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The National Health Insurance Scheme and Health Maintenance Organization partnership

serves as a vital instrument in Nigeria’s government efforts to attain Universal Health Cov-

erage, however, patients’ low-level satisfaction with health service quality has been reported

across literatures. This study therefore aims to assess healthcare service delivery perception

among NHIS-HMO enrollees in Lagos hospitals. Anchoring on the filter theory of attention,

the study utilize the convergent parallel mixed method research design which involves the

collection and analysis of both quantitative (questionnaire) and qualitative (in-depth inter-

views (IDIs)) data. Using a simple random and convenient sampling techniques, a total of 252

retrieved questionnaires and 15 in-depth interviews were used to elicit data from selected

respondents across 9 healthcare facilities in 3 local government areas. Enrollees’ perception

was significantly affected by the tangible Healthcare facilities (HCFs) physical environment

variable. Related to process variables, the quantitative study found positive response towards

humane treatment, and prompt medical attention questions, however, the qualitative inter-

views had differing results. Both the quantitative and qualitative confirmed presence of long

waiting queues. Quantitative result on outcome variable indicated HCFs competence in

providing quality services, however, in-depth interview session revealed being an enrollee

limits accessibility to HCFs competent service. The research concludes that healthcare

enrollees’ perception may alter depending on the type of healthcare service accessed at the

HCF. Therefore, to attain the Universal Health Coverage mission, the study recommends

reduction or total removal of every form of challenge such that makes for NHIS-HMO

enrollees spending too much time at the HCFs during healthcare access.
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Introduction

N igeria has two competing and distinct systems of care: the
indigenous native/spiritual and the cosmopolitan. The
Cosmopolitan western-style medicine or orthodox medi-

cine as it sometimes called is the only officially recognized
practice. However, no singular form of prepaid arrangement
exists. This means that there is no health insurance of any kind
that caters for the populace altogether. The closest arrangement
to this is found under the National Health Insurance Scheme
(NHIS) and its collaboration with the Health Maintenance
Organizations (HMO) where governments and certain companies
cater for their employees, their spouse and a maximum of four
children. Physicians in such practice usually send their health care
bills on monthly or quarterly basis. Other than these, all forms of
practice both public and private operate are on a fee-for-service
basis. As in United States of America, utilization of orthodox
services does not take cognizance of tiers of health care. People
utilize tier or system depending on the definition of disease. This
study therefore seeks to assess how NHIS-HMO enrollees per-
ceive healthcare services delivery quality in healthcare facilities
(HCFs).

According to Quadagno (2010) health care system consists of
all organizations (hospitals, practices, and clinics), people (phy-
sicians), and actions that arrange for the financing of care (gov-
ernments, agencies, states, local communities, and private
insurance companies) with the primary intent to restore, promote
and maintain health and one of its major components is service
delivery (Amzat and Razum, 2014). Although, Nigeria operates a
decentralized health system run by the Federal Ministry of Health
(FMOH), State Ministry of Health (SMOH), and Local Govern-
ment Health Department (LGHD). The NHIS scheme aims to
guarantee healthcare needs are provided for at a reasonable cost
to citizens through HMO institutions who are responsible for
procuring healthcare services for enrolled populations in
exchange for the enroller’s monthly prepaid payment (Unac-
hukwu et al., 2020).

