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ABSTRACT 

Aims: Social health insurance and other forms of prepayment health schemes are effective approaches to 

enhancing access to available healthcare services. While prepayment schemes are generally common and well 

established in developed countries, they are relatively new and in the early stages of development in sub-

Saharan countries, including Nigeria. Social health insurance in Nigeria, hitherto centralized, has devolved to 

the subnational state levels. The Oyo State Health Insurance Scheme, which is managed by the Oyo State Health 

Insurance Agency (OYSHIA), is one of the subnational schemes. The present study is a follow-up on the first 

three-year performance assessment of OYSHIA. The aim is also to assess the performance of the scheme and, 

most importantly, whether the recommendations made in the first study were used and if these 

recommendations have had a desirable impact on the scheme. 

Methods: Secondary data on enrolment in the social health insurance scheme of Oyo State between July 2020 

and June 2023 were downloaded from the server of OYSHIA. The data were collated and analyzed. Data 

extraction, cleaning, and analysis covered a period of one and a half months (February–AApril, 2024). Excel 

software was used to analyze the data. Descriptive statistics were used to summarize the data. Population 

coverage distributions were expressed as frequencies and percentages. Frequency tables and graphs were 

generated to disaggregate the findings. 

Results: Although population coverage was still generally low, as it was in the first three-year performance 

assessment of the scheme, However, the present study shows that population coverage in the informal sector is 

very encouraging. 

Conclusions: In the absence of external limitations, the Oyo State social health insurance scheme has the 

potential to perform and achieve universal health coverage. 
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1. Introduction 

Social health insurance is a viable means of achieving universal health coverage, reducing inequity in 

access to healthcare services, and improving health outcomes and population health status and indices 

(1–5). In recent times, social health insurance has gained ground in developing countries. It was first 

implemented in Nigeria in 2005 under the name of the National Health Insurance Scheme, NHIS 

(presently known as the National Health Insurance Authority, NHIA), with the aim of achieving UHC 

in 2015. Despite this ambitious goal, the population coverage of the scheme remains very low, at less 

than 10% of the total population of over 200 million people (6). Among other factors, stiff opposition 

from organized labor unions and that of the states are some of the hindrances to its adoption and uptake 

by potential beneficiaries, especially those in the formal sector population group (7, 8). In the year 

2015, the National Council on Health approved the decentralization of the scheme to enable the sub-

national governments to own and implement it (9). It was anticipated that UHC would be better 

achieved using the state sub-national templates as launch platforms for the scheme. There are thirty-

six (36) states, including the federal capital territory in Nigeria. Oyo State, in the southwest region of 



77 | P a g e 

Follow-up Performance assessment of a Social Health Insurance Scheme in a southwest Nigeria state. 

Posted: 04-07-2024, Vol. (XXIV) 

  

 

Nigeria, is one of these states. Following decentralization, many states implemented social health 

insurance schemes. In Oyo State, the scheme is named the Oyo State Social Health Insurance Scheme, 

while the body that is implementing it is referred to as the Oyo State Social Health Insurance Agency. 

The OYSHIA commenced its state-based social health insurance scheme in 2017. As a part of the 

efforts to monitor and assess the performance of the scheme, a study was conducted on the scheme in 

the year 2020. The study essentially assessed the total population coverage of the scheme (10). Studies 

have shown that achieving UHC through social health insurance schemes takes varied periods of time, 

some in about a century and in some other cases a few decades. In the traditional European setting, 

where it all started in countries such as Germany and Belgium, it was reported that UHC was achieved 

in about a century. Whereas in some countries, such as Costa Rica in Latin America and Japan in Asia, 

UHC was achieved in only a few decades (11). It has also been reported that in about ten years’ post-

implementation of a social health insurance scheme, about three-quarters of the population of a specific 

geographical entity where the scheme was implemented must have been covered (12). In order to have 

an in-depth assessment of the performance of the Oyo State social health insurance scheme and along 

specific demographic variables of the population in the state, a three-year analysis of the total 

population coverage of the Oyo State health insurance scheme was carried out along relevant 

demographic variables such as age, sex, marital status, occupational sector (formal or informal), and 

location (rural or urban). Overall, findings published in the South East European Journal of Public 

Health (10) showed that the scheme has performed poorly in terms of its overall population coverage. 

