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Abstract. Nomads and labor migrants constitute a vulnerable group beset with high healthcare costs due to lack of
health insurance coverage. Their inability to pay for health care constitutes a threat to their well-being andhealth risk to the
host community as they have higher morbidity from diseases and serve as a reservoir of infective agents. This study
investigated hownomads and labormigrants pay and copewith necessary healthcare costs. A cross-sectional studywas
carried out among 323 migrants in four local government areas of Oyo State, which were selected purposively. A
pretested semi-structured questionnaire that sought information on respondents’ sociodemographics, healthcare
payment methods and coping strategies were employed. Data were analyzed using descriptive statistics and chi-square
test to test the association between categorical variables at P £ 0.05. The mean age of the respondents was 34.4 ± 1.4
years and 53.2%were farmers. Of the 200 respondents who had used the formal healthcare system, 13 (6.5%) obtained
free services via theNational Health InsuranceScheme (NHIS) and187 (93.2%)paid out of pocket for service. Copingwith
health bills, 115 (62.2%) paid from savings, 34 (18.4%) borrowedmoney, and 58 (31.4%) sold property. Thosewith formal
education were more likely to pay through NHIS (χ2 = 9.7, P = 0.002). Nomads/migrants in this study have demonstrated
the inability to copewith payment of health bills, suggesting the need to look into the policy on healthcare funding/support
to migrants and educationally disadvantaged persons. The creation of prepaid pooled payment systems such as social
and community health insurance schemes is suggested.

INTRODUCTION

The methods of financing healthcare expenditure for any
country are vital in determining the health status of the
country.1 Broadly, consumer payment methods can be
grouped into two, namely, pre-service payments and point-
of-servicepayments.Whereas the formerusually refers to indirect
pooled payments in the form of health insurance schemes, the
latter is commonly known as out-of-pocket (OOP) payment. In
Nigeria, various health insurance schemesavailable to healthcare
seekers include the National Health Insurance Scheme (NHIS)
meant for federal employees, State Health Insurance Scheme
(SHIS) for State Government employees, Community-Based
Health InsuranceSchemes (CBHIS) andPrivateHealth Insurance
Scheme (PHIS).2 In Nigeria, whereas the NHIS and SHIS health
insurance schemes are the most popular payment methods
among organized formal sector,3 CBHIS is designed for rural
dwellers and people in the informal sectors who cannot afford or
eligible to get the NHIS, SHIS, or PHIS.2 Because very few
Nigerians are covered by the health insurance schemes,4 the
majority at both formal and informal sector including Oyo State
still pay for health care at the point-of-service OOP.5,6

Generally, Nigeria as a middle-income country does not
have a universal healthcare plan and, hence, runs both single
payer’s system where one body, usually the government,
collects taxes for the payment of specific health service and
multiple payers’ system where many approved bodies pool
revenues for health insurance of specific and qualified seg-
ment of the citizenry.6,7 In Nigeria, households provide 70%
of the total health expenditures, and 95% of these private

payments occur via OOP making it the primary method of
health financing in the country.8,9Where healthcare payments
are made mostly through out-of-pocket expenditure (OOPE),
as is the case in Nigeria, inequities abound in access to health
care, as only those who can afford to pay can access health
services. As such, many households face the risk of not
accessing care at all when ill or seeking care from low-level
providers, where the quality of care is often low in an effort
to avoid debt.10,11 It also unleashes a catastrophic financial
burden on the poor.3,12

Studies show that almost a quarter (24%) of Nigerian
households incur catastrophic health expenditure (CHE),
especially in the form of OOPE.13 Catastrophic health ex-
penditure is defined as either health expenditures that are
equal to or greater than 10% of total income or health ex-
penditures that sum up to 40% or greater of a household’s
non-subsistence income.14 This has led to self-medication,
untreated morbidity, reduced access to health care, and in-
creased impoverishment among people worse hit by cata-
strophic payments.15 The effect of healthcare payment
methods currently used in Nigeria has also been found to
vary amongpopulation segments. For example, it is probable
to reduce the chance of seeking treatment by as much as
71% in rural areas but only 53% in urban areas. This implies
that residents of rural areas are worse hit by the OOP pay-
ment method.16

