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EXECUTIVE SUMMARY 

 
Evidences show that the health system in Nigeria and the health status of Nigerians are in a deplorable 

state (NDHS 2008, WHO 2008a). Apart from its very high mortality and morbidity indices, the health 

system is also typified among others by low budgetary and inefficient resource allocation within the levels 

of care, high user fees in public and private health facilities, high out-of-pocket expenditure, and little or 

no safety net for poor and rural-based dwellers in the informal sector. Like in Nigeria, the health statistics 

of Gombe State in which the Kaltungo Local Government Area is a constituent part is also epitomized by 

inequalities in health care and poor health indices.  It was in the bid to remedy the situation and to ensure 

that every Nigerian has access to good health care services that the Federal Government established the 

National Health Insurance Scheme (NHIS) through the promulgation of Act 35 of 1999. 

 

Despite the myriad of benefits that can accrue to a community through the establishment of CBHIS, the 

scheme is yet to fully take off in Gombe State in general and in Kaltungo LGA in particular. It is within 

this context that the overall objective of the feasibility study is to provide information that will enable 

policy makers and other stakeholders take an informed decision on the establishment of CBHIS in 

Kaltungo LGA of Gombe State.  

 

The methodology adopted in the feasibility study involved both qualitative and quantitative analysis. 

Household surveys, focus groups discussions and key informant in-depth interviews were employed to 

source the primary data used in the analysis. Secondary data will be collected to complement the primary 

data and analysis.  The mean willingness-to pay (WTP) per person per month was 273.0 ± 180 naira and 

the average household members the respondents were willing to pay for was 5. The household size 

(p=0.02), formal education (p=0.039), perceived health status (p=0.004) and health care expenditure 

(p=0.023) are key determinants of WTP.  Since CBHIS in Kaltungo is to provide financial protection for 

the socially marginalized and vulnerable groups, such as the poor, women, children and the elderly, then 

the health insurance contribution should be set not more than 30% of the mean non-subsistence 

expenditure.  Otherwise, households will experience serious financial hardship in satisfying other non-

food expenditures like education, housing, transport with indirect impact on household health status.   

 

This study showed that implementation of a CBHI scheme in Kaltungo is feasible, given that 100% of all 

interviewees were willing to join the proposed CBHI scheme. However, the success of the proposed 

CBHIS in Kaltungo and the ability of the program to make strides in achieving the state’s ultimate goal of 

universal health coverage fundamentally depend on good administrative and management capacity for 

coordination of payments, premium collection and contracting of the provider, political commitment to 

subsidization and timely release of funds, strong community trust and establishment of health 

development trust fund for subsidy and income generating activities for the communities.  
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1. INTRODUCTION 

 

Evidences show that the health system in Nigeria and the health status of Nigerians are in a deplorable 

state (NDHS 2008, WHO 2008a). Apart from its very high mortality and morbidity indices, the health 

system is also typified among others by low budgetary and inefficient resource allocation within the levels 

of care, high user fees in public and private health facilities, high out-of-pocket expenditure, underfunded 

and poorly equipped health facilities and little or no safety net for the largely poor and mostly rural-based 

dwellers in the informal sector. Like in Nigeria, the health statistics of Gombe State in which the 

Kaltungo Local Government Area is a constituent part is also epitomised by inequalities in health care 

and poor health indices. 

 

The inability of Nigeria to steer its health system/services towards the most effective arrangements for a 

good health outcome becomes more worrisome given the fact that the health and well-being of her 

citizens does not only contribute to a better quality of life, but that it is also essential for the sustained 

economic and social development of the country as a whole. It was in the bid to remedy the situation and 

to ensure that every Nigerian has access to good health care services that the Federal Government 

established the National Health Insurance Scheme (NHIS) through the promulgation of Act 35 of 1999. 

 

The NHIS is established to promote, regulate and administer the effective implementation of Social 

Health Insurance Programmes in order to ensure easy access to qualitative and affordable health care 

services to all Nigerians. The formal sector programme of the scheme designed to cover both the public 

and private sector employees was flagged off in 2005 and presently covers mainly the federal civil 

servants. The desire of NHIS to achieve its mandate as well as a Presidential directive to achieve universal 

health coverage (UHC) by 2015 has challenged the Agency to also develop the Community Based Social 

Health Insurance Programme (CBSHIP) to cover the informal sector (comprising over 70 percent of the 

total population).  

 

Though the Kaltungo LGA is not currently participating in the formal sector programme of NHIS, its 

State Government has however developed a roadmap for its implementation in Gombe State. The State 

has also demonstrated commitment to UHC in its State Strategic Health Development Plan (SSHDP) 

2010-2015. A manual for the establishment of a mechanism to ensure financial protection of the residents 

of Kaltungo LGA and other parts of the State from risks occasioned by illness through a CBSHIP has 

also been articulated by the State Government. It is the attempt to expand health insurance coverage to 

rural and informal sectors that has prompted Management Science for Health (MSH) to contract the 

Centre for Health Economics and Development (CHECOD) to carry out the feasibility for establishing a 

Community Based Health Insurance Scheme (CBHIS) in Kaltungo LGA.  
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CBHIS is a non-profit health insurance programme for a cohesive group of households/individuals or 

occupation based groups, formed on the basis of the ethics of mutual aid and the collective pooling of 

health risks, in which members take part in its management. Apart from serving as a mechanism for 

pooling community resources to finance local health services, the CBHIS also help to improve equitable 

access to health care services (Basaza et al. 2008).  In addition, it also helps to reduce significantly the 

impoverishing burden of out-of-pocket payments for health services and improve allocative efficiency in 

the use of available financial resources. A number of community-based health insurance schemes have 

been initiated in recent years in Africa, Asia and Latin America (Tabor, 2005; Preker & Carrin, 2004; 

Jutting, 2003; Arhin-Tenkorang, D. 2001, Diop and Butera 2005). Despite the myriad of benefits that 

can accrue to a community through the establishment of CBHIS, the scheme is yet to fully take off in 

Gombe State in general and in Kaltungo LGA in particular (Ataguba et al., 2008);. 

 

1.1 Rationale for the Study 
 

Despite the efforts of government to improve the poor health status in the entire Gombe State (including 

Kaltungo LGA) through the provision of primary, secondary and tertiary health facilities as well as the 

development of the health workforce, service delivery is still not satisfactory. Equitable access and 

financing of health care is still lacking in spite of the contributions of a multitude of international 

development partners, CSOs and NGOs in the State.  The current health financing arrangements in the 

state is also not helping matters given the prevailing low Government total per capita expenditure on 

health as well as the high out-of-pocket expenditure on health by households. All these has necessitated 

the need to explore the feasibility of establishing the CBHIS in Kaltungo LGA of Gombe State with a 

view to pooling health finance resources in the area and spreading the financial burden arising from the 

associated health service costs. It is anticipated that the health finance risk sharing that may likely 

accompany such arrangement will not only make health services affordable and accessible in the LGA but 

that it will also increase equitable access and quality of health care in the State where the majority (72.2%) 

of the citizens live on less than $1 per day (NDHS 2008).  

 

1.2 Goals and objectives  
 

The overall objective of the feasibility study is to provide information that will enable policy makers and 

other stakeholders take an informed decision on the establishment of CBHIS in Kaltungo LGA of 

Gombe State.  

 

Other specific objectives of the study are to: 

 

a) Evaluate demographic characteristics and socio-economic situation  in the LGA; 
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b) Assess the level of healthcare resources, services and utilization in the LGA; 

c) Assess the health finance burden in the community in terms of out-pocket-expenditure in 

accessing healthcare in the LGA;  

d) Collect information on the population’s knowledge and attitudes towards social solidarity and 

willingness to participate in prepayment schemes for health; 

e) Assess the communities health seeking behaviours; 

f) Assess the communities perception about risk pooling initiatives; 

g) Evaluate the target population’s willingness to pay for health insurance. 

 

 

1.3 Socio-Economic Context of the Study 
 

Kaltungo LGA is one of the eleven LGAs of Gombe State – “the Jewel in the Savannah”. It occupies an 

area of 881 km² and has a population of 149,805 (2006 census) with a population growth rate of 3.2%. It 

is geographically located on latitude 9° 48' 51" North and longitude 11° 18' 32" East. The town of 

Kaltungo is the headquarters of the Local Government. The first languages spoken in Kaltungo LGA are 

Awak, Bangwinji, Burak, Kamo, Kushi, Tangale, Tso and Tula. However most of these languages are 

endangered due to the strong influence of Hausa and Fulfulde. 

The climatic condition in Kaltungo LGA is typified by a dry season that lasts from October to April and a 

rainy season that commences in May and ends in September. The geographical location of the LGA 

coupled with its unique climate gives it grassland vegetation typical of the savannah region. The vegetation 

which supports animal husbandry (cattle, sheep, goats, etc) and the sandy loam and humus soil makes 

agriculture the predominant preoccupation of the populace. A number of cereals, legumes, fruits and tree 

crops are produced as food and cash crops in the LGA. These include sorghum, wheat, cowpeas, 

groundnuts, soya beans, orange, mango, paw-paw, gum arabic, sugar cane and ginger. In addition to crop 

farming and livestock rearing, trading is another major occupation in Kaltungo LGA. 

The 2,000 feet Kilang Mountain is a major tourist attraction in the LGA. The Kilang Mountain Climbing 

competition and the annual Kilang Mini-marathon for youths are organised to boost tourism and sporting 

competition in the LGA and in Gombe State. 

 

Like in Nigeria and Gombe State to which the Kaltungo LGA is a component part, the health status of 

residents in the LGA is still in an appalling state. Health status in the LGA mimics that of the State where 

life expectancy is 55 years and infant mortality and maternal mortality rates are 20.7/1,000 births and 

1,002/100,000 live births respectively. Under – 5 mortality rates in the State is 104/1,000 while the HIV 

prevalence rate is put at 4.2%1. Malaria, pneumonia, vaccine preventable diseases, road traffic accidents, 

and HIV/AIDS are fingered as the major causes of the high morbidity and mortality rates in the State. 

