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Abstract

Background In efforts to advance universal healthcare coverage (UHC) in Nigeria, the federal government
empowered sub-national entities such as states to develop and implement their respective state-supported health
insurance schemes (SSHIS). This study assessed the coverage and predictors of enrollment in the SSHIS in six Nigerian
states.

Methods This study used a quantitative cross-sectional design. Respondents were recruited across six Nigerian states
with operational SSHIS, corresponding to the country’s six geopolitical zones. These include the Cross River, Enugu,
Oyo, Kwara, Sokoto, and Taraba states, representing the South-South, South-East, South-West, North-Central, North-
West, and North-East zones respectively. Data were collected from community members in congregate settings

such as markets, churches/mosques, schools, bus stations/parks, and healthcare facilities. Descriptive, bivariate, and
multivariate analyses were conducted using SPSS version 25.

Results The number of study respondents was 3732. The greater majority of the respondents were self-employed
1855 (49.7%) and were living with an average monthly income of < 10,000 naira 1175 (31.5%). Coverage of the state
health insurance was highest in the North-Central Kwara State 326 (37.3%), but lowest in the South-Eastern Enugu
State 6 (1%). Among beneficiaries, overall satisfaction with the scheme was highest in Oyo State 73 (77.7%), but
lowest in Cross River State 16 (32.7%). After adjusting for confounders, several covariates were identified as decreasing
the odds of enrolling into the schemes; however, lack of awareness about the scheme was most significant across all
the six states.

Conclusion Low coverage due to poor awareness, financial barriers, and enrollee dissatisfaction currently affect the
SSHIS in Nigeria. To improve enrollment and sustainability, nationwide educational campaigns and consolidation of
health insurance schemes are recommended.
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Background

In recent decades, several low and middle-income coun-
tries have prioritized access to quality healthcare for
their people towards achieving universal health cover-
age (UHC). According to the World Health Organiza-
tion (WHO), UHC means that all people have access to
the full range of quality health services that they need,
when and where they need them, without financial
hardship [1]. An important aspect of UHC is financial
risk protection, which encompasses minimizing out-of-
pocket (OOP) payment for health services to prevent
catastrophic or impoverishing outcomes for the consum-
ers [2]. UHC aims to remove the financial barriers that
prevent people from accessing healthcare through vari-
ous insurance strategies [3]. Social health insurance, a
financial risk protection strategy, has been shown in sev-
eral studies to be an important factor in advancing UHC
[4-6].

In Nigeria, however, the reality of health insurance cov-
erage still leaves much to be desired. More than 90% of
the 43 million households in Nigeria rely on OOP pay-
ments for their healthcare, making OOP payments a pri-
mary means of health financing in the country [7].Nigeria
records one of the highest out-of-pocket (OOP) health-
care expenditures both in Africa and globally, accounting
for 76% of its total healthcare expenditure in 2022 [8, 9].
This figure far exceeds the average OOP expenditure in
Sub-Saharan Africa (32% in 2022) and the global average
(17.23% in 2022) [10]. Despite some gains, Nigeria’s Uni-
versal Health Coverage (UHC) index remained low at 38
in 2021, compared to the African average of 44 and the
global average of 68, highlighting ongoing gaps in ser-
vice coverage and financial protection [11]. According
to the World Bank, increased OOP healthcare expendi-
ture correlates directly with increased rates of extreme
poverty, as health expenditure pushes over 1 million
Nigerians into poverty, and a quarter of the population
into financial strain, every year [10]. As of 2024, nearly
700 million people—8.5% of the global population—live
in extreme poverty, defined as living on less than $2.15
per day. Sub-Saharan Africa, with 16% of the world’s
population, accounts for 67% of those living in extreme
poverty [12]. Notably, Nigeria alone is home to over
100 million of these individuals, meaning roughly one in
seven extremely poor people globally reside in Nigeria.
This underscores the urgent need for financial protec-
tion to prevent further impoverishment from healthcare
expenses [13].

Nigeria’s low UHC index score and high poverty burden
together threaten the achievement of Sustainable Devel-
opment Goal (SDG) 1 (No Poverty) and SDG 3 (Good
Health and Well-being), as limited financial risk protec-
tion heightens the risk of healthcare-related impoverish-
ment, deepening poverty levels and undermining efforts
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to ensure healthy lives and well-being for all by 2030
[13-15].