Tomeet the rising costs of seeking health care, many poor
households often resort to coping strategies that are further
detrimental to their well-being. These coping mechanisms
are responses of the household to the allocation of resour-
ces as a result of healthcare costs.17 Coping strategies have
been defined as “actions intended to maintain household
“economic viability” in the face of an economic shock.”18

Several studies have documented coping strategies. Al-
though coping mechanisms, for instance, a social network is
positive,18 others such as borrowing with or without interest,
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selling assets or mortgaging,19,20 reduction of essential
consumption,21 and financial help from relatives22 are negative
because they lower the socioeconomic status of households
involved. These negative copingmechanismshave been found
to abound where CHE is present as households struggle to
meet up with the financial demands arising from OOP.23

Although migration has always been an activity associ-
ated with human existence, its study within the Nigerian
context has always focused on the emigration of Nigerians
to other countries. However, now more than ever before, a
surge in in-country migration is being witnessed. Factors
such as thewideningNorth–South divide, political tensions,
and the “Boko Haram” insurgency in the North have in-
creased waves of migration to southwestern states of the
country. Most of these migrants are nomads who take
advantage of the agricultural setup in the Southwest re-
gion.24 This surge in migration has led to increased atten-
tion and concern about the health care of such migrants.
Because health is a social good, poor health status among
this population segment could negatively impact on the
health status of the general population.25 Also, migrants are
usually exposed to factors such as the absence of social
amenities, over-crowding, poor access to healthcare fa-
cilities and access to social insurance which can worsen
their health status.26 Thus, it becomes important to un-
derstand how nomads and labor migrants’ population pay
for health care and how they cope with such payments.
Thus, this study aimed at determining the payment meth-
ods and coping strategies of nomads and labor migrants
in Oyo State.

METHODS

Study setting. The study was implemented in Oyo State,
which was created in 1976. It is in Southwest Nigeria and has
Ibadan as the state capital. The State comprises 33 local
governments.Oyostate is boundedby four other states: to the
North (Kwara State), South (Ogun State), East (Osun State),
and to the West partly by Ogun State and partly by the Re-
public of Benin.27 Oyo State is homogenous, mostly inhabited
by the “Yorubas”who are predominantly farmers.28 However,
migrants are concentrated on the border local governments.
According to Oyo State Government Strategic Health Devel-
opment Plan (2010–2015), all the three levels of care (i.e.,
Primary, Secondary, and Tertiary) are appreciably distributed
across the State with about 1,560 health facilities (public and
private) present. To a reasonable extent, these large numbers
of health facilities have a positive impact on health service
coverage in the State. However, there are still vast areas of the
State that are still underserved by the present health facility
distribution.Majorly, people pay for health services in the state
via the OOP method, although the state has social health
insurance.5

Study design. The research used a cross-sectional design
to determine the health service payment methods and coping
strategies of nomads and labor migrants in four selected
border local governments’ areas of Oyo State between Oc-
tober and November 2016.
Sampling and sample size. The sample size for the study

was calculated using the formula.

n¼�
Z2Pð1�PÞ��d2,

where Zα=2 at type I error of 5% = 1.96, P = 26%, and
d = 5%.17

Substituting the values in the formula gave the “n” value of
296. Considering a 10% nonresponse rate, the minimum
sample size “n” was approximated as 326. Of 326, 323 were
valid. Nonvalid ones were excluded from the analysis.
Four border local governments’ areas of Oyo State were

purposively selected for this study because of the concen-
tration ofmigrants’ settlements.Within each local government
area (LGA), the one ward where many of the migrants were
concentrated was selected. Within each selected ward, the
community harboring most of the migrants was studied. The
sample size was allocated proportionately to the size of the
communities. The interview was conducted from house to
house until the allocated number of respondents for each
community was obtained. The direction to choose the first
house to start was determined by tossing a coin standing at
the center of the community’smarketplace. The interviewwas
carried out among household heads; and in a situation in
which the head has not resided in the community for at least 1
year, an adult aged 18 years andolderwas interviewed.Where
there are more adults greater than or 18 years old, balloting
was performed to choose one to interview.
Data collection.A semi-structured, interviewer-administered