                                                 
1 FMOH 2010; National Sero-Prevalence Survey among Women Attending ANC. Abuja Nigeria 
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Apart from the afore-mentioned causes of the deplorable health situation in Kaltungo LGA, one other 

problem that torments the lives of the natives is the threat posed by the venom from the bites of 

poisonous viper snakes. The natives of Kaltungo, are mostly obsessed with how to cope with the menace 

posed to their lives by poisonous snakes as the creatures wreak havoc at will. Snakebite has not only sent 

many members of the community to their early graves but it had rendered many as orphans, widows and 

widowers. The infestation of the Kaltungo LGA with snakes caused the establishment of a Snake Bite 

Treatment Centre and a Snake Bite Research Centre in Kaltungo. 

 

It is pertinent to note that relief has come the way of residents through the development of a cost-

effective vaccine for the treatment of snake bite by the consortium of Echitab Study Group, Federal 

Ministry of Health, Liverpool School of Hygiene and Tropical Medicine and Oxford University. 

Consequently, fatality rate from snake bite is said to have fallen drastically compared to the period prior 

to the development of the vaccine. 
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2. METHODOLOGY 

 

The methodology adopted in the feasibility study involved both qualitative and quantitative analysis. 

Household surveys, focus groups discussions and key informant in-depth interviews were employed to 

source the primary data used in the analysis. Secondary data will be collected to complement the primary 

data and analysis. The data collection mappings covered households (HHs), healthcare providers, 

patients, civil society organisations and social solidarity groups 

 

Key informant in-depth interviews with State/LGA public health policy administrators, health 

facility officials and patients were conducted using open, structured and semi-structured Health 

Care Provider Questionnaires, Patents Exit Questionnaires, etc. A total of 5 health facilities were 

surveyed that were purposively selected for assessment in Kaltungo LGAs while 25 patients who 

accessed the 5 selected health facilities were also interviewed as they exited the facilities. The key 

informants were interviewed on a one to one basis with a view to eliciting from them 

information on the study related issues. 

 

The focus groups discussion (FGD) was also conducted with a view to adducing qualitative 

evidence that will help to determine the feasibility of CBHIS in Kaltungo LGA. A structured 

questionnaire was used to raise pertinent issues relating to the study for discussion. The 

discussions arising there-from were tape-recorded and themes/contents emanating from them 

analyzed. One FGD was organized with 10 members purposively selected lasted approximately 

60 minutes. 

 

The steps used for determining the target households that were surveyed in the study are as 

detailed below: 

 

2.1 Sampling Strategy and Design 
 

This CBHIS study is partly based on evidence gathered from a household survey conducted in Kaltungo 

LGA of Gombe State. A sample frame was developed for the study based on the availability of 

enumeration area maps as well as household listings used by the National Population Commission 

(NPopC) in the enumeration areas (EAs) for the 2006 Housing and Population Census. 

 

A two-stage sampling method was used in the selection of the households for sampling. The first stage 

involved the random selection of enumeration areas (EAs) while the second also entailed the random 
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selection of households. Overall, a total number of 250 households from 25 EAs were covered in 

Kaltungo LGA – representing ten households per EA. The list of HHs that was interviewed was selected 

from the updated frame of HHs compiled by the field staff following their updated listing of households. 

 

2.2 Survey Instruments 
 

The survey instruments that were deployed to elicit maximum information for the CBHIS study include 

household questionnaires, health care provider questionnaires, patient exit interview questionnaires, focus 

groups interview questionnaires, EA maps, instruction manual for enumerators and supervisors, etc. 

 

The survey instruments were pre-tested prior to their finalization. The pre-test was carried out with a 

view to ensure their quality and to certify that the logistic arrangement for their administration and 

retrieval as well as the processing of data generated from it is adequate, consistent and relevant to 

decision-making. 

 

2.3 Recruitment and Training of Survey Personnel 
 

In order to ensure that quality data from the survey, the recruitment of survey personnel placed emphasis 

on appropriate academic knowledge, experience in population/household based survey, good 

communication skills and ability to speak local language of the study area. To this extent, the outsourced 

staffs of National Bureau of Statistics who are not only academically adequate but also have the 

experience and skill in population/household based survey were engaged to carry out the field work. 

 

Two-day training was organized at the Conference Hall of Ministry of Budget and Planning, Gombe to 

acquaint the survey personnel with the objectives of the study, the survey instruments, the field work 

arrangement and the interpretation of the survey questions in Hausa language for easier understanding. 

An experienced trainer was available to support the training sessions. 

 

 

2.4 Fieldwork Arrangement 
 

Roving teams of supervisors and interviewers were used for the field work. Two teams carried out data 

collection in the LGA. A team consisted one supervisor and three interviewers. Each team covered 125 

HHs for the 7 days of the field work. 

 

With regards to retrieval of records, interviewers submitted completed questionnaires to their supervisor 

each day while the supervisors submitted same to the CHECOD team leader. The interviewers and 
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supervisors were made to manually edit their records before submission. The CHECOD team leader was 

responsible for submission of all records to CHECOD Office, Abuja. 

 

Apart from the role played by CHECOD team leader as a monitor of the survey exercise, observers 

including MSH teams and Statistical officials from the Ministry of Economic Planning helped to 

moderate the survey fieldwork. Their inclusion added value to the integrity of data collected as it further 

helped to ensure compliance with quality assurance programmes and in effecting corrections on the spot. 

 

2.5 Survey Implementation: –The Fieldwork Experience  
 

A major contributory factor to the success of the fieldwork exercise is the role played by advocacy. 

Advocacy visits were paid to the Honorable Commissioner for Health, the Emir of Kaltungo, the 

Director of Statistics/IT, Ministry of Economic Planning and the Acting Director Planning, Research and 

Statistics, Ministry of Health to intimate them of the objectives of the survey. Official letters were also 

written to Honorable Commissioner for Local Government soliciting his assistance to pass information 

to the Chairman Kaltungo LGA and Emirs and Village Heads of the targeted communities for the study.  

 

Consequent upon the above, the Emir of Kaltungo not only directed the District and Village heads to 

ensure maximum cooperation and support to the survey work, the Village heads on their part gave the 

survey personnel guidelines to follow to ease the conduct of the survey in the study site. Similarly, the 

Director of Statistics not only advised on how to conduct a good survey but also counseled on whom to 

speak with and how to facilitate easy access and obtain quick responses from villages.  

 

The importance of timing to the success of a survey was exemplified during the fieldwork. The fieldwork 

was carried out during crop harvesting period when most people were in their farms and this necessitated 

several call-backs.   

 

A major problem that tended to impede the success of the survey was the distance of some EAs such as 

Jauro Enoch Awak, Jauro Garba and Damisa. The terrains are not only hilly but the area is also 

characterized by poor telecommunication network coverage.  

 

2.6 Data Entry, Cleaning and Analysis 
 

The CSPro (Census and Survey Processing software) was designed to capture the field data collected. 

This was developed with in-built consistency checks and other quality assurance measures. All completed 

questionnaires from the field were transcribed from hard copy to the data capture processing system by 

data entry clerks. These data sets were then exported to STATA software for further cleaning and 

analysis. 
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The data cleaning involved the removal of errors and inconsistencies such as mis-spellings, missing 

information or other outliers. In some instances, the supervisors/ enumerators was contacted on the 

phone for clarifications. The analysis was carried out with the use of descriptive and inferential statistical 

analysis to generate information that addresses the objectives of the feasibility study.  
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3. FINDINGS 

 

3.1 The Economics of the Target population 
 

The result from the demographic characteristics of households sampled revealed almost an equal 

distribution of males (51.6%) and females (48.4%). Also, approximately 55% of the population were 

below 20 years with 26.4% under 10 years. The working age group 21 years to 60 years constitutes 42.1% 

of the population while 3.5% were 61years and above. Furthermore, 33% of the population were married, 

64.1% single, 1.1% widows or widowers while 1.4% and 0.4% were separated and divorced respectively.  

 

The assessment of the educational attributes of the population shows that one third of the population did 

not have access to formal education. Among the educated, nearly half  (44.9%) had secondary education 

as their highest qualification, while preschool, primary and higher education made up 4.3%, 34.8% and 

16% respectively. The occupational characteristics indicated agriculture, hunting and forestry as the 

predominant (51.9%) profession in the communities.  

 

The wealth index - a composite measure of a household's cumulative living standard - was generated 

using principal components analysis of household’s ownership of selected assets2 as a proxy for ranking 

individual households on a continuous scale of relative wealth. Consequently, the households were 

grouped into five wealth quintiles (Figure 1) with the following distribution of their living standard: very 

poor (18.91%), poor (21.01%), average (24.79%), rich (33.61%) and very rich (1.68%).  

Figure 1: The Wealth Index 

 

                                                 
2 - such as radio, televisions, video, refrigerator, fan, air conditioner, gas cooker, generator bicycles, motorcycle, car or truck, 
materials used for housing construction, types of water access and sanitation facilities, etc. - 

Very Poor 
19% 

Poor 
21% 

Average 
25% 

Rich 
33% 

Very Rich 
2% 

Wealth index 
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The variation in the socio-economic profile of the households reflects the differential in ability to pay for 

health insurance premium and access to health care. 

 

3.2 Health Status of the Target Population  
 

The distribution of household health status in Figure 2 shows that 38.4% of the population are in very 

good health. In addition, the majority (59.2%) are in good health condition, 2% in fair health condition 

and 0.3% in terrible condition. Hence, CBHI managers are advised to adopt a family membership 

scenario that ensures the inclusion of all household members in order to ensure a high number of 

enrollees and avoid the problem of adverse selection.            