The Federal Government of Nigeria, in 2005, estab-
lished the National Health Insurance Scheme (NHIS)-
now National Health Insurance Authority (NHIA) - in
pursuit of UHC goals in the country [16]. However, by
2024, less than 10% of Nigerians have enrolled in the
scheme, with most beneficiaries being a fraction in the
federal workforce, leaving the majority of the population
uninsured [16, 17]. Although less than 10% of Nigerians
are currently enrolled in the NHIA scheme, coverage is
not uniformly distributed across regions. Notably, just
14 states—including the FCT—reported health insur-
ance coverage rates exceeding the national average,
while 22 states fell below it, with Zamfara recording
the lowest rate at 0.2% [18]. Evidence suggests signifi-
cant regional variation in enrollment is often influenced
by cultural, religious, and socioeconomic factors [19,
20]. For instance, studies have found that individuals in
northern Nigeria—where traditional and religious beliefs
are more conservative—may be less likely to enroll due to
distrust in formal healthcare systems or preferences for
traditional medicine [21]. Additionally, cultural norms
around healthcare decision-making, particularly where
male heads of households exert dominant influence [22],
can affect the uptake of health insurance by women and
children. Religion has also been shown to influence per-
ceptions of illness and healing [23], sometimes reduc-
ing the perceived need for formal insurance schemes. In
addition, low acceptance and reluctance to pay premiums
were identified as some of the factors of the scheme’s
low coverage, particularly within the informal sector,
which accounts for around 70% of Nigeria’s workforce
[24]. Thus, the NHIA struggled with its goal of providing
financial risk protection to Nigerians [25].

In 2015, to enhance coverage of both informal and
formal sectors, the Nigerian government approved for
all states of the federation to establish and operate their
respective state-supported health insurance schemes
(SSHIS), with the NHIA providing technical and finan-
cial support [26, 27]. This decentralizing reform was also
intended to foster stakeholders’ sense of ownership and
commitment to the health insurance system, contribut-
ing to progress towards achieving UHC in the states [28].
Since its inception, about 20 states have launched their
SSHIS programs to different extent [29]. However, a
comprehensive assessment of the progress of the SSHIS
has not been conducted [30]. Specifically, recent data is
lacking on the pattern of enrollment, utility, and percep-
tion of this scheme among the target population in the
operating states relative to the founding objectives. This
study thus aimed to assess the coverage and predictors
of enrollment in the SSHIS among its target population
in the states under study. Findings from this work will
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assist in identifying and understanding the barriers to the
implementation of these schemes, to support their opti-
mization and improve financial risk protection in line
with UHC goals.

Methods

Study design, settings and inclusion criteria

A multi-site cross-sectional survey was conducted to
investigate the enrollment predictors of the SSHIS across
six Nigerian states. To ensure broad geographic represen-
tation, Nigeria’s six geopolitical zones were considered.
From each zone, states where the SSHIS had been offi-
cially launched and was operational as of January 2023
were identified. States where the SSHIS had not yet been
launched or were inactive were excluded from selection.
Among eligible states in each zone, one state was selected
by convenience. The final selected states were Cross
River (South-South), Enugu (South-East), Oyo (South-
West), Kwara (North-Central), Sokoto (North-West), and
Taraba (North-East), each representing their respective
geopolitical zones. These states present diverse socioeco-
nomic characteristics, allowing for robust data compari-
son (Table 1).

Sampling method and sample size calculation

A multi-stage sampling method was employed. In the
first stage, two Local Government Areas (LGAs) were
selected from each state using simple random sampling
by balloting. In the second stage, within each selected
LGA, key public congregation points — markets, reli-
gious institutions (churches/mosques), schools, bus
stations/parks, and healthcare facilities — were iden-
tified as clusters. At least two clusters were randomly
selected from each LGA through balloting. In the third
stage, within each selected cluster, adult residents (aged
18 years and above) were recruited using simple random
sampling.

The minimum sample size for this study was calculated
using the formula described by Kadam and Bhalerao [31]:
n=7" xS*/ m*> Where n is the sample size; Z is z-value for
a 95% confidence level (1.960); S is the population stan-
dard deviation (0.5); and m is the margin of error of 5%.