The NHIS-HMO partnership which serves as a vital instru-
ment in Nigeria’s government efforts to attain Universal Health
Coverage (Sui et al., 2021) is an approach meant to ensure
healthcare is accessed by insured persons as at when needed
without incurring Catastrophic Health Expenditure (CHE). The
precise organization and content of health services differ from
one country to another. Primary care is the backbone of Nigeria
health system. It forms an integral part of both the country’s
health system. It constitutes the first element of a continuing
health care process. The secondary health care system is managed
by the ministry of health at the state level. Patients at this level are
often referred from the primary health care. This is the first level
of specialty services and is available at different divisions of the
state. The tertiary primary health care is provided by teaching
hospitals and specialist hospitals. At this level, the federal gov-
ernment also works with voluntary and nongovernmental orga-
nizations, as well as private practitioners. Irrespective of the
subjective, dynamic, and multidimensional nature of the subject
matter of quality in healthcare, in any well-functioning health
system, quality healthcare involves the application of medical
science in ways that optimizes health benefits without risk
increment (Berwick and Fox, 2016); provision of proper medical
services in a clinically proficient way, involves excellent infor-
mation dissemination, and mutuality in the decision-making
process such that takes into consideration the patient’s cultural
differences without personal prejudice (Paparella, 2016).

Features such as intangibility, heterogeneity, and simultaneity
complicate the quality of healthcare service in terms of definition
and measurement, however, the standard of health care is
inherently a complex term that includes and depends on a variety

of these features. The network of service delivery therefore,
involves delivering safe, reliable, and efficient healthcare services
that exceed the consumer’s explicit and implicit health desires
without necessarily tampering with the providers’ benefits
(Mosadeghrad, 2013). Regarding the definition and prioritization
of quality issues, the various stakeholders contained in the health
sector, beginning from the healthcare consumer to the health
services providers hold different views, relating to “the degree and
direction of the discrepancy between customers’ expectations and
perceptions of the service” (Fatima et al., 2019; Frichi et al., 2019).

Several studies (Gallan et al., 2013; Fatima et al., 2019; Zarei
et al., 2020) have been conducted to measure what areas of
healthcare service are considered important and significant in
building necessary cues to patient’s experience. Conroy (2018)
noted that a health consumer’s quality perception may take into
consideration their expected health outcome; access and deter-
mining factors in healthcare providers (HCPs) preferences (Al-
Abri and Al-Balushi, 2014; Papanikolaou and Zygiaris, 2014).
Mosadeghrad (2012) identified 182 quality healthcare character-
istics and classified them into five categories: environment,
empathy, competence, performance, and efficacy.

Many quality characteristics in health care, such as timeliness,
continuity, and precision, are difficult to quantify outside the
customer’s subjective evaluation. Therefore, this study objective is
to assess the healthcare service delivery perception among NHIS-
HMO enrollees in Lagos hospitals through the Donabedian’s
Structure, Process, and Outcome (SPO) Model. Measurement
variables include; HCF physical environment, equipment func-
tionality, humane treatment, prompt medical attention, long
waiting queue, and HCF competency in delivering healthcare
services.

Theoretical framework
Evaluating healthcare services perception through the lens of
filter theory of attention. Our environment can be aptly
described as a milieu of stimuli that impact all of our senses.
However, not all sensory cues within an individual’s physical
environment are perceived simultaneously. The abundance of
stimuli has the potential to overwhelm our sense of touch,
hearing, taste, smell, and sight. Given that humans are unable to
simultaneously process perceptible information from every sti-
mulus present in their physical surroundings, the myriad of
sensory input is typically filtered, with only a select few making it
into an individual’s conscious awareness.

A significant proponent of the attention theory (Broadbent,
2013), proposed that concrete features present in the environ-
ment at specific times are stored in a sensory buffer of unlimited
capacity for cues processing and selection. Initially, such filters are
applied at the sensory level for recording, but over time, they
begin to move into the perception filter stage. The information
that successfully passes through these filters is then remembered,
assigned with meaning, and stored in our memory for later use
(Gleitman and Papafragou, 2012). The attention theory also
highlights the function of perceptual experience, known as Naïve
Realism, which involves the direct awareness of the mind to filter
external objects independently. This filtering ability becomes
immediately apparent to the mind when external objects are
perceived.

An individual’s perceptual experiences consist of mind-
independent objects and their comprising features. Therefore,
our connection to these objects is mediated by our experiences,
and the unique quality of perception is attributed to objects that
exist independently of the mind’s subjective interpretation. For
example, when a patient enters a healthcare facility, they observe
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every visible aspect of the healthcare service provider (HCP),
which is an external entity. The patient is directly conscious of the
object (HCP), and the sensory attributes that are perceived are
components of the mind-independent item.