 

Figure 2: Distribution of household health status 

 

Table 1 shows the results of ordinary least square regression analyses predicting the perceived health 

status and its determinants. The coefficient of age is negative and significant with a p-value of 0.041. This 

implies that the older the respondents, the poorer their perceived health status. Thus, membership 

scenario that covers the household fully should be mandatory to ensure inclusion of the young and adult 

in the scheme. Similarly, informal payment is another predicted determinant that is statistically significant 

with a p-value of 0.000 and contributes negatively to the perceived health status. 

 

Table 1: Factors influencing respondents-assessed health status 

Perceived Health Status Coef. Std. Err. t P>t 

Age 
-.0049732 .0024219 -2.05 0.041 

Source of drinking water 
-.0233856 .0300436 -0.78 0.437 
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Toilet 
.0218664 .0235497 0.93 0.354 

Informal payment 
-.7282906 .0865754 -8.41 0.000 

Wealth index 
-.0658993 .046758 -1.41 0.160 

Out of pocket 
.2790518 .1137757 2.45 0.015 

Health insurance 
.0772635 .0830773 0.93 0.353 

Mobile Phone 
-.0379023 .1035977 -0.37 0.715 

This is supported by the descriptive statistics of respondents that show 19.2% of the 

respondents paid tips to certain members of staff while accessing care at facility. Such informal 

payments have high negative impact especially on the poor as it leads to greater inequalities in 

health care access and poorer health status. Hence, CBHIS implementers should collaborate with 

health facility unit management committee and health workers to eradicate this menace. 

 

From table 1, it is predicted that as household continue to finance their healthcare from out-of 

pocket (OOP), the more the likelihood of a better health status (p=0.005) particularly for those 

in the high income category provided it has insignificant effect on the general household 

spending (subsistence and supplementary expenditure). However, over 60% of the study 

population are below average standard of living and may suffer great financial burden of 

catastrophic household expenditure on healthcare due to OOP payment. Therefore, more 

advocacy and sensitization need to be done in the community in order to enlightening them on 

how health insurance can alleviate the financial burden of OOP payment.   

 

3.3 Access to health services  
 

The study shows that 78.5% of the respondents acknowledged the availability of primary health 

care facilities while 41.5% indicated the presence of public (general) hospital within their 

communities. Also, 13.3% and 5.7% of the respondents mentioned the availability of private 

hospital/clinic and specialist/tertiary hospital in their communities respectively. However, others 

(13.7%) – especially those at Jauro Ahmadu Dabo enumeration area indicated no facility in their 

vicinity and therefore requesting government to establish health facilities and schools within their 

environment in order to reduce the level of morbidity and mortality attributed to lack of health 

facilities. 

 

Based on the distance from health facilities to where the respondents live, 52.3% of the 

respondents said the health facilities are near, 42.6% confirmed that they are far while 4.8% 
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acknowledged that health facilities are very far. The respondents also reported that motorcycles 

popularly known as ‘Okada’ were their major (52.9%) means of transportation to the health 

facilities.  Of the remaining, 36.6% indicated that they usually trek to the nearby facilities, 5.4% 

used their personal vehicle while 15% of the households utilized public transport to get to their 

respective preferred facilities.  

 

 In terms of how long it takes to receive treatment at the health facilities, majority (48.2%) said 

they waited less than 15 minutes while those who waited for 30 minutes and about an hour were 

35% and 2.9% respectively. Others (14%) reported that it took more than an hour before seeing 

the medical personnel. However, majority (80.1%) found the waiting time reasonable while 

about 20% complained that the waiting time was frustrating and highly undesired.   

 

3.4 Household and Patient Perception of Health Care Services 
 

The distribution of respondents on the quality of patient reception in the various facilities they 

accessed is as follows: very satisfied (5%); satisfied (65.3%); average (27.7%) and dissatisfied 

(2%). Majority (97.1%) had confidence in the technical competence of the health workers while 

97.5% said that the medical staff takes time to listen to them.  These viewpoints were confirmed 

by the patient exit interview conducted, where all the respondents acknowledged the social skills 

and the friendly attitude of the health workers.  

 

Also, majority (92.6%) of the patients reported that they were advised on how to take their 

medication. About 70.4% reported that they were provided with information about their ailment 

while 54.2% said that they were given information about their charges and the name of the 

prescribed drugs. 

 

Meanwhile, 26.1% of the respondents reported cases where some medical staff were absent 

while 74.8% said they were not able to purchase all the prescribed drugs at the health facility 

pharmacy due to non-availability of the drugs. The alleged inadequate supply of drugs was 

corroborated by the focus group participants that emphasized drugs including that of snake bites 

as their priority health care need. Hence, the need to remove non-availability of drugs at the 

health facility pharmacy become imperative in order to improve quality of healthcare services 

and increase the acceptance of the scheme.  

 

3.5 Health Facilities Assessment (HFA) 
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3.5.1 Physical Condition of the Healthcare Facilities  

The study reveals that 60% of the main buildings of the sampled health facilities are in good 

condition to support CBHIS.  Although 80% of the health facilities have  functional toilets and  

clean environment,  there will be  need to repair and maintain the walls, floors and roofs of the 

health facilities whose main buildings are in bad condition.  The stakeholders for the 

establishment of CBHIS should mobilize resources to support the necessary repairs and 

maintenance of facilities especially those that will be considered for the scheme. This support 

will encourage enrolment and acceptance of the scheme.  

 

3.5.2 Availability of Main Sources of Water and Power  

The results indicate that 80% of the sampled facilities in the LGA relied on borehole for water, 

while 20% relied on open well. In addition, about 80% relied on national grid/PHCN and 

generator as their main sources of power. This is sufficient to provide the staff with good healthy 

working environment and guarantee the health of patients and other stakeholders. However, 

facilities with no source of power and hygienic water need support to become suitable for a 

healthy, effective and efficient medical practice that will support the proposed scheme. This is to 

avoid a situation where staff spends parts of their working hour fetching water for sanitary 

purposes in the healthcare facilities at the detriments of patients.  

 

3.5.3 Availability of Essential Drugs and Drug List   

Essential drugs are required to satisfy the priority health care needs of the target population. For 

the feasibility of CBHIS, essential drugs are needed to be available in the health facilities at all 

times in adequate amounts, in the appropriate dosage forms, with assured quality and adequate 

information, and at a price the scheme can afford.  It is indicated that 80% of the sampled health 

facilities had essential drug list as defined by Ministry of Health.  Also, these facilities (80%) had 

adequate and sufficient drugs based on essential drug list necessary to function and support the 

establishment of the CBHIS.  Notwithstanding, the focus group discussion reported the need to 

ensure regular availability of essential drugs.   This study did not however collect the list of drugs 

available at the health facilities but it was observed by the experienced investigator.  

 

3.5.4 Size and Distribution of Health Workforce  

The study shows that the 5 facilities sampled for assessment had a total of 181 health workers of 

which 139 are in secondary while 42 are in the remaining four PHCs.  In terms of distribution 
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across cadre, 79 are non-clinical while 102 are clinical health workers. The specific breakdown 

are: 49 nurses , 3 midwives, 20 community health workers(CHEW), 13 JCHEW, 11 laboratory 

technicians and 5 medical doctors. Of the 20 CHEW, 7 were in the secondary hospital and 13 in 

the four sampled PHC (Figure 3).  Only one of the primary health facilities has a nurse while the 

remaining 48 nurses were in the secondary hospital. None of the medical doctors and pharmacist 

was available at the PHC but only at the secondary facility with 5 doctors and 1 pharmacist. It is 

observed that only At Shamaki Primary Health Care did have laboratory technician and midwives.  

 

Figure 3: Size and Distribution of Health Workforce 

 

 

 

This implies that the three PHC facilities without availability of midwives and laboratory 

technicians will not be able to provide the necessary maternity and laboratory test services. These 

two services are essential to the needs of the CBHIS enrolees. However, the non-availability of 

midwives, laboratory technicians, CHEW, JCHEW and non-clinical staff places constraints on 

the ability of these facilities to support effective implementation of CBHIS.  Therefore, it is 

recommended that the primary health facilities to be selected for the scheme should be 

strengthened with adequate supply of nurses; midwives and laboratory technicians to ensure 

sustainability and enhance quality of service delivery. 

 

The distribution of health workers by primary health facilities indicated that At Shamaki Primary 

Health Centre (PHC) has the best mix of skilled health workforce given that it is only the facility 
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which can provide professional antenatal and postnatal services with availability of a nurse, two 

midwives and three laboratory technicians.   

 

 

Table 1: Distribution of Health Workers by Health facilities  

 Health Workers 

Name of 

Facility 

(KALTUNG

O LGA) 

Medical 

Doctors 

Pharmacist Nurses Midwives C

H

E

W 

JC

H

E

W 

Laboratory 

Technician 

Non 

Clinical 

Staff 

At Shamaki 

Primary Health 

Centre 

. . 1 2 4 2 3 5 

Fada Primary 

Health Centre 

. . . . 2 3 . 1 

FSP Clinic . . . . 3 2 . 6 

Poshereng 

Primary Health 

Centre 

. . . . 4 2 . 2 

General 

Hospital 

5 1 48 1 7 1 8 65 

 

3.5.5 Healthcare Services Offered by Health Facilities  

The study shows that all the sampled health facilities offered immunization, family planning, 

antenatal care, postnatal care and general curative services. However, only 80% of these facilities 

offer delivery services.  This implies that most of health facilities in the LGA are adequate in 

terms of minimum package of service delivery to meet the health care needs of CBHIS enrolees.  

