (2012)

Indications from the Nigeris Health Seclor Report show that government alloestion and
octual releases 10 the henlih secior still remain low 3t federal, suite and local goverameni
Jevels. The coasequence of Lhese spwll altocations by afl the asms of government have
increased houschold financial nsks during illness and more immensely heavily on the
pro-poor groups in the rural communities 1n al) the LGAs studied. Thereflore, community
hecalih financing miciventions designed to pooling resources togetber will minimise the

negative impact of housebold OOP health expenditure,

In developing countries, a larger pereentage ofoverall market-level medical care costs are
being paid out of pocket by citizeas, Jlowever, the portion paid in this [ashion dilTers to
some eXxicnl across counlrics at similar income levels, depending on the form of public
programmes; it 1s almost always relatively large. Out of pocket pnvate expenditure i1s a
major sourcc of hcalth financing and was cstimated 10 accouni for 19.7% of spending

globally: 24.1% in Affica, 24.5% in LFoastern Ewope ond Central Asia, 35.6% in the
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Amecricos, 38.8% in the Middle East, 59.3% in Asio and the Pactfic, and 74.1% in South
Asiz (Musray and Evans 2003). The percenlage of national bealth expendilures paid out
of pocket is csumated 10 be 26% in Colombias, 47% in Indoncsio, and 80% in Victnam
(World Bank, 2007).

2.6  Natlonnl Healih Insurance Scheme (NIIIS)

One strategy 0 improve health financing wn Nigerio is the Notional Hcalth Insurance
Scheme (NHIS), Inunched in 2005. ‘fhe Notional Health lasurance Scheme (NHIS)
established under Act 35 of 1999 by the Federal Government of Nigerio, is aimed at
providing cosy aeccesa to bealtheare for all Nigeriaas st an affordable cost thiough vanous
prepaymeat sysiems. NHIS is totally commitied (o secuning universol coversge and
occcss 10 adequate and affoidable healihcarc 1a onler to unprove the health status of
Nigenans, especially for those patucipating ia the venous progremmes/ptoducts of tho
Scheme. In order to ensure that every Nigesian bias aecess 10 good health care saivices,
the National Heslth [nsurance Schemc bas developed vosious programmes 10 coverthree
major sectors of Formal, Informal and Vulncrable groups (NHIS website).

Tl need for the establishment of the Scheme was informed by the gencral poor state of
the nation's bealthcare services, the excessive dependence end pressuse on govemment
provided health facilities, dwmdling funding olhcaltheare in the face of nsing costs, poor
integration of pnvate hcailth facilitics in the nation’s healthcare delivety system ond

overwhelming dependence on out-of-pocket expenses 1o puscbase health.

11 is not surpr.sing thal compated to their urban counterparts; auwal households tend to
suffer disptopostionstely from highce levels of ill health, mortolity, molnutrition and
inadequatc healib care. In order to reach the poor in rural areas with quality bealth casc

services, many policymakers and intemational organizations have been advocating for

oltemative heslth care insurance schemes (Gwathin ct al, 2005).

2.7  Willlingncss to pay for Social Licaltb Insurance

In the pasl, socinl prolection ond sisk manogement in developing countries has been
cxamined from the supply side. Morse recently, many authors have begun to focus their
anolyses on thc demond side. For examplec. rescarchers have statted to oxplose the
potential of community-based hcalih 1nsurmnce as an effective instrument 0 improve
access lo hcalth care and alleviate poventy in rurol orcas. 1n several countties, community-
based prepayment schemes hove proven to increaso access 10 heolth core services,
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especially among children, pregiant women, rural households, and informal workers, a

majonty of whom are exeluded from formal iasurance (Dror et al., 2006).

As community-based healih insursnce scbeme becorne 0a importani issue, some empinical
studies wae done by some authors 10 assess the WIP of houscholds for such a scheme.
Currently, very few studics have been conducted io tural arcas with objective of assessing dic
willingness to pay (W1P) by rural houscholds for a community-based health care prepayrnent
schemoe (Doofouct et al., 201 }).

Dror et al., (2007) also study households' \VIP for heslth inswance by anslysing data
rom a bidding game coaducted in more than 3,000 houscholds in India. The result
showed a lugher WTP and a positive link between houschelds® iacome and WTP,

Bamighausen et al., 2007 exomincd WTP among informal scctor workers in Wuhan,
China. Informal woskers have a WTP that is higher than the estimated cost of CBHIS
bascd on past health expendiures. Dror d al., (2007) use unidirectional bidding in a CV
survey 10 obtain estimates of WTP for bealth 1asurance in india. They found that the poor
arc willing to pay a higher percentage of their tncome on health insurance premiums
compased o higher income groups. Asgary ct al. 2004 examine willingness to pay for
health insumnce 1n ruml Iren aad found that households are willing o pay on avernge
US$2.77 per month for health insumnce.

2.8 Eliciting \WTP for beatih insurance using Contingent Valuation Method

Few covuonmental goods are bought and sold in the marketplace. For economises to
move deyond an analysis of the cost-elTectivencss of providing a specificd level of &
pasticular enviroamental good it is necessaty (0 have some way of estimating the value of
providing dilferent levels of the amenity relative 1o 1ts cost (Carson ct al, 2001).
However, healih carc 1s not 8 good traded on the market as other commoditics, bence,
giving a value © 11 can be complex. To solve this problem. economists have put in place
the contingent valuaiion method (CVM) which mainly consists of estimating the value &
person places on a good, usually one that 1s not sold in the masket, This method is aow

the most widcly accepted approach for assessitng WIT for servicea in the bealth sector
(Donfouct ct at., 201t)

In the absence of real world expcrnience, cconomists gauge 1he willingness-to-pay (WTP)

for beolth insumance 1n low income counines by means of conlingent valustioo (CV)
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methods which elicit directiy what individuals would be willing 1o pay for o hypothetical
heallh insurance pockage (Abay, 2008). Proposed by Dawvis (1963), tho Contingent
Valuation (CV) mecthod has been used in many aceas including enviionment, health,
transpo1t and marketing and has proven © be o uscful tnstrument to obtain infonnation on
pcoplc’s preferenses for non-marketed goods. Tbe CV method which belongs to the
lamily of the so-colled stated preference techniques is a “survey-bascd method frequenily
uscd for placing monctasy velues on environmental goods and services not bought and

sold in thc morketplace™ (Carson, 2000)

Contingent veluation involves asking individuals aboul the economic valucs they altach
to various scrvices of the cuvironment. These scrvices could be those associated with
octual use of the resource or they could be for anticipated use or not for any putpose
related to usc - just the knowledge that the resource cxisls. The most commonly used
approach in contingent valuason asks respondents lhc maximum amount that they would
bo willing 10 pay for a specific change in lhe environment. Assuming the answers aie

honesi, the price values are an cconomic measure of valuc (NCEE, 2014).

In Ethiopia, o CV based study finds evidence suppoiling the feasibility of introducing
communily based health insurance schemes aod also investigated the potential of such
schemes to mitigote the impacls of health shocks due to economic reforms on poor rum)
houscholds. Ther fiadmgs suggest thal such schemes mdeed would be helpful in
protecting the poor against shocks (Asfaw ct al., 2005). Aseaso-Okyere ct al., (1997)
found, in Ghana, that alniost 64% of rcspondents werse willing 10 pay about Cedi 000 or

U$$3.00 per monih for o houschold of live for o Notiona) Health lnsurance scheme aimed

al Ibc inlormal sccior.

in the Noith West region of Bwkina Faso and bidding gamc approach was used to elieit
\WWTP. A total of 698 heods of houscholds was interviewed to compare heads of
houschalds' \WTP for community bascd bealth insurance for themselves with their WIP
for other houschold members using CVM. The mean WTP by heads of bouscholds for
insurance for thansclves (3575 FCFA) was twice their mean WTP per copiul for the
houschold as a whole (1759 FCFA). The old have alower WTP (han the young; females
have lower WTP than moles. The poor have a lower WTP than the rich; those with less

cducation have a lower WTP than thase with mose yeais of education (Dang ct al., 2004).
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1.9  Detcrminants of willingnesy (o pay for health insurance

The involvement of the community in health financing was spurred, among others, by the
Declaration of Alma Ata in 1978, wiging moximum community participation
orgasization of primay health care (Camn ct al., 2005), As a cnmmunity-bascd health
insurance hecomes an important issuc, some empirical studies were done by some authors

to assess thie \WTI of houscholds for such a scheme (Donfouct ctal., 201 1),

Willingncss to Pay (WTP) for bealth and health related inicrventions by houscholds and
individuals s related to factors such as houschold demagruphic factors (age, scx, fomuly
size, elc), sociocconomic faclors (occupation, level of education, income, ctc.); and rural
characteristics (nature of dwellings, distance (o health facilities, cic) (Asgary ct 8k, 2004).