The attention theory can be viewed in the context of one of the
major proponents of Naïve Realism, who believed that experience
is the relationship that connects individuals with the object of
their awareness. In this sense, the filter theory emphasizes why
and how user’s perception is important in the ability of the
human mind to receive, process, and retain certain signals from
the healthcare context, while dismissing others, thus making
perception a process that involves the recognition of mentally
independent objects (Martin, 2002).

The filter theory suggests that healthcare consumers’ sensory
cues can be distorted during their first interaction, leading them
to selectively distort information. Our experiences are formed by
mind-independent objects, and “one’s experience relates one to
the mind-independent world, and yet does so in a non-
representational manner” (Martin, 2002). The unique attribute
of our perceptual experiences is therefore determined by the
objects we are exposed to and their elements. Naïve realism is
often seen as capturing an individual’s ability to have practical
judgment about everyday matters, or the basic ability to perceive,
understand, and judge that is shared by nearly all people.

The attention perspective provides a searchlight into under-
standing the manner in which an enrollee assigns significance to
cues and links these interpretations to a healthcare stimulus.
Perceptive experiences as being positive or negative depends on
the intensity of the cue. The personal interpretations made by the
enrollee will be stored in their memory and used as a reference
when considering the quality of healthcare services in the future.

The relation between this research work and the attention
theory depends on how human consciousness processes percep-
tions based on stimuli present in cues, whether positive or
negative. The meanings attached to encountered objects, such as
the interactions with healthcare professionals, physical structure
and equipment of a healthcare facility, are linked to enrollees’
perceptions. This includes both static objects like a hospital
building, and successional objects like a mobile X-ray machine.
The filtered cues are then used to develop fundamental
assumptions about the quality of the service at the point of
contact.

Evaluating healthcare service quality through the Donabedian’s
structure, process, and outcome (SPO) Model. The standard of
healthcare services has historically been measured in terms of
structure, process, and outcome indicators (Donabedian, 1988;
Elverson and Samra, 2012; Chazapis et al., 2018). Whereas the
systemic dimension considers, for example, the accessibility and
relative efficiency of the many measurable healthcare elements,
how transparent was the enrollee’s care?; procedure considers, for
example, the suitability of treatment, place, and duration, was the
care given to the enrollee is appropriate for his/her ailment, was
the care provided on time, and whether was it provided for by the
appropriate unit. Measurement of outcome examines the resul-
tant effects of the care received, and functionality, medical out-
comes, or scientific technologies may be included.

The triad of structure, process, and outcome (SPO) constructs
is such that explain how to evaluate the user’s experiences and
perception as it encompasses all aspects of healthcare services.
Thus, the tangible aspects of equipment and physical structure
emerged from the category structure; subcategories: access, care,
work process, and treatment emerged from the category process;
and subcategories: resoluteness and strategies to speed up health
actions emerged from the outcomes category. Donabedian noted

an existing association between the SPO setup based upon the
assumption that a standardized structure ought to promote
efficient process and efficient process ardently is supposed to lead
to good health outcomes (single direction). For him, Structure is
the professional and institutionalized ethos relating to healthcare
provision (for example, the accessibility to equipment and
medicines); Process involves the procedures carried out on and
for the health consumer (for example, HCFs/HCPs referrals as
well as medical examinations) and Outcome is the expected result
considered necessary after receiving care from the health service
provider (for example, health consumer’s approval with the
modus operandi in delivering the care).

