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ABSTRACT
BACKGROUND/ PROBLEM STATEMENT

Households in Nigeria incur high out-of-pocket payments for health financing due to
insufficient public financing sources for health. Out-of-pocket payment (OOP) in Nigeria is
high, and about 75% of total health expenditure is financed directly by families without
protection from financial risk. OOP expenditures are forms of health care financing, which are
usually regressive and inequitable and restrict the capacity to access health care services at
the point of need, especially for poor and vulnerable households and even sometimes rich
households.

OBJECTIVE

To inform and advocate for improvement in health care financing in Nigeria by examining
current literature on the nature, risk groups, and impacts of out-of-pocket expenditures on
Nigerians in order to formulate recommendations on financing policies based on the findings.

METHODOLOGY

A literature review of the nature, risk groups, and impacts of OOP in Nigeria was carried out
by me using peer-reviewed literature and other published and unpublished documents.
Findings were analyzed using a conceptual framework for analyzing catastrophic expenditures
by Steven Russell. In addition, options for expanding fiscal space were analysed for Nigeria
following the framework proposed by ILO, 2017 (1).

RESULTS AND CONCLUSION

Out of pocket payment is the predominant health financing mechanism in Nigeria because
pooled financing arrangements are grossly insufficient for various reasons. Communicable
diseases such as malaria are responsible for most direct and indirect costs, deaths, and
disability, and also NCDs are on the increase. With no pre-payment financial arrangement and
protection from financial risk, millions of Nigerians, especially the poor, are deterred from
accessing care. In contrast, others suffer catastrophic expenditures and become poorer as a
result of high OOP. To decrease OOP and ensure access to quality health care by Nigerians,
the Government needs to commit to realizing UHC and make more serious work of many of
the initiatives and intentions formulated in policies and strategies. In the short term objective
strengthening PHC and ensuring social safety nets while in the long term general fiscal space
for health needs to be expanded.

KEYWORDS: Health financing mechanism, out-of-pocket payment, catastrophic
expenditures, impoverishment

WORD COUNT:




INTRODUCTION

I am a dentist with several years of experience working in public service. A crucial part of my
clinical practice has been in the rural areas where patient access and utilization of health
services has been limited by out of pocket payment. As a result, most of the individuals, who
are mainly the poor and vulnerable, presented late to the clinic. Sometimes with life-
threatening complications that otherwise could have been prevented. They do not have access
to quality health services due to a weak health system characterized by inadequate funding
and no insurance coverage. They cannot afford the treatment costs, and those who do access
services may suffer catastrophic consequences due to out of pocket payments.

I have experienced the enormous challenges patients, especially the poor and vulnerable,
face while accessing health care services. During my routine calls in the Accident and
Emergency care unit, I have helplessly watched as relatives lose loved ones who could not
receive care because of high OOP payments. This sad and emotional situation motivated me
to choose this topic: Impact of OOP expenditures on Nigerians.

World Health Organization in 2010 estimated that 150 million people incur catastrophic health
expenditures, and about 100 million people become poorer as a result of out of pocket
payments (2). High and unpredictable out-of-pocket spending for health care services may
drive households to spend a significant part of their disposable income and, when severe,
push families into poverty (3). There is a consensus that pre-payment and risk pooling
mechanisms bring countries closer to universal health coverage and reduce financial
catastrophe. Nigeria still lags far behind from moving closer to universal health coverage due
to a lack of financial risk protection despite the commitment agreed by all countries in 2005
to achieve universal coverage and the support for universal health coverage by Ministers of
Health and Finance at the African Union meeting in 2012. (2)(4)

Out of pocket health payments remain consistently the dominant healthcare financing
mechanism in Nigeria (5). Besides, health indices are still very poor even when compared to
African regional averages, with life expectancy at birth at 54.3 years (3). Many Nigerians pay
a significant amount for what is still poor-quality health care. Millions of Nigerians, especially
the poor, are unsure how to pay the medical bills' high cost.




CHAPTER 1: BACKGROUND

This chapter gives background information about the Federal Republic of Nigeria. It describes
the geography, demography, and socioeconomic situation of the country.

1.1 GEOGRAPHY

The Federal Republic of Nigeria is seated in the coastal region of West Africa. It has
approximately 923 769 square kilometers (consisting of 909,890 square kilometers of land
area and 13,879 square kilometers of water area). It shares a border with Chad and Niger in
the north; Cameroon in the east, in the west with Benin, and the Gulf of Guinea borders the
south (6).
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Figure 1: Map of Nigeria Showing its Boundaries




1.2 DEMOGRAPHY AND POPULATION

Nigeria has an estimated 208 million people, accounting for an estimated 2.64% of the world
population, and is the most populated nation in Africa, accounting for about half of West
Africa's Population. It has an annual growth rate of 2.58%, with females constituting about
51% of the population (7). The median age in the general population is estimated to be 18
years, and around 52% of the population is urban (7)(8).

Nigeria is consists of 36 autonomous states and a Federal Capital Territory (FCT), Abuja. They
are further into six geopolitical zones - North-Central (NC), North-East (NE), North-West
(NW), South-East (SE), South-South (SS), and South-West (SW) Zones. Nigeria has 774
Local Government Areas spread across all the states in the country (6). Nigeria is amongst
the most ethnically and linguistically diverse countries globally, with the major ethnic groups
being Yoruba, Igbo, and Hausa. The official language is English, but Yoruba, Hausa, and Igbo
languages are spoken mainly along with over 500 other languages. The predominant religions
are Christianity, mostly practiced in the country's central and southern parts, and Islam is
mainly in the north (6).

1.3 SOCIO-ECONOMIC SITUATION

Nigeria is classified as a middle-income country by the World Bank with a gross domestic
product (GDP) of US$ 448 billion. Real GDP growth was approximated at 2.3% in 2019,
slightly more than 1.9% in 2018, but this is too little to pull the lowest quintile out of poverty
(9). Oil price fluctuation continues to affect the country's growth performance. Between 2000
and 2014, it recorded a gross domestic product growth rate of 7% on the average per year.
However, following the oil price crash in 2014-2016, the GDP growth rate dropped to 2.7%
in 2015 (9). In 2019, growth was primarily driven by information and communications
technology, transport, and an improved oil sector. Agricultural development slowed by heavy
flooding and on-going farmer-herdsmen clashes, and continuous insurgency in the north(10).
More than 50% of the country's population lives below $1.90 a day (2011 PPP). (9) Poverty
is prevalent but unevenly distributed across the country, with the north affected more than
the south (11). The national average of 69% poverty is associated with a rising
unemployment, which is approximated at 27.1% in 2020, up from 23.1% in 2018 (12). This
of course, concerns more formal employment because it is often difficult to talk about
unemployment for a great majority of the population that has informal jobs.




CHAPTER 2: PROBLEM STATEMENT, JUSTIFICATION, OBJECTIVES, AND
METHODOLOGY

This chapter describes the identified problem that this study is addressing and justification for
the choice of topic. The study's objectives and the methodology used for the research are also
outlined and the conceptual framework introduced.

2.1. PROBLEM STATEMENT

Governments worldwide have committed themselves to move towards universal health
coverage (UHC) for their people, implying that everybody gets the health care service they
need without incurring financial hardship (2)(13). Although countries have expressed
determination to explore alternative financing arrangements (14)(15), several low and
middle-income countries, including Nigeria, lack well-structured and practical frameworks for
financing healthcare and achieving universal coverage for health services (16)(17). It leaves
the populace with no other choice than out-of-pocket payment (OOP) for health services at
the point of access to these services and when they need them (17).

Revenue for health financing in the Nigerian health sector is a combination of tax revenue,
out-of-pocket payments, donor funding, and health insurance (social, private, and
community) (18). Public financing (pooled resources) of health services is mainly from
government budget allocations (tax), a small share of national health insurance (NHIS)
premiums (only formal employees, mostly at the federal level). Also, a part of external aid
(low because Nigeria is a middle-income country) that passes through the Government
contributes to it. Being a commonwealth country, Nigeria has basically "inherited" the tax-
funded financing model with public government services funded through general revenues
(19). However, revenues in Nigeria are meager; even worldwide, they are at the bottom.
Revenue is composed of tax and non-tax income. Non-tax income has immensely been
affected by a prolonged period of weak oil prices worldwide. Also, tax income is meager even
compared to other (low income) countries (20). When the General Government Expenditure
(GGE) is low, there are always competing priorities, and different ministries employ advocacy,
lobbying, and diplomacy to get increased funding. Since no additional funds are available,
allocation to other ministries must be reduced for increment in another ministry allocation.
However, these sectors often are represented by groups with vested social and political
interests, and as a result, the priority for increased fiscal space for health is low (21).

Although Nigeria's GDP per capita at purchasing power parity (PPP) increased from US$5,190
in 2017 to US$5,348 in 2019 (9), budgetary allocation for health in Nigeria has been low and
insufficient; for the past ten years, it has remained below 6% of General Government
Expenditures (GGE). In 2017, the Domestic General Government Health Expenditure (GGHE-
D) was 4% of GGE, down from 5% in 2016, as shown in figure 2. It is a default on the
commitment to spend at least 15% of the national budget on health due to the agreement
reached in the 2001 Abuja declaration (4)(19). In 2011, the World Health Organization

3




reported Nigeria among countries with insufficient progress towards the Abuja 2001
Declaration (4).
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Figure 2: Domestic General Government Health Expenditure (GGHE) as part of
General Government Expenditure(22)

The insufficient spending on health by the Nigerian Government is further evident when
relating domestic government health expenditure to Gross Domestic Product (GDP). The IMF
World Economic Outlook in 2018 reported that, as a share of GDP, domestic general
government health expenditure (GHE) was only about 1% in 2017, as against the 5%
recommended by WHO (23). It is low, considering the increased demand and consumption
for medical care, especially by the rich and the urban (24). The low prioritization of the health
sector in the Federal Government's budget is partly responsible for its insufficient healthcare
funding. It has been the trend for several years. Although Nigeria's weakening macroeconomic




and fiscal context contributed to inadequate spending and investments in health in the last
20 years, even in economic boom times, spending has been consistently low compared to
countries of similar financial status (25).