Table 1 Socioeconomic characteristics of the six study States
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The minimum sample size was determined to be 385. To
account for non-responses, the sample size was increased
by 10%. The minimum sample size per state was deter-
mined to be 424.

Data collection and analysis

Between August 2023 and February 2024, data were col-
lected from adult residents in each of the six study states
using a pre-developed survey tool. The survey tool was
adapted from previous studies investigating users’ per-
spectives and experiences with the health insurance sys-
tem in Nigeria [32-34]. The survey tool questions were
split into two sections. The first section collected demo-
graphic and socioeconomic information of respondents
while the second section collected data on awareness,
enrollment history, and satisfaction (of enrollees) with
the SSHIS operating in their resident states [Appendix
1]. The data were collected by trained research assis-
tants. To enhance credibility and rigor, the developed
survey tool was reviewed by two experts in prepayment
schemes, especially social health insurance prior to data
collection. To ensure clarity, cultural relevance, and com-
prehensibility, the questionnaire was piloted among 20
individuals from the target population who shared simi-
lar characteristics with the intended study participants.
In recognition of the linguistic diversity within the study
areas, the instrument was translated into the major local
languages prevalent in the selected states. Based on feed-
back obtained during the pilot, revisions were made to
improve the flow, phrasing, and interpretability of spe-
cific questions. Individuals who participated in the pilot
testing were excluded from the main study to prevent
bias in the final analysis.

The survey responses were downloaded into a Google
spreadsheet and then imported into IBM SPSS Statis-
tics for Windows, version 25.0 (IBM Corp., Armonk,
NY, USA.) for data analysis. Descriptive and inferential
analyses were conducted as appropriate. Categorical
variables were summarized using frequencies and per-
centages. Bivariate logistic regression was performed
to estimate Crude Odds Ratios (CORs) and 95% Confi-
dence Intervals (CIs) for the relationship between each

State Geopolitical Zone Population Size (2019) GDP (bil. $) GDP per capita ($) HDI Rank (out of 37 states)
Taraba North East 3,331,885 5.05 1,424 21st

Sokoto North West 5,863,187 7.06 1,215 33rd

Kwara North Central 3,259,613 341 919 15th

Oyo South West 7,512,855 9.11 980 23rd

Enugu South East 4,396,098 3.54 690 11th

Cross River South-South 4,175,020 10.08 2,255 7th

GDP: gross domestic product
HDI: human development index

Source: National Bureau of Statistics (https:/nigerianstat.gov.ng)
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predictor variable and enrollment in a health insurance
scheme. Subsequently, all variables, regardless of signifi-
cance at the bivariate level, were included in the multi-
variate logistic regression model to compute Adjusted
Odds Ratios (AORs). This approach was adopted to con-
trol for potential confounding and to assess the indepen-
dent contribution of each variable. The outcome variable
was set as “Enrollment in the SSHIS” (yes/no). A p-value
of <0.05 was considered statistically significant in both
the chi-square and regression analyses. A multicollinear-
ity test was conducted using the Variance Inflation Fac-
tor (VIF), and we found no evidence of multicollinearity
among the studied variables.

Ethical considerations and approval

Ethical approval for the study was granted by the National
Health Research Ethics Committee (NHREC/01/01/2007-
04/08/2023) and the ethical committees of the respec-
tive state ministries of health [Appendix 2]. Also, written
informed consent was obtained from each participant in
the study [Appendix 1].

Results

Demographic characteristics of respondents

A total of 3,732 respondents across the six Nigerian states
were involved in this study. The distribution by state was
as follows: Kwara (874), Taraba (665), Enugu (600), Cross
River (550), Sokoto (545), and Oyo (498). Full data on the
demographic characteristics of the respondents are pre-
sented in Table 2.

The distribution of respondents across age groups
varied between states. The age distribution shows a pre-
dominant representation of younger adults aged 18-29,
especially in Enugu 432 (72%) and Kwara 474 (54.2%),
whereas Sokoto had a relatively lower proportion of
respondents in this age group 238 (43.7%). The gen-
der distribution varies too, with males constituting the
majority in Sokoto 386 (70.8%), Kwara 487 (55.7%), and
Taraba 374 (56.2%), while Enugu 370 (61.7%), Oyo 259
(52%) and Cross River 306 (55.6%) had a higher propor-
tion of female respondents. Marital status shows a mixed
pattern; most respondents in Enugu 451 (75%), Taraba
388 (58.3%), and Oyo 292 (58.6%) were single, whereas
the majority in Cross River 280 (50.9%), Kwara 493
(57.4%), and Sokoto 276 (50.6%) were married.

