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Abstract 

Health, according to the World Health Organization is defined as a state of complete physical, mental, social and spiritual 
wellbeing, and not merely the absence of disease or infirmity. This was a cross sectional community based descriptive 
study using a multi stage sampling technique in Unguwar Soya Community, Kabong, Jos North LGA, Plateau State, 
Nigeria with the aim of assessing and establishing the knowledge, attitude and practice of the residents to NHIS. An 
interviewer administered structured questionnaire was utilized and a total of 252 questionnaires were administered to 
the eligible members of the community. Majority of the Respondents are aged 20-29 years (33.7%). Majority of the 
respondents were females (63.5%), largely married (54.0%), most have attended secondary level of education (47.2%) 
and are mostly Artisans (32.1%) with majority earning above 30,000 naira (25.8%).59.5% of the respondents had heard 
about NHIIS; family and friends were the most common sources of NHIS awareness (25.5%). Majority of the 
respondents (49.3%) had heard about NHIS more than five years ago. Majority of the respondents (70.7%) had good 
attitude towards NHIS. Only 13.3% of the respondents are registered with NHIS. 88.5% of the respondents fund their 
health expenditures through Out-of-pocket payment. Results depicted that the index population has inadequate 
awareness and knowledge of the National Health Insurance Scheme. Resulting in the small portion of the population 
participating in the scheme. The government can come to the aid of this community and other communities by providing 
adequate awareness, knowledge and privilege to participate in the scheme to better their health. 
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1. Introduction

Health, according to the world Health Organization (WHO) is defined as a state of complete physical, mental, social and 
spiritual wellbeing, and not merely the absence of disease or infirmity. It is one of the most important indices of the 
wealth and prosperity of any nation, Nigeria inclusive [1]. Good health is desirable by every well-meaning Nigerian. It 
not only contributes to better quality of life but is also absolutely essential for a virile labour force for the creation and 
maintenance of a nation’s wealth [2, 3]. Sadly however, the healthcare system in Nigeria has not been very sufficient in 
meeting the health needs of Nigerians since many Nigerians still are unable to access the best of health care for various 
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reasons, finance constituting a major factor. In 2005, in a study done by the World Health Organization, United Nation, 
Nigeria’s health system was still performing below average even by sub-Saharan standards and was ranked 197th out 
of the 200 member states [4]. One of the well-established impediments to the health care service of Nigeria include 
accessibility and coverage [5]. Access to healthcare is severely limited in Nigeria, [6] and has been fraught with some 
difficulties in terms of financing and cost of billing for the services received. Consequently, like many public services, it 
is not equally accessible to all people [7] and so, limited physical access to basic health care continues to be a major 
impediment to achieving the goal of health care for all [8]. Against this background, nations and states have developed 
robust mechanisms to provide social health security for her members in order to protect them from financial hazards 
and encourage better health seeking behavior [9]. This social security against unexpected eventuality of illness, and its 
consequent impact on health dynamics is known as Health Insurance. An insurance system is aimed to give citizens 
support against the economic consequences of illness as well as disablement, childbirth, old age and death [10]. Health 
insurance originated in Europe in the early 1800s when mutual benefit societies arose to lighten the financial burden 
for those stricken with illness. Insurance is a way of pooling and distributing risk [9]. Today, Health Financing is a term 
used to include all ways that health care services are funded, insurance included. Healthcare financing refers to the ways 
and means, by which money is raised to fund health activities, as well as how it is used (that is the allocation of the 
funds). General revenue/Public budget, Dedicated tax, Out-of-pocket – at the point of enjoyment of service, Social Health 
Insurance, Private Health Insurance, community-based health expenditure, Loans and Grants – Subsidy from 
development partners and donor nations and Charity [11, 12, 13]. The National Health Insurance Scheme in Nigeria, 
even though had precedence from even the military, was established under Act 35 of 1999 [14] but took off in 2005 
after the NHIS Act, Cap42, Laws of the Federation of Nigeria, 2004 [15]. In addition to being the 187th of 191 countries 
in terms of health service, Nigeria’s health indices are discouraging. Prenatal Mortality Rate is estimated to be 48 per 
1000; Infant Mortality Rate range between 500 per 100,000 in the South-West geopolitical zone to 800 per 100,000 
infants in the North-East geopolitical zone. Child Mortality Rate is about 205 per 1000 (UNICEF, 2006) [16]. Under-5 
Mortality Rate in 2013 ranged between 100 – 150 per 1000 live births [17, 18] with states in Nigeria as high as 100 – 
250 per 1000 live births [18]. Maternal Mortality Ratio for Nigeria are as high as 814 per 100,000 live births according 
to the 2016 World Health Statistics [19], making Nigeria the country with the 4th worst Maternal Mortality. National 
Health Insurance Scheme (NHIS) as the Social Insurance Scheme of Nigeria covers<10% of the Nigerian Populations 
[20], some studies put it at about 3% [21], which means that the most (vulnerable) of Nigerians are without any social 
and financial risk protection. Out-of-pocket payments for health care services limit the poor from accessing and utilizing 
basic healthcare services [22, 23, 24, 25]. The legislation that established the NHIS is known as “The National Health 
Insurance Scheme (NHIS) Decree No. 35 of 1999, Laws of the Federation of Nigeria” was signed into law on May 10, 
1999. It is divided into Parts I – IX (The Establishment of the National Health Insurance Scheme, etc.), II (Objectives, 
functions and powers of the scheme), III (Staff of the scheme), IV (Financial Provisions), V (Contributions), etc. [26]. In 
Lagos State, Nigeria, 2016, a study “National Health Insurance Scheme (NHIS): Are the Artisans benefitting in Lagos 
State, Nigeria?” was carried out by Campbell P.C et al. it was carried out using interviewer-administered questionnaires 
and as a descriptive cross-sectional survey amongst 260 artisans who participated to determine the “knowledge, 
attitude, uptake of and willingness to enroll in the National Health Insurance Scheme among the artisans”. Majority of 
the respondents, i.e., 226 (86.9%) were not aware of HI. The overall knowledge was poor (6.5%) and the main source 
of information was through radio/television (41.2%). Nearly, half of the respondents (33 out of 67) identified the 
concept of HI as a pool of contributors' fund for only healthcare service. A high proportion of the respondents (27 out 
of 34) were aware of the benefits of HI, although majority, i.e., 27 (79.4%) identified access to medication as the benefit. 
The majority of the respondents, i.e., 228 (87.7%) expressed negative attitude toward the scheme; however, 76.5% 
were willing to join the HI scheme. Low awareness/poor knowledge translated to negative attitude [27]. The need for 
an aggressive stakeholders' enlightenment campaign for increasing coverage was identified by researchers. A study 
(cross-sectional descriptive) conducted in 2012 in Jos, Nigeria “An evaluation of the national health insurance scheme 
(NHIS) in Jos, a north-central Nigerian city” by Onyedibe K.I, findings show that only 24% of adults were enrolled in the 
scheme. Notably, 82% of enrolled respondents were aware of NHIS and prefer it to the fee for service system. There 
was some level of dissatisfaction in the scheme (26% of enrollees) [28].  