 

3.5.6 Health Care Utilization 

Utilisation of health care services in the last three years in sampled health facilities in the LGA 

reveal that 23,218 patients were for outpatient services in 2010, followed by 8550 and 5705 for 

inpatient services and number of admissions respectively in the same period.  An increasing 

trend was observed in the outpatient services by 35% in 2012 (Figure 4).  Although there were 
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variations in utilization across the facilities sampled (Table 2), the increase in utilization rate 

however, indicates that more population are seeking healthcare at the health facilities.  The 

distribution of the beds reveals that there were 222 total beds majority of them at the secondary 

facility. However, it will be useful to ensure prior to the commencement of CBHIS 

implementation that sufficient beds are made available to accommodate the emergency needs of 

inpatient admissions at the PHCs. 

 

Figure 4: Trend in Patient Utilization Statistics 2010 - 2012 

 

 

The distribution of patient utilization statistics shows that At Shamaki PHC is the most accessed 

facility for both inpatient and outpatient services.  

Table 2: Utilization Statistics 2012 in KALTUNGO LGA 

Name of Facility Inpatient Outpatient Admissions No of 

Beds 

At Shamaki Primary Health 

Centre* 

2850 3000 410 8 

Fada Primary Health Centre . 1200 . 4 

FSP Clinic . 950 . 2 

Poshereng Primary Health Centre 49 360 48 8 

General Hospital 4178 29736 4178 200 
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3.5.7 Health Facility Unit Management Committee  

The result shows that 60% of the sampled facilities in Kaltungo LGA had Health Facility Unit 

Management Committee (HFUMC). Due to the importance of HFUMC in the management of 

healthcare facilities, it will be essential to ensure that the selected health facility has a functional 

HFUMC. This will enhance effective collaboration between the health care provider and the 

management of CBHIS.  Furthermore, 40% of the HFUMC in the sampled facilities hold their 

meeting on quarterly basis while 60% hold their meetings monthly and as need arises.  This is an 

indication that the effectiveness of HFUMC in terms of regular performance review of the 

health care facilities will strengthen the quality of service delivery and enhance the sustainability 

of the scheme. 

 

The HFA provides limited dimensions of quality of health services: availability and condition of 

physical assets, availability of drugs, types of health services and financial position.  There is also 

the absence of staffing norms, which makes it impossible to assess the adequacy of the staff 

profile and skills mix for the expected scope of services. Also, only five health facilities were 

sampled in the LGA due to financial constraint. However, the overall aim of the HFA is to 

evaluate the capacity of existing health facilities to meet the minimum standard required to 

support CBHIS.  

 

3.6 Health Expenditure and Financing  
 

Significant proportion (92.2%) of the households financed their treatment from out-of-pocket 

(own money) indicating their potential to contribute to the proposed CBHIS.  However, 14.9% 

had to sell their assets/belongings, 9.5% borrowed or took a loan to pay for healthcare while 

0.4% was funded by health insurance(Figure 5). 
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Figure 5: Household Sources of Health Financing 

 

Moreover, 70% of the respondents reported that they were able to purchase all the medicines 

listed on the prescription. In addition, 23.5% of the households resorted to outside assistance 

when their medical bills were up to 500 naira, 13.9% sought assistance at 1000 naira mark while 

21.3%, 20.4% and 15.7% sought assistance at 2000, 3000 and 10,000 naira threshold respectively. 

Only 5.2% of the respondents indicated amount more than 10000 naira before seeking external 

assistance.   

 

3.7 Benefit Plan and Package 
Based on the general health knowledge of the household respondents, it was shown that malaria 

(79.3%) is the predominant causes of morbidity in the households. This is followed by typhoid 

(15.8%), diarrhea (3.7%), respiratory tract infection (2.9%) and other diseases e.g HIV/AIDS not 

covered in this study constitutes 18.4% (Figure 6).  

In addition, the priority healthcare services preferred by the respondents are Laboratory (87.6%), 

Maternity (67.8%), pharmacy (64.3%) and treatment at healthcare (49.4%).  Followed by 

treatment at public hospital (28.1%), treatment at dispensary (19.4%), hospitalization at public 

hospital (13.7%), hospitalization at dispensary (11.1%), hospitalization at health centre (10.3%), 

emergency transportation (8.6%), hospitalization at clinic (6%) and others (2.9%). The types of 

illnesses and the priority healthcare services preferred by the respondents should be considered 

in the design of benefit package for CBHIS. 
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                          Figure 6: Household Common Type of Sickness 

Furthermore, the Public 

(General) hospital or clinic 

(46.9%) is the most 

preferred facilities where the 

households usually seek 

treatment of any sickness. 

This is followed by Primary 

Health Centre (37.8%), 

10.4% of the households 

consulted community health 

workers in order to get 

treatments, 2.5% visited the 

traditional healers while 

0.8% patronized home/self-medication, private hospitals/clinics and chemist/patient medicine 

store. This is good for CBHIS as the population have confidence in both PHC facilities and 

Public (General) hospital. Although, the proposed Kaltungo CBHIS is designed with a benefit 

package to protect against catastrophic expenses during episodes of illness, it will be useful to 

design the scheme with a referral system that will accommodate the needs of long-term care for 

chronically ill member of the household.   This could create further incentive structure for 

members of the communities to enroll in the scheme. 

 

3.8 Health Insurance Awareness and Coverage 
Findings from the respondents showed 

that only 19.5% (Figure 7) of 

the household respondents 

have prior knowledge of health 

insurance. This is very low and 

requires immediate advocacy 

strategies and interventions. 

The need for awareness 

creation and sensitization also 

emerged during the FGD 

where three participants 

Figure 7:  CBHI level of awareness 
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advised the management committee to promote insurance awareness at the grassroots’ level.   

 

In terms of reasons provided for subscribing to insurance policy, 63.2% of the respondents said 

they joined because it provides access to affordable healthcare, 42.1% reported that it was due to 

financial protection while 16% mentioned quality treatment and reduction of income loss due to 

ill health.  

 

Table 3 shows the results of probit regression analysis predicting level of CBHI awareness and 

its determinants. Radio and television are important in awareness creation with both statistically 

significant with p-values of 0.016 and 0.000 respectively. Hence, CBHIS managers should use the 

medium of radio and 

television to popularize 

the benefits and essence 

of joining the scheme. 

Furthermore, increase 

awareness and public sensitization about the scheme need to be created in the communities 

within the LGA emphasizing the benefits derivable from it. Such advocacy will encourage more 

participation and ensure the required commitment from the community to embrace the scheme 

and develop innovative mechanisms for its sustainability. 

 

3.9 Willingness to join/pay: 
 All the households interviewed expressed high optimism to embrace and contribute to CBHI 

scheme when established. This optimism was corroborated by seven out of eight participants of 

the FGD.  

Figure 8 : WTP per person per month 

 The mean willingness-to 

pay (WTP) per person 

per month was 273.0 ± 

180 naira and the average 

household members the 

respondents were willing 

to pay for was 5. This is 

consistent  from other 

studies (Dror et al 2007 & 

Table 3: Probit analysis of factors influencing awareness 

Medium Coef. Std. Err. t P>t 

Radio .5266397 .218536 2.41 0.016 

Television .7781299 .2023141 3.85 0.000 
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Asgary et al. 2004). This implies that household heads are willing to insure almost every members 

of the household given that the average household size is 6.   In establishing the CBHIS, it is 

advisable for the promoters to encourage family membership enrolment for sustainability and 

risk management.  

 

The analysis also indicated that approximately 53% of the respondents were willing to pay N200 

while only 30% indicated amount above N200 as shown in Figure 8.  The estimation from this 

shows that the average WTP to pay per person per annum is 3,276 naira while the average WTP 

per household per month is approximately ₦1,294 as calculated below: 

 

 

 

 

Where  

          WTPHH= Average willingness to pay per household per month 

 Ai = WTP per person per month of the ith household 

 Mi = Number of Household members respondent is willing to pay for in the        

                ith household 

 N = No of households 

 

Table 4 presents the determinants of WTP.  These are household size (p=0.02), formal 

education (p=0.039), perceived 

health status (p=0.004) and 

health care expenditure 

(p=0.023).  These results 

indicate that the higher the 

household size, the lower the 

amount the respondents are 

willing to pay. This is verified by 

mean WTP (₦231) of 

respondents with household 

size greater than 6 as against the 

overall mean of 273 naira. 

Similarly, respondents with 

Table 4: Factors influencing household willingness to 

pay 

Amount willing 

to pay 

Coeff. Robust 

Std. Err. 

t P>t 

HH size -12.91527 5.49421 -2.35 0.020 

Age -.8455727 .8964321 -0.94 0.347 

Formal Education 59.71471 28.75767 2.08 0.039 

Health status -56.80925 19.71548 -2.88 0.004 

Health care 

expenditure .0102697 .00447 2.30 0.023 

Type of house -19.48527 12.30481 -1.58 0.115 

Wealth index -4.967833 11.79753 -0.42 0.674 
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formal education are WTP more than those that have no formal education. This is confirmed by 

the mean WTP of respondents with no formal education (₦221) less than those with formal 

education (₦300).   

Perceived health status is also statistically significant implying that the poorer the perceived 

health status, the more the respondents are willing to pay.  The mean WTP of respondents with 

poor health status and below was approximately ₦341 naira while those with good health status 

and above were ₦268 naira.  This viewpoint is also supported by health care expenditure which 

had a minimal influence on WTP.  The minimal influence may be due to the fact that many with 

poor perceived health status may not find accessing healthcare affordable due to financial 

hardship and therefore result to self-treatment or use of traditional medicine.   