questionnaire was used to collect the data. The questionnaire
contained questions on sociodemographic characteristics
of the respondents, interaction with the formal healthcare
sector, healthcare service payment methods, and coping
strategies. The questionnaire was translated into Yoruba
Language and back-translated into the English Language by
an independent translator to ensure accuracy. The data
collection tool was pretested among migrants in Saki East and
Iseyin local government. The interviewers recruited for thestudy
were trained at a 2-day training session on the administration of
the questionnaire using question-and-answer sessions, lec-
tures, and role-plays. Interviewers recruited had completed
some form of post-secondary education. The interview was
conducted in a secluded area in the house at a time convenient
for the respondents.
Data analysis. Analysis was carried out using Statistical

Package for Social Sciences software version 21. Data col-
lected were analyzed using descriptive statistics such as
frequency and percentages. A chi-square test was used as
an inferential statistical tool to test the association between
categorical independent and dependent variables. Binary
logistic regression was carried out to control for con-
founders. Statistically significant associations were recor-
ded at £ 5%.
Ethical consideration. Ethical approval for this study was

obtained from the Oyo State Ministry of Health Institutional
Review Board before the commencement of the study. Only
eligible participants who willingly signed informed consent
forms after being satisfactorily briefed about the study par-
ticipated in the study. Data collected included no identifiers
that could be used to link individual questionnaires to specific
respondents. All data were kept confidential on a password-
protected computer to which only the investigators had ac-
cess to.
Inclusion and exclusion criteria. Migrants aged 18 years

and older met in the settlements/communities on the day
of the interview were included, whereas non-consenting
respondents were excluded from the study.
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Study limitations. Migrants younger than 18 years who
have not lived in the community for at least 1 year were not
covered in the survey.

RESULTS

About half (179; 55.4%) of the respondents were men. The
mean age of the respondent was 34.37 ± 1.42 years. More
than one-fourth (87; 26.9%) of respondents were between the
age group of 30–39 years. Almost half (158; 48.9%) of re-
spondents were from the Benin Republic, whereas Nigerian
migrants constitute 135 (41.8%)of the respondents. Sixty-two
percent of the respondents had not completed any form of
formal education, and farming 172 (53.2%) was the most
common occupation among the respondents (Table 1).
More men (106; 53.0%) than women (94; 47.0%) had ever

visited a formal healthcare facility (P = 0.27). Respondents
within the age group of 30–39 yearswere themost (56; 28.0%)
among respondents who had ever used the formal healthcare
system. Among thosewhohadnever used a formal healthcare
facility, respondents in the age group 21–29 years constituted
the majority (35; 28.5%). A significantly higher proportion of
respondents from the neighboring country (Benin Republic)
(106; 53.0%) had accessed a healthcare facility before com-
paredwithNigerians (83; 41.5%,P=0.007). Almost two-thirds
of respondentswith noeducation (125; 62.5%)comparedwith
educated counterparts 75 (37.5%) had used the formal
healthcare system (P = 0.78) (Table 2).

A logistic regression analysis was carried out to ascertain
the effects of gender, age, nationality, religion,marital status,
educational status, and average monthly income on the
likelihood that respondents will use healthcare service. Only
the nationality of the respondents added significantly to the
logistic regression model. Respondents from other nation-
alities aside from the Benin Republic were 2.77 times more
likely not to use the healthcare service than Nigerians do.
Increasing the income was associated with an increased
likelihood that respondents will use the healthcare service
(Table 3).
Among respondents who had used the formal healthcare