Most Nigerians seek intervention when sick, in order to maintain health or to restore it. This study seeks to establish 
scientifically the knowledge, attitude and practice of National Health Insurance Scheme (NHIS) using a sample 
population within the Jos North Local Government Area of Plateau State, Nigeria. 

2. Material and methods 

This is a cross sectional descriptive survey, to at a glance appreciate the National Health Insurance Scheme (NHIS) 
uptake in Jos North, Plateau state [29]. Two hundred and fifty- two questionnaires (252) were administered to eligible 
and willing respondents in Unguwar Soya area at the time of the study in September, 2019. 
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2.1. Study Design 

There are four hundred and fifty households in the area and systematic sampling technique was employed to enter 20% 
of the households. 

This is a cross-sectional descriptive study of households over a period of 3 months (September 2019 – November 2019). 

2.2. Study Site 

Unguwar Soya community/settlement of the Kabong Ward of Jos North LGA, Jos, and Plateau State is the area of interest 
for study, and was selected following a multi-stage sampling process. Jos North is one of the seventeen Local 
Government Areas in Plateau State. It is situated in the Jos township city centre9˚55’N 8˚54E. It has an area of 291km2 

and a population of 429,300 at the 2006 census with 266,660 (62%) being urban dwellers and 163,134 (38%) rural 
dwellers [30]. Unguwar Soya is a densely populated semi-urban settlement under Kabong (Tudun Wada) ward in Jos 
North LGA of Plateau state. Its populace is mainly of low and medium literacy levels and socio-economic status. They 
are a mixed community, made up of people from different ethnic groups both within and outside Plateau state. 

2.3. Sampling method/Instrument of data collection 

A multi-stage sampling technique/process was used. Data will be collected using a structured interviewer administered 
questionnaire, formulated based on the objectives of the study, adapted from the work of Ekwuluo et al., [31].  