The domestic general government expenditure on health as a share of Total Health
Expenditure (THE) was 14% in 2017, decreasing from 16% in 2015 (22). Consequently,
households are compelled to increase their out of pocket health expenditures to fill up public
funding insufficiency. Recent data from National Health Account shown in figure 3 revealed
an increased to 77% as a percentage of THE in 2017, up from 75% the previous year,
indicating that most of the financing for health in Nigeria is borne by households (22). About
70% of the Nigerian population lives in poverty below $2 a day, with most Nigerians' low
capacity to pay for health care services (9)(26). With the lack of adequate risk protection
mechanisms such as fee exemptions, health insurance coupled with the low Government and
pooled health funding of the public health care system, the cost of seeking care is unaffordable
for most people in Nigeria (27).

OOP (% of CHE)

2011 2012 2013 2014 2015 2016 2017

Figure 3: OOP as a percentage of CHE in Nigeria(22)

Almost two decades since the onset of the National Health Insurance Scheme (NHIS) in 1999,
it has not substantially impacted the fiscal space for health in the country. Its coverage is
limited because it is not compulsory and excludes the large informal sector, plus most states
are reluctant to buy-in (13). Currently, only about 5% of the population, mainly federal
Government employees, are subscribers to the scheme, and about 1% of the population has
voluntary private insurance. In terms of volume, the NHIS contributes around 1% to its overall
health financing (22). It leaves most Nigerians without any form of financial protection from
healthcare costs beyond the grossly underfunded public services (24). Additionally, there is
inequitable budgetary allocation and distribution of human and infrastructural resources
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among the three levels (primary, secondary, and tertiary) of Nigeria's healthcare system. The
insufficient funding for health has led to the shortage of human and material resources to
provide quality and affordable care for the people (28).

An underfunded public health service can lead to informal fees (under the table payments,
part of OOP), referrals to private pharmacies because of drug stock-out, or people patronizing
informal providers (e.g., traditional), and public services are perceived to be of bad quality.
It has also led to catastrophic expenditure among many households and pushing many of
them below the poverty line to pursue healthcare (29). The high cost of health care has
contributed to poor access to health care, lack of treatment adherence, delayed presentation,
and increased likelihood of complications and mortalities. It may partly account for Nigeria's
low health indices compared to Africa's average (17). For example, due to the financial burden
caused by OOP payments, adherence to TB treatment has been affected with resultant poor
health outcomes and impact on the economy (30). Furthermore, intergenerational inequality
may widen if the households' have limited ability to finance their children's health and
education (8). Households are thus, often confronted with the dilemma of whether to pay for
health services or pay for other basic needs such as shelter, food, or the children's education
(31). Households may resort to reducing expenditure on essential non-medical goods and
services, be forced to sell property and assets, incur debts, and divert funds meant for
children's education to meet healthcare bills (32).

2.2. JUSTIFICATION

Universal Health Coverage, the umbrella indicator for SDG-3, is only achievable when a
sufficient and sustainable level of funding of the health system can be achieved, with a
decrease in inequalities in access. Besides, the health system can only function optimally in
providing risk protection to the population when the population can access health services
without incurring catastrophic health expenditure. Hence, there is a need to understand the
nature and the impacts of OOP on households in Nigeria: on what do they spend the most
money?; what are the consequences?; how do people cope with these OOP payments?; and
which groups are significantly affected?

However, there are limited reports that have wholly characterized the OOP spending.
Similarly, few studies are identifying the financial burden of specific diseases on Nigerian
households. This study seeks to review the literature to examine and explore the nature and
the various impacts of Nigerian households' health spending. This review intends to
understand better the impacts of OOP health payments on catastrophic health expenditure
and impoverishment in Nigeria in recent years. Results from this study will guide the
Government and other stakeholders on targeting measures and reducing out of pocket health
expenditures.




2.3. General Objective

To examine the nature and impacts of Nigerian citizens' current health spending to formulate
recommendations Federal Government to reduce out-of-pocket expenditures while promoting
universal access.

2.3.1. Specific Objectives

To describe and analyze the organizational features and financing arrangements of the
Nigeria Health system and the challenges for the expansion of pooled financing
arrangements;

To examine the nature and impacts of out-of-pocket healthcare expenditures on
Nigerians;

To describe household coping strategies in response to out-of-pocket expenditures;
To formulate recommendations to the Federal Government to reduce out of pocket
expenditures and mitigate its consequences for the poor while promoting universal
access

2.4. METHODOLOGY

Data collections: The author did a comprehensive literature review. Peer and non-peer
literature were sourced using Google scholar search engine and as well as from PUBMED,
National Health Account, and Global Health Databases. Articles and reports were also
identified from relevant organization websites such as WHO, NHIS, Federal Ministry of Health,
National Population Commission, PharmAccess, and World Bank. Search keywords used are
presented in table 1. Only articles in English relevant to the study were selected after reading
the abstract. Articles used were limited to those published between 2010 and 2020, except
some older ones relevant to my work. Snowballing retrieval of texts using the reference lists
from published articles was used to get additional articles manually searched to compliment
the search. Table 2 presents a summary of the search strategies using the keywords.




Table 1 Summary of Search Strategy

S/N

Objectives

Search

Engine/Database/Websites

Keywords

Publication/

Articles

To describe and analyze

the organizational features
and financing arrangement of
the Nigeria Health system
and the challenges for the
expansion of pooled financing
arrangements

Search engine/Databases

Google scholar, PUBMED,
Global Health Database,
National Health Account

Institution Websites

WHO, NPC, FMoH, World Bank,
Pharm Access

Tax revenues, health insurance, out of
pocket expenditure, donor funding/aid,
health financing arrangement, basic
healthcare provision fund, health system
organization

e Peer Review
e Grey
literature

To examine the nature and
impacts of out-of-pocket
healthcare expenditures on
Nigerians

Search engine/Databases
Google scholar, PUBMED
Institution Websites

WHO, NPC, FMoH, IHME, World

Bank, Pharm Access

Out of pocket expenditures, universal
health coverage, catastrophic health
expenditure, health financing
arrangements, health insurance, cost of
illness, burden of diseases, treatment
behaviour, health expenditure impact,
health expenditure effect, consequence of
illness, livelihood

e Peer Review
o Grey literature

To describe household coping
strategies in response to out-
of-pocket expenditures

Search engine/Databases
Google scholar, PUBMED

Institution Websites
WHO, NPC, FMoH, World Bank,

Pharm Access

Out of pocket expenditures, out of pocket
coping strategies, universal health
coverage, catastrophic health expenditure,
health financing arrangements, health
insurance, cost of illness, burden of
diseases, treatment behaviour, health
expenditure impact, treatment behaviour,
health-seeking behaviour

e Peer Review
o Grey literature




2.5. Conceptual framework for analyzing catastrophic expenditure

The conceptual framework used for this thesis review is one derived from previous studies
that have investigated out-of-pocket spending on the lines of the household costs of illness,
coping strategies, and their economic consequences on households. Decisions about
treatment and coping strategies are based on negotiations within the household, and illness
costs are incurred by both the caregivers and the patient. The costs fall on the household
budget with an impact on their livelihoods. Therefore, the household is the preferred unit of
analysis for assessing the costs of illness.

The framework by D. Mclntyre that described the experience of illness, expenditures of
healthcare, and economic consequences was considered. However, the impact on livelihood
was not addressed by this framework. In contrast, the framework by Steven Russell appears
to give concise categorization, and it additionally addresses the impacts of catastrophic
expenditures on households' livelihood. Nevertheless, this framework laid less emphasis on
the reported illness and treatment behavior, and it was limited to catastrophic health
expenditure incurred. Still, it does not address other catastrophic expenses experienced in
anticipation of high OOP payments due to refraining or delaying utilization of needed services.

Individual & household

Health o Social
System Box 3a: Direct costs resources

Box 3b: Indirect costs

Box 6:

Box 7:
Access, fees, Box 2: BDX_42 . Social
IRAFANGE, Treatment Coping strategies networks
quality of behavior (e.g. borrowing)
care

A

A

Box 5: Impact
on livelihood
(assets, income,
food security)

Box 1:Reported
Mness

Figure 4: Conceptual framework for analyzing catastrophic Health Expenditures (68)




From the conceptual framework in figure 4, in response to perceived illness (indicated in Box
1), households make choices about seeking medical care and where to seek such care
(indicated in Box 2). The health system displayed in box 6 is shown as a care resource outside
the household. The household can seek the care they need, both in terms of financial coverage
(health insurance) and direct medical care (treatment). In terms of organizational features of
the financing arrangements in the health systems, the various providers' structures (in access
and quality) are public and private, formal and informal. In seeking this care, households
either enjoy the coverage of insurance or incur costs (in the absence of insurance coverage),
which are termed Iliness costs and broken down into direct costs (Box 3a) and indirect costs
(Box 3b)

While direct costs refer to household expenditures linked with seeking treatment, including
non-medical expenses such as transportation, indirect costs refer to the loss of productive
household time by patients and caregivers. Indirect and direct costs are influenced by the
type and severity of illness (Box 1) and health service characteristics (Box 6) that affect
healthcare providers' access and choice. When illness costs begin to go beyond the
household's daily or monthly budget, coping strategies such as borrowing or selling assets
may trigger (Box 4). When households find it difficult to meet daily food and needs or the loss
of a daily wage due to illness, then a relatively small treatment expense is likely to trigger
these strategies. It includes claims on resources outside the household, such as social
networks or local organizations that offer credit (Box 7). Illness costs and coping strategies
ultimately impact households' livelihoods that ultimately impact people's wellbeing and health
(Box 5). Boxes 1-7 illustrate this paper's focus.