system, 15 (7.5%) obtained free services via the NHIS,
whereas the remaining 185 (92.5%) paid cash OOP. More
men (95; 51.4%) thanwomen (90; 48.6%) paid for health care
via OOP (P = 0.10). Similarly, no statistical association was
found between payment method and age group, nationality,
religion, marital status, and average monthly. More respon-
dents earning less than ₦ 10,000 accessed health care
through the NHIS than those earning more than ₦ 10,000 (P =
0.93). Education played a statistically significant role in de-
termining those who obtained care via NHIS coverage and
those who did not. Respondents with some form of education
(10; 66.7%) accessed health care through theNHIS compared
with those (5; 33.3%) with no formal education (P = 0.02)
(Table 4).
The gender, age, nationality, religion, marital status, edu-

cational status, and averagemonthly income of respondents
were also used to predict the method of health service pay-
ment. In the binary logistic regression model, only the edu-
cational status of the respondents was independently
associated with the method of health service payment. Re-
spondents from other nationality, excluding the respondents
from the Benin Republic, were 0.44 times less likely to pay cash
or OOP (Table 5).
Analysis of the respondents who paid cash showed that

about equal proportions of bothmen (58; 50.4%) andwomen
(57; 49.6%) used their savings to cope with their healthcare
payments and the same proportion of women (29; 50.0%)
and men (29; 50.0%) sold property. Also, respondents aged
30–39 years (35; 39.4%) formed the age group with the
highest number of respondents who used savings, whereas
those aged 30–39 years and 50 years and older were the
highest proportion 9 (26.5%) of respondents who borrowed
to cope with healthcare payments. Whereas 5 (14.7%) and
5 (8.6%) of other nationalities borrowed and sold property,
respectively, to cope with the health service payment, more
than half (69; 60.0%) of the respondents from the Benin
Republic used savings. The proportion of ever-married (92;
80.0%) respondents who used their savings to offset
healthcare bills was far more than those who were single 23
(20.0%). Among participants with no formal education, more
than twice the proportion of formally educated respondents
(37; 32.2%) used savings to cope with healthcare payments
(Table 6).
The proportion of respondents who were aware and en-

rolled for NHIS was also investigated. Almost equal pro-
portion of women (16; 48.5%) and men (17; 51.9%) were
aware of NHIS. Among those who were aware, only 7
(53.8%) men and 6 (46.2%) women were enrolled. Re-
spondents aged £ 20 years had the highest enrollment (5;
38.5%). Other nationalities aside Republic of Benin and

TABLE 1
Sociodemographic characteristics of the respondents (N = 323)

Characteristics N%

Gender
Male 179 (55.4)
Female 144 (44.6)

Age group (years)
£ 20 58 (18.0)
21–29 71 (22.0)
30–39 87 (26.9)
40–49 57 (17.6)
> 50 50 (15.5)

Nationality
Benin Republic 158 (48.9)
Nigerian 135 (41.8)
Other 30 (9.3)

Religion
Islam 189 (58.5)
Christianity 134 (41.5)

Marital status
Ever married 263 (81.4)
Single 60 (18.6)

Educational status
No formal education 200 (61.9)
Formal education† 123 (38.1)

Main occupation
Farming 172 (53.2)
Trading 68 (21.1)
Artisan 33 (10.2
Other 20 (6.2)
Unemployed 17 (5.3)
Mining 13 (4.0)

Average monthly income
£ ₦ 10,000* 174 (53.9)
> ₦ 10,000* 149 (46.1)
* ₦ 360 = $1.
† Has completed at least primary education.
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Nigeria reported no enrollment despite some degree of
awareness (Table 5). Also evident was the influence of the
income of nomads on enrollment. More nomads (7; 53%)
earning more than ₦ 10,000 were enrolled in the NHIS
compared with 6 (46.2%) of the respondents with income
less than ₦ 10,000 (Table 7).

DISCUSSION

The healthcare paymentmethods of the citizenry have been
found to correlate with the health status of the populace and in
the end, the economy of the country. Whereas certain pay-
ment methods such as social insurance and other prepaid
methods have been found to encourage the use of formal
healthcare system, other methods such as OOPE has been
found to negatively impact the health-seeking behavior of
citizens. Out-of-pocket expenditure has also been implicated
in negative coping strategies such as borrowing and selling of
properties.