 

3.10 Ability and Willingness to pay: 
 

The impact of out-of-pocket payment for health services on the household is of great concern 

for policy makers in developing countries particularly in Africa (Xu et al. 2003a, 2007; McIntyre 

et al. 2006; Onwujekwe et al. 2009). In paying for health care, household may have to sacrifice 

other basic needs such as food and education, with serious consequences for the 

household(Russell S. 1996),  Various studies have shown difficulties of household in paying for 

health services ranging from borrowing, sales of assets to complete abandonment of treatment    

(Russell S 2004 , Ranson 2002 & Wagstaff, 2007). Although the sampled households indicated the 

average WTP, the extent to which each enrollee can pay the required premium depends largely 

on his/her ability to pay (ATP) for health service. Ability to pay can be defined as household 

consumption spending less combined survival income for all household members. ATP is a 

constraint that prevents the consumer to take decisions according to his willingness to pay.  

Therefore ATP and WTP are different concepts.   

 

Various definitions exist for ATP - household consumption spending less combined survival 

income for all household members. While ability to pay can be defined in terms of effective 

income remaining after basic subsistence needs have satisfied (Xu et al. 2003a), it is very difficult 

to obtain the level of household’s effective income from either the existing household surveys or 

secondary sources. This is due to the large informal sector 88% (NBS 2011) in Nigeria that are 

susceptible to bias in revealing their income and lack of effective system such as tax payment 

arrangement that can indicate individual’s level of income. However, many studies have used 
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consumption expenditure as a proxy for effective income and this will equally be adopted in this 

study.  

 

The study used household food and non-food expenditure obtained from the field as a proxy for 

effective income. Based on the household/individual needs, we classified a need as subsistence if 

it is a necessary requirement to all households and individuals for maintaining their existence 

basically on food while the non–subsistence or supplementary needs are optional in that 

households/individuals can adjust them according to their welfare/utility functions including 

transport, education, health, shelters, etc. 

 

 

Table 5: Household expenditure and monthly premium contribution 

Kaltungo Mean 

Monthly Expenditure Per Household 17204 

Average Monthly Household Expenditure Per Capita  (₦) 3051.74 

Monthly Supplementary Expenditure Per Household (₦) 3863.55  

Monthly Household Supplementary Expenditure Per Capita  (₦) 693.36 

Average WTP per person per month  273.30 

Average WTP per Household per Month  1293.57 

Average HH members respondents are willing to pay premium for  5 

Household Size 6 

 

In Table 5 above, the average monthly household supplementary expenditure was approximately 

₦3,870. This indicates the average amount of resource that is left for the household to spend on 

consumptions other than food including health, education, housing, transport and others based 

on its priority functions. Hence, household contribution for health has to be determined after 

due consideration for non-food expenditures (supplementary) that are essential for the 

household. Within this context, it is assumed that households with significant supplementary 

incomes have the capacity to shift a certain share of these towards health insurance.  

 

In this study, we consider utility as additive, where total utility (U) is the sum of the utilities 

derived from the various groups of commodities.   Consider that all the commodities bought by 

the consumers are grouped in five categories, then the total utility is:  

U Ui  

or  
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    F H E T SU U U U U U    

where F  = Food, H = Health, E = Education , T = Transport and S = Shelter 

The utility function may take any additive form implying that the utilities of the various groups are 

independent and that there is no possibility of substitution (or complementary) between the groups F, H, 

E and T.  Again consider the Stone-Geary utility function given by 

  n

i 1 i i iU(x) 1n(x y ),   

where    n

i i 1 i i i0, 1,  and x  > y  for all i=1,....,n.  

The utility function is strongly separable in the x’s.  If we maximize utility subject to a budget constraint 

we obtain: 

   n

i i i i i 1 i i/(x y ) p /(I p y ),for all i=1,...,n,  

or 

 

giving the Marshallian demand functions  



  n

i i i i i 1 i ix y ( /p )(I p y ),for all i=1,...,n,  

This can be alternatively written as 



  n

i i i i i i 1 i ip x p y (I p y ),for all i=1,...n,  The expenditure is linear in prices and income.  

It shows that     i i ip x / I  is the marginal propensity to consume out of income,  1...., .i n  Since 

 i 0,  this restricts the marginal propensities to consume (and thus the income elasticities) to 

be positive.  Thus, the linear expenditure system does not allow for “inferior goods”.  Given 

i ix y  the parameters y  are sometimes called “subsistence consumption levels”, and 

n

i 1 i i(I p y )  the “supernumerary income” or non-subsistence income (representing income 

available after the “subsistence expenditures” n

i 1 i ip y  are paid).   For this study, the non-

subsistence income or supplementary income3 is synonymous with Capacity to Pay or ATP.  

 

Given that WTP is not synonymous with ATP, a number of recent within-country studies have 

suggested that financial catastrophe is more likely to occur in some households than in others, 

which is essential information for policymakers seeking to focus on the people most at risk. (T. 

Su, & K et al 2003). Several studies define catastrophic health expenditure in relation to the 

households' nonfood expenditures (K et al, 2003).  

 

                                                 
3 In this study, supplementary income/expenditure, non-food expenditure, supernumerary income will be used interchangeably 

   n

i i i i i 1 i ix y ( /p )(I p y ),for all i=1,...n,
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While there is no general consensus on the choice of the threshold, health expenditure is 

determined as being catastrophic if a household's financial contributions to the health equals 

and/or exceed 40% of supplementary or nonfood expenditure or Capacity to Pay (K et al 2003 & 

Gotsadze, 2009).  Notwithstanding, the threshold values used by different researchers to 

estimate catastrophic health payments ranges from 5 to 40%.   

 

To understand the percentage of households that are facing catastrophic consequences in health 

spending, we estimate health expenditure as a percentage of supplementary (non-food) 

expenditure at various thresholds for households at different socioeconomic status (wealth 

quintiles).    In table 6, 75.3% of households experienced catastrophic health spending at 40% 

threshold of supplementary or non-food expenditure with 15.3% and 2.2% of the very poor and 

very rich household quintiles as subsets of the threshold.  Other health expenditure shares at 

various thresholds for the wealth quintiles are indicated in the table 6. 

 

Table 6: Share of Health in Supplementary Expenditure 

Thresholds by  Wealth Quintiles 

Wealth Index Supplementary Expenditure Thresholds 

10% 20% 30% 33.5% 40% 

Very Poor (%) 18.38 17.73 16.58 15.54 15.30 

Poor (%) 20.94 20.00 19.10 18.65 18.03 

Average (%) 24.79 25.00 24.62 25.39 25.14 

Rich (%) 34.19 35.45 37.69 38.34 39.34 

Very Rich (%) 1.71 1.82 2.01 2.07 2.19 

Percentage of sampled 

HH with catastrophic 

health spending 

96.3 90.5 81.9 79.4 75.3 

 

 

3.11 Setting the Premium  
 

The share of health in supplementary expenditure along the wealth quintiles is important to 

provide information for policy makers on setting the premium and choosing the enrolment unit 

– given CBHIS as a palliative mechanism to the burden of out-of pocket.  In setting premium a 

policy-maker needs to take into account costs of the CBI benefits package, possible subsidies 
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from government and other stakeholders, ability to pay, WTP information and other 

socioeconomic characteristics of the populace.  WTP is not synonymous with premium because 

it only provides some information for the respondents' financial acceptability for a certain 

benefits package (Dong 2003). Indicating high value for WTP may only represent the importance 

of perfect health to the respondents without regard for whether they can make the tradeoffs 

necessary to afford the treatment. 

 

In setting affordable price without impoverishing significant proportion of the households, the 

study used various percentages of supplementary expenditures of the households as basis of 

proposing premium options.  The contribution proposed here is based on the assumption that 

enrolment unit would be a household; the average household size would be five.   The idea is to 

be able to assess the incidence of HH financial tragedy after the payment of the premium.  At 

every scenario, there are households who after paying the premium will be left with zero balance 

in their non-subsistence income to purchase other supplementary expenditures.  A worse 

situation are households that have to borrow money or seek alternative financing sources to pay  

the premium.  The estimates in table 7 illustrate household financial situation at various scenarios 

of premium payment determine at different thresholds of supplementary income. 

  

Table 7: Premium payment and  Incidence of HH financial catastrophe at various 

thresholds of  non-subsistence expenditure 

% of 

Supplementary 

Expenditure*** 

proposed as 

premium 

(scenarios) 

Mean Value 

(Premium 

Assumption) 

(Naira) 

After premium payment, 

% of HH with ≤ 0 non-

subsistence  expenditure  

After premium payment, 

% of HH with ≤ 60% of 

non-subsistence  

expenditure  

10% 386.36 2.9 12.4 

20% 772.71 11.6 35.5 

30% 1159.07 28.1 57.4 

33.5% 1294.29** 28.5 68.6 

40% 1545.42 35.5 69.0 

** Willingness to Pay per household per month 

*** Non – Subsistence/Non-food expenditure 
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With the stated average WTP per HH per month - 1,294 Naira – equivalent to 33.5% of mean 

non-subsistence income of households, 28.5% and 68.6%  of the households have less or equal 

to ≤ 0% and ≤ 60% of supplementary income for the consumption of other goods and services 

like education, transport, housing etc. respectively. This translates to approximately 69% of the 

HH in catastrophic situation.   When the health insurance premium or contribution is set at 10% 

of mean non-subsistence income of households - approximately 386.36 Naira – 2.9% and 12.4% 

of the households have less or equal to ≤ 0% and ≤ 60% of supplementary income for the 

consumption of other goods and services like education, transport, housing etc.  In essence, 

12.4% of the households will not have the capacity to pay for the pay for the health insurance 

premium.   

