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Abstract

This study explores the impact of National Health Insurance Scheme NHIS enrollment on
financial protection against the out-of-pocket expenditures and catastrophic health costs for
enrollees in Nigeria. It employs Two part model (TPM) which is often used to analyze
healthcare expenditures, especially when a significant portion of the population may not incur
any expenses. The study employed a cross-sectional survey design with multi-stage cluster
sampling to collect data, using 468 respondents comprising 234 HNIS-insured Federal
Government employees and 234 uninsured employees from the organized private sector in
Kano state, Nigeria. Pre-estimation and post estimation test including the skewness and
kurtosis test for normality, breusch-pagan test for homoscedasticity, variance inflation factor
test for multicollinearity and the combine marginal effect conducted and estimated revealed
high level of consistency and reliability of the research findings. Empirical findings from the
model revealed that health insurance enrollment is associated with 14.11% reduction in
probability of incurring catastrophic health expenditure among the sampled respondent.
Findings regarding other significant variables in the model shows that Hospitalization, health
problem, and chronic health condition increases the risk of catastrophic health expenditure as
expected, which highlights the potentiality of health insurance enrollment in providing
financial protection against it. Education and income have positive effects on catastrophic
health expenditure suggesting that higher-income and the more educated household may be
more likely to incur high healthcare cost. In essence, this study recommends that,s
Policymakers should prioritize increasing funding for program expansion to include wider
populations because the evidence that NHIS significantly improves access and financial
protection suggests that expanding and improving the implementation of NHIS is crucial for
achieving Universal Health Coverage (UHC) in Nigeria.

Keywords: National Health Insurance Scheme, on financial protection and Universal Health
Coverage.

1. Introduction

In Nigeria Households frequently use of-pocket (OOP) expenditures, which
savings, sell assets, procure loans or account for a significant portion of total
borrow from family and friends to cope health spending. For many households,
with high out of pocket payment for particularly in rural areas, the absence of a
healthcare services, Healthcare financing comprehensive health insurance scheme
in the country is characterized by high out- can result in financial hardship. The
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reliance on OOP payments often leads to
impoverishment when households are
faced with unexpected medical expenses.
Consequently (Carapinha et al, 2021)
Despite significant investments in the
Nigerian healthcare system, the country
still grapples and struggles with poor
health outcomes, inadequate funding, brain
drain, inequitable distribution of healthcare
resources, high out of pocket expenses,
poor infrastructure, shortage of medical
supplies and high maternal and child
mortality rates.

Nigerian healthcare system is plagued by
high Out of Pocket expenses (OOP)
leaving many citizens vulnerable to
financial hardship and impoverishment,
where the burden of out of pocket expenses

account for 72% of total healthcare
expenditure  with average Nigerian
spending N17,644 annually, which

represent 14% of an average household
income. with consequences that 55% of
Nigerians unable to afford healthcare
services, 30% of households borrow
money or sell assets to pay for healthcare,
hence out of pocket expenses pushes 7
million Nigerians into poverty annually
(JHEP 2020). As Nigeria accounts for a
quarter of global cases of malaria and half
of the non-communicable disease burden
in sub-Saharan Africa, Expenditure on
malaria alone was approximately N1.7
trillion, equivalent to 40% of current health
expenditure.  Households  contributed
87.8%; Government contributed 8.0%;
while donors Contributed 4%, (UNICEF
2018).

The aforementioned is exacerbated by
inadequate ate funding, hindering the
provision of qualitative healthcare services
in Nigeria. The country allocates only 5
percent of its budget in 2021 to healthcare,
far below the 15 percent recommended by
the African union in 2001. this lead to
inadequate healthcare Expenditure where
the countries healthcare expenditure as a
percentage of GDP stands at 3.7% in 2020
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ranking the 184" out of 191 countries
(WHO 2022). The Nigerian per capita
healthcare spending stands at USD 38 in
2020 compared to South Africa USD1,044,
and US USD 2,634, this is in addition to
healthcare funding gap of N1.4 trillion.
WHO and USAID (2020) provide a
comprehensive analysis that Nigeria relies
heavily on external funding for healthcare
with 70% of funding coming from external
sources. In essence these fact and figures
clearly illustrate the critical issue of
inadequate funding in Nigeria. The
consequences of this poor funding regime
are inadequate infrastructure, including
poorly equipped primary healthcare
centers, shortage of medical supplies and
essential  equipment, many  skilled
healthcare professionals emigrate to other
countries leading to severe brain drain. As
well as high out-of- -pocket expenses
which accounts for 72% of total healthcare
expenditure.