This study investigated how migrants in selected LGAs of
OyoState pay for healthcare service and the coping strategies
used to service the payment. The sociodemographic data
showed that respondents from the Benin Republic were the
most migrants. This could be related to the geographical
proximity of the country to the borders of Oyo State, thus
making migration into Oyo State, especially the northern axis,
easier for the residents in that country.29,30 The fact that just a
little over a third of the respondents hadcompleted any formof
formal education further highlights the low literacy level usu-
ally observed amongmigrants. Studies have shown that most
African migrants are from the lower socioeconomic status,
probably as a result of not being properly educated, a situation
further worsened by the inequitable provision of educational
facilities in areas where they settle.31,32 The low socioeco-
nomic status of the respondents is also demonstrated by the
fact that more than half of the respondents earned less than a
dollar a day.
The results also showed that a higher proportion of men

than women had used the formal healthcare system. This is
probably due to the increased awareness and positive
health-seeking behavior amongmen,which havemade them
more conscious of their health status as opposed to the Af-
rican culture which expects men to be strong and healthy.33

As such, they are not likely to use formal healthcare systems
until their illness is quite pronounced. Another factor to
consider is the proximity of the health center to the migrant
community. Whereas women may not have the required
strength towalk to a distant health center to seek health care,
menare naturally stronger and could go further to seek health
care. Concerning payment methods of those who used the
formal healthcare system, the fact that a clear majority used
OOP payment is not surprising as the method remains the

TABLE 2
Association between sociodemographic characteristics and healthcare utilization among respondents (N = 323)

Characteristics

Ever used formal health care (n = 200) Never used formal health care (n = 123)

n (%) n (%) χ2 P-value

Gender
Male 106 (53.0) 73 (59.4) 1.24 0.27
Female 94 (47.0) 50 (40.6)
Age Group (years)
£ 20 37 (18.5) 21 (17.0) 5.09 0.28
21–29 36 (18.0) 35 (28.5)
30–39 56 (28.0) 31 (25.2)
40–49 37 (18.7) 20 (16.3)
> 50 34 (17.0) 16 (13.0)

Nationality
Benin Republic 106 (53.0) 52 (42.3) 9.915 0.007*
Nigerian 83 (41.5) 52 (42.3)
Other 11 (5.5) 19 (15.4)

Religion
Islam 121 (60.5) 68 (55.3) 0.85 0.36
Christianity 79 (39.5) 55 (44.7)

Marital status
Ever married 167 (83.5) 96 (78.1) 1.50 0.22
Single 33 (16.5) 27 (21.9)

Educational status
No formal education 125 (62.5) 75 (61.0) 0.08 0.78
Formal education 75 (37.5) 48 (39.0)

Average monthly income
£ ₦ 10,000 109 (54.5) 65 (52.8) 0.08 0.77
> ₦ 10,000 91 (45.5) 58 (47.2)
* Significant association.

TABLE 3
Predictors of healthcare utilization among respondents (N = 200)

Characteristics χ2 P-value OR

95% CI for OR

Lower Upper

Gender 0.66 0.42 0.81 0.49 1.34
Age (years) 1.83 0.18 0.88 0.72 1.06
Nationality (others) 5.76 0.02* 2.77 1.21 6.37
Religion 0.50 0.48 0.84 0.52 1.35
Marital status 0.72 0.40 1.32 0.69 2.52
Educational status 0.40 0.53 0.84 0.50 1.42
Average monthly income 0.07 0.79 1.07 0.66 1.71
The logistic regression model reported in this table controls for the listed characteristics.
* Significant at 5%.
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most popular payment method in Nigeria.18 However, the
proportion recorded among the migrant population is higher
than those observed among other population segments are.
The increased likelihood of educated people to access in-
formation about NHIS, to understand the information, and
act on it has been documented by other studies.34,35 The
results of this study indicate that the same trend may be true
among the migrant population. Notably, in terms of aware-
ness and enrolment in the NHIS, respondents from Benin
Republic were more than those from Nigeria. This outcome
suggests that Benin Republic nationals who participated in
the study perceived some level of benefits in the NHIS than
respondents fromNigeria and other nationals, and thus, they
decided to enroll.
Using savings to pay for health carewas themost reported