A study conducted in Namubia showed that 1he young respondents show more intc?est in
joining aed WTP for the scheme (Aslaw ctal, 2008). In a 1¢lated study in Tanzamn, age
of houschold head appcred 10 affect WTP becauseseventyflour percent of respondents
who werc not willing (o pay any amount had houschald beads who were aged lily and
above (Dsor ctal., 2007). A similar study in Ghana revealed that the premium level that
individunls were willingto pay was related (o age of the respondents. The younger age

gioup was willmg (o pay morc (Edoh el al ., 2002).

Another imporant lactor that aifecta WTP is gender. It was noted that malcs were williag
to pay higher amounts for tnsurance than femsles in two diflcreal communitics in Nigenia
and in Ghana (Atlaguba cit al, 2008). Closely rciated to these finding is the {mding n
Namibia where thirly-one percent of individuals who live in male-headed houscholds arc
insurcd compared with (wenty-onc percent of individuals living in female-headed
houselwlds (Edoh  sl, 2002). This i1s however diffcrent from the finding in Tanzanis
whese scventy-cight peicent of houscholds who were not willing to pay anything for CHI
had male houschold heads aad twenty perceat had female houschold heads. Afthough in
thas case most of the respondents who were not willing lo pay any amount felt it was the

govemment'’s responaibility to [inance Lhe program (Lwambo ct al, 2005)

The cducational level also plays a significant role. There is positive correlation between
cducational atmnment and WTP. People with morc education had a higher WTP (I1choku

etol, 2010).
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The socio-cconomie and rural characierisucs of households identify them within the
community they live. This implies thal these chasaclensucs give the housechold sociol
inclusion within the comuntunity. The tendency to maingin the social stosus and still gain
community inclusion alsa affects houscholds® sisted amount to pay. Interdctions also
occur betwcen tural characteristies and socioeconomic foctors. This is because the choice

of dwelling is sometimes dependent on the naturc of employment and even 0 o greater
extent on the comings of the houschold (Awguba et al., 2008).

There ase studies on community healih based 1asumnce. The results are varied regarding
the detemamnants of willingness to pay. The respondent’s age is found to have a positive
cflect on WTP in some studics (Ascaso-Okyere et al. 1997; Asgary cl al., 2004); while n
others, it 13 the reverse (Dong et al., 2003), Likewisc, diswace to the nearest health

facility is found to have 8 positive effect oa WTP in some cases (Asgary et al., 2004)
while inother it has a negative ellect (Jiang et ol., 2004).

The houscholds in the rural oreas of 8amkljoun, Comeroon who are more knowledgeable
nbout community health snsurance tend ¥ be morc willing to pay than their counterpoits.
In oddition, the posiuse and significanl coellicient of the usuol mcans of seeking
treatment implies that the household heads who regularly use the ortbodox means of
sceking treatment (chnicshospitals) when they gel sick arc more walling to pey than those

who use other means e.g. imditional healers and hetbolists (Donfouel et al., 2011).

The domiaant value of ‘science’ in a well-educaled population and a wide variety of
informpton (including from the medio) may influcnce health care kmowledge and
approaches to ucaument. In gencial, people are educated to believe in the clfectivencss of
weslem mediene. flowever, some still majntain thetr beliefs 1n tradwuonal tresiment
mcthods as an intcgrl past of their own cullure. and this too may oflect their health care

choices and their williagness 10 pay for bealth cate (Bacon ctal., 2007).

2.10 Conccptual Paymrcanl Coping Mcechanlsm for heoalth carc
Poyment coping mechamsms refer 10 ways in which households respond 10 sbocks from

the payment mechamsns used to pay for hcalth services e.g. use of own money,
borrowed money, sale of asscts, payment by subsidy or by comntunsty support. At the
community level, in-kind payments have becn in practice as evidenced by the
mobilizauon of chatily conirbulions at umes of cnsis following for example, death of a
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community member or during events of mammage or rclated social occasions (Mubyaz,
2003).

The economic consequences of tllness in developing countries have been the focus of
increasiog oticotion tn recent years (Gertler, 2002). Houscholds facing health shocks are
often affecicd by both the payments for medical treatment and the income loss from an

mability to work (O'Donnell] c1 al, 2008). When measuring linancial protection from

such paymcenls, coping mcchanisms provide imponant information on how households

respond 0 bcalth shocks and how payment msy affect their funwe welfare, sumply
looking a1 the ratio of heallh spending (o household expenditiue ¢an oversiate the thieal 0
consumplion and the catastiophic consequences ofhealth payments (Floces ct al., 2008).

[n most developing countties, OOPS are regressive while social assistance and fee
exemptions ore either non-exsstent or where present, arc not well tasgeted at those most in
need (Nabyonga ct al., 2005). The abscnce of excmption mechanisms and pre-paid
instruments is largcly responsible for impovciislung heallh expenditurcs (Prcker, 2005).

Research from several studies suggestcd that houscholds employ differcnt stiategies (o
cope wilh hcalth shocks (Mcintyre ct al, 2006). [n the shon run, when medical bills
cxcecd a household's income, households may use savings, sell asscls, borrow money
from fncnds and family, or take out a loan using collateral. Familics may also alter their
labour allocation decisions; if a household head falls ill, family members previously not
woiking may begm 1o do so to substitute for lost income and 1epay loans. Fonnal health
insurance 1n developiag counines i1s mre and many households also lack access to formal
credit and savings arrengements (Banenee, 2007). A recent susvey found that more than
32 million people in China (or 3% of the population) live in poverty (defined as living on
less than $1.08 per day at 1993 purchasing power parity) because of out-of-packet

spending for health carc (O’'Donnell et al., 2008)

The Cambodia Dcmographie and Health Survey in 200$ tndicaicd that the direct costs of

treatment were high Tbe calculauons, includmg tansponation, food, medication, and
adminisirative, pathology and other [ees, indicate that the nvcrage cost of a singlc illness

episode was USS$15.52 for public [acilinies, US$18.62 for privalc sevvices, and US$6.25
for non-medical services ¢.g. purchasmg locel drugs amnd/or visiting shamans, fortune
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leilers, Buddhist monks and traditionsl healen (Cambodis Minisuy of Planning and
Munisuy of Health, 2005).

1n India and Vietnam, people similarly used cash reserves to meet most health care costs
(Roy ct al., 2007). in Xampong Cham (KPC), castern Cambodia, pcople spent an average
of USS$11.87, with 39.1% of the cxpenses met by wages and other cash resources, 39. 6%
from savings, 13.3% from formal loans and 7.8% from (riends (Cambodia Ministty of
Planrungand Mirustty of Health, 2005).

Out of pocket spending (OOPS) is the major payment strategy for healtheare in Nigena.
The real challenge of bealth care financing in Nigena as n many counenes i n sud-Saharan
Afnca (SSA) lics not pnmanly in the acute scarcity of resources, but in the absence of
intcrmedistion and insurance mechanisms o mansge nsk, and incfBeient resource
allocation and purchasing pmctices (Soytbo, 2004). OOPS for heallhcare incveased with
the iniroduction of uscr focs tn the health sector and like most Afncan countrics, Nigeria
introduccd user fees as a mode of {inancmg goverament health services within the
fmmework of the Bamsko [nitiattve tevolving drug funds (U2ochukwu et al., 2002)

User fees lall within tho broader concept of “cost sharing™, a practice whercby
benclicianes contnbute towads the cost of b public service and they are defined as
payment of out-of-pockel chiuges at the tume of use of services (Witter, 2005). I1 is
however noted that uscr (ccs and revolvuing drug funds are interlinked. The introduction ol
user fecs was argusbly 10 response to the scvere problems in financing health scrvices in
Nigena, like in most of Sub-Saharan Afixca (FAMOM, 2005)

Owt of pocket payment mechanism for hestth caie services is considered a major
impediment to access 1o and use of services by houscholds who need health care. A recent
rescarch described the absence of linaneial protection as “a recently diagnosed disease of
health sysiems™, With an under five mortality rate of 200/1000 aod maternal mortality
mtio of 800/100,000, improvements in the heslth system in Nigena would depend on

improvements in the bealih care linancing structure of the countiy in ways that rclieve

houscholds of the firancial burdco of health care (Knaul et al., 2006).