2.4. Statistical analysis 

The Data collected will be entered and analyzed using the SSPS version 20 computer software. Significant relationship 
and associations will be determined using the chi square (X2) test. Associations will be drawn for complications and risk 
factors with a P value of ≤0.05 will be taken as statistically significant. Tables and charts were appropriately used.  

3. Results and discussion 

Two hundred and fifty-two adults between the ages of 18years and greater than 60 years (76years) were interviewed 
(Table 1). The mean age was 34.6 years. Most of the adults are within the ages of 20-29 years, followed by those within 
the age group of 30-39 years which corresponds with the Nigeria Demographic survey of 2013 which indicates that 
Nigeria’s population is young, a scenario typical of countries with high fertility rate. About half (47.2%) of the population 
have attained secondary level of education with about one third (31.7%) of the population attaining post-secondary 
level of education and about 5.2 % of the population have no form of formal education – Table 1, which does not 
correspond with the Nigeria Demographic survey of 2013 that states that the percentage of men with no education 
ranges from 1 percent or lower in many states [32]. Majority of the population are artisans accounting for about 32.1%, 
followed by those unemployed accounting for 27.4% (which corresponds with 21.2% of urban dwellers that are 
unemployed as reported in the Labour force statistics [33]) and then about 7.5 % are civil servants (Table 1). Our study 
showed that 58.4% of the population earns less than 19,999 - Table 2, which correspond with the 2006 annual 
collaborative survey of socio-economic activities in Nigeria which had about 61.8% of people earning below 19,999 at 
the national level, and about 25.8% of the population earn above 30,000. In terms of marital status, our study showed 
that 54% of the population were married while 46% were unmarried (Table 1). This has a similar pattern with the 2006 
annual collaborative survey of socio-economic activities in Nigeria which had about 56.1% of those married and about 
35.5% who were never married [34]. 

Table 1 Socio-demographic outlay of the respondents in Unguwar soya  

Socio-demographics (n= 252) Descriptive analysis 

Age classification Number (%) 

<20 years 18 (7.1%)  

20-29 years 85 (33.7%)  

30-39 years 81 (32.1%) mean: 34.6 

40-49 years 32 (12.7%)  

50-59 years 16 (6.3%) standard deviation: 13.9 

>60 years 20 (7.9%) 
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Table 2 Economic variables of respondents in Unguwar soya 

Income of respondents classified (in Naira) Number (%) Descriptive analysis 

Below 5000 39(15.5%)  

5000-9999 42(16.7%)  

10000-14999 45(17.9%) mean: 1.7 

15000-19999 21(8.3%)  

20000-24999 18(7.1%) standard deviation:0.9 

25000-29999 22(8.7%)  

Above 30000 65(25.8%)  

 

3.1. Awareness 

Following the survey done in Unguwar soya amongst respondents, it was found out that 59.5% of the respondents were 
aware or had heard about the National Health Insurance Scheme, while 40.5% were unaware of the scheme (Figure 1). 
This reveals that a relatively larger number of residents of Unguwar soya were aware of the NHIS, compared to those 
who were unaware. Albeit, 40.5% is a significant percentage that is unaware of NHIS. The ratio of aware: unaware was 
1.47:1, which means that out of every 1.5 persons who are aware of NHIS, there is 1 person who is unaware of the 
scheme. It is safe to infer that quite a significant number of the population need to be made aware of the NHIS. This is 
unlike a similar study conducted amongst Health Care consumers in Oyo state where as high as 87% of respondents 
were aware of the program [35] or in Cross River state [36] where 92.3% respondents were aware of NHIS. 

Gender Number (%) 

Females 160 (63.5%) mean: 1.6 

Males 92 (36.5%) standard deviation: 0.5 

Marital status Number (%) 

Married 136(54.0%) mean: 1.7 

Single 102(40.5%)  

Widowed 10(4.0%) standard deviation: 0.9 

Separated 3(1.2%)  

Divorced 1(0.4%)  

Educational status Number (%) 

Secondary 119(47.2%)  

Post-secondary 80(31.7%) mean: 4.0 

Primary 39(15.5%)  

None 13(5.2%) standard deviation: 1.0 

quranic 1(0.4%)  

Occupation Number (%)  

Artisan 81(32.1%)  

None 69(27.4%) mean: 3.3 

Self-employed 42(16.7%)  