Study findings were shared with OYSHIA with suggestions on what could be done to reposition the 

scheme for better performance. As part of its scheduled activities of awareness creation and knowledge 

on health insurance with a focus on the OYSHI scheme, OYSHIA has embarked on regular awareness 

creation and advocacy activities. Regarding this, the insurance agency has been on intensive and 

continuous campaigns to drive enrolment in the scheme. It has engaged the use of outreaches and the 

media, especially the radio, to drive the enrollment campaign activities. The radio program especially 

involved phone-in sessions conducted in both Yoruba (the indigenous language of the majority of the 

inhabitants of Oyo State) and English. Pidgin (broken) English is also used to deliver important 

messages sometimes, when, and where necessary. The media campaigns give interested members of 

the public the opportunity to ask questions and clarify less understood areas under enrolment, payment, 

benefit packages, service delivery, and similar others. Advocacy visits were also paid to leaders in the 

communities with IEC (information, education, and communication) materials for enlightenment 

purposes. Previous studies have affirmed that awareness, good knowledge, and understanding of the 

concept of health insurance are drivers of enrolment in prepayment schemes (13–16). The present study 

aimed to do a follow-up on the first three-year post-implementation assessment of the scheme. This 

will enable an objective performance appraisal of the scheme, assess the compliance with suggestions 

made following the first three-year post-implementation study of the scheme, and examine the prospect 

of achieving UHC in record time, as was the experience in other climes (11). 

2. Methodology  

Study Area 

This is a descriptive cross-sectional study on OYSHIA activities, using population coverage of OYSHIA 

in the last three years (July 2020–June 2023) as a proxy for performance assessment. This follows a 

similar three-year (July 2017–June 2020) performance assessment of the scheme (10) on the activities 

of the Oyo State social health insurance scheme. Oyo State is located in the southwest region of Nigeria. 

The state capital is Ibadan, a city a distance of about 150 km from Lagos, the former capital of Nigeria. 

The state has a population of about 7 million people, and typical of most developing countries, especially 

in sub-Saharan Africa, it has a larger informal population group than the formal. Difficulties in achieving 

major success with regards to enrolment and membership in social health insurance schemes in many 

developing countries have been attributed to this larger informal sector, whose data are usually not 

documented and thus unavailable for planning purposes (4). In addition to these, the majority lives in 

rural areas and urban slums, where access to information on beneficial social policies is usually poor 
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(17). The study involved the use of secondary data. For ease of comparison, the use of the data in the 

present study followed essentially what was done in the first study; data on enrolment in the scheme 

were downloaded from the website of the scheme. Downloaded data were used to plot a graph-

displaying pattern of enrolment in the scheme on a monthly basis over a period of 36 months (July 

2020–June 2023) (Fig. 1). Other relevant charts were produced from the data. There was no need for 

ethical approval for this study because secondary data on all enrollees in the health insurance scheme of 

the state were used. There were no exclusion criteria. 

Data collection and analysis 

Data on monthly enrolment in the state’s health insurance scheme was downloaded from the scheme’s 

website. The collected data were analyzed to suit the purpose of the study. The downloading of data 

from the website and subsequent analyses were accomplished over a period of three and a half months 

(December–mid-March, 2024). Data were used to plot a graph-displaying pattern of enrolment in the 

scheme by month over a period of 36 months (July 2020–June 2023) (Fig. 1). Other relevant charts were 

produced from the data. The data were publicly available online. There was no need for ethical approval 

for this study because secondary data on all enrollees in the health insurance scheme of the state were 

used. There were no exclusion criteria. 

3. Results and Discussion 

Figure 1 below shows the pattern of enrolment in the health insurance scheme in the last three years 

since June 2020–JJuly 2023, with a pattern of periods of increased enrolment followed by a decline in 

enrolment in the scheme. However, it should be noted that there was a period of prolonged decline in 

enrollment between July 2020 and September 2021. This period coincided with the time of the COVID-

19 pandemic, which started in the last quarter of 2019 and gradually reduced its intensity until the early 

part of 2022, immediately after which the spike started to assume its pattern of a sharp rise and decline 

again. 

 

                    Figure. 1. A 3-year monthly enrolment pattern in OYSHIA July 2020 – June 2023  
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scheme. Individuals who were in the 60-79 years’ age group had the highest representation (36.8%), 

while those less than 20 years and those between 20 and 39 years were 14.1% and 21.6%, respectively. 

Those who were older than 79 years had the least enrollment (4.4%). While Fig. 3 shows that females 

had a higher enrolment than males (59.7% vs. 40.3%), Fig. 4 shows that married individuals had the 

highest enrolment at 73.2% compared with singles at 23.0% and previously married individuals at 

3.9%. 

Fig. 2 below depicts the enrollees by age group.  

 

                                                  Figure. 2. Enrolment by age group in OYSHIA 

 

Figure. 3 Pattern of Male and Female enrolment in OYSHIA 
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Figure. 4 Enrolment by marital status in OYSHIA 

Fig. 5 shows that the segment of the population with the highest enrolment was the informal sector at 

46.1%, followed by retirees at 22.6%, and civil servants at 16.8%. It should be noted that those 

individuals in the category of children did not enroll by themselves but were rather registered with the 

families to which they belonged, as required by the law that enacted the insurance scheme. 