Although all expenses are minuses to the
households limited income, but some
expenses may be termed catastrophic, as
15% of Nigerian households face
catastrophic health expenditure (CHE)
exceeding 20% of households’ income,
where catastrophic health expenditure
affect 23% of households in rural areas,
compared to 12% in the urban areas.
Despite two decades of NHIS
implementation, challenges in achieving
its  objectives remain, particularly
regarding  financial  protection and
equitable access to healthcare services.
Many citizens lack awareness or access to
health insurance products, leaving them
vulnerable to  catastrophic  health
expenditures. This article aims to analyze
the extent to which NHIS enrollment
provides financial protection and reduces
health-related  financial burdens for
Nigerians.
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2. Literature Review

There are many theoretical literature
justifying the connection between health
insurance and financial protection from
catastrophic out-of-pocket expenditure,
but this article reviews the World Health
Organization’s frame work for financial
protection upon which the theoretical
framework of the study is built upon. The
World Health Organization (WHO)
framework for financial protection
provides a robust theoretical and policy
foundation for this study. WHO (2010)
defines financial protection as the ability of
individuals and households to access
needed health services  without
experiencing undue financial hardship or
being pushed into poverty. It is a
foundation of progress toward Universal
Health Coverage (UHC), which the WHO
frames around two core dimensions, first,
ensuring that all people have access to
quality health services, and second,
ensuring that the use of those services does
not expose users to financial hardship,
WHO & World Bank (2021). The WHO’s
analytical framework for monitoring
financial protection focuses on two
primary indicators: catastrophic health
expenditure (CHE), which refers to out-of-
pocket (OOP) payments that exceed a
given fraction, typically 10% or 25%, of a
household’s total consumption or non-food
expenditure, and impoverishing health
expenditure, which refers to OOP
payments that push households below the
poverty line or deepen existing poverty.
These indicators are derived from
household surveys and are central to the
WHO’s annual global monitoring reports
on UHC. The underlying logic is that
prepayment mechanisms—such as taxes,
social health insurance, and
community-based insurance—are essential
to reduce reliance on OOP payments,
which are the most regressive and
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financially damaging form of health
financing (WHO, 2010; Xu et al., 2003).
The key elements of the WHO financial
protection framework include prepayment
and risk pooling, which means that
financial resources should be pooled in
advance to spread the financial risk of
illness across the population, thereby
protecting individuals from large,
unpredictable expenses. Another element
IS progressive financing, which requires
that contributions to health financing be
based on ability to pay, so that the poor are
not disproportionately burdened. The
framework also emphasizes equitable
access, meaning that financial protection is
meaningful only when combined with
access to needed services; otherwise,
insurance may cover services that are
unavailable or of poor quality. Finally,
monitoring and  accountability  are
essential, as countries are encouraged to
track CHE and impoverishment indicators
routinely and to use them to guide policy
reforms. The WHO emphasizes that
moving toward UHC requires a systematic
shift from OOP payments to prepayment
and pooling, with explicit attention to the
needs of vulnerable populations, including
informal sector workers, the rural poor, and
those with chronic conditions (WHO,
2013; WHO & World Bank, 2021).

This study on “Financial Protection and
NHIS Enrollment: Evidence from Nigeria”

is directly aligned with the WHO
framework in several respects. First,
regarding conceptual alignment with

catastrophic health expenditure, the study
adopts the WHO’s widely accepted
definition ~ of  catastrophic  health
expenditure, using a threshold of 20% of
household income. This is consistent with
the WHO’s recommendation to use either
10% or 25% of total household expenditure
or income, depending on context and data
availability. By measuring CHE as the
primary outcome, the research
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operationalizes the core indicator that the
WHO uses to monitor financial protection.
Second, in its focus on prepayment through
national health insurance, the study
evaluates the role of the National Health
Insurance Scheme (NHIS)—a prepayment
mechanism—in reducing CHE. This
directly tests the WHQO’s central premise
that moving from OOP payments to
prepayment and risk pooling improves
financial protection.