Private sector employee 29(11.5%) standard deviation: 1.8 

Civil servant 19(7.5%)  

Farming 8(3.2%)  

Others 4(1.6%)  
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Figure 1 Awareness of respondents in Unguwar soya to the NHIS  

In another study done in Osun State “Knowledge and Attitude of Civil Servants in Osun State, South-Western Nigeria 
towards National Health Insurance Scheme”, only 40% of respondents were aware of NHIS [37]. This is less than the 
percentage of aware respondents in our study. Similarly, in a 2016 study done amongst traders in Abakiliki Main Market, 
South-Eastern Nigeria, only 30.3% of respondents were aware of NHIS [38]. Amongst artisans in Lagos, in another study 
done, 86.9% were unaware of the National Health Insurance Scheme [27]. The reason for our result, which shows an 
almost equal ratio of those aware to those not aware (1.5:1), compared to awareness levels of other regions, could be 
related to the unique socio-demographic characteristics of the residents of Unguwar soya; it being a mix of artisans and 
civil servants; poorly educated and well educated, hence balancing out of awareness and unawareness. 

The comparatively high lack of awareness of the NHIS (40.5%) however is unacceptable, especially for an urban setting. 
(Similar urban setting in Oyo had an unawareness level of only 13%). This high level of ignorance about NHIS in our 
study environment could be because of poor sensitization efforts in part of government and stake-holders. 

 

Figure 2 Sources of information gotten by respondents in Unguwar soya to the NHIS 

3.2. Multiple sources of information 

From our study, most respondents heard about NHIS from family/friends (25.5%), television (20.2%), hospital/health 
workers (17.4%) and radio (16.2%) respectively, while other sources with relatively smaller percentages were school 
(6.1%), newspaper (3.2%), billboards (1.6%) and other sources such as church programmes, seminars, internet making 
up 3.6% (Figure 2). However, similar studies done amongst civil servants in Osun state showed that the commonest 
sources of NHIS awareness were television, followed by billboards [37]; another study done among artisans in Lagos 
also showed that the main sources of NHIS information were radio/television (79.4%) [27]. these are slightly different 
from the result in Unguwar soya that revealed family/friends as the main source of awareness, followed by television, 
with billboards providing for only a meagerly 1.6%. In a study done in Eastern Cape, South Africa, the common sources 
were internet, followed by seminars/meetings, then Television and Radio, family/friends, Newspaper [38]. The result 
we obtained in Unguwar Soya is plausible given the communal set-up of the study area. 
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Figure 3 Duration of NHIS awareness of respondents in Unguwar soya  

Majority of those who had heard about NHIS had heard about it more than 5 years ago (49.3%), followed by those who 
had heard about it 1 -5 years ago (38.7%) – Figure 3. The least percentile had heard about NHIS less than 1 year (12.0%) 
– Figure 3. This could mean that awareness might have declined in the past 1 year. 

Persons aged 30 – 39 (36.9%) were the most aware of NHIS, followed by those between 20 -29 (28.2%). Those at the 
extremes of age had the least awareness. Our study showed that there was a significant association between age and 
NHIS awareness (p = 0.022) with Cramer’s V value of 0.228 (Table 3). This could be explained by the fact that majority 
of respondents were actually young people and that they were at the age of responsibility and better exposure. Our 
result is in tandem with a study done in Enugu [39] which illustrated that “socio-demographic characteristics (such as 
age) played considerable role in the level of awareness of NHIS…” and another study done by Adibe et al which showed 
that middle aged persons (36 – 50years) were less likely to be aware of NHIS. Again, this is slightly similar to our study 
and is plausible as middle agers in a setting such as Unguwar Soya had less screen-time, in contrast to young people (20 
– 39years) who had more screen time and social interactions to afford them knowledge about NHIS. From our study, it 
was demonstrated that there is an association between the Education and Awareness of NHIS (p = 0.000141), with 
Cramer’s V value of 0.300 which signifies a moderately strong and Positive relationship (Table 3). This is consistent with 
similar studies done in Enugu that showed that highly educated respondents were “more likely to be aware” of NHIS 
than those less educated [39] but is in contrast to a study done in Oyo state that showed that there was no statistical 
relationship between educational status and awareness [35]. From our study, it is plausible that level of awareness 
should be associated with educational level, since higher levels of education often engenders wider exposure and social 
circle, and thus the higher likelihood of having heard about NHIS via multiple media. There is no significant relationship 
between marital status and awareness of NHIS in our study population (p = 0.609) – Table 3. This is in contrast to a study 
done in Lagos that showed some relationship between awareness (and participation) to “educated couples” [40]. In a 
study done by Adibe et al [39], respondents who were married were more likely to be aware of NHIS. Another study 
done by Sanusi R. et al in Oyo state [35] however seemed more consistent with our findings in Unguwar Soya that 
“…marital status was not significant factors influencing the awareness of respondents about the program”. Our result 
could be explained by the possibility that the sources of NHIS information in the study community were equally 
accessible to both married and single adults in the community. From the result of our study, there is significant 
association (moderately strong and positive relationship) between the occupation of respondents and awareness of 
NHIS (p = 0.000492; Cramer’s V = 0.279) – Table 3. This is plausible and consistent with findings in Enugu that reveals 
that employment was a significant factor in determining the level of awareness [39]. Again, studies in Oyo state suggest 
that civil servants were more likely to be aware of NHIS than artisans, farmers, traders, and unemployed counterparts 
[35]. Lagos state studies also reveal the likelihood of awareness increasing with occupation; and the more socially-
exposing the occupation is, the higher the likelihood [40]. One could infer that this is because educated persons are 
more likely to be gainfully employed and the employed are more socially exposed and have access to sources of 
information about NHIS. 