 

Figure. 5 Pattern of enrolment among different segments of the population 
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the pattern of enrolment in the present study is that, starting from the month of July 2020, there was a 

remarkable decline in enrolment, as shown in the graph that depicts the enrolment pattern; the line 

graph assumed a plateau to almost non-enrolment level. This plateau lasted up until the early parts of 

2022, except for a single rise in November 2021. Thereafter, the enrollment pattern assumed the usual 

pattern of a rise, followed by a fall, and the cyclical pattern continued that way. It should be noted that 

this period of ‘plateau’ in the pattern of enrolment coincided with the COVID-19 pandemic in the study 

area as it was in all other parts of Nigeria and globally (18–21). This period was remarkable with an 

unprecedented observation of strict in-door stay, popularly termed ‘lockdown’, everywhere, with only 

scanty out-door activities permitted for extremely essential services and activities that could not be 

carried out without going to public places (18). Thus, going to healthcare facilities and related places, 

except for a few healthcare services that could not be rendered without visiting a healthcare facility, 

was not permitted. Inadvertently, this situation may have affected the act of interested individuals 

visiting designated places to register and enroll in the health insurance scheme of Oyo State, and thus 

the remarkable low enrolment pattern. It is assumed that the graph not reaching the absolute zero (non-

registration) line could have been the result of a few individuals who had access to the insurance 

scheme’s online registration platform and were thus able to register online. Several previous studies 

have attributed the inability to fully render and/or receive essential health care services by physical 

means to the presence of the highly infectious COVID-19, which started in late 2019 and lingered for 

a long time all over the world (19–21). The scientific community is of the opinion that the infection 

and the disease have not totally disappeared. For instance, a study on the use of health care facilities in 

urban Ethiopia indicated that there was a profound decline in health facility patronage during the 

pandemic (18). This finding was similar to other studies carried out on the impact of COVID-19 on 

healthcare service delivery in some other countries. A study on the effect of the COVID-19 pandemic 

on the use of maternal and child health services in Malaysia shows that essential child health and 

maternal healthcare services showed a remarkable decline during the lockdown (21). In another study 

on sexual and reproductive health services in primary health facilities in Nigeria, a significant reduction 

in healthcare service utilization during the lockdown was also reported (19). In a scoping literature 

review on the effects of outbreaks, pandemics, and epidemics on sexual and reproductive health 

services in sub-Saharan Africa, the major findings were declined access to and utilization of facility-

based health services mainly as a result of travel restrictions, fear of infections among service providers 

and healthcare consumers, shutdown health facilities, absence of healthcare workers, commodities, and 

services, among others, with likely undesirable consequent health outcomes (20). As indicated in the 

graph, there was an indication that there was a rise in enrolment at the end of the decline, which 

coincided with a gradual recovery from the pandemic and the lifting of lockdown (21). 

In recent times, digital technologies have been made use of as a means of circumventing challenges 

posed by epidemics to accessing healthcare services (20, 22). The use of mobile technologies to register 

for and enroll in health insurance schemes is becoming more popular in developing countries, including 

Nigeria (23). In recent times, the prospect of the use of remote consulting, a form of digital healthcare, 

as an avenue to deliver healthcare services is becoming more realistic, as both the supply and demand 

sides of the healthcare market have indicated in a recently concluded trial among primary health care 

workers and consumers in Nigeria (24). Very recently, the entry and investment of foreign 

telecommunications industries into the digital space of Nigeria will certainly provide enabling 

environments for digitalization on both the demand and supply sides of healthcare markets (25). This 

is evident by recent policies implemented by the Nigerian government through the National 

Communications Commission that are poised to enable the establishment and growth of digital 

businesses and related activities in all sectors, including the health system (26). This is also supported 

by the policies of the Central Bank of Nigeria, which supports the digitization of payments in the 

banking industry and other financial institutions (27). It is important that relevant actors in the health 

system of Nigeria and similar other settings explore this avenue as a means of implementing a resilient 

health system that is capable of providing essential healthcare and related services that, hitherto, would 

have been impossible to provide without digital health technology. This should include electronic 
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registration and enrollment in health insurance schemes through designated platforms. 