coping strategy among the respondents. Incomes have been
reported as common coping mechanisms in other African
low- and middle-income countries (LMICs) such as Zambia,
Cote d’Ivoire, andChad.19,36 However, it has been noted that

when households use savings meant for other essential
purposes, such as food and shelter, as coping mechanisms,
it jeopardizes the future health of the household and could
lead to further impoverishment.36,37 Selling property is an-
other popular copingmechanism noticed in LMICs, although
other studies have noticed it albeit among wealthier
groups.38 Similarly, in this study, selling the property to cope
with healthcare costs wasmore popular among respondents
earning more than a dollar daily than their counterparts
earning less than a dollar daily. It could also mean that very
few options of what to sell were available for those earning
less than a dollar per day. More than one in every five re-
spondents who used OOP payment had to borrow to cope
with the healthcare cost. Within the African context, bor-
rowing is often done from professional money lenders who
charge exorbitant interest rates, with reported rates ranging
from 5% to as much as 30%.18,39 This means that house-
holds have an even greater debt after copingwith theOOP. In
addition, accumulated debts can result into worse economic
and social status of households if not repaid quickly.40,41

The findings of our study should be interpreted aptly while
bearing the following limitations in mind. As with all other
cross-sectional surveys, our research can explain associated
factors with healthcare utilization and choice of payment for
healthcare services, but it cannot establish temporality or
causation. Our study could have yielded more robust findings
if a qualitative study (sequential explanatory design precisely)
had been carried out to probe the reasons for the different
levels of utilization and variations in payment methods among
the participants. Qualitative studies and triangulation of find-
ings should be undertaken in subsequent studies to establish
a deeper understanding of the factors influencing such vari-
ations in the outcome of interest. The generalization of our

TABLE 4
Association between healthcare service payment methods and sociodemographic characteristics of respondents (N = 200)

National Health Insurance
Scheme (n = 15) Out-of-pocket (n = 185)

Characteristics n (%) n (%) χ2 P-value

Gender
Male 11 (73.3) 95 (51.4) 2.69 0.10
Female 4 (26.7) 90 (48.6)

Age group (years)
£ 20 1 (6.7) 36 (19.5) 4.27* 0.37
21–29 1 (6.7) 35 (18.9)
30–39 5 (33.3) 51 (27.6)
40–49 5 (33.3) 32 (17.3)
> 50 3 (20.0) 31 (16.8)

Nationality
Nigerian 8 (53.3) 75 (40.5) 3.54* 0.17
Benin Republic 5 (33.3) 101 (54.6)
Other 2 (13.3) 9 (4.9)

Religion
Christianity 7 (46.7) 72 (38.9) 0.35 0.56
Islam 8 (53.3) 113 (61.1)

Marital status
Ever married 13 (86.7) 154 (83.2) 0.12 0.73
Single 2 (13.3) 31 (16.8)

Educational status
No formal education 5 (33.3) 120 (64.9) 5.89 0.02†
Formal education 10 (66.7) 65 (35.1)

Average monthly income
£ ₦ 10,000 8 (53.3) 101 (54.6) 0.009 0.93
> ₦ 10,000 7 (46.7) 84 (45.4)
* Fisher’s exact test.
† Significant association.

TABLE 5
Predictors of health service payment methods (National Health In-
surance Scheme and out-of-pocket) among respondents (N = 200)

Characteristics χ2 P-value OR

95% CI for OR

Lower Upper

Gender 1.97 0.16 2.55 0.69 9.45
Age 1.72 0.19 0.72 0.44 1.18
Nationality (others) 0.38 0.54 0.56 0.09 3.56
Religion 0.03 0.87 1.10 0.33 3.69
Marital status 0.31 0.58 1.64 0.29 9.32
Educational status 4.88 0.03* 0.22 0.06 0.85
Average monthly income 0.85 0.38 1.73 0.54 5.60
* Significant at 5%.
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results is limited because of the location chosen for the se-
lection of our participants.