Donabedian described seven elements of quality of medical
care: efficacy, effectiveness, efficiency, equity, optimality, accept-
ability, and legitimacy. Though efficacy is difficult to quantify, it
can be regarded as healthcare provided under optimum
circumstances. The resultant effect from the health interventions
is regarded as effectiveness; performances that do not compro-
mise on the necessary health outcome despite their relatively low
cost define efficiency. While equity is regarded as the ability to
distribute health services to consumers without prejudice,
optimality is the capacity to manage health services benefits as
well as the attendant risks. Easy access to healthcare services as
well as the interpersonal relationship between healthcare
consumers and the provider is regarded as acceptability.
Legitimacy on the other hand deals with the social acceptability
of the HCFs/HCPs concerning the way it delivers health services.
The option of which of these components should be prioritized in
terms of quality is to be guided according to the circumstance
upon which the health care service is measured (Rai and Wood,
2018).

Overall, literatures on the effect of healthcare physical
surroundings on consumers’ welfare and health outcome revealed
a positive correlating importance between the healthcare
environment and patients’ health outcome (Dijkstra et al.,
2006). However, public HCFs infrastructure in Nigeria has been
reported to be inadequate and plagued with decaying facilities
(Adekunle and Olusa, 2021). The severely poor quality of care
therefore, illustrates the weakening status of Nigeria’s healthcare
(Okafor et al., 2021). Noteworthy, Ulrich (1984) study found an
association between faster recovery among patients in hospitals
while viewing vegetation or nature as opposed to structures,
Drahota et al. (2005) study laid bare the capability of
environmental factors in the production of optimistic results in
health consumers outcomes, an idea referred to as “healing
environments.” The “healing environments” ideology makes
reference to cognitive effects of the physical environment through
neurophysiological processing (sensory perception). The sur-
rounding physical state in healthcare facilities therefore has the
ability to affect and influence health consumer’s perception.

Evaluating healthcare service quality through the NHIS-HMO
partnership. The main goal NHIS-HMO partnership is to ensure
an improvement in the health indices in the country while at the
same time providing financial assistance to healthcare consumers.
The mainstay of the program is to ensure that all citizens have
equal access to healthcare. The inscription on the scheme’s logo
“NHIS, Easy Access to Healthcare for All” sums up the program’s
core objective. Onwujekwe et al. (2019) noted that in addition to
benefits culled under the NHIS program, the HMOs are tasked
with the responsibility of setting up efficient quality control
programs to ensure services delivered to members enrolled under
of the scheme is of good standard. As provided for by the scheme,
an enrolled member and the spouse with four legitimate offspring
beneath the age of 18 years are covered for medicare accessibility
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in whichever HCFs/HCPs are accredited to provide services
covered by the scheme. However, children above 18 years are
excluded from the initial coverage but those in higher institutes of
learning are to be enrolled under the Tertiary Insurance Scheme.

Patients referral owing to the need for investigations requiring
specialized expatriates, such as surgical and or therapeutic care or
other services demanding further intensive investigative diag-
nosis, rehabilitation, etc., is from a primary to a secondary service
provider, or from secondary to tertiary level but with prior
authorization (PA) approval from the HMOs, except for cases
requiring utmost immediate emergency care where delay can lead
to complications or death and or contacting the HMO is futile; in
such situations providers are required to provide care but the
HMO is to be duly notified within 48 h.

Overall, in assessing the NHIS-HMO partnership in healthcare
service quality delivery across countries, Saloojee et al. (2011),
Obamiro (2013), Garcia-Subirats et al. (2014), Roby and Jones
(2016), Loving et al. (2017), Girma et al. (2020), Adeniran et al.
(2020), Abba-Aji et al. (2021), Alawode and Adewole (2021),
Zhang et al. (2022), and Mkperedem et al. (2023) reported
negative perceptions of healthcare services quality, long waiting
queue, suboptimal referral system, low scope of coverage, HMO
delay in issuing authorization code, inequality evident in the
varying healthcare plans, and healthcare personnel negative
attitude. Although the capitation fee ₦750 was reported to be
sufficient in Alawode and Adewole (2021) study in Nigeria, HCPs
preferred private HMO enrollees because of the availability of
financial negotiations that reflect the current economic realities.
enrollees perception this study objective is to assess the healthcare
service delivery perception among NHIS-HMO enrollees in Lagos
hospitals through the Donabedian’s Structure, Process, and
Outcome (SPO) Model. Measurement variables include; HCF
physical environment, equipment functionality, humane treat-
ment, prompt medical attention, long waiting queue, and HCF
competency in delivering healthcare services.