2.11 Living stanminrd and willingness to pay for VCSilll

llousehold membeis who have an illncss may or may not seck care, Their action will

depend on whether or not they consider the iliness senous enough 0 scek case, the
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ptocess of sccking care, the asscciaicd costs, Uie perceived benelit aceruable from secking
cate, and the aveilable resources that can be channeled to secking and obuining treatment
(Uzochukwu et al., 2009). Thus, when illness occurs, some households may decide not to
scck care, espectaliy if they cannot alfoid the associated costs. Those that seck caie incur
health expenditure since they almost always have 10 pay out of pocket. The level of
cxpenditore may differ for houscholds of differcnl socio-economic status groups

depending on iheir access (o cash (Onwujckwe ct al, 2012).

In low income selungs, consumplion cxpenditure end composite 1indices of
$0C10-cconomic sutus have been piopased as more reliable mcaswes of 30¢io-economic
statuys (O 'Doanell, et al,, 2008). However the use of a compasitc index i limuted (o the
enalysis of the concenuanion of cither payments or income distnbution and ope cannot
usc it o calculate distnbution indices. Therefore, adult equivalent conmsumpuon
expenditure was usald as the mcasurc of ability 10 pay in the curreat snalysis. Housebold
consumption expenditure was adjusied for houschold size and composition (o ¢t an adale

cquivalent esitmaie (Doorslacr ct al., 2008).

A 1cview published a decade ago noted the lack of stiention o the ability of poor
bouseholds 1o pay fecs. and the cflects of user fces on halth secking and treatment
(Gilson, 1997). Subsequent studies in low and middle-mcome countrnies on ibe
relstionship between user fees and the utilizotion of public health services sugport ¢laims
that direct costs discoumge prescotation by poor people (Mclntyze ct al., 2006). In Ghana,
user fees have been shown 1o discourage presentation (or anienata] and midwafery care,
and conscquently contnbute to continuad highmatcmal and neonatal mortality (Wisters et
al, 2007). In Tanzanie, despitc gencral withingness to pay when qQuality of carc at lower
level health faciliues ware improved, the vevy poor, women and elderly were negatively
offecied (Bonu ct ol 2003), 1a Niger, user fecs also resulied 1n declining paticnls’
sttzpdznec and vanable cost cecovay (Mevwissen, 2002)

In Nigens. enrolment in some Community tlealth Insurance (CHI) has boen low wath
amall eversge premiums becsuse of a Ik of study on Willingaess to pay before such
schemes ook olf (Onwujekwe ct o, 2009). Some siudies revesl that bouscholds in 1ursl
ereas do not readily accept the idea of paying for scvvices 1My might not uso with icgard
to heslth care, some other studies reveal the opprosite and some communuues whese WTP
whs not carnied oul belore the scheme revesled s high drop-out rate (Miet, 2007)
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CHAPTER THREE

METHODOLOGY
3.0  Study Arce

The study was carmed out in Etuwa, headquasier of Ibarope Fast Local Governsoent Area
(LGA) of Oyo State. The community with an estimatcd population of 86,890 (Tbarapa
East Local Government Eiuwa National Immunisation Plus Days, 2014) people is located
about 56Ktlometres west of Ibadan city, the Oyo Siate capital. in the South-West zone of
Nigeria with o longitude of 3.437655 and latitude of 7.537655. Small scale farming of
food crops, petty tiading and civil scrvice are their major occupations. It comprises of s
(6) political wards namely; Aborenn, Anko, Isaba, New Eiuwa, Oke.Oba and Sango.
Euwa bas one (1) general hospital, four (4) pnvate climes end one (1)) scbhool clinsic owned
by the Ibarapa Polytechnic, Etuwa,

J.1 Study Design
This was a descnphive cross-sectiona] study comed out among bousehold heads m Enmwa

3.2  Swudy Population
The study population consistcd of bousehold heads.

3.3  Sample size cstimation
Leslie Kish formula for delomining single propottion (for descnpuvo swudies) was used
to delomine sample size.
N=Z'PQ
&

Where N =Minumum sample suze

Z= Swandaud devuation st 95% =1.96

P= 03% (Propuortion of people wath pnvately puichasad commercial iasgance,
South West Nigeria. Nigenis Dapographic )lealih Survey 2008 (NDHS 2008)
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Q=Probebility (1-P) = 1-0.3=0.7 | .
d=Error Margin=5%~=0.5
= |-96330.3(‘0_.1]
0.05
=322.69

10% Non-response ralc

Ne=n/ - NR
Where:
N*=  necw sampie size

n=  old sample size
NR=10%=0.l
N=n/l-NR

= 322.69/ 1- 10%
= 322,69/ 1- 0.1
=132269/0.9

- 358.544

Therefore the minimum sample size calculsted 1s 358 approximated 10 360.

)4 Incluslon criterla

The study populsiion was msde up of houschold beads that are shove the sge 18years and

are cmployed or have a regular source of income.

3.5 fxeluslon criteria

Ages below 18 years were excluded W0 avoid the additional requoainent of obtaimng
coasenls from their parents. Moreover, they would most likely not have » regular job or

source of income which s the crux of the study-

Jé Sampling technique
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Based on 1hc avalability of list of communitics developad by Local Government
Plannung Authority for Nationa) lmmunisation Plus Days (N1PDs) the six wards selected

for sampling.

The first suage involved the random sclection of two hujdred snd sixieen communities
across the six wards while the second stage cowils the systematic sampling (balloung) of
36 houscholds from the selected communitics. This was followed by sysiematic madom
selection of 10 households in each of the selectod commuruties. A totat of 360 household
beads were sampled. Tl total number of households studied in cach woprd was based on
Probability Proportionate 1o the Size (PPS).

1.7 Data collectlon instrutent

Daz was collecled using pre-tesied, semi-stuclured inferviewer administered
quesiionnaires, designcd hased on the study objectives. [{ consists of seven sectons.
Seclioa A focus on general information of the household besd and section B on socio-
demograpbuc cliaiactenistics. Seciion C was on health seeking behaviour and cost of
tlness for bousebold in the past one month while Section D focus on payment copug
mechanisms of houschold. Section E focus on willingness to pay for VCSHI, Sectios ¥
asked the amount houschoid hcads are willing to pay {Bidding game) and Section G
asked questions on living standard of household (houscbold asscts/consumpuaon paneras)

The instrument uscd is a standardisad Interviewer Administered Questiomnaire adopied
and modified from National Health Inswgaoce Scheme in eollaboration with Cenwe for
Heslty Economics and Development on the feasibility siudy on Health Insuraace Scheme

Survey, 2011

3.8  Datacollection procedure
The rescarth tastrument was tmaslated ©0 Yoruba, 1he pralominant local language (in (he

community) for eas¢ of sommurnucation and (0 ensure propcr underslandiag. Housebold
beads (rspoodents) were inteyvicwed face-lo.face using a pre-tesied semi-structured
quesiionnuure  Repaated visis were made (0 reach household heads that were oot

avauladle (or inie2view dunng the [first vaait.
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3.9  Valldation of the [nstrument

The 1nsinimeat was reviewed armong expeits in the depasiment of Health Policy and
Managemeat, Community Medicine and Siatistician beforo final administraton. The
lastiument was pre-1csie] among houschold heafs in Igbole area of [gbo Ora. Thus was
with a view 10 not only cnswe the guality but also 1o certify that the logisuc arrangement

for the admuwistiation and retneval of 1he quesuoanaires

3.10 Recruliment nnd Tralning of Intervicwers

To ensure that good quality data were collected, interviewers were thoroughly trawned 10
have the best masicry of the study. Six mierviewers were recruited and trained. In order lo
further casurc that quality data was collecicd, emphasis was placed on good 8csdemic
knowledge, pood communtcaiion skills and ability 1o speak local language of the study
erca in the recruitineol.

3.11 Data Management
Dowz was entered into the computer using CSpro (Census and Survey Processing System)
softiware and analysed using STATA version 1[. Frequency ibles were generated and

probit regrexsion done.

[iving standard calcgonics was based on data tom the bhouschold's owparship of
coasurner goods: dwelling charactenstics; type of dnnkiag waier source; toilet facilines;
end other charactensties that ere relaicd 10 a housebold‘s socio-ecosomic status. Esch of
Ibese assets was assigned o weight (foctor score) genersicd through priacipal component
snalysis (PCA) arid! the resulung assel scores were sandardised in relsuon lo a smnsiand
nomal disuibution with a mean of zero and standany deviasuon of one (Gwatkio ct ol
2000) Each household was then assigned a socore for cach asscl, and the scores were
summed for cach bouschold. Individuals were ranked according %0 the otal scoee of the
bousehold in wluch they resided. The respondenis were Iben grouped into quintiles from
one (lowest) 10 live (highest) i.c. Very poor, Poor, Middle, Rich end Very nch (NDHS,

2008)

Health nsursrnce awareneaas was asscased by usking the respoadests “Yes or No™
quesuon. lcalth status of tho rspondeats was assessed by usking the respondents about
therr percerved bealih stams as Yay good, good and fair.