 

The results suggest that policy decision on setting of the premium should consider looking at a 

range between 20% and 30% of mean non-subsistence income of households approximately 772 

– 1159 Naira per household per month for an average HH size of five.  However, it should be 

noted that an analysis based on average figures will hide the details that will be pertinent in the 

design of CBHI schemes. Similar to any other study of this nature, the average hides the 

households that are below the poverty line and those households lying above but near the 

poverty line.  In other words, there will be HHs who will not be able to pay and those that will 

find it extremely difficult after payment to financially respond to other needs.  Unfortunately 

common realities seen by many poor and underprivileged is the inability to pay for health care 

expenses, which forces them to reduce spending on food or other basic needs, and the lack of 

access to quality care.  If CBHIS is to be an effective instrument of financial security for the 

poorest and the social disadvantaged population groups to access health services, then targeted 

subsidy is required to encourage their enrollments.  This position was validated by FGD 

participants who canvassed for linking poverty reduction initiatives and income generating 

opportunities to the establishment of the CBHIS. 

 

Table 8 estimates subsidy for households with ≤ zero balance if Premium/Contribution is set 

at thresholds of 10%, 20%, 30%, 33.5% and 40% of mean non-subsistence expenditure.  The 

need to estimate this became imperative in view of severity of the poverty and the urgency to 

address the challenges as well as facilitate their enrollment. 
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Table 8:  Estimated Target Subsidy for Households with Contribution at thresholds  

 

Year 

(Coverage) 

Subsidy for Households with ≤ zero balance if Premium/Contribution  is set 
at the following thresholds (N):  

@ 10% of 

Non-

Subsistence 

Expenditure   

@ 20% of 

Non-

Subsistence 

Expenditure   

@ 30% of 

Non-

Subsistence 

Expenditure   

@ 33.5% of 

Non-

Subsistence 

Expenditure 

(Threshold at 

WTP)   

@ 40% of 

Non-

Subsistence 

Expenditure   

2014 

(10%) 
164,161.88 1,386,963.74 4,177,307.27 5,659,389.17 8,545,743.51 

2015 

(20%) 
359,397.42 3,027,227.42 9,219,843.82 12,358,089.06 18,645,476.12 

2016 

(30%) 
588,925.02 4,946,767.19 15,219,312.89 20,202,848.87 30,458,365.96 

2017 

(40%) 
856,214.15 7,173,571.78 22,274,685.88 29,308,697.56 44,155,902.36 

2018 

(50%) 
1,165,031.67 9,738,024.08 30,493,454.79 39,800,506.82 59,924,240.41 

2019 

(60%) 
1,519,442.80 12,672,901.61 39,991,723.24 51,812,997.85 77,964,197.70 

2020 

(70%) 
1,923,841.90 16,013,626.35 50,895,069.64 65,491,767.09 98,492,786.56 

2021 

(80%) 
2,382,975.29 19,798,447.58 63,339,211.71 80,994,038.83 121,744,333.41 

2022 

(90%) 
2,901,952.36 24,068,526.56 77,470,358.48 98,489,015.73 147,970,993.47 

2023 

(100%) 
3,486,308.59 28,868,452.41 93,446,951.12 118,159,994.85 177,445,917.87 

 

While the 100% of the households sampled indicated willingness to join and pay for the CBHIS, 

it is obvious that some of them will remain with zero balance to cater for their non-food 

expenditure items after paying for the premium set at various thresholds against their non-

subsistence expenditure. This is validated by 58.7% of the respondents that said they resort to 
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outside assistance when their medical bill is up to ₦2,000.00.  If what they have indicated as 

WTP is matched against ATP, then CBHIS may not be able to provide financial protection 

against the risk of catastrophic payments but increase this risk and the poverty situations of 

many enrollees. Therefore, the required subsidies at thresholds – 10%, 20%, 30%, 33.5% and 

40% of non-subsistence incomes is presented in table 8. 

  

3.12 Financial Feasibility of the CBHI Fund 
 

The financial feasibility is an important parameter for the sustainability of the CBHIS. For this 

purpose, we use the simulation model called SimIns4 (Carrin and James, 2008).   The tool analyses 

the basic mechanisms of health insurance at Kaltungo LG and projects the development of 

health insurance coverage, health insurance contributions and health insurance expenditures.  

Based on this, the balance of fund (surplus/deficit) was estimated under certain assumptions 

over a 10 year period.  It also projected the CBHIS population coverage for the same period. 

The key variables in the simulation model - population coverage, health insurance flat 

contributions, health care costs and utilization rates - are varied based on Kaltungo population 

and health service delivery system.   It is assumed and projected that these variables will increase 

over the period.  In 2013, Kaltungo’s population stands at about 186,760 and it is projected to 

grow at an average annual growth rate of 3.2% (National Population Commission) over the 

period - 2013 to 2022.   Health insurance contribution was projected over the period using the 

2.3% constant change in GDP deflator.  

 

  

                                                 
4 The SimIns 2.1 version was adopted and extend for the analyses in this paper 
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Figure 9: Projection of Health Insurance Contribution and Expenditure 

 

 

Table 9: Projection of  Health Insurance Contribution and Expenditure 

 

 

Figure 9 and Table 9 shows total health contribution and expenditure for various thresholds 

from 10% - 100% for projected CBHIS coverage over 10 year period.  The trend from the 

balance of the fund indicated increasing deficit from N970,000 at 10% coverage in 2014 to 

N626 million at 100% coverage in 2023.  That we obtained deficit under various coverage 

scenarios is based on the assumption that the average monthly cost of providing health insurance 

under this CBHIS is N333 Naira excluding salary and facility costs borne by government which 

is more than stated WTP at N273 Naira per month.   The average monthly cost used in the tool 

is from earlier costing study on Nigeria (Briscombe and McGeevey 2010).  If 

revenue/contribution is set at WTP of N273 and cost at N333 and both projected to increase 

using GDP deflator of 2.3% over the 10 year period, then the CBHIS FUND is expected to 

experience deficit.   The health insurance contribution in Table 9 comprises enrollee contribution 

and the estimated target subsidy if WTP is used as premium.  However, it is important to note 
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2014
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2015
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2016
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2017
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2018

60%

2019
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2021
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2022
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2023

Health Insurance Contribution 

(Million Naira)
63.14 130.38 201.92 277.98 358.78 444.56 535.56 632.04 734.25 842.49

Health Insurance 

Expenditure(Million Naira)
64.11 142.98 237.85 350.01 480.82 631.75 804.33 1000.20 1221.08 1468.79

Balance of the fund (deficit 

)(Million Naira)
-0.97 -12.61 -35.93 -72.03 -122.04 -187.19 -268.77 -368.16 -486.82 -626.30
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that financial viability is not necessary equal to self-financing through enrollee contribution. It is 

increasingly accepted that several other partners - government and donors - may contribute to 

funding of CBHI.  Therefore, the analysis of financial viability of CBHIS may need to be 

focused on the specific financial contributions within the broader context of financing by several 

partners. 
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4. DISCUSSIONS 

 
Indeed this study is unique relative to other studies on feasibility studies by looking holistically at 

the overall financial profile of household after paying for health insurance contribution from 

non-subsistence expenditure.  The evaluation of the feasibility took account of the gap between 

household behaviour at a hypothetical market (WTP), their behaviour in the real market, 

household consumption pattern and the consequences of the tradeoffs between health insurance 

expenditure and supplementary expenditures.   Since CBHIS in Kaltungo is to provide financial 

protection for the socially marginalized and vulnerable groups, such as the poor, women, 

children and the elderly, then the health insurance contribution should be set not more than 30% 

of the mean non-subsistence expenditure.  Otherwise, households will experience serious 

financial hardship in satisfying other non-food expenditures like education, housing, transport 

with indirect impact on household health status.   

 

There is a need for policies to respond to the differences in ATP of households when designing 

CBHIS. Evidence presented in this study reinforces the necessity and urgency for policy 

development to protect those who are facing increasing burdens of impoverishment from 

payment of premium. The use of Community-based screening procedures could be culturally 

appropriate to identify the households that are most vulnerable to, or least able to cope with, 

health insurance premium.  These procedures could be used to generate information about their 

resources, ATP and their coping strategies when difficulties of payment arise.  They could also 

facilitate appropriate design of safety net policy initiatives within the context of the overall 

strategy of the schemes.  

 

If as overwhelmingly observed during the focus group discussion, the expressed passion of the 

household respondents for willing to join and pay is something to be seriously considered in 

decision making, then CBHIS in Kaltungo has better chance of success provided people will not 

change their preferences at the time of implementation.  It then follows that there is some sense 

of social solidary in the communities. If on the other hand, the preferences of the households 

changed from the time of the study to the time the results are used for implementation, the 

enrolment rate could be reduced at the various thresholds of premium level, resulting in 

reduction in CBHIS financial pool and high potential for bankruptcy (Dong 2004b).  The 

problem of change in preferences and enthusiasm was addressed during the FGD with the 

suggestion that government should integrate and reinforce the CBHIS with income generating 
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initiatives to rekindle commitment to continuous enrollment and contribution.  This is one 

possible remedy that can guarantee success and long term sustainability of the scheme.  

 

There are other factors that need to be considered when evaluating the feasibility and 

sustainability of CBHIS in Kaltungo.  These include organizational, institutional, environmental 

and governance frameworks.  The level of social capital in form of community resources and 

effective participation is equally essential for community drive for CBHIS membership, efficient 

implementation, stability and success of the scheme.  Previous studies (Zhang et al. 2006; 

Donfouet et al. 2010) have shown that that social capital has a positive and significant impact on 

the WTP for community based-health insurance.  Hence, the need for policymakers to establish 

mechanisms that could strengthen the social bonds in the participating communities in an 

attempt to increase the enrolment rate and the demand for community-based health insurance in 

Kaltungo local government.  