The WHO framework for financial
protection provides a robust theoretical and
policy foundation for this study. By
adopting the framework’s core concepts—
catastrophic health expenditure,
prepayment, risk pooling, and equity—the
study demonstrates that NHIS enrollment
significantly reduces the financial risk
associated with healthcare in Nigeria. In
doing so, it not only validates the WHO’s
emphasis on prepayment mechanisms but
also offers actionable evidence for
Nigerian  policymakers  seeking to
accelerate progress toward UHC. Future
research should build on this linkage by
incorporating WHO-recommended
measures of impoverishment and by using
longitudinal data to assess the
sustainability of financial protection over
time.

Empirically, in other Part of the World
Nguyen, H., & Wang, W. (2023) Using
panel data from the Vietnam Household
Living Standards Survey (2016-2020) and
a  difference-in-differences  approach,
evaluated the effect of expanded social
health insurance coverage on financial
protection. The findings revealed that
enrollment significantly reduced the
likelihood of catastrophic  health
expenditure by 8.2 percentage points and
lowered the risk of impoverishment due to
out-of-pocket  payments, particularly
among the near-poor and rural populations.
Also on global dimension Li et al. (2017)
Assessed the Impact of National Health
Insurance on Financial Risk Protection in
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China their assessment found improved
financial risk protection among the
sampled respondents.

In Africa Ghana Agyemang, C., Oduro, A.
Y., & Owusu-Ansah, F. E. (2024)
employed a cross-sectional survey of 2,200
households in Ghana and used propensity
score matching to compare insured and
uninsured households. The results showed
that NHIS membership was associated
with a 14.8% reduction in out-of-pocket
expenditure and a 10.3 percentage point
decrease in the incidence of catastrophic
health expenditure (using a 10%
threshold). The protective effect was
stronger for households in the poorest
wealth quintile and those with chronic
illness members. Also in Ghana, on the
issue of Distributional Impact, Amoah et
al. (2020) study the Distributional Impact
of National Health Insurance on Financial
Protection in Ghana their study found a
significant financial protection for the poor
among the insured. On the same issue of
Distributional Impact Rokx et al. (2019) in
their study investigating Who Benefits
from National Health Insurance in
Indonesia showed benefits for vulnerable
population.

In Nigeria Okunogbe et.al, (2022) used a
quasi-experimental design with two rounds
of household surveys (baseline and
follow-up) and applied
difference-in-differences and propensity
score matching to evaluate the Kwara State
Health Insurance program. The findings
demonstrated that enrollment reduced the
probability  of  catastrophic  health
expenditure (20% threshold) by 11.6% in
the short term and 9.8% in the longer term.
The protective effect was driven by lower
out-of-pocket payments for inpatient and
outpatient care, despite increased service
utilization.

Also in Nigeria Adebayo, A. M., &
Oduwole, O. (2022) Employing a
cross-sectional survey of 1,s respondents
across six states and using a two-part
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model, the study examined the association
between NHIS enrollment and
out-of-pocket health expenditures. The
results indicated that NHIS enrollees had
significantly lower out-of-pocket
expenditures compared to the uninsured,
with a 16.3% reduction in the probability
of  incurring  catastrophic  health
expenditure. The protective effect was
most pronounced among formal sector
workers but was limited for informal sector
enrollees, highlighting the need for
expanded coverage.

In sum, the existing literature underscores
the connection between health insurance
enrollment and financial protection. For
instance, studies have shown that health
insurance significantly enhances access to
medical services and protects against
catastrophic health expenditures,
especially for low-income households.
However, the aforementioned empirical
literature revealed significant gap and

mixed  findings among  different
populations regarding the impact of
National Health Insurance Scheme on

financial protection against high out-of-
pocket expenditure.

3. Methodology

This  study employs econometric
techniques to evaluate the impact of NHIS
enrollment on financial protection against
health expenditures. Specifically, a Two-
Part Model (TPM) approach is used to
assess the probability of incurring
catastrophic expenditures and the level of
healthcare expenditures among those who
seek medical services. The analysis
focuses on a sample of insured and
uninsured individuals across various
demographic and socioeconomic
backgrounds using a cross section of
federal government employees (insured)
and that of organized private sector in
Kano state Nigeria. The study used a multi-
stage cluster sampling to select its
respondents.
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Sample size: Therefore, this study
employed Yamane’s formula and approach
for sample size determination in each
section of the selected organizations, using
the available sampling frame with a
population of 3251 to arrive at 234
respondent (NHIS insured/treated) added
another 234 respondent from the organized
private sector (uninsured/untreated) as
control group totaling to 468 respondent to
estimate the strategic impact of NHIS on
financial protection against catastrophic
health expenditure.