From the results, there is no association between gender and awareness (p = 0.952) – Table 3. Studies in Enugu reveal 
otherwise as it is seen that males are more likely to be aware of NHIS than their female counterparts [39]. A study in 
Oyo state however revealed otherwise, and is consistent with our findings; that there is no statistical relationship 
between gender and awareness [35]. The result in Unguwar soya could be explained as being because both male and 
female are equally exposed, as in an urban setting - and privy to several sources of information about NHIS. 
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Table 3 Relationship between Socio-demographic characteristics and awareness to NHIS among respondents in 
Unguwar soya 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.3. Attitude 

Majority of the respondents (70.7%) had a good attitude towards the National Health Insurance Scheme, 20.7% of the 
respondents had a fair attitude while only 8.7% had a poor attitude towards the Insurance Scheme (Figure 4). This is in 
keeping with a study done by Olugbenga- Bello A.I and Adebimpe W.O, 2011 which showed that most of the respondents 
were willing to participate in NHIS [37]; and also, by a study done by Adewole et al., 2015 which showed that majority 

Socio-demographic 
Awareness of NHIS 

Yes No total 

Age 

<20 years 8 10 18 

20 – 29 years 43 42 85 

30 – 39 years 55 26 81 

40 – 49 years 25 7 16 

50 – 59 years 9 7 16 

>60 years 10 10 20 

Total 150 102 252 

Educational qualification 

None 2 11 13 

quranic 1 0 1 

primary 21 18 39 

secondary 64 55 119 

post-secondary 62 18 80 

Total 150 102 252 

Marital status 

single 57 45 102 

married 85 51 136 

divorced 1 0 1 

separated 2 1 3 

widowed 5 5 10 

Total 150 102 252 

Occupation    

None 35 34 69 

Farming 5 3 8 

Artisan 46 35 81 

civil servants 18 1 19 

private sector employee (pse) 22 7 29 

self-employed 20 22 42 

Others 4 0 4 

Total 150 102 252 

Gender 

Male 57 37 93 

Female 94 65 159 

Total 150 102 252 
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of the respondents agreed that NHIS was better than Out- of-pocket payment, it minimizes financial hardship, 
encourages access to health care, will encourage others and that it is a good idea [41].  

Table 4 Relationship between the Socio-demographics and the Attitude of the respondents in Unguwar soya 

Attitude 

Variable good fair poor Total 

Age at last birthday (years) 

<20 4 3 1 8 

20-29 31 9 3 43 

30-39 42 7 6 55 

40-49 20 3 2 25 

50-59 6 3 0 9 

>60 3 6 1 10 

Total 106 31 13 150 

Percentage (%) 70.7 20.7 8.7 100 

 Marital status 

Single 36 14 7 57 

Married 65 15 5 85 

Divorced 0 0 1 1 

Separated 1 1 0 2 

Widowed 4 1 0 5 

Total 106 31 13 150 

Percentage (%) 70.7 20.7 8.7 100 

 Main occupation 

None 23 7 5 35 

Farming 4 1 0 5 

Artisan 30 10 6 46 

civil servant 14 3 1 18 

private sector employee 18 4 0 22 

self employed 14 5 1 20 

Others 3 1 0 4 

Total 106 31 13 150 

Percentage (%) 70.7 20.7 8.7 100 

 Gender 

Male 38 13 5 56 

Female 68 18 8 94 

Total 106 31 13 150 

Percentage (%) 70.7 20.7 8.7 100 

Educational qualification 

None 1 1 0 2 

Quranic 0 1 0 1 

Primary 13 8 0 21 

Secondary 43 14 7 64 

post-secondary 49 7 6 62 

Total 106 31 13 150 

Percentage (%) 70.7 20.7 8.7 100 

 

