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5. Safety nets for the poor and equitable health care financing

Nigeria faces many challenges, not least high mortality rates and high poverty levels. Approximately
52% of Nigerians lived on less than $1 per day in 2004, one of the highest poverty levels in Africa.”’
Nigeria has a maternal mortality rate of 1,100 per 100,000 live births*? and infant and under-five
mortality rates of 100 and 201 per 1,000 live births respectively.® There are major differences in
poverty and mortality across Nigeria, with poverty rates ranging from 91% in Jigawa to 21% in Oyo
State, and the IMR ranging from 129 and 136 per 1,000 live births in the Northeast and Northwest
respectively to 74 and 81 in the Southeast and Southwest respectively. Achieving the Millennium
Development Goals within this context will be an enormous task.

Spending on health care is very low, estimated to be about US$ 23 per capita in 2004, according to the
latest World Health Organisation’s (WHO) National Health Accounts database (http://www.who.int/
nha/country/en/index.html). The WHO database also estimates that public sector spending on health
care only accounts for 3.5% of total government expenditure, which is the lowest in Africa apart from
Burundi. This is also extremely low in the context of the commitment by African Heads of State to
devote 15% of government funds to the health sector. This means that health services in Nigeria are
largely funded through out-of-pocket payments (i.e. direct payments by a patient to a health
care provider, either in the form of user fees at public sector facilities or direct payments to private
providers). Nigeria has one of the highest levels of out-of-pocket payments in Africa, with 63%

of total health care expenditure being funded from this source. Given the very high levels of poverty,
it is extremely difficult for Nigerians to have ready cash to pay for health services at the time that care
is needed.

Nigeria has one of the highest levels of out-of-pocket payments in Africa, with 63% of total
health care expenditure being funded from this source. Out-of-pocket expenditure on health
is both a major obstacle to accessing health care and can drag already poor households
further into poverty

These problems with the current health care financing system have been recognised by the Federal
Government which in its National Health Financing Policy of 2006 committed to the following:
« Government at all levels (Federal, State and Local Government) seeking to allocate not less
than 15% of their total budgets to health;
« Minimising the burden of out-of-pocket spending;
« Making financial provisions for poor and vulnerable groups in the form of direct payments,
subsidies, paying for insurance contributions or any other methods; and
« Encouraging expansion of National Health Insurance Scheme coverage to the informal sector.

PATHS supported the introduction of two broad categories of safety nets in Nigeria. The first category
assists vulnerable patients to cope with health service and associated costs, such as the costs of
transport to and from a health facility. This category includes schemes such as deferral of fees,
emergency loan fund schemes and community-based health insurance. The second category relieves
patients of health service costs altogether. Schemes that fall into this category include exemptions for
the very poor and free maternal and child health care. Some schemes, such as deferral and exemption
(D&E) schemes, include both types of safety nets.

A number of safety net initiatives have been introduced in Nigeria in recent years, particularly D&E
schemes (e.g. Ekiti and Jigawa), emergency transport schemes and emergency loan funds (e.g. Jigawa
and Kano), subsidised emergency obstetric care for the poor at mission/faith-based facilities (e.g. in
Enugu), and free maternal and child health care (e.g. in Jigawa, Kaduna and Kano).

*'World Bank, 2006, Nigeria Poverty Assessment, Washington DC: World Bank.

*World Health Organisation, 2007, Maternal Mortality in 2005: Estimates Developed by WHO, UNICEF, UNFPA, and the World Bank, Geneva: WHO
*3National Population Commission Nigeria and ORC Macro, 2004, Nigeria Demographic and Health Survey 2003, Calverton, Maryland: National
Population Commission and ORC Macro.

128 PATHS Final Programme Report



Deferral and Exemption Schemes

D&E schemes are linked to a programme of improving the routine supply of low cost, high quality
drugs in public health facilities through Drug Revolving Funds (DRF). Deferrals are directed at those
who have a temporary problem in accessing cash and allow patients to delay payment for health
services. Exemptions waive the full cost of a health service and are aimed at patients that are extremely
and chronically poor who are unable to pay for health care at all. DRF medicines are marked up by 4%
to fund deferrals and exemptions (increasing the mark-up beyond this level would increase the price
of drugs to an unaffordable level). D&E has been introduced in 17 State facilities in Jigawa and 21 State
hospitals and 37 LGA PHC facilities in Ekiti. Hundreds of patients, who would not otherwise have been
able to access health care, have benefited from these schemes.

Emergency Transport and Loan Funds

The emergency transport scheme (ETS) is a collaborative initiative with the National Union of Road
Transport Workers, which recruits and trains drivers in remote rural areas to transport women with
delivery complications to hospital. These drivers charge only for their fuel costs. The emergency loan
fund (ELF) consists of community contributions to fund transport costs associated with obstetric
emergencies and provides an important mechanism for shared community responsibility for maternal
health. ETS and ELF were specifically initiated to address high maternal and infant mortality and
have been introduced in 90 villages in Jigawa and 65 in Kano. An average of about 174 women with
obstetric emergencies in Jigawa and 154 in Kano are being transported per month.