Research model and model specification
This study employs a Two-Part Model
(TPM) to analyze the impact of National
Health  Insurance  Scheme  (NHIS)
enrollment on financial protection. The
dependent variables are: (1) the probability
of  incurring  catastrophic  health
expenditure (CHE) — a binary outcome —
and (2) the level of out-of-pocket (OOP)
expenditure among those who incur any
cost. The independent variables include
NHIS enrollment, hospitalization, history
of health problems, family size, education,
income, medical check-up frequency,
self-assessed health status, and chronic
health condition. The  expected
relationships are as follows:

*NHIS enrollment is hypothesized to
reduce both the probability of CHE and the
level of OOP expenditure, as prepayment
and risk pooling lower the financial
burden.

*Hospitalization and history of health
problems are expected to increase the
likelihood and magnitude of CHE,
reflecting higher healthcare needs.
*Family size is anticipated to increase
overall household expenses, potentially
raising the risk of CHE, though the model’s
results showed a contrary negative sign
(interpreted in discussion).

*Education is hypothesized to increase
healthcare utilization and awareness,
which may lead to higher OOP spending,
implying a positive relationship with CHE.
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*Income is expected to be positively
associated with CHE, as higher-income
households may afford costlier care.
*Medical check-up frequency is expected
to reduce the probability of CHE by
enabling early detection and preventive
care, thereby lowering catastrophic
expenses.

*Self-assessed health status (with better
health coded lower) is hypothesized to
decrease CHE risk, as healthier individuals
incur fewer medical costs.

*Chronic health condition is expected to
increase the likelihood of CHE due to
continuous and often expensive care needs.
These aforementioned are modeled
simultaneously in the TPM, where the first
part uses a logit model for the probability
of incurring CHE, and the second part uses
a generalized linear model (GLM) to
estimate the level of OOP expenditures
among those with positive spending. The
marginal effects derived from this
specification provide the direction and
magnitude of each variable’s influence on
financial protection.

In essence, the model specification for
analyzing the impact of National Health
Insurance Scheme (NHIS) on financial
protection using a Two-Part Model (TPM)
can be specified via the following steps
Part 1: Probability of Incurring Out-of-
Pocket (OOP) Expenditures

Dependent Variable: Binary indicator for
incurring OOP  expenditures (1=Yes,
0=No)

Covariates of the model includes: NHIS
enrollment (binary: 1=Enrolled, 0=Not
enrolled),family size (as continues = no. of
individuals living in the household),
Education (categorical: Primary,
Secondary, Tertiary), Income (continuous)
= level of respondents income, history of
health problem= whether respondents has
some define ailments, hospitalization =
whether the respondent is hospitalized
due to ailment reported, Medical checkup
(as continues= no. of hosp. visit for check-
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up), self-assessed Health status categorical
in nature ( self-assessed as excellent,=1
good=2 fair=3, and poor=4) and Chronic
condition (yes =1, no=0),
Therefore the above Model
Specified as:

Logit (OOP/cat expenditures) = 0 + Bl
(NHIS) + B2 ((hospitalization) + 3
(history of health problem) + p4
(Education) + B5 (Income) + B6 (medical
check) + B7 (family size) + B8 (self-
assessed Health status) + B9 (Chronic
condition) + ¢

While the second part of the model (Part
2): Level of OOP Expenditures (among
those with expenditures) can be presented
as:

Dependent Variable: OOP expenditures
(continuous)

Covariates: NHIS enrollment (binary:
1=Enrolled, 0=Not enrolled), Household
income (continuous), Household size
(continuous), Education (categorical:

can bhe

Primary, Secondary, Tertiary),
Occupation (categorical: Formal,
Informal) and Geographic location

(categorical: Urban, Rural)

The Model is Specified as:
OOP/cat._expenditures = f0 + + B1(NHIS)
+ P2((hospitalization) + P3(history of
health problem) + p4(Education) +
BS(Income) + B6 ( medical check) + B7
(family  size) +  PB8(self-assessed
Health_status) + B9(Chronic condition ) +
€

4. Results and Discussion

Before presenting the research findings
regarding the marginal effect after two part
model, pre-estimations test to ensure
validity, reliability and consistency of the
research findings is conducted, theses
includes skewness and kurtosis test for
normality,  breusch-pagan test for
homoscedasticity, and variance inflation
factor test for multicollinearity.
Breusch-pagan test for
homoscedasticity; breusch-pagan test for
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homoscedasticity is presented below where
prob < chi2 = 0.0570 therefore we fail to
reject the (HO) and conclude that the
variance of the residuals is nearly constant
(homoscedastic)

Skewness and kurtosis test for
normality; for skewness and kurtosis joint
test for normality (see appendix), where all
the variables in the model exhibit normalcy
taking the cognizance of their respective
values of prob < chi2 with exception of
gsnhis the variable representing general
satisfaction with NHIS services among the
insured.