 

4.1 Role of Government 
 

With high level of poverty and the apathy, reluctance or doubt that usually trails any new 

initiative within the community, government stewardship role becomes important as it is 

ultimately responsible for health policy development and the overall performance of a State 

health system.   Without stewardship, CBHIS would only promote and exacerbate inequitable 

access to care in that only certain population will have the financial means to enroll.   In the 

design of the scheme, government could strongly recommend not to enroll on individual basis 

but rather on a family basis.   The size of the scheme in terms of lager risk pool provides a solid 

financial base capable of insuring its members adequately.   This should be reinforced with the 

establishment of a reinsurance mechanism so as to counter the financial risk that small schemes 

are usually confronted with.   In addition it should ensure that the benefit packages reflects the 

health care needs of the population, and be designed in a cost-effective way through standard 

treatment protocols and be linked to a referral system.  Part of government’s role is to support 

training activities and monitoring of the basic performance of the CBHIS. 

 

In terms of financing, government should provide the financial support and the enabling 

environment to invest in health care infrastructure, encourage high contribution and increased 

enrollment for stability and sustainability. It could subsidize, partially or fully, the contributions 

of the poorest. These subsidies may possibly be financed out of general taxation revenues and 

the long term commitment from the donors. 
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To ensure effectiveness, the CBHIS should co-operate with Government to address the 

technical issues relating to the functioning and management of CBHIs, such as identification of 

health risks, setting of premium and co-payment levels, ways to avoid adverse selection, 

definition of benefit packages and protocols for curative, preventive and promotive activities, the 

establishment of health service contracts and a proper management information system. 

 

4.2 Governance and CBHIS 
 

There is high level of political endorsement and commitment from Gombe state government 

and Kaltungo local government administration.   There is currently a free maternal and child 

health programme in the state supported by MDG funding from the Federal Government.  This 

is a window of opportunity and also a climate of optimism that CBHIS will be feasible in 

Kaltungo and by extension any part of the state.  While the state government is taking a lead in 

establishing the process of setting up the programme in the state, the Kaltungo local government 

and respective communities should be involved in the design, implementation, monitoring and 

domestication of the CBHI scheme within the cultural context.   It is essential to provide 

appropriate legislative framework for the establishment of CBHIS in Gombe to avoid policy 

inconsistency that usually follow the implementation of health and other development initiatives 

once there is a change of government. 

 

There is no health insurance scheme that can succeed in an atmosphere of concealment.  CBHIS 

should be designed to incorporate features of transparencies in service delivery, utilization, and 

financing.  Health services should be of quality with availability of essential drugs and according 

to benefit package agreed with the enrollees.  The benefit package should be clear to all members 

to avoid suspicion and the possibility of over expectations of the benefits package.  At the state 

level, the government has the responsibility of monitoring, regulating and guiding the operations 

of CBHIS schemes by ensuring that CBHIS submit monthly, quarterly, or annual reports of their 

operations to Gombe State Ministry of Health (GSMOH).  This should be guided by a 

standardized reporting template to be designed by GSMOH.  Such regular reports should consist 

of enrolment issues, revenue and expenditure, together with a summary of problems 

encountered. This would help the GSMOH to better monitor the progress of the scheme and 

share good practice throughout other CBHIS within and outside the state. 
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This should be done in collaboration with the communities so that they can have access to 

information concerning the flow of their contributions, the operational and financial 

performance of the CBHIS and how this leads to improved services. In this way, the ownership 

of CBHIS will be at community level rather than the state or local government level. 

 

Community should be made to have trust and confidence in the promoter of the scheme and all 

forms of informal or “under the table” payments should be discouraged. From the survey, 

19.2% of the household respondents pay tips to the medical staffs before treatment.  Studies 

have reported that informal payment tends to have greater impact on the poor than on the rich 

thus lead to greater inequalities in health care access (Stringhini et al. 2009, Vian T et al 2006, 

Balabanova D 2002).   

 

If not prevented, health workers may reluctantly attend to patient with health insurance 

membership because such patient may not be willing to support any “under the table” payment.  

Informal payments emanated from the low income of staff, patients seeking better treatment; 

acute funding shortages; these pose a danger to achieving progress on equitable access to health 

services and indicate problems in the accountability structure of health facilities. In other to 

minimize this, adequate financing should be provided for the health workers while continuous 

supervision and monitoring will be essential during the implementation of CBHIS. Since the 

CBHIS depends on these primary health facilities, it is important to address the issue of crisis in 

the quantity and quality of health workforce and how motivation can be improved to enhance 

the quality of service delivery and encourage increased enrollment in the scheme.   

 

4.3 Risk Management 
 

Similar to any health insurance initiative, CBHIS is likely to be exposed to some possible risks 

unless provisions have been made to eliminate them or mitigate the impact.  If CBHIS is to 

succeed financially, one of the most important skills that their management should master is how 

to assess the risks that they are likely to be exposed to, and the appropriate measures to put in 

place to minimize the threat the risks pose. The risks involved are principally moral hazard, 

adverse selection, cost escalation, and fraud and abuse.  Moral hazard involve the tendency of 

those insured to use the services more intensively than if they were not insured which could 

result in overconsumption and endangers the financial viability of the health insurance system.  

Since health insurance is likely to encourage overuse of services, copayment should be 

introduced to discourage frivolous consumption behaviour.  
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The second risk is adverse selection that involves the tendency of those who are at greater risk of 

falling ill (high risks), or who are already ill, to subscribe to the insurance scheme in greater 

numbers than those who are less at risk (low risks).  In controlling for the adverse selection 

problem, it is pointed out in the literature (Atim 1998), that enrolling the family as unit of 

membership appears to be effective. Other measures include requiring a waiting period during 

which members pay contributions, but are not entitled to benefits. 

 

Thirdly, during implementation, CBHIS could also be exposed to rapidly rising costs for a variety 

of reasons related to the behavior of both providers and patients.  Through collusion both 

provider and patients could drive up the costs of the scheme.  A number of cost containment 

options have been adopted which include mechanism for reinsurance, purchase of generic drugs 

instead of brand names within the essential drug lists and effective supervision and monitoring 

to curtail fraud and abuse in procurement and service delivery.   

 

4.4 Sustainability of CBHIS 
 

Strategies for enhancing CBHIS revenue to make it sustainable will be important. To increase 

revenue, donor and others should be convinced to contribute to the scheme.  Additionally, there 

is a need for collective pooling of funds through expansion of network of CBHISs’ to several 

wards.  This will ensure large pool of funds to cross subsidize between the poor and the wealthy, 

and between the ill and the healthy across different wards. A risk equalization or stabilization 

fund might be established in the local government to form a bigger pool from which funds to 

finance the poor might be drawn. This is one approach to address how the poor enrollee would 

be financed and tackle inequities across different population groups.  Indeed this is a progressive 

step towards universal coverage to ensure access to all residents in Kaltungo LG.   

 

Equally important to the sustainability are the issues of the unit of enrollment, identification of 

the contributing population; and methods of collecting the contributions.  To encourage 

commitment to enrollment, community members should be involved in the CBHIS at the 

beginning.  If premium has to be set to enhance community participation and improve 

enrolment rates, then flexibility in membership fee, payment timing and mode and rate of 

contribution should be given greater consideration over what the stated household WTP has 

suggested from the study.  Significantly,  the possible impact of the premium on the average 

supplementary income of the household should be considered.   If CBHIS is to provide financial 
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protection to access care, it should not then leave the household worse off after paying the 

contribution from the non-subsistence income.  Since the major economic occupation of the 

residence of Kaltungo is faming and given the unreliability of income from harvest as a result of 

seasonality in agriculture, there is likelihood to be uncertainty in revenue generation for CBHIS. 

Therefore, the community needs to agree on the most convenient and affordable rate as well as 

mode of contribution which could be based on two payments per annum, monthly payments or 

seasonal payments or in-kind payment.      

 

Based on the evidence from this study, it is suggested that the unit of enrollment should be the 

family or the household.  As suggested in the Gombe State Community Based Social Health 

Insurance Programme handbook, at least 70% of family members must be willing to participate 

before each family is enrolled (MSH 2012). This is expected to mitigate adverse selection and to 

ensure sufficient pool of resource as they are critical to sustainability of the scheme.   In terms of 

service provision, the vision should be towards comprehensive financing of health care, meaning 

that the CBHIS should not simply end at financing care in primary facilities, but should also 

advance to funding referral care at the secondary hospital level. 

 

4.5 Poverty and CBHIS 
 

The purpose of health insurance is not only to remove the barriers to the access of health 

services due to financial reasons, but also to ensure further financial protection from 

impoverishment.  It has potential to improve access for poorer groups by removing payment at 

the point of use and allowing members flexibility in contribution.  Nevertheless, in practice, even 

relatively small contributions can often be too high for the poorest to pay and sometimes could 

push them to borrowing to finance the contribution and other supplementary expenditures. This 

is supported by this study that shows that 58.7% of the respondents resort to outside assistance 

when their medical bill is up to ₦2,000.00.  The implication is that in the absence of subsidy 

mechanism, the cost of the premium, even if limited, is very likely to prevent them from 

continuous enrollment and subscription in CBHIS.  Preker et al. (2002) found evidence that the 

poorest are often excluded from these schemes in the absence of some kind of subsidy.  

 

Therefore, the design of CBHIS should be integrated within the context of poverty reduction 

program so as to enhance this protection effect.  In essence, the prerequisites for efficient 

CBHIS should include: political commitment to policies on social safety nets and other 

complimentary strategies on poverty reduction, strong social capital and community trust in the 
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establishment of health development trust fund for subsidy and income generating activities for 

the communities.  This would enable poverty-stricken households to invest in their health to 

improve their productivity and livelihoods in the long-term.  

 

 

 

4.6 Moving beyond the Feasibility Study  
 
Three major stages of moving the feasibility to the next levels emerged from the study.  In the 

introductory phase, the State should setup the technical working groups, conduct orientation 

meetings, train key decision makers in CBHI, define a management structure for CBHIS, 

develop the guidelines and other relevant documents and build government commitment to 

move forward with the recommendations and strategy from the CBHIS feasibility study.  