Free Maternal and Child Health Care

Free maternal and child health care, funded by the government, has been introduced in a number

of States. Again, this policy is specifically seen as a means of reducing maternal, infant and under-five
mortality. In some States, while there has been a policy of free MCH for many years, adequate
government funding has not been provided to implement the policy in reality (e.g. in Kano less
than N50 million per year for a population of approximately 9 million). In other States substantial
government funds have been allocated to the programme (e.g. in Kaduna over N7 billion a year for a
population of approximately 6 million). Kaduna introduced free care in September 2007, and between
September and November, a seven to ten fold increase in deliveries occurred and new ANC visits
doubled in a sample of facilities.

Subsidised Emergency Obstetric Care

Enugu recently introduced a pilot safety net scheme in a district without a public sector district
hospital. Poor patients using emergency obstetric services in specified faith-based hospitals were only
charged a fee similar to that in public sector hospitals. The rest of the normal fee at these hospitals was
covered initially by PATHS and later from government funds. About 60 patients have benefited from
this public-private partnership in the first year of operation.

N

Community members,
Duhawa Village, Jigawa
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Abbreviations and Acronyms

ANC Ante Natal Care
BCC Behavioural Change Communication
BEOC Basic Emergency Obstetric Care
CBO Community Based Organisation
CDbC Community Development Council
CDCC Community Development Co-ordinating Committee
CcDhpP Community Diagnostic Programme
CEO Chief Executive officer
CEOC Comprehensive Emergency Obstetric Care
CHAN Christian Health Association of Nigeria
CHEW Community Health Extension Worker
CMS Central Medical Stores
CSN Catholic Secretariat of Nigeria
CSO Civil Society Organisation
D&E Deferment and Exemption
DFID Department for International Development
DHB District Health Board
DHIS District Health Information System
DHS District Health System
DOTS Directly Observed Treatment Shortcourse
DMA Drug Management Agency
DPRS Director Planning Research and Statistics
DPT Diphtheria, Pertussis and Tetanus
DRF Drug Revolving Fund
DSRF Drugs and Services Revolving Fund
EDL Essential Drug List
EDS Essential Dataset
ELSS Expanded Life Saving Skills
EOC Emergency Obstetric Care
ESSP Essential Systems and Services Package
FCT Federal Capital Territory
FHC Facility Health Committee
FMoH Federal Ministry of Health
FMS Financial Management System
GLRA German Leprosy Relief Association
HAST HIV, AIDS, STls, TB
HCP Health Commodities Procurement Project
HIV/AIDS Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome
HLSP Health and Life Sciences Programme
HMB Hospital Management Board
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HMIS Health Management Information System

HPI Health partners International

HRM Human Resource Management

HSDP Health Sector Development Programme

HSRP Health Sector Reform Programme

IGR Internally Generated Revenue

IMCI Integrated Management of Childhood lliness

IMNCH Integrated Maternal Newborn and Child Health

IMPACT Improving Management through Participatory Appraisal and Continuous Transforma-
tion

IMR Infant Mortality Rate

IPCC Interpersonal Communication and Counselling

ISS Integrated Supportive Supervision

JHU/CCP Johns Hopkins University Center for Communications Programme

LATH Liverpool Associates in Tropical Health

LGA Local Government Authority

LHA Local Health Authority

LSS Life Saving Skills

M&E Monitoring and Evaluation

MCH Mother and Child Health

MDGs Millennium Development Goals

MLSS Modified Life Saving Skills

MolLG Ministry of Local Government

MSP Minimum Service Package

MTSS Medium Term Sector Strategy

NAFDAC National Agency for Drug Administration and Control

NDHS National Demographic and Health Survey

NEEDS National Economic Empowerment and Development Strategy

NCH National Council for Health

NGO Non Government Organisation

NPHCDA National PHC Development Agency

NPI National Programme on Immunisation

oIC Officer in Change

OOoP Out of Pocket

PATHS Partnership for Transforming Health Systems

PCN Pharmacy Council of Nigeria

PDPD Policy Development and Planning Directorate

PEM Public Expenditure Management

PHC Primary Health Care

PLWA People Living with AIDS

POC Packages of Care

PPM Planned Preventive Maintenance

PPP Public Private Partnership

PPRHAA Peer and Participatory Rapid Health Appraisal for Action

PSM Propensity Scoring Matching technique
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QA Quiality Assurance

QAR Quality Assessment and Recognition

RDTs Rapid Diagnostic Tests

REW Reaching Every Ward

RI Routine Immunisation

SBA Skilled Birth Attendant

SCOPE Steering Committee of PATHS Ekiti

SDSS Sustainable Drug Supply System

SEEDS State Economic Empowerment and Development Strategy

SHB State Health Board

SHC Secondary Health Care

SM/I Safe Motherhood Initiative

SMoBP State Ministry of Budget and Planning

SMoH State Ministry of Health

SMS State Medical Store

SMWASD State Ministry of Woman'’s Affairs and Social Development

SNR Strengthening Nigeria's Response to HIV/AIDS

SOPs Standard Operating Procedures

SWAP Sector Wide Approach

TA Technical Assistance

B Tuberculosis

TBA Traditional Birth Attendant

TBL Tuberculosis and Leprosy

T Tetanus Toxoid

T Task Team

USAID US Agency for International Development

WMNCP Woman, Maternal, Newborn and Child programme
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