5
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3.12  Analytical Mcthod

The choice of the right econometric methodology for the analysis of WTP dota 1s
dcbatable. There is no ‘standanl’ way of conducting a contingent valuation study (Asgary
et al., 2004), However the choice of an appropriate economctric method depends on the
nature of WTP qucstions (Donaldson et al., 1998). In this research the iterative bidding
game was uscd. This 1s ooe of the oldest methods of elicitation for WTP. This bidding
process i1s common to how bidding s done dunng purchascs in Nigens. This helps the
respandent 0 evaluate tbeir preferences (Boyle and Bishop, 1988),

Imually the sccnano of the voluntary contributor beslth insurance scheme was presented
to the respondents who then evaluate this cntically before providing responses to the
WTP questions. In this study a fixed umtial bid was used (N 1500). This amount 13
supposed 10 b¢ an actuanally fair premium for the scheme. Each rcspoodent is presented
with Qus initial bid amoun and if the respondent is willing 10 pay this amount, the
interviewcr revises this amount upwards by ¥ 100. if the respondent provides a posiave
response the amount is further revised upwards (0 N 1700. If the respoodent provides a
positive response o ¥ 1700 then he/she is required 10 stale the maximum amount ha'she
1s willing to pay. At any point, opart from the initial bid, that the respondent provides a
ncgotive response, the maximuwn amount he/she will be willing 10 pay will thooretically

lie in-between the intervals and the mid points were used.

If the respondent refuses the iniual bid (» 1500), this was lowcred by N 100 and if the
respandent still piovides a ocgative respoase this is fuither loweied to N 1300, A pegative
response lo N 1300 will iequire the respondent to state the maximum amount he/she will
be wilitng © pay, If a positive rapoasc is provided (or any of these qucstions 1he
maxumum witlingness (0 pay of the responeient witl lic between the respective intervals.
This maximum amount was also obtained as the mid-pownt

3,13 FEthlcal lssues
Etlucal approval was obtained (rom the jowt U.IJUCH ethics committce, College of

Mcdicine. Univarsity of Ibadan before the project oflicially commenced

fo order (0 piotect and enswe conlidentisiity of the respoadents, details such as sge,
phoac numbers ekc was uscd for the purpose of this resaarch only. Parucipeboo in this

siudy was entirely volunlary.
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CHAPTER FOUR

RESULTS

A total of 360 questionnaires were edminisiered and were complcetely filied analysed.

SECTION 4.0: Socio-demographic characteristics
Table 40 shows the socio-dcinogiaphic chamcieristics of respondents,

The mean age was 38.242.7 yeass. About a third (33.4%) were 30-39 years old. Moales were
a 10 the majority swhbich is 94.7% and 82.6% were married. About half of he respondents

51.4% had secondory school education. Children of the respondents accounted for 48.33%
while 1.87% weterelatives.

Table 4.0: Sociodemographic characteristics of respondents {N =360)

Variables Frequency (n) e
Sex
Male 337 9..7
Female 19 5.3
Age group
10-19 1 0.3
20-29 87 24.4
30.39 [19 334
4049 83 23.3
50 above 63 18]
Marlial Stotus
Mamed 294 82.6
Single 12 34
Scpeialed 8 9.
Widow/widower 6 1.7
Education
Non-forms) education 58 6.
= SRR -
S .

5 gl 85 239
Higher
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SECTION4.1: Occupation of the respandents

Tuoble 4.1 presents the occupation of the respondents. Trading/Sales accounted for 35.9%

followed by construction which was 19.0%.

(N=360)
Variables Frequency (n) %
Trading/Sales 196 35.9
Consttuction 53 19.0
Agniculture 52 14.6
Transpotiation 47 13.2
Teaclung AL 62
Civil service 8 22
Hcalthcare workers 8 22
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SECTION 4.2: Respondcents® perccived health status

The Figure 4.1 below shows the pereeived current health status of the respondents. The

proportion of reshondents that rated their health status to be very good were 83.5% while
4.4% perceived their health stalus 1o be (air.

= Very Good
B Good

w fair

Flgurce 4.1: Pereclved health sintas of respondents

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



SECTION 4.3: Health problems reported 1n the houscholds

The table 4.2 below shows reported health problems in the pasl one month (single

response). Malana wos the commoncs! hcalth problem, accounting for approximately
35.5% of die illnesses followed by typhoid and diarrhoes which coanstituted 4.7% and
2.2% rcspecuvely. Othcer illnesses which wese undisclosed accounted for 8.4%.

Table 4.2: licalth problems reported in the past one month

(N=360)
Varlables Frequency (n) %
Malana 127 35.5
Typhoid 17 4.7
Diarrhoea 8 22
Others 30 8.4
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SECTION 4.4: Respondents’ first ptaces of treaiment

Toble 4.3 higblights first place of choice for trcatment; 33.3 % of the respondents

wndicatcd public gencral bospital or clinic, chemist/patent medicine storc m 23.% , pnvote

clinic ($6.1%), primaty beallb centre () 1.5%), home medication (9.8%), tiaditional

bealer (5.7%) and community healh worker (0.6%).

Tobled.3:  Places where houscholds first sought treatnient in the post one montb

(N=17%)
Vaorlables Frequeney (n) %o
Public (General) hospilal 58 33.3
Cheoust/patent medicine store 40 23.0
Pnvoic bospital or clinic 28 16.1
Pammy Health Centre 20 11.5
Home/Selfl care 17 9.8
Troditioaal healcr 10 5.7
Community bealth wotker ] 0.6
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SECTION 4.5: Responcdents’ distance 1o reach a location for treatment

Mgjority of the respondents (70.52%) took less than | 5 ininutes while (27.17%) took 15
30 minultes to reach a location of treatment.

80 /

V4
L
.-"r"/"

S ———— - - —_—
e — — e — e — —
e 7
F-— A A
#
T - - —_——— —f

Less than 15.30mins  30.lhour Morethanl Morcethan2
15mins hour hours

Figure 4.2: Distance to reach a location for treatment
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SECTION 4.6: Respondents’ treatment recelving t/me

On the average, it took very large proportions of respondents (58.62%) less than 15
minutes to receive reatment.

ﬂqr-_._— ——

Less than 15-30mins 30-1hour Moce than 1
1Smins hour

— ’ S ———— —_—— ey ——

Figure 4.3: Treatnicnt recciving tine
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SECTION 4.7: Paymicnt coplng mechanlsms of respondents

Tablc 4.4 shows the distiibution of the payment of treatment in the houschold especially
as it relates to Out of pockel, borrowed moncyloan, payment subsidized, commumity
solidarity, in-kind and sales of bouschold amsscis or land. Melhods of payment for

rcatment by the respondents pre os follows: out-of-pocket (OOP) cxpenditures (94.25%),
borrowed money (0.57%) and in-kind payment (4.6%).

Toble 4.5: Payment coping mechanisms of respondents

Variablcs Frequcney (n) Y
Out of Pocket 164 94.25
In-Kind 8 4.6
Borrowed/Loan | 0.57

*In-kind: usc of a gooxl or scrvice instead of cosh
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SECTION 4.5: Responilents' anarencss about health Insurance

Figure 4.4 below shows the respondents’ awareness of heatth insurance. The proportion

that were not sware of health insurance were 71% while 10F 29%wecre aware about health
insurence.