In chapter 3, I intend to provide the background of the Nigerian Health system (box 6),
including an overview of the current financing arrangements and the challenges for
expanding pooled arrangements that are at the basis of the high OOP payments. For the
analysis of the financing options, the model proposed in the working document "Fiscal Space
for Social Protection and the SDGs: Options to Expand Social Investments in 187 Countries"
is used as a more detailed approach to the elements of box 6.

These high OOP provide the background for people's current health-seeking behavior and
their coping strategies: boxes 1-5 in chapter 4; social networks (box7) are discussed in
connection to coping strategies (box 4).

And in chapter 5, I will discuss how the findings of chapter 4 can assist in advocating,
prioritizing, and designing feasible options for expanding fiscal space for health in Nigeria,
and therefore reduce OOP payments, particularly for the most vulnerable population groups.




CHAPTER 3: NIGERIAN HEALTH SYSTEM, OPTIONS, AND CHALLENGES OF POOLED
FINANCING ARRANGEMENTS.

This chapter describes the health system's organizational features. It gives an analytic
description of the pooled financing arrangements and the challenges of increasing the fiscal
space for health in Nigeria to achieve universal health coverage.

3.1. ORGANIZATIONAL FEATURES OF THE HEALTH SYSTEM

3.1.1 Primary, Secondary and Tertiary Healthcare system

The health services organization in Nigeria is complex. It comprises public and private
providers at three levels of healthcare provision (33). The public sector is decentralized. It is
structured into three tiers; primary, secondary, and tertiary reflect the government system's
three arms with a shared responsibility of healthcare provision, but coordination is lacking
(26). The Government at the Federal level, through the Federal Ministry of Health (FMOH)
and National Primary Health Care Development Agency (NPHCDA), is in charge of the overall
policymaking, coordination, and regulation, as shown in figure 5. Additionally, it funds and
controls the tertiary hospitals (33) and disease control programs such as malaria control,
while the state government is in charge of the general hospitals providing secondary level
care and the local governments run the primary health centers, which provides the largest
share of the public sector health care (26). However, the LGA level receives the lowest
funding. It is the least organized government level, which has affected its capacity to finance
adequately and organize primary healthcare, leading to a very frail base for the healthcare

system (33). The tertiary facilities (mostly teaching hospitals) provide specialized services
such as cancer treatment and advanced surgeries. The secondary facilities provide less
specialized services, and the primary healthcare facilities, which include health centers, health
posts and dispensaries provide primary healthcare, preventive and referral services (33).
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regulation Consultation Public Sector Private Sector
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Figure 5: Governance structure of health service delivery(25)
3.1.2 Private and Public Healthcare system

Nigeria has a private and public healthcare system (33). The country's northern states have
a higher proportion of public to private hospitals than the southern (34). Nigeria's public
health sector is run by the Government in three levels as described above. There are 22,853
public health facilities in the country, and the primary health facilities constitute 88%,
secondary 11.7%, and tertiary 0.25%. The federal capital territory and each of the 36 states
in the country have at least a public tertiary health facility, and there are primary health
centers scattered across the country (33). Health service provision in the public health
facilities is weak and inequitable. It is marred by widespread regional inequalities in service
delivery, decaying infrastructure, inadequate human resources management for health, poor
healthcare workers' attitude, weak referral systems, unavailability of essential drugs and
consumables, and low supervision support services and resource availability (26).

The private health sector in Nigeria is increasingly extensive and contributes significantly to
healthcare delivery. The Government inadequately regulates the private sector, and they
mostly provide services based on their discretion. There are 11,323 private health facilities in
the country, delivering 60% of the healthcare services, which are usually primary and
secondary ambulatory care. These include not-for-profit services offered by non-
governmental and faith-based organizations; and private-for-profit providers. This sector also
has traditional healthcare providers, drug shops, patent and proprietary medicine vendors

(PPMVs), and alternative health practitioners who are patronized to no small extent by the
Nigerian population (33).

3.2. OPTIONS AND CHALLENGES FOR POOLED FINANCING ARRANGEMENTS

Fiscal space for health is the ability of governments to expand their spending on health without
threatening the sustainability of its financial position. The Sustainable Development Goals
(SDGs) identifies its crucial role in poverty eradication by mobilizing significant resources for
all sectors, including the health sector, as a critical target for countries to achieve. It is
possible to create Fiscal space for health and sustain it in many ways. This section draws on
the indicative framework outlined in “"Options to Expand Social Investments in 187 Countries,”
examining the following methods to create fiscal space: Mobilization of domestic revenue,
reprioritization of health expenditure, Development assistance aid, increasing efficiency in
health financing as well as debt and borrowing for health financing.




3.2.1. Mobilization of domestic revenues

Health financing for UHC is usually evaluated by whether governments expend sufficiently on
health; therefore, generating adequate revenue is central to a country's capacity in delivering
essential healthcare services (25). Findings indicate that Nigeria's health expenditure over
the past two decades is grossly insufficient. Except huge funding is provided to the health
sector, realizing the UHC goals might be an illusion (35). A favorable macroeconomic setting,
such as economic growth, improved revenue generation, and low levels of fiscal deficits and
debts, is vital to creating general fiscal space for all sectors in the economy, including health.
Evidence shows that macroeconomic growth can lead to a sizeable room for increases in fiscal
space for health, even without increasing the government health spending share of GDP (36).
Since the late 1960s, Economic growth in Nigeria has been mainly by high oil prices, and oil
receipts continue to account for about 90% of fiscal revenues (25). In oil-based revenue
countries like Nigeria, where macroeconomic performance is linked strongly with fluctuations
in oil prices and production, the possibilities for raising fiscal space for all public purposes,
including for health, are also considered to be limited (37). Therefore, when there is
insufficient general fiscal space, health prioritization becomes more difficult, given the many
priorities in Nigeria, such as the North's insurgencies, the Farmers-herdsmen clashes, and
Niger-Delta region militancy. However, to ensure the fiscal space increases in conjunction
with economic growth, the tax revenue contribution to GDP must be optimal. Findings in
Nigeria showed that the tax-to-GDP ratio in 2018 was 6.3%, which is lower than the emerging
markets average of 20% and lower than the regional average (16.5%) and one of the lowest
globally (20). The country's tax base is also narrow, with about 75% of small and medium
enterprises not captured in the tax scheme. The over-reliance on oil revenues, corruption,
and a weak tax administration and compliance system has kept the nation's revenues (both
tax and non-tax) extremely low.

3.2.2. Reprioritization of Health expenditure

The reprioritization of health sector expenditure in government budgets, which means
reviewing priorities in favor of health, is another vital element for fiscal space expansion for
health in existing frameworks (36). The concept here is to reallocate resources from lower to
higher priorities and less useful to a more efficient outcome (38). Favoring health above, for
instance, the military, or agriculture, or education, is an example of prioritizing budgets
between sectors. Over the last decade, some African governments have improved their health
expenditure, reflecting the Abuja commitment for an increased health budget share as a
percentage of public spending on health (39).




Total 15% of
) Total Health Budget
National (Federal Total Gaps (Amount Needed to Meet
Health  Budget Abuja Declaration of 2001 (15% Of

Budget

noge Government) (NGN . s
(NGN Billion) Budget (NGN Budget Size) (NGN Billion)
Billion) Billion)

4695.19 . 704.28 364.90
5067.90 . 760.19 412.93
6060.48 . 909.07 555.53
744118 5 1116.18 736.02
9120.33 . 1368.05 839.91
8830.00 8 1324.50 951.80
10594.36 . 1589.15 1125.35

NGN 4.99 trillion

Table 2: A Brief Analysis of Nigeria’s Budget from 2014 Till Date (Amount in Billion)
Nigerian Naira [NGN] (40)

However, the Nigerian government spending on health is insufficient, and it is lower than the
regional average of 10% and lower than almost any country in the world (25)(41). For
example, in 2016, the total government health expenditure was US$ 2.2 billion, representing
only 0.6% of GDP. An assessment of table 2 above shows remarkable discrepancies in
budgetary allocation to the health sector between 2014 and 2020. While the general
government budget's health share was 7.23% in 2014, it has been declining and was 4.38%
in 2020 (40).

According to the WHO report, Health prioritization on the continent is not directly associated
with a nation's income. Some LICs like Malawi, Gambia, and Ethiopia have achieved the 15%
Abuja target (41). Despite increases in available fiscal space, public health expenditures have
been under-prioritized as the Government struggles to meet other commitments (34). The
de-prioritization of health by many sub-Saharan nations, especially Nigeria, stems from the
fact that health matters are usually not noticeable in political agendas. Findings suggest the
importance of factors such as the prevalence of corruption, poor governance, ethno linguistic
fractionalization, and average education levels in the population as determinants of the extent
to which governments prioritize health (34)(1). Each sector of the economy is important and
advocates for its increased funding. Moving one sector, a step above implies moving another
sector a step-down, and such displacements cannot take place without superior arguments
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given limited resources. No additional resources are available. Therefore, the budget of other
sectors must be reduced to allow for increased investment in another. These sectors are often
represented by some important vested political and social interests in a country. Thus the
process of budget allocation is a highly politicized one and governments have competing
needs (36).