Evaluating healthcare service quality through patients’
experience. Diverse scholars in countries throughout the world
have deduced that there is a connection between patients’
experiences and the quality of healthcare delivery information.
For example, Rademakers et al. (2011) corroborated that evalu-
ating patient experiences as part of a systematic survey program
in the United States as well as many other European countries,
did more than provide knowledge regarding health consumers’
actual experiences. It revealed the quality attribute consumers
considered to be very essential. Similarly, Van der Elst et al.
(2012) assessed the experiences of older people and their relatives
in acute care settings. Patients’ satisfaction with health service
quality has been reported low in Jordan (Zamil et al., 2012),
Indonesia (Akbar and Jaya, 2017), and Ghana (Ampaw et al.,
2020).

Suhonen et al. (2012) and Zarei et al. (2020) identified patient
experiences as a pointer necessary for measuring and enhancing
the quality of healthcare service. Other authors have also analyzed
the attributes considered to be important by health service users.
For example, Gillespie et al. (2017) assessment of patients’ and
relatives’ experiences and “good” and “not so good” perspectives
of quality care; Claessen et al. (2013) measured relatives’
perspectives on the quality of palliative care using the consumer
quality index instrument.

In the context of primary care, patients’ generated dimensions
such as; quick access, trust in the professional providing care,
respect for patient’s preferences, patients’ involvement; informa-
tion, education, and support for self-care; attention to physical
and environmental needs, emotional support, involvement of

family and carers; continuity of care, smooth transition and
coordination of care have been described as important to the
provision of good quality care (Supper et al., 2015). Therefore, the
opinions of consumers in health services are important, as their
perception of quality of delivery is one of the most important
determinants in the success of any policy aimed at providing
citizens with a fair, efficient, and sustainable health care service
(Bombard et al., 2018).

Materials and methods
Research design. The study employs the convergent parallel
mixed method research design which involves the collection and
analysis of both quantitative and qualitative data, to determine if
they support or contradict each other. Hence, the quantitative
data was elicited using questionnaires and the qualitative data was
captured using in-depth interviews (IDIs). All questions were
formulated to follow the Donabedian’s Structure, Process, and
Outcome (SPO) Model which encompasses all aspects of
healthcare services. Measurement variables included question on;
HCF physical environment, equipment functionality, humane
treatment, prompt medical attention, long waiting queue, and
HCF competency in delivering healthcare services. These ques-
tions were developed to measure both the intangible and tangible
aspect of healthcare service.

Sample size and sampling procedure
Quantitative sample size determination. Pett et al. (2011) and
Garson (2012) factor analyses of subjects-to-variables ratio with
a minimum of 10 subjects per variable in the study instrument
was utilized to choose a sample size of 240 enrollee respondents
which was calculated (20 subjects per each of the 12 variables in
the study instrument). The minimum sample size of approxi-
mately 266 (240/0.9) patients was reached after adjusting for
10% non-response to the questionnaire (Mkperedem et al.,
2020, 2023).

Study population. The study population was enrollees visiting
selected hospitals in Lagos. The accredited public and private
HCFs included: (1) St. Mary Specialist Hospital, (2) Awoyaya
hospital, (3) Blue cross hospital, (4) Unity hospital, (5) The Eko
hospital, (6) General hospital Akodo, (7) Budo specialist hospital,
(8) Etta Atlantic memorial hospital, and (9) St. Nicholas hospital
(Mkperedem et al., 2020, 2023)

Justification for HCP/HCF selection. The sample hospitals were
chosen through the ballot system from a list of registered HCPs
across the senatorial districts in the state available on the NHIS
website (Mkperedem et al., 2023). The selected HCFs are located
within the three senatorial districts of Lagos, Nigeria and are
accredited to provide either primary or secondary services or both
(Mkperedem et al., 2020).