Figure 4.4: Regpondents® awarencss about health insurance
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SECTION 4.3: Respondents’ awercness ghout health insurance

Figure 4.4 below shows the respondents’ awaremess of hesib insurance. The proportion

that weee not gware of health insurance were 71% while 101 29%\werc aware about heatth
fnsurance-

are surance
Figure 4.4: Respondents’ anareness aliout licalth in
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SECTION 4.9: Respondents® willlngness to pay

Figure 4.5 below shows respandens®

propontion of respondents [hat were w
oo aod 4 (1%) wese indecisive

M}lingnc& to pay for the health insurance. The
\lling to pay were 278 (77%), 78 (22%) indicated

| Rfo1
S No
m Indeclsive

Figure 4.5: Respondcents® willingness to pay for the health insurance
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SECTION 4.10: Amount {Naira) respondents are willing to pay for the Voluntary
Contribulor Socfal Health Insurance

Toble 4.6 summarises the premiums housebolds preferred. Mojority of the houscholds

(77.23%) were willing to pay premium of betwecn N200 and NS00 per momb per
houschotd member. Only 14.17% were willtog 10 pay less than %200,

Table 4.6: Amount respondents are willing to pay

(N=360)
WTP range (Naira) Frequency (a) %
<N200 5) i4.7
00-
e 278 77.23
™ 600-999 17 47
N 1000+ 13 3.89
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SECTION 4.12: Association between respondents® average amount and their living
standard

Table 4.8 shows that spoodents in the rich, middle and poor class were willing 1o pay a
median of N500, N400 and N400 respeciively per houschold member per month. The

overall medinn smount is N350 per houschold member per month

Table 4.8: Distrlbution of households by average amount respondents were witling
to pay and Living Standard

Living standard Mean (Nuira) 95% CI (In Nalra)  Medlan

Lower Upper

Very Poor (20%)  285.4 2028 3280 200
Poor (20%) 355.1 3039 4063 400
Middle (18%) 365.7 369 4144 400
Rich (19%) 392.3 3386 4460 500
Very Rich (20%) 4056 3490 4620 500
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SECTION 4.13: Reasons houscholds arc unwilling to contributc towards the health
insurance

Figure 4.6 presents the reasons why houschold would not be willing (o pay. Financial
constraints accounted for 60.49% which was followed by lack of trust {19.75%%).

70 ‘

60 4

40

30

19.75

H| . i ' calth
Figure 4 6 Reasons housc¢ ho |ds arce unw illmg to contribulic tow ards the h
lgll L] : C'

Insurance
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SECTION 4.14: Determlnants of Willingness to Pay

Table 4.9 shows the probi regression. The selection estimates are simple probit estimates

predict houscholds' likelibood of being willing (0 pay.
tlouschold size, health status, living sundard and expenses on food have positive
cortelation with willingness to Pay while sex, age

that show the factors |ha

manul status, occupation of !he
respondents docs not have eorrelation wjth their willingacss to pay.

Table 4.9: Determinants of wiltingness to pay

Variables CoefMclent Standacd error Z P> 95% CI
Ifouschold 014694 0093543 343 0.000* 0231178 .0598209
size

Sex -02295 0258474 -0.89 0375 -.073658) .027758)
Age -.0003207 0014762 -022 0.828 -.0032167 .0025754
Marital -.0058902 .0149621 -0.39 0694 -03524)4 .02146)
siatus

Educatlon 0031918 0160815 0.20 0.84) -02836]) .0147449

Occupaiion -.0001157 0036189 -0.04 0970 -0072747 0070032

Mealihstatws  -.0383078 0174401 -2.20 0.028° ..0725224 -.0040932

Living -.0613954 0091188 6.72 0.000° -0793242 -.04)4666
standard

Expenseson -5.89e-06 1.22¢-06 184 0.000* -3.27¢-06 .).50¢46
' food

Note: * Significant ar 95% C1
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CHAPTER FIVE
DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

The key dimension of a heallh sysiem’s performance ts how fairly it protecis houscholds
financially (WHO 2000). While “fatroess m financiol protection” has been a long
standing conttoversy, there ase evidences that payments for heallh care can affcet pooples
ability 10 seck health care when ill. 11 is also possible that linking hcalih carc payment to

ability 10 pay can be inteipreled sn tesms of verticel und horizontal cquity (Wagsinff
2001).

The cnommous sharo of out of pocket s a method of health payment from this rescasch
result confums the immense butden on households 10 pay for health trcatinent. This 15
consistent with the National Health Accounts 2003 — 2005 estimotes for Nigena thot
shows that about 70 percent of the tots] expenditurc on health is through out-of-pocket
payments by households. The resulis of this study have shown that people orc very

enthusiastic sbout joining in the voluntasy conuibutor sociol health :nsurunce.

5,1 Willingness to pay and the living standard of the houscholds

This research shows 1t mojority (77%) were willing 1o pay for the health (nsurancc. The
respondents indicoted willingness 1o pay premium of between N200 -~ N500 per month
per household member. Ooly few were wlling 10 poy less (han N150. In o similor study
on WTP for a school based chemotiicrapy progrem 10 Tanzewo, greater than scventy
percent hod WTP greater thon 1.25 US Dollars {which 1s roughly N210) per person per
ycor (Lwambo et.ol., 2005), Donfouet el al, 2011 oiso {ound iural households 1o
Comeroon Willingness 10 pay 20 average omount Of 2.15 USD (roughly N360) per

household member Pcf month. Another study in Nageria 8ls0 givesa WTP of 1.5 UsSp

(roughty N250) per houschold per month (Ichoku cL al, 2011). Also a rescarch
conducted in Nigeno fouod WTP of 1.7 USD (roughly N280) per person p<r month ina

cural community while be founda WIpof29 USD (roughly N480) per person per month

in the urbap orca (Onwujckwe cL al, 2012).

respondents (houschold heods), vety nch people of

C . the living standoid of (e | .
onsidernng tic 8 amount of N40S (which 1 the highest) per

about 20% were Willing 10 pay 80 avci0gc
bouschold member per month

standard, the very poor which acco

10 entol in the VCSHI. Also considerng the living

gnted for 20% are willing to pay on average of N285
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CHAPTER FIVE
DISCUSSION, CONCLUSIONS AND RECONMMENDATIONS

The key dimension of a heahh system's peiformanec is how fairly it protects houscholds
finnocially (WHO 2000). While “fairness in financial proiectton” has beecn a long
standing conUoversy, therc arc evidences that payments for health care can affect poople’s
ability to seck health care when ill. 1t is also possible that linking bealth care payment 0

ability 10 pay can be inteiprcled in terms of vertical and horizoota] equity (Wagstafl
2001).

The enormous share of out of pocket s a method of health payment (rom this rescasch
cesult confirms the immense buiden on heuscholds to pay for health treauncnl This Is
consistent with the National Health Accounts 2003 - 2005 estimates for Nigeria that
shows that about 70 peicent of the total expenditute on health is theough out-of-pocket
payments by houscholds. The resolts of this siudy have shown that pcople arc vety

enthusiastic about joining in the voluntary contributor social health insurnnec.

51 WIllingncss to pay and the lving standard of the houscholds

This reseoich shows that major.ty (77%) were willing to pay fos the healih insutance. The
respondents indicated willingness to pay premium of between N200 ~ N500 per monih
per houschold member. Only few wete willing 10 pay less than N1SO. In o similar study
on WTP for & schoo] bascd chemothetapy progrom :a Toazenio, greater than sevently
percent had WTP groater than 1.25 US Dollars (which 1s roughly N210) per person per
year (Lwambo etol, 2005), Donfouct ct al, 2011 olso fouad rual houscholds in

Comeroon Willingness 10 pay an averge amouot of 2.t5 USD (roughly N360) per
{h. Another study in Nigeria olso gives a \VTP of 1.5 USD
hoku cL al, 2011). Also n rescaich

houschold member pcs MoN

(toughly N250) per houschold per month (le

conductes in Nigeria found WTP of | 9 USD (roughly N280) per person pef monthina

fura) compiunity whilc be tound o \WTP of 29 USD (roughly N480) pcr person per month

in the urban 3ico (Onwujekwe cL nl.2012).

Considenng the living standatd of the respondents (houschold heads), very nch people of
nsiden : :

bout 20% were Willing 10 P3Y an nverage amount of N40S (which is the highest) per
about 20% i to cmol i the VCSHI1, Also considenng the [ iving

ly accounted for 20% arc wilting to pay an overage of N285
c

siandncd, the very poor Whi

houschold member PEr mo
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(lowest) per houschold member per month compared to N355, N365 and N392 by
bousehold beads fiom poor (21%), Middle (18%) and rich (19%) class fespeCtively. In
1o1a], surveyed houschold heads are willing to pay an overoge of N360 per month per

member. This information is pertinent to the setung of premiums that will not exceed the
amount houscholds can afford to pay.

Similar to this is a study in North West Burkina Faso with a random sample of 698 heads
of houscholds (Dong et. al., 2003) whete Contingent Voluntion Method was used to
compare heads of bouschokls' WTI* for community based heslth insusance for
themselves with their WTP for other houschold members. The poor have o lower WTP
than the rich. In rurl bran, Asgary ei. al., (2004) also reseasched on the WIP for health
insurance, and it was shown that houscbolds wete willing 10 pay on average UsD 2.77
(Na56) per month for health insurance. Another study in nual Camercoo by Donfouct ct.
al., 2011 alsoconlimicd 1hot the mean WP is approximatcly USD 2. 15 (354) per pcrson
per month. Lastly, Batcman ct. ol., (2002)also examine willingness 10 pay for community
health insurance and found the lower bound of the mean to be USD 1.4 (N230) per month

per houschold member.