3.2.3. Development Assistance for Health (DAH)

It refers to financial aid and support given to developing countries to assist in health and
socioeconomic development. Agencies usually achieve this and through Development Banks,
contributions of developed countries, and other sources such as philanthropists and donor
cooperation. The donors pool their funds individually, and the funds are channelled through
grants and concessional loans, employing aid modalities such as technical assistance, project
financing. They add little to no direct budget support. Development aid sent through regions
to respective countries is managed by designated parastatals', specifically the federal Ministry
of Budget and National Planning office in Nigeria (42).

External assistance for health has been an essential source of fiscal space in many LMICs.
Development assistance for health has been rising in absolute terms and as a percentage of
total health expenditure in most LMICs. Since the start of the millennium, the large increases
in DAH were partly driven by the signing in 2000 of the Millennium Declaration with all 189
member states of the UN adopting the Millennium Development Goals (36). However, middle-
income countries like Nigeria give brief attention to DAH. It contributes only about 8% to total
health financing in the country compared to about 50% in other African countries like Rwanda
and Uganda (37).

The emergence of global funds initiatives is an essential aspect of additional resources for
health in LMICs. Funds are usually from external institutions such as the Gates Foundation,
the US President's Emergency Plan for AIDS Relief program (PEPFAR), the Affordable
Medicines Facility malaria (AMFm), International Development Association (IDA), the Global
Fund to fight AIDS, tuberculosis, and malaria (GFATM), the United States Agency for
International Development (USAID), and the Global Vaccine Alliance (GAVI). However, these
institutions have policies that change over time, and so Nigeria's health financing transition
will substantially depend on its ability to receive donor aid in the future (25)(36).

Access to external aid falls because eligibility criteria are usually tied to income thresholds.
Therefore, Nigeria, having transitioned from a low to middle-income country in 2008, is
confronted with limited future access to concessional loans, grants, and debt relief. Thus over
the next two decades, it is expected that Nigeria will not qualify for some external aid for
health financing from the World Bank and Global fund as a result of the country's improvement
in economic development and the timelines of funds that are due to expire. Furthermore, with
programs such as GAVI and Global Polio Eradication Initiative (GPEI) transitioning and their
support declining, the Government will be required to increase its domestic funding gradually
over the period (25).




3.2.4. Increasing Efficiency in Health Financing

It refers to increasing fiscal space efforts by maximum use of resources allocated to the health
sector, which requires an improvement in health institutions and policies. Improvement in
efficiency of health expenditure has the prospect to create additional fiscal space for the
sector. The efficiency of health resources could be improved by minimizing wastage and
curbing corruption in the health system.

Despite delegating the delivery of health services to states and local governments, most
health expenditures are at the federal level (43). The National Health Accounts reported that
in 2016, the government health expenditure was 67% at the federal level while state and
local were 26% and 7%, respectively. In Nigeria, this asymmetry between responsibility and
resource allocation in the health sector results in inefficiency and wastage in the utilization of
health resources, with high priority given to administration at the expense of service delivery.
In 2014, the total government health schemes spending on ambulatory health centres and
prevention (full cost of delivering BMPHS) was N3,374 (or US$11.04) per person,
representing only about 8% of government health expenditure, and this was mostly by the
local governments. The federal agencies use power to control and concentrate resources at
the central level while the frontline delivery agencies are poorly financed. Consequently, the
primary Health Care services often lack equipment, basic amenities, and medicines.

Also, a vast share of the capital budget is allocated to the federal level with associated
corruption in the award of contracts and funds diversion resulting in waste and unnecessary
expenditures. Furthermore, frontline delivery units are similarly associated with wastage. A
study in Nigeria revealed large inefficiencies in the health sector, with a 60% average
efficiency based on input-output technical efficiency (44). Reprioritization of public spending
within the health sector is lengthy and technically cumbersome. This knowledge is of particular
significance in a country like Nigeria with substantial resource needs, diverse political, and
massive inequalities. With public spending on health tilted towards high-end care health
facilities, the rich who use it proportionally benefit from it while the poor cannot access
essential treatment a dysfunctional health system (41).

3.2.5. Borrowing for Health Financing

It involves active search of international and local means of borrowing at low charges,
including concessional after comprehensive and dynamic debt sustainability assessment. The
nature of the health sector's relevance and sensitivity allows it to be prioritized for borrowing.
Health spending is broadly regarded as recurrent expenditure, though some have claimed
that it should be seen as a human capital investment that will create taxable returns (43).

According to the Nigerian Economic Summit Group, the debt service ratio is too high and
unsustainable. Although this ratio improved to 72% in May 2020 from 99% recorded at the
end of March 2020, it is still high and unsustainable, making it challenging to meet non-debt
responsibilities such as infrastructural development, and human capital development, and
protection for large vulnerable people (45). The current debt to GDP ratio in Nigeria, a
measure of debt sustainability, is projected to increase to 36.5%, up from 29% in 2019 as
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the country suffers from lower oil prices and demand (46)(47). The servicing of these debts
will take a significant percentage of the national budget to service every year with severe
implications for productive economic investments and the social sector.




CHAPTER FOUR: IMPACT OF OUT-OF-POCKET HEALTHCARE EXPENDITURES AND
COPING STRATEGIES

This chapter examines the nature of out of pocket expenditures: what people spend the most
money on, and who is most affected. It then looks at the impacts of OOP expenditure on
people's livelihoods and their coping behavior in response to these impacts. The role of
community and social networks in these coping behaviors is also discussed. It corresponds to
box 1-5 & 7 of the conceptual framework.

4.1 REPORTED ILLNESS AND BURDEN OF DISEASES

Nigeria's health outcomes are among the worst in Africa, with wide disparities between the
privileged and vulnerable populations (24). The country reported 31% of infants fully
vaccinated in 2018, a maternal mortality ratio of 512 deaths/100,000 live births, and Infant
and Under 5 Child mortality rates of 67 and 132 deaths per 1000 live births, respectively (22).
With a fertility rate of 5.38 and a population growth rate of 2.58% yearly, the country is one
of the fastest-growing populations globally. It is estimated to reach 440 million people by
2050 (48).

According to a report by the Institute for Health Metrics and Evaluation, communicable
diseases including malaria, lower respiratory infections, neonatal disorders, HIV/AIDS,
diarrheal diseases, among others, are recorded as causing the most death and disability
combined in Nigeria (49). Malaria is the most typical illness reported in Nigeria. The FMOH
estimates 60% of outpatient visits, 30% of hospitalizations, and 300,000 child mortality are
attributed to malaria annually in Nigeria (50)(51). Besides, about 50% of the population
experience at least one malaria episode annually, resulting in high productivity losses (52).
The report of a study conducted in Enugu (south-east) Nigeria showed that more than half
of the illnesses (63.7%) reported by respondents were malaria infection (53). Another study
in Abakiliki (south-east) showed malaria, tuberculosis, respiratory infections, and HIV/AIDs
were the most reported diseases. (54). Similarly, malaria was the predominant illness
reported in a community-based study in Benue state, North-central Nigeria (55).

Similarly, non-communicable diseases (NCDs) are increasingly reported in Nigeria, with the
main types being cardiovascular diseases (CVDs), cancers, chronic lung diseases, and
diabetes (56). NCDs account for an estimated 29% of all deaths in the country (57). It is
projected that, due to the aging of the population, NCD's increasing prevalence will have
significant macroeconomic consequences for Nigeria in the coming years (58). A study
conducted in Ekiti (south-west) Nigeria reported that NCDs constituted 64% of admission
cases (59). As shown in figure 8, the estimated proportional mortality attributable to CVDs in
2018 was 11%. The prevalence of CVDs in hospital-based studies across Nigeria showed
20.5% in Enugu (south-east)(60) and 20.1% in Port-Harcourt,(south-south Nigeria) (59).
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4.2 EFFECT OF TREATMENT COSTS ON TREATMENT BEHAVIOUR

In the event of an iliness, when faced with or anticipating high cost consequences, households
decide whether to seek treatment or ignore it, and decisions are also made about the choice
of the provider (formal or informal), depending on the cost, the type, and severity of illness
(box 2). Other factors such as the type and quality of service providers influence the
household health-seeking and treatment behavior.

Studies in Nigeria show that patients do not visit the health facilities for treatment when ill
because of high OOP. A study done among mothers of under-five children in Cross River State
(southern Nigeria) revealed that the women reduced the number of hospital visits for their
sick children because of high OOP costs (61). Similarly, a study conducted in the region
showed that women refrain from child delivery in the health facility because of the cost of
delivery items not covered by the maternal healthcare program and the direct fee paid
informally to the health workers (62). Another study conducted among Ile-Ife (southwest
Nigeria) students revealed that healthcare services' cost poses a significant barrier to seeking
medical attention (63).