Educational attainment varies significantly. Enugu
had the highest percentage of respondents with tertiary
education 405 (67.5%), while Sokoto had the highest
proportion with no formal education 109 (20%). Reli-
gious affiliation shows distinct regional differences. The
majority of the respondents across most states identi-
fied as Christians, Enugu: 587 (97.8%), Cross River: 438
(79.6%), Taraba: 376 (56.5%), Oyo: 326 (65.5%). Islam was
the dominant religion in Sokoto 479 (87.98%) and Kwara
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641 (73.3%). The ethnic distribution reveals a high repre-
sentation of Igbo in Enugu 567 (94.5%), Hausa in Sokoto
443(81.3%), and Yoruba in Kwara 745 (85.2%) and Oyo
321 (64.5%). Cross River and Taraba show a diverse eth-
nic composition with a significant proportion of respon-
dents classified as ‘Other!

Self-employment was the most common occupa-
tion across most of the states; Cross River, 322 (58.5%),
Sokoto, 300 (55%), Kwara, 614 (70.3%). In terms of
income, a significant proportion of respondents in Kwara
State 625 (71.5%) earned less than 10,000 Naira monthly,
while those earning above 30,000 Naira were more preva-
lent in Oyo State 246 (49.4%). Household size data show
that the majority of respondents in Oyo State 405 (81.3%),
Kwara State 665 (76.1%), Sokoto State 378 (69.4%), and
Cross River State 362 (65.8%) had households with five
or fewer members, while larger households (greater than
five members) were more common in Taraba State 354
(53.2%).

Awareness of the SSHIS

Awareness of the SSHIS varied widely among the states
(Figs. 1 and 2). In Enugu, awareness was notably low,
with only 67 (11.2%) of respondents being aware of the
scheme. This trend was similarly observed in Sokoto,
where only 44 (8.1%) were aware. In contrast, awareness
was significantly higher in Kwara, where 474 (54.2%) of
respondents knew about the SSHIS. In Cross River and
Taraba, awareness was also relatively high, with 180
(32.7%) and 202 (30.4%) of the respondents, respec-
tively, being aware of the scheme. Oyo had a slightly bal-
anced distribution, with 219 (44%) awareness among its
respondents.

Sources of information about SSHIS

Among those who were aware of the SSHIS, the primary
source of information varied across states (Table 3). In
Oyo, the radio was the most significant source, cited by
59.4% (149) of the respondents. This was also true for
Cross River, 69.8% (114), Taraba, 43.2% (99), and Sokoto,
32.4% (22). Television was another key source in Taraba,
54.1% (124), and Enugu, 24.5% (24). Seminars were
less influential overall but still played a role in Taraba,
26.6%(61) and Enugu, 15.3% (15). Newspapers were the
least cited source across all states, with the highest being
in Taraba, 16.6% (38).

Enrollment in SSHIS

Enrollment rates in the SSHIS were low across all states
(Fig. 1). The highest enrollment was seen in Kwara, where
37.3% (326) of the respondents were enrolled. Other
states had significantly lower enrollment rates, with Oyo
at 15.1% (75), Taraba at 4.4% (29), Sokoto at 2.8% (15),
Cross River at 2.4% (13), and Enugu at 1% (6).
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Awareness and Enrollment in the Scheme Across
States
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Fig. 1 Awareness and enrollment in the scheme across states

Reasons for enrolling in SSHIS

The reasons for enrolling in the SSHIS differed across
states (Table 3). In Kwara, 54% (386) of respondents
cited cheap access to healthcare as the primary reason
for enrollment. This was also a significant reason in Oyo,
60.6% (60). Preventing out-of-pocket spending was a
notable reason in Oyo, 51.5% (51) and Cross River, 36.7%
(11). Staying healthy was a top reason in Enugu, 60.5%
(23), Sokoto, 57.1% (28), and Oyo, 64.6%(64).