This rescarch clearly shows that majonty (77%) were willing lo pay premium of ¥200
2500 per individual per month to join the health insurance scheme. Hence, it tums out
from this study that therc is o potential demand for the heahh insuronce. Hence, his type
of low=ost hcalth insurance scheme can be well acccpted in rural areas and has the
potential Lo protect the rural househo!ds from any health risks. This informauon is cruclal

for the policymakers to set premiums that will not exceed thc amount houscholds in rural

arcas canafford to pay.

5.2  Reported healty problems and paynicn! coping sirategies
This study shows that malaria (35.5%) was the main illness suffered by most of the

respondents buttressing the fact that it is one of the main cuscs of morbidity and

mortality in Nigeria accounting for 50% of outpatient consuliations, 30% of childhood

of matemal motlality (FMONM, 2005). Diseases such as malasip

mottality and 11%
! houscholds in Nigena and thus

ns for heslth cor¢ seeking OMONE

constituic major rcaso 3 e
flacss bunien and the vasiations in the

qure (FMOH. 2005). The high !

bealth core €xpendi ' o
f; of occusrence of common communicnbic discases ammongst individuals and
requency
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houscholds of various geographic and soci0.economic status groups have also been
documented by several studies (Uzochukwu ct al, 2009). Coincidentally, POOrer
populations might have illncss cpisodes but rather than reporting it, might say that they

are not ill, may overlook symploms or may seck cbeaper care from patent medicine
denlers and shopkeepers (Onwujekwe et al, 2012).

Studies have shown that some households are able 10 cope with the cost of illness by
reducing consumption, selling assets, and borrowing from family and fnends(Kabir ctol.,
2000), A recent research found that coping suategies employed by houscholds could

provide up 1o Uiree- quattess of the costs associnted with in-patient care (Flores ct gl.,
2008).

Toble 4.5 shows the diffecent payment coping mechanisms that the icspondents uscd 10
poy for health carc. From this escarch. it shows that Out of pocket payment (94.25%)

was the commoncst payment coping mechanism, The other payment mechanisms like

loan ond in-kind were not used so much. It was not suipnsing thot taking a loon was not 8
popular coping mechanism adopled by the respondents. The reason moy be 1hat formal

ciedit institutions employ screerung devices to overcome information and incentive

-l' probtems and this often results in the exclusion of poor houscholds from access 10 formal
T credit(Hoff et al., 1990)

Many houscholds with the copacity 10 oblain loans may be unwitling 10 seck formal loans
10 pay mcdical bills due 1o high intcres! rate and the fear thm they may find it difTicult to
rcpay the loans in the future. Similarly, community solidarity was not @ poputar coping
niccbanism even though 1 has been reported that it can overcome informarion
asymmietries and incentive preblems ond os such con be uscd as informal credit market 1o

houscholds who are excluded (iom {ormal credit iostitutions (Fafchamps, 1992).

This points 10 inequity in the use of out of pockel payment beeausc in an equitable

sysiem, proleclive mechanisms should be in place to prevent the poor and rural dwellers

from such a regicssive payment mechanlsm (WHO 2011).

This shows the huge financial burden created by ill health and the implications of health

carc payments when houscholds have 10 (inance health care payments. This burden is
a a

ted because health carc pa}ml:nl.-. arc usually forced paymenis since there is the desire
cren

10 get well immediately-
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8.3 Factors influencing the willinganess 10 pay for Voluntaiy Contributor Social
llealth Insurance

The results of the selection or probit estimatjon for houschold willingness 10 pay (WTP)
are presented in Table 4.8, The selection estimates are simple probit estimates that show
the [actors that detcrmine households® fikelihood of willing to pay for the hcalth
insurance. As this table shows, household size has o posilive ond statistically signiﬁcnm
impact on WTP. Households with larger sizes are willing to pay omounts thot asc
genernlly less than those with fewer sizes, Closely related to these linding is the finding
where housecholds with smaller si2es were willing to pay bighest premium while the oncs
with larger sizes cxpressed lower WTP (Asfaw cl al., 2008). This is particulasly becausc

such payment is per household member. Lasger households will be requised lo make more

paymeats based on theis size than smaller houscholds. Because the overall amounl will be

large, they may be unable to cover this cost for all household members,

Sex of the household heads does not have comelation with WTP. This 1s 1n conform(ly
with o study olso conducicd in Toanzania (Lwambo ¢t al., 2005) where 78% of households

who were not willing to pay onything for Commumty Hecalth lasurmnce had male
household heads nnd 20% had female household heads.

Futthermore, the cocflicient of oge is onother deterrminant which does not have

corrclation with the WP, Similar to this i 5 study conducted in Tanzania (Asgary,
2004) where age o f household head showed to afliect the \WTP.,

Other factors such os marital stotus, occupation and oducalion indicalor vaniables do not

bave o sigmficant cficct on the willingness o pay. This is however dilferent ljr?m
.ous research (Asfaw ct al., 2008) whese the aforcmentioned variables have positive

previous U |

correlation with willingness to pay fos heal h insuyance.

wh good
catth statas olso influcnced the willingaess 10 pay (Table 4.5) Ly g = g 1

health sintus were willing 10 p3y far morc bigber

- .- o sjudy where health status 0 | '
T i royr health tnsurance (Alagubs ct al.. 2008). ‘Fhis study smplies

report good health wese willing 1@ pay for |hc health insurmnce.
t

than the ones with lcss health status

[ houssholds has significant elfect on

their willingness to Py
tliat household heads tha
This indicates thoat willin
of 1isk cross-subsidisation and this s not
y not beobleto affoid.

1o pay 5 related obility 1o pay. However, tis indicales -
c
S sutpr:sing because the rich could afford payment

while the poor ma
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The cocfficicnt related to living standaid bas positive impact and statistically significant
on the willingness of households to pay. Richer households are willing to pay higher
amounts thun the poor. Closely related to these finding is o rescarch recently conducted

where less weaithy houscholds or individuals were willmg to pay lesser omounts {Ichoku
ct. al., 2010).

The higher the income, the grester the likelihood that people would be willing to pay,
conlirming economie theosy and other literature that assest that the ability to pay ond
WTP ore closcly related. Another siudy done in the castern part of Nigeria in 2009
showed that the willingness to pay is linked with the socioeconomic status (Onwujekwe
ct al., 2012). This result is not swprising because the rich could affoni payment while the

poor may not be able to affotd. This indicates that willingness to pay is rclated to
households’ living standard.

The implication of the indmg suggests that income of the rural dwellers has a positive
and consistent signilicant impact on the willingness (o pay; this fusther implics that the
more the mncome of the household heads tncreascs, the more they are willing to pay for

the health insumnce.

5.4  lmplicatlon of the findings

The implication of these research findings is not limited 10 the rurnl heolth sector.
suggests thot contingent valuatioo method may show to be a practicable meihod of

coliccting information on mdividusl’s willingness (o pay for public health services in

developing countrics.

The results of the study provided evidence for pOIiC)'mnlfcrs 0 cxpanc-it:g [:mncinll
prolection to millions of Nigenaps that ai€ presented uwd especially the rma
rs. 11 also mdicated a potentiol demand for health insurance aCross the co:o:;);
there is high level of willingaess 10 ervol and pay by househo

dwelle

From the analysis,

sccue of affordable pric
However, the issuc financial Sustainability of the programme.

c is sti}l o challenge o gunraniee the mnimum sze

of enrolees that will be requincd for
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5.5 Conclusion

The results of this study bave shown that people are willing to join ond psy for the
volunfary contributor social health insurance. The smounts indicated by the respoddents
should be viewed as ooly evidence to support the hypothesis that the rusal dwellers arc
w;lling to pay and not 0s the exact amounts, they will be able lo pay ot time of
smplementation. One of the major basriers 1o paying for the scheme is access o financial

means of payment. Majority of the study population were williag 1o pay less than N500
per individusl per month to join.

This research study provided evidence (or health policy makers in expanding linancial
protcction to millions of Nigenans that arc presently uminsured. It also indicared a
potential demand (or health insurance by sural dwellers. The analysis presented that there
1s high level of willingness to pay for VCSHI by houscholds. Though, the issue of
offordability is slill o challenge 10 guarentee the minimum size of corolecs 1ho1 will be

required (or linancsal maintcnance and sustainability of the proglamme.