It was also reported that high OOP payments reduces the likelihood of seeking healthcare
from formal health providers, and people resorting to informal and often unqualified providers
such as traditional healers and patent medicine vendors (55). A study showed that the cost
of treatment for an iliness determines whether rural dwellers in Ekiti, South-western Nigeria,
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visit informal or formal healthcare providers. Of all the factors identified in the study to affect
health-seeking behavior, the cost of treatment influenced 32.9% of the 1,257 respondents
(64). Results from another study in Nsukka, south-eastern Nigeria, showed that the largest
proportion of respondents claimed that their choice of a particular healthcare provider
depended on their ability to pay for the medical bills. Proprietary patent medicine vendors
were the most patronized, especially by the poorer people, because they offer cheaper
services (65). These studies reveal that households tend to alter their healthcare provider
choice in anticipation of high treatment costs. When treatment cost is relatively high at a
particular facility, patients patronize other facilities with a relatively lower cost or the informal
providers.

4.3 COST BURDEN OR ILLNESS COST

Healthcare costs frequently present significant challenges to households' economic
sustainability, especially in settings with limited resources and no effective pre-payment
financial arrangements (66). The costs of illness for households lead to unfairness in access
to health care, with the poor being discouraged from healthcare access, whereas they are in
greater need of it because of a higher burden of disease (67). In determining the costs of
illness or cost burden on households, two leading indicators were used: direct and indirect
costs, as shown in box 3 of the conceptual framework (68).

Direct healthcare costs (medical and non-medical) are household spending utilized on seeking
treatment. It includes diagnosis, medication, inpatient care, outpatient care, transportation,
and particular food preferences. The indirect costs are measured as the opportunity costs
(loss of productivity) or loss of income of patients and relatives for the whole illness episode
due to morbidity and mortality associated with the disease (69). The human capital approach
for quantifying the indirect cost calculates the lost labor time due to the iliness, which often
denotes a reduced capacity for households to generate income (68).

The cost burden of chronic illnesses on patients and households is enormous. Chronic and
communicable diseases are linked to disability, which can cause severe economic costs to the
individual and their households (70). In a study in southeast Nigeria, the total treatment cost
of malaria for an individual was between US$7.6 to US$25.6 monthly, with the drug
accounting for more than 70% of the total cost (71). Similarly, a study conducted in south-
west Nigeria showed that among 443 respondents, the average direct cost was $137.72 for
chronic illness, with about 79% of the respondents spending more than 10% of their monthly
household income on health (72). The indirect costs of illness recorded were 18.9% ($503.92)
loss of productivity for the patient and 5.1% ($134.56) for the caregivers yearly (72). Also,
in another study in Enugu (south-east Nigeria), for neonatal illnesses/disorders, the costs
recorded, especially in treating neonatal sepsis and low birth weight, were on average US$223
(NGN36,383) and US$341 (NGN54,969) respectively, with OOP payment accounting for 100%
of the expenditure (71). Another study in a public hospital in Osun (south-west Nigeria)
showed that the average direct and indirect costs for asthma were $190.65 and $118.34,
respectively, per patient. The direct costs of treatment constituted 62.7%, and the




hospitalization and drug costs component accounted significantly for the direct costs for
asthma treatment (73).

The expenses measured in these studies generally include those related to outpatient
services, hospitalizations, certain diseases, drugs, rehabilitation, diagnosis, healthcare for
elderly, health insurance, non-cash gifts for service providers, disability, decreased
productivity, housing, food, transportation, information, and communication technology used
during treatment. . It is clear from these studies that both direct and indirect costs contribute
considerably to cost burden of people; where prepayment systems or exemptions can
contribute to lowering expenditures for direct costs, indirect costs depend on wider social
security systems, and also on the accessibility of health services in the case of transport costs

(see tables 4 and 5).

Table 3: Direct components of household health costs (73)(74)

S/N | Direct health costs components

Direct health costs components

1 General Practitioner services (public
and private)

Official drugs, uncovered by health insurance,
according to the approved price (available at
pharmacies)

Public Health services, particularly
maternal and child services (public
and private

Patient food expenses

Outpatient surgery (public and
private)

Patient transportation expenses to receive
health services

Hospitalization for surgical services
(public and private

Receive health services as non-official person
(who are ineligible approved by the Ministry of
Health)

Hospitalization without surgical
services (acute diseases) (public and
private)

Receive diagnostic  services (including
laboratory, imaging, and genetic counseling
clinic)

Hospitalization without surgical
services (chronic disease) (public and
private)

Receiving rehabilitation services (including
physiotherapy, speech therapy, optometrist,
audio-logical and occupational therapy, and
prosthetics services)

Services related to a specific disease

General dentists services (public and private)

Day clinic services

Emergency services (public and private




Table 4: Indirect components of household health costs (66)(68)

Indirect health costs components

Indirect health costs components

Expenses related to the patient's
permanent disability due to illness

Transportation expenses associated with
patient family

Expenses related to the patient's
temporary disability due to illness

Patient's family food expenses (in excess of
the normal cost of food)

Expenses related to the patient's
family temporary disability

Expenses related to patient's family housing
(In place of service receiving)

Expenses related to the patient's
changing jobs

Expenses of information and communication
technologies (telephone, Internet, etc.)

Expenses related to the patient's
family changing jobs

Expenses of information and communication
technologies (telephone, Internet, etc.)

4.4 Description of Coping Strategies (Box 4)

In the event of an illness and response to high treatment costs and limited health insurance
or absence of other pooled financing arrangement, households make treatment decisions and
employ different strategies to cope with the economic consequences of illness and the use of
health services (74). Although it is hard to generalize across different settings, studies have
identified some key strategies that households in LMICs, including Nigeria, employ in response
to OOP payment (74). In response to illness, households' immediate coping strategy to pay
for healthcare expenditures is the use of available cash and savings. However, studies reveal
that this applies to a small fraction of households with adequate savings to draw on (67).
Studies report the use of a variety of coping strategies (as shown in figure 12 below) with the
use of own money (personal savings) as the primary strategy utilized, especially by the poor
(71)(75). In a study conducted in Enugu (southeast Nigeria), 90% reported the use of
personal money/savings, which include cash and food items set aside as emergency funds to
pay for health bills in the event of ill health (71). Another study at a tertiary institution in Aba
(southeast Nigeria) reported that 99% of the respondents used personal savings to pay for
medical bills (76).

Although savings can alleviate the economic shock of medical expenses, in most households
in LMICs, savings are little and often insufficient to pay for the high cost of healthcare. As a
result, poor households often resort to cheaper informal providers (67)(77)(78). In Nigeria,
other coping strategies employed by households include the sale of assets such as lands &
livestock (79), interruption of children's education, goodwill support from churches, reduced
food consumption, and begging on the streets. Formal and informal borrowing of money from
family and friends with collateral to pay for treatment, reflecting the importance of social
networks, is also employed (80). The possibilities of obtaining loans differ widely between
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households. While the richer households benefit from a greater range of borrowing
opportunities, the poorer households are often unsuccessful in collecting money from friends
to pay for ill member treatment costs. The poor are pushed to take loans on unfavorable
terms and conditions and often being forced to mortgage their assets in the process (78).

The Onah and Govender study (65) reported working extra hours to generate more income
to offset healthcare expenditure as one of the coping strategies. Similarly, family members
are sent to work for people from whom money was borrowed to cover the OOP payment. In
the short run, these coping strategies can cushion the effect allowing households to pay, but
this can be detrimental for them and their resources in the long run. Sometimes these coping
mechanisms may gradually denote a practical trade-off (investing in the present for improved
health and potential returns on assets in the future). In the long run, it increases the
household susceptibility to economic hardship, especially for substantial medical treatments,
because the borrowed monies have to be repaid often with exorbitant interest rates (81). In
many severe cases, for direct costs, households try to diversify their income by increasing
work hours or doing a second job to generate additional revenue to cater to health and other
expenditures.

In contrast, for indirect costs, tasks may have to be reallocated to cope with losing a working
member of the household or care for a sick child (82). Previously unemployed family members
(mostly women, and children) may be mobilized in periods of need. However, this alternative
may not be feasible where they are needed to cater for the ill household member
(67)(78)(82).

As reported by a multi-country African study, borrowing and selling of assets amongst others
appear to be the principal mechanisms used by households to pay for their healthcare. The
study revealed that 23%-68% of households in these countries employ these two strategies
(66). In determining the selection of a coping strategy, a household's asset base, and the
ability to transform assets into cash are usually considered.
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4.5. Impact of OOP on Livelihood

The burden of healthcare expenditures and the economic consequences and the social effects
on households is dependent on the country's healthcare system and the capacity of individual
households to pay (83). Catastrophic financial implications of a disease are one with high
productivity loss and result in premature mortality or high morbidity for the working
population described by Berki, recognized as the originator of the concept of catastrophic
health expenditure (84). Several studies have used different thresholds ranging from 5% to
20% of household income in defining thresholds for catastrophic health expenditure in other
countries (83). A household is usually said to have incurred catastrophic expenditure if it
spends 40% or more of its non-food spending or 10% or more of its total healthcare
expenditure (85)(86).

Another study described catastrophic health expenditure, focusing on its opportunity cost
(such as food and education) and the consequences on individuals and households within it
(87). In 2003, Xu et al. described catastrophic health expenditures for a household as
exceeding 40% of the income remaining after subsistence needs have been met (80). Some
other studies included the impoverishment effect of health expenditure on the household in
developed and developing counties. These studies revealed a set of possible factors that may
influence households' probability of incurring catastrophic health expenditure and becoming
impoverished due to OOP health expenses. Among such factors are increasing age, functional
disability, household size, pre-existing poverty level, healthcare facility visits, health
insurance, and type and severity of ililness (80)(88).