Table 4.2.16 presents the result of marginal
effect after two part model estimation,
where the variable Health insurance
enrollment  (-0.141) is statistically
significant at 1%, it represent the
respondent insurance status, has a
corresponding value of -0.141, signifying
that a 1% increase in health insurance
enrollment is associated with a 14.1%
decrease in catastrophic health
expenditure. This discovery is in line with
the a priory expectation of the model that
health insurance status may reduce the
probability  of  catastrophic  health
expenditure. The variable Medical check-
up is also statistically significant at 1%
with marginal effect of (-.0525), medical
check-up shows the number of times a
sampled respondent visit hospital for
medical check-up, where having a medical
check decreases the probability of
catastrophic expenditure by 5.25% this
empirical finding is align with the models
expectation that medical check-up may
reduce the likelihood of catastrophic health
expenditure.

Hospitalization Due to Health Problem
with marginal effect of (0.079), is an
important variable in the model, although
its only statistically significant at 10% but
has a great practical significance, where
being hospitalized due to a health problem
increases catastrophic health expenditure
by 7.9%. the finding does not only confirm
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the model expectation but reaffirmed the
practical experiences that hospitalization is
usually associated with huge financial
expenditure.

Also in line with the hospitalization is
Health problem, where findings regarding
Health problem revealed that having a
history of health problem increases
catastrophic health expenditure by 7.1%.

Finding from the model shows that a 1-unit
increase in  family size decreases
catastrophic health expenditure by 1.37%,
meaning that as household size increases
by one person catastrophic health
expenditure increases by 1.37%. This
finding also align with the a priori
assumption of this model that large family
size is correlated with large healthcare
expenditure

The variable education, representing
educational level of the respondent shows
that a 1-unit increase in education level
increases catastrophic health expenditure
by 32.6%. This implies that the more
educated are more likely to incur large
healthcare  expenditure in  seeking
healthcare. Although the finding is of less
statistical significance but the largest
practical significance as shown by real life
experience that the higher educated elites
are more likely to spend more on
healthcare access and utilization.

The variable income represents income
levels of the sampled respondents where a
1% increase in income increases the
probability  of  catastrophic  health
expenditure by 4.73% This implies that the
higher-income earners are more likely to
incur large healthcare expenditure in
seeking healthcare, because in some
context there is significant relationship
between income levels and levels of
education, and also between levels of
education and awareness on healthcare
seeking behavior.  Findings for Self-
assessed health status revealed that a unit
improvement in self-assessed health status
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decreases the probability of incurring
catastrophic health expenditure by 0.77%.
the variable chronic health condition
represents the sampled respondent with
health condition that demand consultation
of general practitioners, on regular basis,
its finding revealed that having a chronic
health condition increases the probability
of  incurring  catastrophic  health
expenditure by 10.75% although this

variable is only statistical at 10% but it
align model expectation that chronic health
condition may trigger catastrophic health
expenditure.

Combine expected value: the combine
expected value of catastrophic health
expenditure is 0.2563, indicating that, on
average households faces a 25.63% risk of
catastrophic health expenditure within the
sampled respondents

Table 4.2.16 Marginal effect after Two part model- for Financial Protection against

Catastrophic health expenditure

No. Std.

Variables Observ Dy/dx err p.value

health insurane enrolment 353 1412 0.0512 0..000

Hospitlztion d.heal,prb 359 .0790 0.0569 0..015

Healt.prob. 359 .0071 0.0152 0..032

Family size 359 .0137 0,0543 0.006

Education 358 .0326 0.0274 0..041

Income 357 ,0473 0.0221 0.032

Med, check 359 -.0525 0.0159 0..000

self assed heal.Condt 359 -0.077 0.0171 0..065

hronic illness(cgp) 359 ,1075 .057  0.059
Deviance statistics = 1338.419866 AIC Hospitalization, health problem, and
=4.4424 BIC=-324.54 chronic health condition increases the risk
Pearson statistics =1278.6511 of catastrophic health expenditure as
Discussion expected, showcasing the potentiality of