In Nigeno. payment for health carc is predominanily through out ol pocket. Such
paymcnis place hcovicr burdens on the poor compmed 10 the sich. In fact in mony
countrics, scveral people are impovenshed by out of packet payments. In response 1o the
huge burden created by out of pocket payments, severnl counines have staried making
provisions (o cover their population. Such provisions are usually couched in terms of
health insuranco schemes, progranumes or system. Nigeria is ol on cxception in this
regonl. Health insumnce is expecled to serve as on altcrmative to direet out of pocket
payments such tbot people do not have to pay lor health care mi the point of uulization,

The implicd importance of health insurance usually spurs up people’s 1atcrest in joining,

5.5 Recommendutlow

Boscd on this study the following arc rccommend et
1. These is the necd for proper AWAICNESS creation about heahh insurance. This can

be addressed by involviog uadiuonal chicls and other stakcholders.

2. Subsidy should be gfvcn to the vety poor who may sot bo able to access health

carc sctvices 8iven their low level of income.
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5.5 Conclusion

The results of this study have shown thot people are willing o jomn ond pay for tho
voluntary contiibutor social health insurance The amounts indicated by the respondcnts

should be viewed as only evidence 10 support the hypothesis that the tusal dwellers are

willing to pay ond not as the cxact amounts, they will be oble 1o pay at time of
;mplcmcnlnliOn- One of the mojor baiticrs 1o paying for the scheme 1s access [0 {inancsal

mcans of payment: Majonity of the study population were willing 1o pay less than NS00
per indwidual per month to join,

This rcscarch study provided evidence for beslth policy makers in expandiog financinl
protection to millions of Nigenaos thot arc presently uninsured. 1t also indicated a
potential demand for health 1asumoce by rural dwellers. The analysis presented that there
is high level of willingness 10 pay for VCSHE by houscholds. Though, the issuec of
allordability is still a challenge 1o guasantee the minimum sizc of enfolecs that will be

| required for (inancial maintcnance nnd sustainability of the programme.

In Nigeria, payment for health care is predominantly thsough out of pocket. Such
paymceints place hcavier burdens on the poor compaied 1o the rich. In foci in many
counuics, scverol peopte are impovetished by out of pocket payments. In response 10 the
huge burden created by out of pocket payments, several counines have staried making
provisions 10 cover (hcir population. Such provisions sre usually couched in tenus of
health insurance schemcs, progiammes or systemn, Nigcria iS not 8n cxccpuon 1a this
regard. Health insurnnce s expected 10 serve as an altermative to ditecl out of pocket
payments such that pcople do not have to pay for health care at the point of uulazation.

The implicd importance of health insurance usually spurs up people’s intcrest in joining.

5.5 Recoirnicendation
Bascd on this study the following arc rccommended: :
i. There is the aced for piOpcr wBreness creation about geoply syt Shege

be oddressed by invoiving mditonal € hicfs and other stkcholders,

2. Subsidy should be Biven 10 the ve1y poor who may not be able to acceD health

carc services given thcir low level of ineonie.,
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Serial number

wILLINGNESS TO PAY FOR VOLUNTARY CONTRIBUTOR
sOCIAL HEALTH INSURANCE IN ERUWA, OYO STATE,
NIGERIA

, Ojezele Samuel, 3 Master student of the Deparamen of Halth Policy snd Maragoment ic the Faculty of Public Heald,
epof Ibaddan, T am conducting a atudy on Willingness to pay for voluntaey contebutor sacisl health Insurance.

muid ke 10 ask you some questions, which will take a few runutes of your tene. Infomuaeon given by you will be treated
8 cooficlennality and wiil aot have any impsact on the care you w1l receive at any health facility, Tlowever, your candid
geven to e following questions will be appteciated. You may chioose to paucipste or not to and as 3 paruciPant, you may

posc to 210 withdraw me any ime without any harm 1o you.

bank jou for your anuctpated coopcerion.

Weald you like to participate? Yeso$, Nas2 (f No stop interview) { ]

e R e o T

T GENERAL INFORMATION BRI T - e A e

AL Bsd Name-;
- Cok i1 )
| AL Household Size { X 1
AL Dreaf Interzen: (11 ML
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Wil wa s e mDst rece.t ype of akine sa or poor health condfiSon. b ths housse ol with

C1
e past one Monti?
Cia Mol Yas=1, No=2 [ )
C1b  Typhald Yes» 1, No =2 [(7H)
Clc ODuntea Yes=1, No =2 [ )
Cid  Oter (spealy) Yos=1, No 2 [ )
c?2 ::;f;do heksha Erst saok resbrert? Interviewer Do not read SisL Marh firal response
C2s  Traddonalheater Yos=1, tio=2 [ )
€D  Home/Sel Med@lon Yes» ), No=2 )
C2c  Chenist/patent medicne siors Yesat, to =2 [ )
Cd  Commungy heakh worker Yass1, Mo w2 [ )
Cio  Prmory Heal cemer Yes=1. No =2 ( )
CZ Pl (ganers!) haspital or clinkc Yos=1. No 32 [ )
C2g Pavam hmpial or cinic Yes=1, No =2 [ )
Cy  Other (specity) Yas=t, No=2 [ )
€3  Walform ol rarspotaton did himher use idteach the bcaton oobhaln reabyent?
Cl Personal vehce Yes=1, =2 [ )
Clb  Bus(public transpon Yeso !, No =2 [ )
Ck Tax Yes=1.No=2 [ )
Cd Okica Yes=1, No=2 T
Cl Wabad Yos=1, No =2 [ )
cY ouen (.md’} Yos= '. to =2 [ ]
C4  Mowlongdis i aks toget tothe locaton of osatnenm (LSS Ui {Snins = |
1530mins = 2, 30-thow =3 [ )
Moro Bhan § howr's {
Move than 2 bours =5
C%  How long did it ke Wmoeive watmonr? Less than 15mins = |
a2 § 153005 = 2. 30-thowr =3 I
More than [ howra ¢
Moo than 2 hows 335
c6 Howmudi was spen! on transpartaton [0 receiva Dis Reco Amoud )
yeadtvent (loand ho)? —
CT  Howmuchdid It cost o recaive dis rmatreni oy Record Amoa |
cost of registrationcad, oost of drugs. Bboratry R ek,
X373, ek)? T 2
cnen » s Vi wﬂ ('ym.]
C8  Howwo you generaly e the qually ol atde 2&:4. pmr:jw (]
heakh tachty?
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-'*| Howwas the reavymo i paid ke? Liple rospon

B!Mocutli*mwmmm ..

- - ———

=
|

Outal podat Yas= 1, No w2

' e
Db Bomowed moneyiook & loan Yas=1, No =2 |
Ofc  Soid housshold movable assats o lind Yos=1, No 12 (8=
Dig  Paymenlwas subsideed Yesas, No=2 jmn)
D1e [nstafiment Yos=1, No=2 sy
D1f Communty soidaily'someons ehe pais Yos=1, No n2 ( |
Dtg In-kind Yes=1, o =2 [ ]
" 0th  Ohen (speciy) Yes=1. Mo =2 {r 4
i
I
|
6S
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Mfow was Dw reavment paxd for? Enurmrdlor;

=TT e i ————

mRsponses a alowed)

Dila  Outol pockel Yes=1, No=2 { )
Dib  Bomowed monoyhook & ben Yos=1, No =2 [ ]
Dk Sod hosehold movable assats o keid Yes=1, No=2 [ ]
- D1d  Paymemi was subsiczed Yass 4, No =2 [ ]
D1s Inslalunen) Yas=1. Nos2 [ )
DIf Communily soldarifyhomoone else pais Yes=1, No=2 Al
Dig  InXind Yesz |, No =2 ( )
Dih  Othen (specty) Yes=1, No =2 ( ]
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.SCCIINEO {or EbCil’llg w b1 ce
Schane

(Tntcevicwee: Now, I woukl Lke to ask you about your kve) of WI'P (or a proposed voluntary
contsibutors health insurance schame for youesell ami oiher family mcoshess).