The age range of majority of those who had a good attitude towards NHIS fell between 30- 39 years; those who had a 
fair attitude fell between 20-29 years while those who had a poor attitude towards NHIS also fell between 30-39 years, 
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though it was not statistically significant (p = 0.081)- Table 4. This is similar to a study done by Azuogu et al., 2016 who 
indicated that more individuals in the age group 30-39 years agreed/ had the desire to enroll under NHIS than in other 
age groups and it was not statistically significant [42]. The relationship between the marital status and the attitude of 
the respondents showed that respondents who were married constituted the majority of those who had good and fair 
attitudes toward NHIS while those who were single constituted the majority of those who had a poor attitude towards 
NHIS (Table 4). This is a statistically significant relationship (p = 0.051). Similar findings were reported in Azuogu et al., 
2016 who also found out married respondents were willing to participate in NHIS compared to their single counterparts 
[42]. There is no statistically significant relationship between the occupation and the attitude of the respondents (p = 
0.867) - Table 4. However, it was demonstrated that Artisans constituted the majority of those with good attitude 
towards NHIS, as well as fair and poor attitude. Artisans however, formed the major part of interviewed respondents. 
The poor attitude of artisans in our study population is in consonance with a study done by Campbell, Owoka and 
Odugbemi (2016) who showed that that the overall attitude of Artisans was negative towards the scheme [27]. 

From our study, there is no significant relationship between gender and attitude (p = 0.824), as well as educational 
qualification and attitude ((p = 0.083) - Table 4; Respondents with post-secondary qualification however constituted 
the majority of those who had good and fair attitude to the NHIS). This is not in keeping with studies done by Azuogu et 
al., 2016 and Oriakhi and Onemolease, 2012 which illustrated that males were more willing to participate in NHIS [42, 
43] as well as a research carried out by Azuogu et al., 2016 which showed that majority of the respondents (49.5%) who 
were willing to participate in NHIS were respondents who had Secondary school qualification followed by those who 
had Post- secondary qualification (34.4%) [42].  

 

Figure 4 Attitude of the respondents to the NHIS 

3.4. Practice 

From the study, 13.3% of the index population are registered with NHIS. 30% of these were enrolled between 1-5 years 
ago and 70% enrolled more than 5 years (Figure 6). This shows that there is no much progress in the NHIS coverage so 
far. Although Nigeria’s National Health Insurance Scheme was established in 1999 to ensure health insurance coverage 
for the general population, very few people have registered [32].  

 

Figure 5 Registered beneficiaries of NHIS in Unguwar soya 
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A 2017 report in United States showed the uninsured rates for adults in poverty and not in poverty were 25.7 percent 
and 10.5 percent, respectively, which is different from what is obtainable in Nigeria [44]. 

 

Figure 6 Duration of NHIS participation of respondents in Unguwar soya 

4. Conclusion 

Our study has showed that 59.5% of the respondents had heard about NHIIS; family and friends were the most common 
sources of NHIS awareness (25.5%), followed by Television, Hospital/ Health worker and Radio making up 20.2%, 
17.4% and 16.2% respectively. Majority of the respondents (49.3%) had heard about NHIS more than five years ago. 
Age, Educational status and Occupation were observed to affect the level of awareness. Majority of the respondents 
(70.7%) had good attitude towards NHIS, 20.67% had fair attitude and 8.67% had poor attitude. Respondents aged 30-
39 years, married people, females and respondents with post-secondary educational qualification had good attitude 
towards NHIS, however only the attitude of married respondents was statistically significant. Only 13.3% of the 
respondents are registered with NHIS. 88.5% of the respondents fund their health expenditures through Out-of-pocket 
payment. 

Recommendations 

Government and stake-holders should target artisans, low income earners, non- civil servants, traders, farmers, etc, 
preferably through their unions; to cover up the apparent knowledge gap amongst persons of this socio-demographic 
stratum and accelerate efforts to incorporate members of the community in the NHIS. 
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