In table 6 below, a study analyzing the General Household Survey in Nigeria in 2016 revealed
that at all thresholds levels (10%, 20%, and 40%), the lowest quintile incur most (72.5%,
62.2%, and 48.2%, respectively) CHE which decreases with improvement in socioeconomic
status. But the table also shows that even in the highest SES groups, a considerable
proportion still suffers from catastrophic health expenditures: 54, 41, and 27%, respectively.
The North-western region has the most ratio of incurred CHE at 20% and 40% (56.8% and
40.2% respectively), while the South-south region has the highest incurred CHE at 10%
(70.9%). CHE rises with increasing household heads' age at all thresholds, and households
with unemployed heads' incurred higher CHE at all thresholds (89). These results also show
that 75% of households headed by individuals with no education incurred CHE at all thresholds
(89).

Similarly, another report from a study in Ebonyi, south-east Nigeria, showed an inverse
relationship between the rates of catastrophic expenditures for TB with the household income
level, with 37% of households spending a minimum of 15% household income on TB
treatment. While 44% of households incurred CHE for TB care, the richer households with a
better capacity to pay suffered lower economic consequences (90). However, contrasting
finding was also reported from two studies separately analyzing the 2009/2010 Harmonized
Nigeria Living Standard Survey and the 2003/2004 Nigerian Living Standard Survey (NLSS)
data. It showed catastrophic OOP health payments disproportionally concentrated among the
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richer households in Nigeria (figure 10) (3)(19). An explanation could be assuming that the
poorest avoid seeking needed care or seek care from informal, cheap providers, limiting their
health expenditures. Another possible reason is that people who have slightly more income

prefer and search private providers' services and pay considerably more for their health care
needs (19).

Figure 8: Incidence of catastrophic health payment at 40% of non-food expenditure (19)

Incidence of catastrophic health payments at 40% of non-
food expenditure

M 40% of non-food
expenditure
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Incidence of Catastrophic Out-of-Pocket (OOP) Health Payments by Quintile Using 40% of Total Consumption Expenditure.

The means of living and meeting necessities of life that make up a livelihood includes skills
and resources, activities, and assets. Assets as a component of livelihood is multifaceted. It
comprises of material (cash, food stock, lands, jewelleries, equipment, livestock, building)
and immaterial assets such as clams(appeals and demands which can be made for moral,
material, or other practical support) and access to social and public services (91). The majority
of the population in Nigeria sustain their livelihood through Agriculture (92). Livelihood assets
in Nigeria include land ownership, years of formal education, farm and livestock ownership,
membership of local institutions, and access to credit facilities (93).




Table 5: Incidence and Intensity of Catastrophic Health Expenditure (89)

Percentage of Non-Food Expenditures

Variable

Geo-political
Zone

Residence
Gender of
Household
Head

Age of
Household
Head

Education of
Household
Head

Household
Size
Health
Insurance
Total

Description

Lowest
Second
Middle
Fourth
Highest
North
Central
North East
North West
South East
South South
South West
Urban
Rural

Male
Female

20-40years
41-60years
61-80years
8lyears &
Above

No
Education
Nursery and
Primary
Secondary
Post-

Less than 5
More than 5
Insured
Uninsured

10%
No
27.50
29.50
3497
35.66
45.60
39.77

32.87
31.14
33.18
2911
42 86
4212
31.47
35.48
31.19

39.35
36.66
30.66
18.75

25.00

30.62

39.49
41.32

36.97
34.26
45.79
34.56
34.85

Yes

72.50
70.50
65.03
6434
54.40
60.23

67.13
68.86
66.82
70.89
57.14
57.88
68.53
64.52
68.81

60.65
63.34
69.34
81.25

75.00

69.38

60.51
58.68

63.03
65.74
5421
65.44
65.15

20%
No
37.78
41.13
50.55
52.65
59.29
53.75

4423
43.18
45.16
47.15
57.88
57.33
44.48
49.30
4424
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Impoverishing impact of OOP payment

Healthcare out of pocket payment increases the household poverty level. Ichoku et al.
reported that despite 57% of their study population lived in poverty, OOP further induced
headcount poverty index by 7% (94). Aregbeshola and Khan (19) also reported that
1,268,800 Nigerians are being pushed into poverty due to OOP payment, representing an
increase of 0.8% in the poverty headcount ratio. Another study also reported that 3.5% of
the households in Nigeria become poor after paying for healthcare from their pocket, which
is more pronounced for households in the lower economic quintiles (95). Another study on
the implication of OOP on households in Nigeria reported a sharp downward pull into poverty
due to high OOP expenditure in the different quintiles (3).

Medical suppression impact of OOP payment

Studies also showed that OOP influence perceived medical needs and suppressed it. The
majority of the poor and population with low income avoided using health facilities due to cost
and suppressed their perceived medical needs (94). They may think they don't need the care
when they don't have the money to pay for it. The real needs in terms of illness that could
benefit from care do not change because they have to pay for care. Onah and Govender (65),
in their study, also reported that the OOP cost burden results in untreated morbidity among
the poor respondents. Similarly, Omotosho and Ichoku (95) reported that poorer households
grossly underspend on health, spending ten times less of their per capita health expenditure
as a percentage of per capita total income than their rich counterparts, hence not seeking
healthcare even when needed. A study conducted in south-western Nigeria reported that 25%
of referred chronic renal failure and End-Stage Renal Disease patients delayed and suppressed
the needed dialysis due to inability to pay out of pocket for the use of dialysis machine (96).

Social impact of OOP payment

A study conducted in Port-Harcourt (southern Nigeria) reported the impact of paying for
Intensive Care Unit medical expenses on the households. While 9.4% reported not feeling
any effect, although this reduced with prolonged stay in the unit, 18.8% reported incapacity
to pay house rent, 15.5% reported household members dropping out of school and 25.0%
reported household feeding difficulty, and 31.3% had to reduce spending on other family
projects (97)




CHAPTER FIVE: DISCUSSION, CONCLUSION, AND RECOMMENDATION
5.1 DISCUSSION

This chapter discusses the results from the reviewed studies on the reported illness and
burden of diseases, the effect of treatment cost on treatment behavior, cost of illness, impacts
of OOP and coping strategies to high OOP, considering the organizational features as well as
options and challenges of financing arrangements of the Nigerian health system as the
context.

Gross inadequacy of fiscal space for health

This review revealed the pluralistic and weakly coordinated nature of the Nigerian health
system. It also showed low funding, especially at the health system's primary level, which
serves most of the population. It reflects a weak health system without adequate financial
capacity and governance to cater for the people suffering from preventable causes of
morbidity and mortality. Inequitable distribution and utilization of public resources for health
has implications for financial risk protection, particularly for the poor. Because public OOP
payments mostly finance access to essential services and public funding is not appropriately
targeted, the poor continuously face financial distress. Although it is similar to most health
systems in sub-Saharan Africa, and the World Health Organization reported that most killer
diseases in Africa are preventable if adequately funded and coordinated, cost-effective
interventions are employed by the health system (98). However, in some respects, the
situation is different from sub-Saharan Africa in general: given the fact that Nigeria is a
middle-income country, Nigeria has a shallow fiscal space; and besides, the health sector gets
low priority within the government budget.

The health system financing in Nigeria is modeled like the British system and is similar to
many other commonwealth countries (99), where government financing constitutes the single
largest source. The report shows that economic growth will increase general government
revenue and more funding for the health sector (36). The country's economy is still heavily
reliant on oil revenue receipts (non-income tax). Therefore, it is imperative to note that the
fluctuation and cut back in the global oil and gas price and militant activities in the Niger Delta
region have significant potential implications for revenue generation in Nigeria's financing
health (43). Additionally, the current tax-to-GDP ratio of about an abysmal 6% is too low,
even compared to African averages, to stimulate economic growth. Thus increasing the tax-
to-GDP ratio to the 15% benchmark, which can improve budgetary allocation to the health
sector, remains a tall task, given the widespread corruption, narrow tax base, and inefficient
tax policies in the country.

The Basic Health Care Provision Fund (BHCPF) scheme came into existence following the
signing of the National Health Bill in 2014 (100); seeks to remove financial barriers to
accessing PHC, particularly for the poor and vulnerable, by the allocation of an extra 1% of
the consolidated revenue fund (CRF) to mainly primary health care. But have not yet fully
materialized, partly because of lack of coordination between the three layers of Government.
As of 2018, the BHCPF was still underfunded (101). A fall in oil price in 2020 saw the budget
of BHCPF slashed from NGN44.4billion to NGN25.5billion, representing a 42.5% decrease
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(102). The current meager funds available to the Fund cannot expand primary healthcare to
a 65% target of the population by 2023. The consistent scarcity of data on the availability of
health resources and the infrastructure and human resource challenges that characterize the
sector militate against efficient planning and advocacy for additional health investments,
which could have provided funding for the mandate (36). Also, the NHIS plays a minimal role
in Nigeria, with mainly federal civil servants covered, and the participation of other groups is
still not made mandatory (27). The low coverage of NHIS in Nigeria after almost two decades
of inception also reflects the scheme's weak design and implantation. Besides, the large
informal sector in the country, like other LMICs, weakens the ability to expand coverage to
the informal sector (19). The coverage of only formal Federal employees in the NHIS in Nigeria
do not encourage equity, delivery of quality services, and access to universal health coverage
(103). Also, external donor funding is expected to continue to reduce due to the country's
increasing GDP, which excludes high GDP countries from accessing donor funds (36).
Moreover, donor funding is unsustainable in driving an equitable and efficient health system.