Most of the ame when people 61 & ticy ad (0 2dopt wanoas ways of copmg wuh sueh an evex thas ncdudes sefing
off of peacmal belongings such as anyrals, clecaosme gadgens, and if kcnse, land arx] lainded property. Sometoes abo,
bowscbokh tend to reson 10 boow money fromn dheir neighboss, the rebgiows oganzavoe: of frcnds. Tha s beawse
thexr © 2lajs a desse to get beder agam and if possible, quickly. If de oxfvaual oz houscbold fails m obaamrg
Gruodil help, ofien umes the sick ilivsdin! bas no option Ian to rmm @ e stk 10d begin K detwacoie. Ochers
deale at this pow! to go for ¢heaper alienatves, wixh aeght notbe cfbeadous such a3 he use of raditoral bealeo and
aediol practoonen. The scenino abo wonc f 1the Gmly fnaly cbams frmanddl assinnce enly 1o &icover  that pant
dual the sk ndnarho | has greeo .

Now, conmdenng tw finaoaal bunken arl other nsiw you (houschold and axdaviiuals) anght Goe, vobuitaty conmbuioe
healh -sysuomec sheme for your bousehold which will help solve de problen of sowong money especaly uhen an
mdnadusl BB dl When this scheoe o tnsculed, 10 gous jaen, yon ul thea be ezpeced o pay & cxmn towunt as
pemaxn.  [f gou Pay the preomom, jou will ant pay for the fllowwng servwrs offered you/jorr household 31 oty
public/qmeate healh Bolisy for the peaod of » pear  These jadude: Oapuort e + rmoawbbs, Prinled dng +
Pummraaal an (10% opomwel) Digwd: st (Lob + Xwggh Moty wn [fux be fothih Caslotm s@b peasin
Ex coumuiime, oot aed ain, Privetre deats!) am ued pres nlef Phyciadberspy saniss, lsemwryatos. femlh) pboxy, ask oad pevt
salol om, Loy ey canf/lHealkd cduatoe, Loly muk prodeis/nbbktas]/ orcz) kath

E2g Omeon (speaty) Yasz[, No =2

E3  Wayou ba wiing bt lo he VCHIS? Yas={, No 52, Oonlinow ®» 3
E4d I noor Donl know, wity?

Qno  Question Oplions Recoiding boz
€1 VM you bewling o arvoll for the VCHIS? Yas=1, No =2 Don? know = 3 [ ) {£3
E2  1no or Donl know wiry?
E2a ladkd yusi Yasa), Mo =2 [ )
E2b RelgovCorr| 8elel Yes=1, No=2 [ ]
Ez Polecal Yes®}, No =2 [ )
E2d Hesthabus Yas=1, to 52 [ )
E2e Household Stze Yes=1, No=2 [ )
E2 Franaal Cornsennton Yos= 1, No=2 [ )
[ )
[ )

1=-E$
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Eds  Lackol bust Yos=1, No =2 (]
“Eéb  RebgonCistaal Belief Yes=1, No =2 [ ) B
E4c  Polocal Yes=1. No =2 "
E4d  Healt stans Yos=1, No =2 [ )
Ede  Househod Size Yes=1.No=2 [ ] ~
E4l  Fhandal Corsideraton Yos=1, No =2 ( 1
E4g  Others {specty) Yes=1, No =2 [
ES  VAlyou be wiling loeival other meirbers of
your hause hoid in e vounta fy eon trdxsor Yos=1, No =2 Don] know = 3 [ 1 23-€7
nsurance scherre?
3 'y':f:ﬁ""; o :‘zg;"““‘”‘” NOUEROd 3% iarber of Mouse hold i rber [ 11 ] —E8
E7 i no or Don know, why?
E7a Lockof tusi Yos=1, No =2 [ ]
E7db RolgonTubissl Belef Yos=), No=2 [ )
E7c  Powedl 2 Yas=1, No=2 [ )
E7d Heathsubs Yes:=1, No =2 [ 1}
E7¢ Household Stre e Yesz1, No =2 _Ll ]
E?  Fhands!Consioer 5on Yes=1, No =2 [ ]
E7g Oters (specify) In Yas=1, No =2 T
ES WA you be wng o arodafe Ky ofer
manbens of yous housahold ¥ he voluntary Yes=1, No =2, DonY know = 3 [ ) 23-€10
corrtutar heokh nsumaroe scherm ?
E? :::m” ;‘m;g‘ Your Rouss hold a'® ;e of Household Marrbes R
E10s tackof tnsl Yes=1. No a2 [ 1
E10d RebganCudralBabel Yag=1, No =2 ( 1
E10c Paitcsl Yes=1,No =2 [
E10d Heathstahn Yos=1, No =2 ( )
EtDe Housaholl Size Yos=1, No=2 ( )
E10f Fiancl Conadersion Yos=1,No =2 [ ]
Et0g Otwre (specily) Yoso1, No a2 t' 3
S
S
=
g
&
67 %
F -



Fl

SECTION F: WILLINGNESS TO PAY (BIDDING GAME)

Comader your cumend housolald sze and Yesz!, No=2,
axpendtive; would you be wilng 10 pay an Don! know=3
average of N1, 500 per ousehold renber

per mont) for VCHIS?

F2

__month?

If yas, consder a shiaton where hermis maiked  Yos»d, No =2
inpovemenl In e health care dekvety o Your

5a%sch0n, wouldy ou be wllng o pay an

average of N1, 600 per HH rrember per

2—G1

F

¥ yos, consider a stuaton where hfiadon setin  Yess!, Nos2
and cost of heath sapvices increases woudd

yotibe wiling (o pay an average of N1, 700 per

HH menber per mond i?

2—G1

Fé

I yas. kr the pupase of proper malnienance of

heath care kifrasiwrtoes and susirabiily of o

rproved heath syssm , winliste maomumte  Amount
respardent (s wiling to pay per HH manoer per

mont?

—G1

F$

i No, Co=ider asthuaton where he provislon o!

heath services became cheapar, would you be Yes=1 No=2
wiling opay an average of N1, 400 perHH :
mejier parmonds?

1—Gf

Fé

il No, Consldar @ wuadan where here is

adc#ana) subsidy 1o fuider reduce the cost and

make heal care afordotia, would you de Yos=1, No =2
willhg o pdy an averaga of N1, 300 par HH

ma:rber per momth?

1=<G1

it No, araiteng the pandnce of your
hoakh. whalis e mamTum Imxst you ire Avount
pay per HH meuberper month?

—G1
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Does sny menber of he housohold cumenty own sny ol e bm mmm assats?

— —— e — —'-.-—

otus and obllity 1o poy for the

Racording
—ik

"""-"‘_"ﬂt"—l—!-_-.EI'-__-_ = i

L=

Refrigeralor Yos=1, Mo =2 [ )
A Conditoner Yes=1, No =2 FA)
Fan Yos=1, No =2 =]
Rado Cassele Yes=!, Ho =2 [ )
Gas Cooker Yos=1, No =2 ( )
Gemsralor Yes=1, No =2 [ )
Video Yes=1, No=2 [ )
Gih  Television Yos=¢, No =2 i
G1l  Biycs Yes=1, tio =2 b4
GY Mook Yes:1, No =2 [ ]
Gik  Caror Tnick Yos=1, No =2 [ )
Gtl  Badimetiess Yes21, No=2 (]
G2  \Whalls b mein lype of kel faciitydoes  Toilef on Walor = 1,
e howsshokd 1547 Rush (o Sewer o 2 Flush fo Sepic = 3,
Pad o Bixcket = 4, Covered A Latrino = §, [ ]
Uncovered A (strive = 6, VIP Lalme s 7, Bishshol put =§
G3  Whattype of house? Singie Room = 1, Apartred or Flat = 2,
Ouplax = 3, \Whols Buiking » 4, Qs = § [
G4 Wl lsthe mah souce of drinking Ppe-8oma 3 1, Untrested Pipa= 2,
waler jo¢ s household? BomhaleMand Pum9 = 3 Profecied Vel = 4
Unpeolectod Well or Rasme®er = § [ )
Rivev, Lake or Fond = 6, Yandor or Waler Tk = 7,
Qlhers a B
G5  Whatisthe main luel used for cooking  Eitswnodc ), Chaoodd 3 2 Hamsowds 2
Gas = 4, Escyaly = 5 Crop Residue or Sewdus! s 6, { )
Arimal Wasto = 7, Other = &
G Whatlshemanmimislofwallofyowr Mud=!, Stowos 2 Buny bricks = 3,
howse? Cemen oiconcreie = 4, #Wo0d or bembog = § [ )
tron sheals = §, Cardoad= 7 Other=q
G? Whlishemanmolmelioltefoorol Ewthormud= 1, Wood ortde 3 2, Aank » ) [
o howsh? Conorele s 4, Difor simw s 5, Other = § ]
Amount ( ]
GB  Hownuch dd your houséhold spend
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