Reasons for not enrolling in SSHIS

The primary reasons for not enrolling in the SSHIS
included a lack of understanding of how the scheme
works and distrust of the scheme (Table 3). A signifi-
cant portion of respondents in Cross River, 84.3% (247),
Taraba, 75.5% (249), Enugu, 68.4% (314), Sokoto, 58.8%
(244), and Oyo, 52% (204) did not enroll because they
did not know how the scheme works. Distrust in the
scheme was a common reason in Cross River, 15.7% (46),
Taraba, 11.2% (37), and Sokoto, 8.7% (36). Additionally,
the inability to afford the premium was a major barrier in
Oyo, 37.8% (148) and Taraba, 16.7% (55).

Overall satisfaction with the scheme

Among those enrolled in the SSHIS, overall satisfaction
varied (Fig. 1). Taraba and Ovyo had a high satisfaction
rate of 78.3% (54) and 77.7% (73) respectively. Conversely,
satisfaction was much lower in Enugu, where only 40.5%
(15) were satisfied. Cross River had the lowest satisfaction

Taraba

Sokoto Kwara Oyo

B Enrollment

rate, with only 32.7% (16) satisfied and a significant por-
tion 67.3% (33) unsatisfied.

Bivariate and Multivariate Analysis of Factors Affecting
Enrollment in the Scheme

Table 4 presents the crude and adjusted odds ratios for
the association between respondent characteristics and
enrollment in the health insurance scheme.

The likelihood of enrolling in state health insurance
varied significantly with age across the different states
(Table 4). In Oyo, younger individuals (aged 18—29 years)
were significantly less likely to enroll (AOR=0.318,
95%CI: 0.115-0.881) than those aged 30 and above. Con-
trastingly, in Sokoto, younger individuals were more likely
to enroll in the health insurance scheme (AOR =16.303,
95%CI: 1.248-213.010). In Kwara, although younger indi-
viduals were two times more likely to enroll in the state
health insurance scheme compared to those aged 30 and
above (COR=2.161, 95%CIL: 1.627-2.871), this likeli-
hood decreased after adjustment (AOR=0.391, 95%Cl:
0.248-0.617).

Occupation played a notable role in enrollment deci-
sions (Table 4). Across states, students were generally
less likely to enroll in state health insurance schemes
compared to those who were government employed.
In Oyo, students were significantly less likely to enroll
(AOR=0.076, 95%CIL: 0.016—0.376). Similarly, in Kwara,
students had lower odds of enrollment (AOR=0.312,
95%CI: 0.116-0.838). Self-employed individuals also
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Awareness of the Scheme Across States

Fig. 2 Awareness of the scheme across states

showed lower enrollment rates compared to their gov-
ernment-employed counterparts. This trend was sig-
nificant in Oyo (AOR=0.323, 95%CI: 0.135-0.770), and
Kwara (AOR =0.174, 95%CI: 0.066—0.459).

Educational attainment influenced enrollment in the
health insurance scheme, particularly in Kwara. Indi-
viduals without secondary education were less likely
to enroll compared to those with secondary education
(AOR=0.391, 95%CI: 0.248-0.617).

Income levels also played a significant role in deter-
mining enrollment (Table 4). In Taraba, individuals liv-
ing on or below the minimum wage per month (30,000
Naira) were less likely to enroll compared to those with
higher incomes (AOR=0.172, 95%CI: 0.035-0.848). This
trend was also observed in Oyo (AOR=0.376, 95%ClI:
0.145-0.973). However, in Kwara, lower-income indi-
viduals were more likely to enroll (AOR=7.787, 95%ClI:
3.680-16.481).

Awareness of the state health insurance scheme was
a critical factor affecting enrollment across all states
(Table 4). Individuals who were unaware of the scheme
were significantly less likely to enroll compared to those
who were aware in Cross River (AOR=0.027, 95%CI:

Awareness

54.20%

8.10%

Powered by Bing
© Microsoft, OpenStreetMap

0.003-0.253), Taraba (AOR =0.087, 95%CI: 0.029-0.260),
Oyo (AOR=0.164, 0.067-0.404), Enugu (AOR=0.070,

95%CI: 0.012-0.418), Sokoto (AOR=0.042, 95%CI:
0.011-0.158), and Kwara (AOR=0.014, 95%CI:
0.007-0.026).
Discussion