Though occupying the larger proportion of the health service provider, the private sector is
not well regulated by the Government, which could lead to poor service provision and
excessive exploitation of the patient/clients (33). The largely insufficient pooled financing
arrangements are mainly from tax and non-tax revenues. They do not contract private
providers' services, leaving this private sector mostly with financing through OOP payments.

The health system financing in Nigeria is similar to many other commonwealth countries (99),
where government financing constitutes the single largest source. It is imperative to note that
the fluctuation and cut back in the global oil and gas price have significant potential
implications for revenue generation in Nigeria's financing health (43). The results also show
that the percentage of OOP is higher than most LMICs (5); hence, the inability to achieve
UHC and risk protection for the population, especially the poor and the vulnerable. Beyond
the NHIS and the BPHCEF initiative, Nigeria probably has a problem of Public Finance
management, which is further complicated because of the poor coordination across the three
levels of government, widespread corruption, a weak and inefficient tax system, and over-
reliance on oil revenues and insecurity in the country. All these factors make fiscal space for
health in Nigeria severely constrained, more severe than most other countries with the same
GDP. Consequently, the government is incapable of offering sufficient financial protection,
and people are left to pay for their health care almost entirely through OOP payments.

What do people spend the most money on, and who is most affected?

The review revealed that malaria is the most reported iliness in the country. The pattern of
other reported illnesses in Nigeria reflects a double burden of diseases similar to most
countries in the tropics. While the health system struggles to reduce morbidity and mortality
due to communicable diseases, non-communicable diseases are rising. It is explained mainly
from the demographic and epidemiological transitions typical of most developing countries
(56).

The cost implication of chronic ilinesses on households is vast, with households spending more
than 10% of their income on direct cost. Chronic and communicable diseases such as malaria
are related to disability, resulting in severe economic costs to the individual and their
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households, especially for the poor and vulnerable (70). Findings revealed the direct costs
(avoidable through prepayment systems, like insurance or free PHC funded through public
revenues like the BPHCF) is due mainly to drug cost and hospitalization. While indirect costs,
which reduces production time, require broader social security systems (like unemployment
compensation, pensions, sick pay) and a health system that is easily accessible (to avoid
travel expenses). Thus, cost-effective preventive programs such as (policies on smoking,
overweight and salt use, and subsidized malaria diagnosis and treatment programs) could
lower these diseases' burden. One way of doing this is to prioritize PHC and ensuring
preferential funding for PHC, as it also tends to be pro-poor. In fact, it is the entire population
that suffers from OOP payments, although the poorest suffer proportionally more from CHE.

Impacts of OOP payments

Due to anticipated high cost, health-seeking behavior can lead to not seeking perceived care
or delaying needed medical care, or seeking care from unqualified informal providers. These
have severe implications for health morbidity, developing complications, and mortality
outcomes. For instance, most of the unregulated informal sector is patronized as alternatives
to formal care due to anticipated high cost. They provide substandard care, which translates
to poor health outcomes (104).

The high direct and indirect healthcare cost, coupled with the country's high poverty and
unemployment level, enhances catastrophic expenditure and household impoverishment.

Furthermore, the labor loss as a form of indirect cost has implications on the nation's
productivity with potential cyclic effect on economic development and availability of funds for
the health sector, thus undermining Nigeria’s ability to achieve sustainable development
goals.

Some contradictory reports of the burden of CHE among the poor and the rich is quite
remarkable. While most studies reported a higher burden of CHE among the lower quintiles,
some others reported a higher burden among the richer quintiles. Although the poor arguably
spend most of their income to access healthcare, which probably explains the former scenario,
it is not uncommon for the poor to ignore illness, self-medicate or visit alternative healthcare
providers due to anticipated high cost. Thus, only the rich are left to pay out of pocket for
health services, which probably explains the latter scenario. Nevertheless, reports on the
prevalent use of alternative health providers are opposed to formal medical and health service
providers varied greatly in developed and developing countries, with prevalence of use
ranging from 7% to 80% (105). It suggests that the richer patients are likely to visit hospitals
or less likely to disclose their visits to informal service providers.

In addition to this, the rich bypass the lower levels of healthcare providers such as primary
health centers to obtain healthcare from private and referral facilities that are expensive,
thereby paying more for their health care needs (19). Similarly, the government’s exemption
services and free healthcare programs sometimes provided to the poor and the vulnerable is
also a plausible reason for the higher burden of catastrophic OOP among the rich (106). This
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study showed various coping strategies to high OOP, which in the short run, alleviate the
effect of high healthcare cost but may compromise future available resources.

Evidently, from the studies reviewed, high OOP confers negative socio-economic impacts on
Nigeria's households, ranging from poverty, ill-health, and social consequences. Poverty has
been reported as a determinant of quality of life. Hence, the health system's inability to
provide financial protection indirectly compromises the population's quality of life. The
inability to pay for health services due to OOP leads to poor health-seeking behavior and
medical suppression and, consequently, increased deaths from preventable diseases (96). As
revealed by this study, the withdrawal of children and wards from school can fuel the
household's poverty cycle. Studies showed that education is a protective determinant against
poverty and poor health. Therefore, OOP harms the life-course of an individual and
households.




5.2. CONCLUSION

This thesis reviewed studies and reports on the impacts and consequences of high OOP
payments, health-seeking behaviors, and coping strategies people use. The health system's
organizational features, options, and challenges of pooled financing arrangements are
discussed as background. In Nigeria, health finance indicators revealed underfunding and lack
of risk protection by the weakly coordinated, complex health system. It has resulted in high
OOP with severe implications for catastrophic expenditure. The Nigerian Government's
political will and commitment are crucial to ensuring adequate health financing, as observed
in the progressing case of countries like Ghana and Rwanda.

This study revealed high incidence and intensity of OOP payments inequitably distributed in
Nigeria, leading to catastrophic health expenditure and aggravated poverty. Therefore,
seeking medical care plunges households into financial hardships, ultimately resulting in
limited access to quality healthcare. The level of CHE varies according to the threshold used.
However, a high CHE percentage is anticipated due to its high level of poverty and
unemployment. Over the years, inadequate financing has been undermining the achievement
of health goals, including the health-related SDGs. Fiscal space in Nigeria is constrained
mainly by shallow general fiscal space of government, weak allocation to the health sector,
and misallocation within the health sector from the government budget due to under-
prioritization of health. Also, the inefficient public finance management and widespread
corruption across all government sectors further reduce fiscal space, and the oil crisis has not
helped in economic growth either.

The laudable initiative to commit an additional 1% of consolidated revenue fund to PHC has
not yet materialized due to underfunding. Also, coordination problems across all government
levels and weak public finance management further reduce fiscal space. The NHIS has not
contributed significantly to financing in the health sector due to institutional flaws associated
with its establishment and operational pattern, leaving most Nigerians with no insurance
coverage. There is a strong indication that the gross insufficient pooled financing arrangement
has been ineffective and inefficient in providing financial risk protection to a large percentage
of the population, forcing households to incur financial burden due to OOP payments. It is
improbable to see a swift expansion of government spending on health without heightened
pressure by advocating for politicians and policymakers to increase the government budget's
health share. Ultimately, more qualitative and longitudinal research, including studies
spanning generations, is needed to inform vulnerable groups and comprehensively monitor
Nigeria's financial risk protection.




5.3. RECOMMENDATIONS

Results of this review done and discussed have policy implications for policy-makers in
Nigeria. Policy-makers should consider the following recommendations for program design,
management, and stakeholders.

First, the government must significantly increase public spending on health. To achieve
sustainable health spending that will lead to sustainable health outcomes, Nigeria
needs to improve healthcare by implementing the National health bill and providing
adequate funding to the BHCPF. It will strengthen the primary health care service
delivery by providing the benefits package for the vulnerable and the poor to improve
access to affordable and quality healthcare services and health outcomes. The bulk of
the disease burden is from communicable, neonatal & child, maternal, and nutritional
diseases. Highly cost-effective intervention programs at the PHC and community level
could prevent these conditions. Also, malaria diagnosis and treatment could be
subsidized to make it affordable and accessible, particularly for the poor.

The government should strengthen social protection programs such as Health,
subsidized risk pooling mechanisms -cooperatives, insurance, community essential
services provision, premium waivers, fee waivers for social services, school subsidies,
and cash transfers. It will provide a social safety net, especially for the poor and
vulnerable in the meantime

The government should improve health sector efficiency and absorptive capacity. It
will ensure that the benefits of available resources are maximized as well as justify
health sector prioritization.

Government roles in the sector must be adequately redefined and sharpened, and
coordination across the three tiers of government strengthened. It will reduce
duplication of functions and duties and address gaps in governance and stewardship,
as seen by the government's lack of transparency at all tiers in healthcare financing.
The government should increase fiscal space by strengthening innovative taxes (on
tobacco, sugar, alcohol, and luxury goods) earmarked for health, improving tax
administration and compliance, and maintaining public finance management. It will
contribute to more revenue for the health and social sectors and enhance its
commitment and implementation of BHCPF.

Through well-targeted government spending and subsidy to the sector, more people,
especially the poor and vulnerable, will benefit. There should be availability of financial
provisions for poor and more vulnerable populations in exemptions, subsidies, paying
for insurance contributions, or any other methods.

Through the NHIS, the government should support states to establish their health
insurance by providing technical assistance to state governments to develop non-profit
insurance schemes. It will help expand coverage to the state employees and
progressively target the informal sector through cooperatives and community
insurance.