CONCLUSION

This study highlighted the high exposure of migrants to
OOPE for health care and its indirect effects, such as en-
gagement in negative coping mechanisms like borrowing,

depleting savings, and selling properties. To prevent the
negative health and economic consequences that could arise
from the situation, policymakers need to review the created
prepaid pooled payment systems such as social and
community-based insurance schemes among this pop-
ulation. This review should include the enrollment criteria in a
way to encourage more migrants to register for the schemes.
Creating additional social protection programs, which may

TABLE 6
Coping strategies of out-of-pocket users across sociodemographic characteristics (N = 185)

Characteristics

Savings* (N = 115) Borrowing* (N = 34) Sale of property* (N = 58)

n (%) χ2 P-value n (%) χ2 P-value n (%) χ2 P-value

Gender
Male 58 (50.4) 0.10 0.75 18 (52.9) 0.04 0.84 29 (50.0) 0.06 0.80
Female 57 (49.6) 16 (47.1) 29 (50.0)

Age group (years)
£ 20 26 (22.6) 3.59 0.46 4 (11.8) 5.70 0.22 9 (15.5) 5.34 0.25
21–29 23 (20.0) 4 (11.8) 11 (19.0)
30–39 27 (23.5) 9 (26.5) 22 (37.9)
40–49 20 (17.4) 8 (23.5) 7 (12.1)
> 50 19 (16.5) 9 (26.5) 9 (15.5)

Nationality
Nigerian 43 (37.4) 5.55 0.06 15 (44.1) 9.80 0.007 26 (44.8) 3.83 0.15
Benin Republic 69 (60.0) 14 (41.2) 27 (46.6)
Other 3 (2.6) 5 (14.7) 5 (8.6)

Religion
Islam 65 (56.5) 2.66 0.10 20 (58.8) 0.09 0.77 38 (65.5) 0.70 0.40
Christianity 50 (43.5) 14 (41.2) 20 (34.5)

Marital status
Ever married 92 (80.0) 2.29 0.13 30 (88.2) 0.74 0.39 52 (89.7) 2.50 0.11
Single 23 (20.0) 4 (11.8) 6 (10.3)

Educational status
No formal education 78 (67.8) 1.169 0.28 20 (58.8) 0.67 0.41 35 (60.3) 0.76 0.38
Formal education 37 (32.2) 14 (41.2) 23 (39.7)

Average monthly income
£ ₦ 10,000 69 (60.0) 3.58 0.058 13 (38.2) 4.50 0.03 28 (48.3) 1.36 0.24
> ₦ 10,000 46 (40.0) 21 (61.8) 30 (51.7)
* Multiple responses.

TABLE 7
Awareness and enrollment in the NHIS by sociodemographic characteristics of respondents (N = 46)

Characteristics Aware of NHIS (N = 33), n (%) Aware and enrolled in NHIS (N = 13), n (%)

Gender
Male 17 (51.5) 7 (53.8)
Female 16 (48.5) 6 (46.2)
Age group
20 and younger 8 (24.2) 5 (38.5)
21–29 3 (9.1) 3 (23.0)
30–39 7 (21.2) 2 (15.4)
40–49 11 (33.3) 2 (15.4)
50 and older 4 (12.1) 1 (7.7)

Nationality
Benin Republic 17 (51.5) 9 (69.2)
Nigerian 12 (36.4) 4 (30.8)
Other 4 (12.1) 0 (0.0)

Religion
Christianity 14 (42.4) 6 (46.2)
Islam 19 (57.6) 7 (53.8)

Marital status
Currently married 25 (75.8) 6 (46.2)
Currently single 8 (24.2) 7 (53.8)

Highest educational level attained
No formal education 16 (48.5) 4 (30.8)
Formally educated 17 (51.5) 9 (69.2)

Average monthly income
£ ₦ 10,000 16 (48.5) 6 (46.2)
> ₦ 10,000 17 (51.5) 7 (53.8)
NHIS = National Health Insurance Scheme.
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includewaivers andexemptions for the poor and vulnerable, is
advised.
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