This study elucidates the predictors of enrollment, pat-
tern of coverage, and overall satisfaction with the state-
supported health insurance schemes (SSHIS) among
residents in six representative states in Nigeria. Our
findings appraise the contribution of SSHIS to Nigeria’s
progress towards Universal Health Coverage (UHC)—
a central component of Sustainable Development Goal
3 (Good Health and Well-being) [14]. The SSHIS initia-
tive holds some promise in bridging the equity gap left
by the NHIA scheme, particularly for informal sector
populations. By extending access to health services and
financial protection, sustainable SSHIS also contributes
to achieving SDG 1 (No Poverty) and SDG 10 (Reduced
Inequalities), especially in underserved regions. Over-
all, we found a wide variation in the pattern of coverage
of SSHIS among the studied states as indicated by the
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respondents’ enrollment rates ranging from 1% (Enugu
State) to 37.3% (Kwara State). The inter-state differences
in coverage may reflect the disparity in the implementa-
tion strategy and current progress of each state’s SSHIS,
despite the commencement of the schemes around the
same time.

Currently, many states operating an SSHIS struggle
to enroll and retain enrollees in the schemes, as low
enrollment rates in the SSHIS were recorded across all
the study states. This finding is consistent with a study
conducted in Lagos state where only 1.5% of 2490 par-
ticipants were enrolled in a state-owned health insur-
ance scheme [17]. Four of the six states in this study
(Cross River, Enugu, Sokoto and Taraba) had less than
5% enrollment rates. In Oyo state, where we found a 15%
enrollment rate, a 3-year post-implementation appraisal
of the state’s scheme (OYSHIA) by Adewole et al. [35]
reported only 1% coverage relative to the state’s popula-
tion. The authors estimated that the scheme had a 35%
enrollee dropout rate in 3 years, and, at its growth rate
of 18,373 people per year, could take about four centuries
to achieve statewide coverage, assuming a static popula-
tion [35]. According to Bolarinwa et al. [36], Kwara state,
which had the highest SSHIS coverage in this study,
might have leveraged the social capital built via the pre-
existing Kwara State Community Health Insurance Pro-
gram (KCHIP) which transitioned into the statewide
Kwara State Health Insurance Programme (KSHIP) or
“KwaraCare” in 2017. It was understood that beneficiaries
of the KCHIP, operating prior in 11 of 16 local govern-
ment areas of the state, had been reversed into OOP pay-
ments and financial strain during the KCHIP suspension
and transition phase [36]. Thus, higher familiarity with a
local insurance system and its benefits could explain the
higher enrollment rate in the KwaraCare found in this
study, as over half of our Kwara respondents were aware
of the scheme.

While self-employment is the most reported form of
occupational means among respondents in this study, it
was associated with lower odds of enrollment, and this
was also significant in both Kwara and Oyo states with
relatively higher enrollment rates. This may suggest that
the SSHIS faces challenges of penetrating the infor-
mal sector. Also, students (unemployed) and younger
adults were largely uninsured in most of our study states,
despite being half of all respondents, suggesting peculiar
barriers to young adults’ coverage in the scheme. The sit-
uation seem to go against established actuarial consensus
which supports that having a large number of younger
enrollees with less medical needs in a health insur-
ance scheme not only promotes better health coverage
for this important subpopulation but also enhances the
scheme’s sustainability through better risk pooling and
cross-subsidization of older and higher-risk individuals
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[37, 38]. However, students’ low financial capability may
be attributed to the low enrollment recorded amongst
them in this study. Taken together, SSHIS currently faces
coverage and informal sector penetration challenges,
akin to the NHIA. In a study comparing health insurance
coverage among four African countries, the Nigerian
NHIA had the lowest informal sector coverage, following
Ghana, Kenya, and Tanzania [39]. However, since SSHIS
is relatively new, it is anticipated that, with time, a better
understanding of the scheme and its benefits can enhance
its success. Achieving this therefore calls for effort inten-
sification from state SSHIS boards to overcome barriers
to enrollment and ensure the SSHIS succeeds where the
NHIA failed.