Findings from the model revealed that
NHIS enrollment is  significantly
associated with a reduction in catastrophic
health expenditures. Specifically, enrollees
experienced a 14.1% decrease in the
likelihood of facing OOP costs that exceed
20% of their income. This reveals that
health insurance plays a crucial role in
shielding households from the financial
shock of unexpected medical costs.
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health insurance enrollment in providing
financial protection against it. Education
and income have positive effects on
catastrophic health expenditure suggesting
that higher-income and the more educated
household may be more likely to incur high
healthcare cost. On the other hand medical
check-ups and self-assessed health status
decreases the risk of catastrophic health
expenditure.
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The empirical evidences generated by this
study is also supported by previous
findings, for instance see: Wagstaff & van
Doorslaer, (2003) in their study the
Catastrophe and Impoverishment in
Paying for Health Care With Applications
to Vietnam 1993-1998, this foundational
study discusses how health insurance can
mitigate financial burdens associated with
healthcare expenses, where they found a
positive correlation. Adebayo & Oduwole
(2022) Healthcare Financing and Financial
Protection, Evidence from the National
Health Insurance Scheme in Nigeria,
critically demonstrates how enrollment in
NHIS reduces catastrophic  health
expenditures.  Also Ugochukwu et al.
(2021) assessed the Impact of Health
Insurance on Household Out-of-Pocket
Health Expenditures in Nigeria The study
finds that health insurance enrollments
correlate  with reduced out-of-pocket
expenses. Other studies along this line
includes that of Xu et al. (2007): The study
found that health insurance enrollment
reduces financial burdens associated with
healthcare costs, particularly among the
poor, and Ekman (2007) The author found
that health insurance enrollment reduces
out-of-pocket healthcare expenditures and
improves financial protection.
Socioeconomic  and  demographic
implication

With reference to the aforementioned
empirical generated by this study, several
Socioeconomic and demographic factors
plays vital role in shaping this analysis. For
instance see income level,  Education,
Education and Health History that Higher-
income individuals are more likely to incur
OOP costs, potentially due to higher
healthcare needs rather than inefficacy of
the NHIS itself. Also The analysis
indicates that individuals with higher
levels of education are more likely to
utilize healthcare services and, as a result,
might experience higher OOP
expenditures. However, their knowledge of
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NHIS benefits may also empower them to
navigate the healthcare system more
effectively. The findings further suggested
that Respondents with chronic health
conditions reported higher healthcare
expenses, implying that those with greater
healthcare needs benefit more from
financial protection under NHIS.
Importance of Preventive Care: The data
shows that enrollees who regularly utilize
preventive care demonstrate lower overall
healthcare expenditures. This suggests that
NHIS enrollment not only provides
financial protection but also encourages
healthier behavior and preventive medical
check-ups, ultimately lowering costs.

5. Conclusion and Recommendation
Conclusion

The evidence indicates that NHIS
enrollment has a positive effect on
financial protection for Nigerians. By
significantly reducing the probability of
catastrophic health expenditure, NHIS
plays a wvital role in safeguarding
households against the financial risks
associated  with  healthcare  needs.
Importantly, the study highlights the need
for continued emphasis on education and
outreach initiatives to promote insurance
literacy among Nigerians, which can
further enhance the protective benefits of
NHIS.

Overall, this study provides strong
evidence that enrollment in the NHIS
contributes  significantly to financial
protection for individuals in Nigeria. It
underscores the importance of health
insurance in mitigating the financial
burdens of healthcare and protecting
vulnerable populations from
impoverishment. Ultimately,
strengthening NHIS and addressing
implementation  challenges  will  be
essential in advancing the health and
economic  well-being of Nigerians,
particularly as the country works toward
achieving UHC.
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Recommendations

1. Expand Coverage: policy makers
should Extend NHIS coverage to include
more low-income and rural populations to
ensure comprehensive access to healthcare
Services.

2. Enhance Outreach: policy makers
should Increase efforts to raise awareness
about the benefits of NHIS and how it
protects against health-related financial

3. Strengthen Preventive Care: Invest in
preventive health services through NHIS to
further reduce healthcare costs for insured
populations.

4. Policy Reforms: Implement policies that
enhance funding for NHIS and improve
healthcare infrastructure to support
effective service delivery.

By implementing these recommendations,
policymakers can ensure that NHIS
effectively protects more Nigerians from
financial distress while improving overall
healthcare outcomes.
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