The government should mobilize and harmonize resources from domestic and external
aid and partnerships for financing health while ensuring the efficiency of such funds to
improve access to quality health care for Nigerians.

The government should increase Public-Private Partnership (PPP) by looking at
government partnerships with private health care providers, traditional health
providers, and nongovernmental health care providers is another strategy that could
be of help to the country. Health services in public health institutions can be contracted
out to these groups by the government and increase rural health facilities' investment.

LIMITATIONS TO THE STUDY

This thesis work is based on a literature review. Due to the time constraints, the researcher
has had limits on the secondary data available. This review's data and information have been
subject to recall bias or subjective judgments during primary data collection that may have
caused inaccuracies. The dynamics of health-seeking behaviors, changing demand, and
expectations over time, and other health system features conclude that some studies may be
time and place-bound. Therefore, it is recommended that this study's findings be interpreted
with caution in light of such limitations.
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ANNEX: 1 TOTAL HEALTH SPENDING FOR DISEASES WITH THE HIGHEST BURDEN
IN NIGERIA




| Total health spending for diseases with the highest burden in Nigeria.

S/N Disease Total Government Out-of- Development
Spending on Spending pocket Assistance
Health (US spending Spending
S. Millions)
424 4 19.2% ($81.84 37.8% 16% (S 679
million) ($160.4 million)
million)

HIV/AIDS 19.2% 1.1% 79.6%
($207.86 ($11.91 ($861.75)
million) million)

Neonatal 23% 63% 14%

Illnesses
Tuberculosis 263.7 193% ($509 51.6% 27.7%
million) ($136.07 ($73.05
million) million)

Source: Hay et al; Annie et al; Angela et al. (31.32.33)

ANNEX 2: FACTORS AFFECTING THE CHOICE OF HEALTHCARE FACILITY IN EKITI




Ijesa Orin Ogotun Ogbese Ikoro Awo

Isu

Closeness of 11.5

Centre

Quality of 22.5

services

Neatness of 7.0

Environment

Drugs

required

Total 100

Ref: Omotosho (69)




ANNEX 3: ASSOCIATION BETWEEN SERVICE CHARACTERISTICS AND SOCIO-
DEMOGRAPHY

Association between service characteristics and socio-demographic characteristics in
Ibadan
]

Good Readily Near Affordable Prompt Polite
services available services attention Workers
provided drugs

n (%) n (%) n (%) n (%) n (%) n (%)

Gender

Male 40(37.4) 13 (12.1) 20 (18.7) 15(14.0) 14 (13.1) 3(4.7)
Female 33(41.8) 12 (15.2) 14 (17.7) 12(15.2) 7(8.9) 1(1.3)
Level

Education

Basic 7(13.0) 16 (29.6) 12 (22.2) 18(33.3) 1(1.9)

Tertiary 66 (30.0) 9(6.8) 22 (16.7) 9(6.8) 20 (15.2)

Marital Status

Single 5 (20.8) 1(4.2) 6(25.0) 7(29.2) 3(20.8)

Married 67 (42.1) 24 (15.1) 27 (17.0) 19(11.9) 16 (10.1)
Separated/Div  0(0.0) 0(0.0) 0(0.0) 1(100.0) 0(0.0)

orced

Widowed 1(30.0) 0(0.0) 1(30.0) 0(0.0) 0(0.0)

Age Group

0-29 4(25.0) 0(0.0) 3(18.8) 3(31.2) 4(25.0)

30-39 15(30.6) 3(10.2) 13(26.3) 8(16.3) 8(16.3)

40— 49 25(41.0) 13(21.3) 13(21.3) 3(8.2) 4(6.6)

=50 29(48.3) 7(11.7) 5(8.3) 9(15.0) 5(8.3)

Ref: Latunji and Akinyemi (68)




ANNEX: 4 TYPES OF ILLNESS AND MEAN COST OF TREATMENT

|Types of illness and mean cost of treatment

Types of Illness Patient number (%) Mean Costs (N) + SD
Parasitic infections 175 (59.7) 37.131.86£37.563.037
CNS 18(6.1) 44 418.8+44,189.28
CVS 26 (8.9) 40,497.58+31,976.12
GIT/Liver 21(72) 49.831 43£60,268.69
Respiratory system 11(3.8) 25,509.09£14,377.34
Hematological 22(75) 37,348.18+22.358.84
Endocrine and diabetes 6(2.0) 34 526.67+35,832.82
Renal and hypertension 4(14) 35,395.00£29,875.77
Rheumatic/MS$S 7(24) 20,720.00+18,672.75
Others 3(1.0) 50,503.33£3423 69
Total 293 (100) 38,036.05+£37.428.13

GIT: Gastrointestinal tract, MSS: Musculoskeletal system, SD: Standard deviation;

CVS: Cardiovascular system, CNS: Central nervous system

Ref: Okediji et al. (71)




ANNEX 5: STATISTICS OF PROPORTIONS, DURATION OF HOSPITAL STAY AND
COMPARTIVE EXPENDITURE INCURRED IN THE TREATMENT OF NEONATAL
ILLNESSES

Disease Proporti Duration Cost of materials used in management Total

Conditions

on
N=106

of Hospital

Admission

n(%)

Mean = SD

(range)

(N) £ SD

cost(N)

Drug
& Utility

Laboratory

Tests

Hospital

Mean + SD

Neonatal

sepsis

Neonatal

jaundice

Malaria

Low birth

weight

Severe

anemia

Pneumonia

Necrotizing

enterocolitis

Transient

tachypnea

Birth
asphyxia

Meningitis

65 (61.3)

49 (38.7)

4 (3.8)

18 (17.0)

10 (9.4)

4 (3.8)

2 (1.9)

3 (2.8)

24 (22.6)

6 (5.7)

15.3+£9.6
(4-50)

13.149.1
(4-47)
5.5+2.3 (3-
8)
23.6+13.5
(6-55)
20.2+10.5
(11-44)
9.0+3.8 (5-
14)
24.5+2.8
(5-44)
5.0£2.0 (3-
7)
14.8+10.5
(4-55)

17.3+3.8
(14-23)

10,239+3,83
0

8,476+4,841

3,738+2,098

9,267+3,910

11,022+4,62

4

6,630+5,463

9,115+7,799

1,453+263

11,097+4,83

4

13,330+5,48
0

10,110+3,16
9

11,690+3,18
3

8,400+2,226

11,472+4,49
8

11,310+2,58
1

7,650+661

12,950+2,47

5

933+833

7,896+5,377

8,867+1,187

23,499+14,9
87

2,336+15,02
6

9,055+3,845

39,863+18,6
24

40,504+13,9
23

14,360+5,04
2

40,340+43,8
97

10,083+1,07
8

24,398+14,0
96

26,731+7,67
5

42,611+19,0
11

37,850+20,0
39

18,893+5,63
9

54,969+24,0
03

57,615+17,7
25

24,515+12,1
06

56,755+52,5
45

12,470+2,05
0

41,453+20,4
22

48,312+13,1
66

Ref: Ekwochi et al. (72).

ANNEX 6: PAYMENT COPING MECHANISMS IN EBONYI AND ENUGU

47




N =229 N = 244 N =333 N = 209 N =321 N=174

Own money 210 91.7 181 74.1 283 85 190 90.9 311 96.9 144 82.8

Sold
households'
assets

Someone

else paid

Payment
was

subsidized

Payment coping for other household members

(%) n (%) N (%) n (%) n (%) n (%)




Borrowed

money

Sold land

Was
exempted

from

payment

Others




ANNEX 7: SOCIOECONOMIC DIFFERENCES IN PAYMENT COPING MECHANISMS
FOR DIABETES IN ENUGU

Coping strategies N Poorest n Very poorn Poorn (%) Least poor
(%) (%) n (%)

Savings 74 (100) 73 (100) 72 (98.6) 72 (98.6)
Family Support 64 (86.5) 68 (93.2) 59 (80.8) 58 (80.6)

Donation from 47 (63.5) 40 (54.8) 40 (54.8) 34 (47.2)

friends
Borrowing 20 (27.0 13 (17.8) 15 (20.5) 6 (8.3)

Use of alternative 7 (9.5) 4 (5.5) 9 (5.6) 4 (5.6)

health remedies

Interruption 13 (17.6) 3(4.1) 2(2.7) 2(2.8)
Children’s

education

Community-based

support
Selling assets
Sale of land

Government

Support

Ref : Ogochukwu et al. (41)




ANNEX 8: COPING STRATEGIES USED TO PAY FOR CHRONIC DISEASE
TREATMENT IN ILE-IFE, OSUN STATE.

Coping Strategy Frequency (%)

Had borrowed money for any aspect of 198 (44.7%)

treatment at any time

Source of borrowed money (n=198)

Bank 7 (3.5%)
Cooperative society 36 (18.2%)
Church 9 (4.5%)
Friends 108 (54.5%)

Family 38 (19.2%)

Sold assets to get money for treatment 22 (5.0%)

Health insurance ownership 38 (8.6%)

Health insurance reduced the impact of 36 (94.7%)

the chronic illness on the household

Ref: Okediji et al. (71)




ANNEX 9: TB/HIV/AIDS INFECTION COPING STRATEGIES IN NIGERIA

Coping Strategies Subjects (N=675) (%)

Use of herbal drugs 345 (23.2)

Reduction in household budget 354 (23.8)

Sale of household assets 302 (20.3)

Use of child labour 276 (18.6)
Family financial assistance 177 (11.9)
Loans 192 (12.9)

Prayers 345 (23.2)

Ref: Anochie et al. (77)