Our findings showed that poor awareness or inad-
equate understanding of how the scheme works, public
distrust, and inability to afford premiums are the major
barriers to enrollment in the SSHIS. Another pos-
sible barrier is the fragmentation of health insurance
schemes in Nigeria [36]. However, evidence suggests that
increased awareness and knowledge of the health insur-
ance system may positively influence enrollment rates
[40, 41]. This study also found SSHIS awareness to be
high in the states with significant enrollment rates for
example, Kwara, Oyo, and Taraba States, which could be
explained as an impact of the community engagement
and mobilization strategies in these states. For instance,
many respondents from these states indicated they got
useful information about SSHIS from radio and semi-
nars. In agreement, a study focusing on Sub-Saharan
Africa (SSA) reported that people who read newspapers
or magazines, listened to the radio, and watched televi-
sion at least once a week had higher chances of being
covered by health insurance [36]. Similar findings were
reported by Adewole and colleagues among enrollees of
the NHIA in Southwest Nigeria [34].

Furthermore, our findings revealed the motivations
of current SSHIS enrollees to include low-cost access to
care services, limited OOP expenditure, and assurance
of health security. Enrollment into similar schemes has
also been reported to be fueled by individuals’ desire for
financial protection when they fall sick [42]. These moti-
vations align with the purpose of the scheme and should
therefore be emphasized during campaigns and promo-
tions of the scheme. Educating potential beneficiaries
about the scheme is important, especially emphasizing
where packages for indigent people exist. For example,
the Kwara state government has an ‘equity health plan’
through which it offers free enrollment to the poorest
residents and vulnerable groups, with the commitment to
offset the cost in the short term with the state’s basic pri-
mary healthcare provision fund [43].

Nevertheless, providing high-quality services to enroll-
ees is essential for enrollee satisfaction and retention and
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Table 4 (continued)
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scheme sustainability. However, our study found mixed-
results with satisfaction and quality of service among
current enrollees in different states. This was similar to
findings in previous studies where just about half of the
participants were satisfied with the quality of services
rendered under the NHIA [44]. Differences in care qual-
ity dimensions such as waiting times, quality of health
facilities, availability of care providers and essential med-
icines, and friendliness of staff, among other operational
factors between each state’s SSHIS could accountfor the
varied satisfaction levels found in this study [33, 34, 44].
Therefore, low enrollee satisfaction in states with low
enrollment, like Enugu and Cross River states, may point
to gaps in implementation or service quality for SSHIS
administrators and healthcare providers to address.

Limitations of our study

Despite the relevance of our findings, we acknowledge
some methodological limitations. Using convenient sam-
pling technique, we selected one state per geopolitical
zone to balance representativeness with logistical feasi-
bility while assuming consistency in demographic char-
acteristics across the states within each zone. While this
assumption allowed for efficient sampling, intra-zone
diversity may limit the generalizability of our findings.
Nonetheless, we anticipate minimal cultural effects on
the key outcome measures in the study—enrollment sta-
tus and predictors [45]. Also, although random sampling
was applied in selecting the LGAs, proportional repre-
sentation across clusters was not strictly maintained,
potentially introducing selection bias. Additionally, selec-
tion bias may have arisen from the exclusion of extremely
remote areas or hard-to-reach populations.

Additionally, we recognize that important factors such
as premium costs, distance to health facilities, type of
services covered under the SSHIS, and type of facility
supported were not captured in our dataset. Their omis-
sion may limit the full understanding of the factors influ-
encing enrollment, and future research should explore
these dimensions to strengthen insights into SSHIS
uptake.

Conclusion

This study investigated the coverage and enrollment
predictors of recently implemented SSHIS in Nigeria.
Findings revealed uneven progress of the SSHIS; low
coverage or enrollment rates, and currently inadequate
informal sector penetration across the study states. The
low enrollment was largely due to poor awareness and
understanding of the schemes, financial barriers, enrollee
dissatisfaction, and public distrust. Despite these chal-
lenges, some states like Kwara and Oyo recorded higher
awareness, enrollment, and satisfaction levels among res-
idents. To improve the coverage and impact of SSHIS in
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Nigeria, organizing nation-wide educational campaigns
and community engagement meetings is recommended,
targeting areas of low awareness to promote awareness,
understanding and buy-in. Also, the Nigerian govern-
ment should consolidate and streamline health insurance
schemes in the country to enhance resource pooling and
efficiency.
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