 

In the early implementation phase, experience needs to be gained, lesson learnt, documented and 

shared in the ward where the project is being implemented.  All these will be used to revise the 

CBHIS guidelines to the local context.  The revised guidelines should be used to develop 

management and training capacity for those that are responsible for implementation and 

monitoring of the CBHIS.  The end of this phase will be a review of the scheme with the 

objective of synthesizing early implementation experience and planning for expansion.  

 

In the expansion phase, the State and local government can consider increasing the range of CBHIS 

coverage. An important challenge that should be noted and addressed in planning for the 

expansion phase include the need to maintain quality in financing and provision of services while 

expanding coverage. 

 

There are some limitations of the study.  The results are estimates of the corresponding figures 

for the whole population and these might vary from the true values in the population. The study 

sample did not completely cover all households. Although the study sample was chosen at 

random, the people who took part in the survey will not necessarily be a representative cross-

section of the population. However, comparison of the data with other sources suggests that any 

bias due to sample size used is not significant. 

 

Relevant and up to date information on the socio economic conditions were not available at 

LGA level except the population statistics. Therefore, the study uses some proxy rules such as 
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taking the state and national averages as available. This limits the reliability of some of the 

estimations made in the study.  Similar to other study, the WTP value is sensitive to the bid 

amounts included in the study and the number of individuals allocated to each bid amount (Lang 

and Lai 2008).  

 

 

5. CONCLUSION  

 

This study showed that implementation of a CBHI scheme in Kaltungo is feasible, given that 

100% of all interviewees were willing to join the proposed CBHI scheme. This percentage could 

reflect the initial enrollment rate which is rather high compared with many existing CBHI 

schemes. However, given the tendency that household may change preferences, actual 

enrollment and contributions could be lower but may not necessarily be enough to dampen the 

interest of the Kaltungo people in embracing the establishment of the CBHIS.   

 

With continuous growth in the cost of health care and government budget constraint to 

financing increasing demand for health care, the search for sustainable financing of health care at 

all levels cannot be over emphasized.  As a result, there is increasing interest in the role of 

CBHIS to improve equity and increase access to essential health care for the poor.   These 

schemes provide a mechanism for community-level pooling of risk in relation to sickness, 

mobilization of additional funds for the health sector; reduction in the rate of catastrophic health 

expenditures and inequalities in accessing healthcare.   When complemented by other targeted 

poverty reducing interventions, the long-term impact should be higher.  Therefore, in designing 

the CBHIS, the policy makers would need to adopt an integrated, poverty-oriented social policy 

approach to address the factors that could make potential enrollees more vulnerable to 

catastrophic payments as a result of paying the contribution rate set for the scheme.  

 

Physical accessibility to healthcare is another important indicator of feasibility if it makes it 

convenient for the communities to access care at a short distance.  During the assessment, it was 

observed that most of the health facilities are easily accessible by car, bike and by foot. The 

locations of these health facilities are within the walking distance for the communities with 

average travel time estimated at 10 minutes.  Generally, some of the existing health facilities are 

adequate in terms of minimum standard required to support the establishment of CBHIS.  

Furthermore, collaboration of CBHIS management with the Health Facility Unit Management 
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Committee (HFUMC) will play a key role to the sustainability of the scheme especially in the 

area of service readiness and quality service delivery.  However, this assessment has highlighted 

major gaps in the availability of nurses, midwives and laboratory technicians at the primary 

health care facilities which need to be strengthened. In addition, availability of physical resources 

required for provision of Maternal, Neonatal and Child Health services must be ensured at all 

levels and mechanism outlined for their regular maintenance.  Also, provision of adequate beds 

and funding are required in all the health facilities as there has not been any major improvement 

within the last three years – (2010 – 2012).  

 

The establishment of a functional HFUMC should be required for health facilities that will be 

considered to host the scheme.  Since the success of CBHIS is partly dependent on a functional 

health facility with high level of utilization, adequate skill mix of health workforce and 

complementary non-clinical staff, the data from the study – tables 1 and 2 - indicated that At 

Shamaki Primary Health Centre in Kaltungo LGA should be considered as priority health facility 

for the implementation of CBHIS.  For comparative assessment of facilities see table 9, 10 & 11 

in the Appendix. 

 

Finally, the success of the proposed CBHIS in Kaltungo and the ability of the program to make 

strides in achieving the state’s ultimate goal of universal health coverage fundamentally depend 

on good administrative and management capacity for coordination of payments, premium 

collection and contracting of the provider, political commitment to subsidization and timely 

release of funds, strong community trust and establishment of health development trust fund for 

subsidy and income generating activities for the communities. 
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APPENDIX 

 

Table 1: Distribution of Provider by Type and 

ownership of health facility 

Type of 

Facility 

No. % 

Primary 4 80 

Secondary 1 20 

Facility run 

by: 

  

Local 

Government 

4 80 

State 

Government 

1 20 

Total 5 100 

 

 

Table 2: Characteristics of Head of Health Care Facility  

 

 

 

 

 

 

Sex      NUMBER %  

  

 

   Male 

 

 

 

4 80 

Female 

 

 

 

1 20 

Total 

 

 

 

5 100 

Mean Age 

 

     41.6 

Highest level of Education completed        

Health Science/Technology 

 

 

 

4 80 

MBBS 

 

 

 

1 20 
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Table 3: Percentage of health facilities by services offered   

 

 NUMBER % 

Immunization 5 100 

Family Planning 5 100 

Antenatal Care 5 100 

Delivery 4 80 

Postnatal care 5 100 

General curative 5 100 

Other 3 50 

Total Response 5  

 

 

Table 4: Distribution of Provider by Health Worker and Numerical strength 

 

 

Facility type 

PHC Secondary Total 

Health Workers  NO. 

 

%   NO. 

 

%   NO.  

 

%  

Medical 

Doctors 0 

 

0.00 5 

 

3.60  5 

 

2.76 

Pharmacist 0 

 

0.00 1 

 

0.72  1 

 

0.55 

Nurses 1 

 

2.38 48 

 

34.53  49 

 

27.07 

Midwives 2 

 

4.76 1 

 

0.72  3 

 

1.66 

Community 

Health Ext 13 

 

30.95 7 

 

5.04  20 

 

11.05 

Junior 

Community 

Health workers 9 

 

21.43 4 

 

2.88  13 

 

7.18 

Laboratory 3 

 

7.14 8 

 

5.76  11 

 

6.08 
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Technician 

Non Clinical 

Staff 14 

 

33.33 65 

 

46.76  79 

 

43.65 

Total 42 

 

100.00 139 

 

100.00  181 

 

100.00 

 

 

Table 5: Distribution of Provider by Service accessed 

 

   

Services  Total 

 

Mean 

Immunization  1473 

 

294.6 

Family Planning  551 

 

110.2 

Antenatal Care  1034 

 

206.8 

Delivery  377 

 

94.3 

Postnatal Care  124 

 

24.8 

General Curative  2310 

 

577.5 

 

 

 
Table 6: Trends in Utilization Statistics and Number of Beds Space 
 

 2010 2011 2012 

Inpatient 8550 6759 7047 

Outpatient 23218 31316 35246 

Admissions 5705 3964 4636 

No of Beds 216 214 222 

 
 
Table 7: Distribution of Provider by Minimum, Maximum and Average cost of 
Treatment 
 

 Treatment  Cost (=N=) 

Average 

Malaria  

Typhoid 1,000.00 

Measles - 

Diarrhea 200.00 

Hypertension 1,500.00 
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Table 8: Distribution of provider by health facility physical condition 

Physical Condition 
 

Number % 

Main Building - 
Good Condition 3 60 

Wall, Floor & Roof 
in need of repair 3 60 

General Cleanliness 
- Clean 5 100 

Toilet - Functional 4 80 

 
 
 
 
 
 

 

Table 9:  Services Accessed in the last three months 

Name of Facility 

(KALTUNGO 

LGA) Immunization 

Family 

Planning 

Antenatal 

Care Delivery 

Postnatal 

Care 

General 

Curative 

At Shamaki 

Primary Health 

Centre* 

60 40 40 10 30 1000 

Fada Primary 

Health Centre 
30 7 20 . 15 800 

FSP Clinic 60 90 60 3 15 150 

Poshereng 

Primary Health 

Centre 

96 40 35 12 12 360 

General Hospital 1227 374 879 352 52 . 

 

Table 10 Facility Condition 

Name of Facility 

(KALTUNGO 

LGA) Main 

Building 

Wall, 

Floor 

& 

Roof 

in 

General 

Cleanliness Toilet 

Source of 

Water 

Source of 

Power 
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Table 11: Drugs and Facility Management 

Name of Facility 

(KALTUNGO 

LGA) 

Availability of 

essential drug 

list 

Availability 

of drugs 

based on 

essential 

drug list 

Health 

Facility Unit 

Management 

Committee  

How often did 

they meet in 

last 12months? 

At Shamaki 

Primary Health 

Centre* 

Yes Adequate Yes Quarterly 

Fada Primary 

Health Centre 
Yes Adequate None . 

FSP Clinic No 
Not 

adequate 
None . 

Poshereng Primary 

Health Centre 
Yes Adequate Yes Quarterly 

General Hospital Yes Adequate Yes . 

 

 

need 

of 

repair 

At Shamaki 

Primary Health 

Centre* 

Good No Good Functional Borehole Generator 

Fada Primary 

Health Centre 
Good No Good None Borehole PHCN 

FSP Clinic Bad Yes Good Functional 
Open 

well 
None 

Poshereng 

Primary Health 

Centre 

Bad Yes Good None Borehole PHCN 

General Hospital* Good No V. Good Functional Borehole Generator 
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