This study revealed the propensity of much older individuals and women to enroll in health insurance 

schemes. Previous studies have shown that individuals who are more likely to have a greater need for 

healthcare services, such as old people and women, tend to adopt health insurance schemes more than 

younger people and men, respectively. The demand for health insurance among older individuals has 

been likened to the production process in industrial settings; the quantity (and quality) of output is 

determined by the factors (quantity and quality) of input, that is, the more and better the input, so 

likewise the output (28). Using this model, it has been argued that the good health status and well-

being of most individuals are considered innate or biologically inherited input bestowed at birth, and 

it determines the level of productivity and functionality of individuals. However, as age advances, this 

innate inheritance dwindles, reducing the sense of wellbeing and productivity of individuals. In order 

to mitigate the reduced quality of input, the demand for a safety net increases. Enrollment and 

membership in health insurance schemes and the associated benefits of enhanced access to available 

healthcare services are potent safety nets in readiness for times of healthcare need (29). This also 

explains the low demand for health insurance among those who are young and are apparently healthy 

(13). This study shows that individuals who were older than seventy had the lowest enrollment status. 

These could be due to many factors, such as poverty, poor knowledge about the scheme, and physical 

debilitation, among others (4, 30). 

Married and female study participants were found to have a higher enrollment status than single and 

male participants. In addition to their spouses, married people are more likely to have dependents from 

both their immediate and extended families. The individuals in these families will usually have 

different healthcare needs at various times and levels. In such a situation, meeting healthcare costs by 

other means than a prepayment method, such as a health insurance scheme, could prove catastrophic. 

In addition to reproductive health needs, a similar explanation could be made for the higher tendency 

of female individuals to enroll in health insurance schemes than their male counterparts (13, 31). 

Enrollment and membership in health insurance schemes are also evidence of well-known better 

health-seeking behavior among female individuals compared to their male counterparts (32). Lower 

health-seeking behavior among men has been attributed to traditional masculinity (33) which tends to 

prioritize health-seeking less compared to women, which must have affected the lower enrollment 

status of men in this current study. It is important that programs that will positively impact enrollment 

in prepayment schemes, including health insurance, among men be desirable.  

Although the enrollment figure in the present study was higher than what was recorded in the previous 

study, the increment is less than what was expected after a three-year period. While the total enrollment 

figure was 55,119 in the last study, it was 73,600 in the current one. This is just about a third of the 

2020 figure; in other words, just above one-third of the total enrollment figure recorded in the last 

study. The lower than expected enrolment figure could be attributed to many factors, among which 

COVID-19 pandemics will easily play a central role, as was clearly suggested in the diagram showing 

the enrolment pattern between 2020 and the early part of 2022. Although the COVID-19 pandemic was 

not a confirmed reason, in this environment, other factors that are known to contribute to low enrolment 

in health insurance schemes are poverty, a poor level of awareness and knowledge of health insurance, 

and superstitious beliefs towards prepayment schemes (4). 

A closer analysis of the total enrolment figure in the two studies shows that, in the previous study (July 

2017–June 2020), the formal sector was responsible for more than ninety percent of the total enrolment 

figure, while it was less than twenty percent in the present study (July 2020–JJune 2023). This is an 

encouraging situation for the scheme. Generally, in developing countries, health insurance membership 

favors the formal sector workers as a result of many reasons, among which are difficulty in premium 

collection among the formal sector workers, poverty, and poor knowledge of health insurance schemes 

(4, 31, 34). The turn-around in health insurance enrolment among the informal sector workers as seen 

in this study could be attributed to the persistent and focused multi-pronged campaigns and advocacy 

visits embarked upon by the agency. Studies have shown that consistent and focused advocacy visits, 
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exposure to media campaigns, and language that is well understood are drivers of enrolment in health 

insurance schemes (5, 14, 31). In the absence of the COVID-19 epidemics, it could be averred with a 

reasonable level of caution that enrolment in OYSHIA would have been higher than what it is presently. 

A higher enrolment among the informal compared to the formal sector of the population, as 

demonstrated in this study, is a measure of the improved performance of OYSHIA when compared to 

the findings of the previous study conducted on the 2017–2020 assessment cycle. The enrollment status 

of the informal sector was used as a metric of performance assessment in the two studies that assessed 

the performance of OYSHIA. While the first performance assessment study of OYSHIA (July 2017–

June 2020) was declared poor, the present performance assessment study is good and encouraging, 

specifically because of the enrollment status of the informal sector, which is much better than the 

formal sector.  

4. Conclusion and future scope 

Limitation and recommendations 

This study made use of secondary data. The use of primary data would enable a better understanding 

of the dynamics of enrollment, including enabling and inhibiting factors. It is recommended that further 

studies on the enrollment activities of this agency involve a mixed-methods study that will include the 

collection of primary and secondary data. The approach of community engagement embarked upon by 

the agency seemed to be working. It is recommended that the agency intensify this method for better 

population coverage and make efforts towards attaining universal health coverage 
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