Quantitative sampling technique. A multistage sampling techni-
que was used to select the study participants. Simple random
sampling was employed at each stage to reduce selection bias.
Twenty Local Governments were clustered into the three sena-
torial districts, selecting only one Local Government from each
district through balloting in stage 2. Stage 3 involved obtaining a
list of all registered HCFs within the local governments and
stratifying them into private and government-administered
(Mkperedem et al., 2020, 2023). It also involved the selection of
9 HCFs from the larger pool through a ballot system. At this
point, every HCFs had the same probability of being chosen to be
sampled in the study.
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Validity and reliability of the research instrument. Applicable in
this study are the construct and content validities. To guarantee
the validity of the study, the research instrument was carefully
structured in line with the study objective. The content of the
instrument was compared with available works of literature on
the topic (Mkperedem et al., 2023). The internal consistency of
the instrument was determined by a pre-test on 15 enrollees and
3 HCFs in the study location.

Method of data collection. The methods of data collection for
this study are the questionnaire for quantitative data, and IDI
for qualitative data. Both qualitative and quantitative methods
were used to enhance the validity of results through triangu-
lation. To this end, both interview and questionnaire admin-
istration was conducted physically at the same time in selected
healthcare facilities in Lagos. The fieldwork for the study was
conducted from August 2019 through January 2020. Data were
collected in English and Yoruba, (the most commonly spoken
local languages in Lagos state). The questionnaire items were
interpreted by responders who were not able to communicate
in English by the Research Assistants (Mkperedem et al.,
2020, 2023).

Research instruments
Quantitative data collection instrument. To determine how
enrollees’ perceived the quality of services accessed during their
visit in the selected private or public HCFs, a 24-item structured
questionnaire divided into three sections—demographic data,
quality of healthcare services, and satisfaction perception—were
administered to all NHIS-HMO enrollees who visited the selected
HCFs during the time of the study.

Questionnaires and scales
Quality of services questionnaire. While constructed quality
measures were performed by adjusted Pett et al. (2011) and
Garson (2012) factor analyses (Mkperedem et al., 2020), service
quality variables were assessed using the Donabedian’s Structure,
Process, and Outcome (SPO) Model. Measurement variables
included HCF physical environment, equipment functionality,
humane treatment, prompt medical attention, long waiting
queue, and HCF competency in delivering healthcare services.
The quality indicator variables were presented according to
Ndiyo’s (2005) five (5) Likert scale position ranking. All questions
had response options rating variables on a five-point Likert scale
(1 = strongly disagree, 2 = disagree, 3 = slightly disagree/agree, 4
= agree, 5 = strongly agree). During hypotheses testing, these
ordered categories were transformed and the responses converted
into five categories termed as five (very good), four (good), three
(undecided), two (bad), and one (very bad). The transformation
was done for ease of comparison and interpretation.

Self-efficacy for healthcare delivery scale. Enrollees were asked to
indicate, under several different circumstances, their level of
confidence about their satisfaction with HCFs service quality on a
three-point response scale (1 = low satisfaction perception, 2 =
somewhat/medium satisfaction perception, 3 = high satisfaction
perception). High satisfaction perception was considered the
optimal level, and low and medium were considered suboptimal
levels of satisfaction. The contingency Chi-Square and Spear-
man’s Correlation Coefficient (r) was used to analyze
elicited data.

Qualitative data collection instrument
In-depth interview. IDIs were conducted with 15 selected enrol-
lees whose experiences in the HCFs were perceived to be critically

important to understanding the phenomenon of quality of ser-
vices perception as they were patients who had accessed the HCFs
for clinical services during the time of the study. The choice to use
an IDI was because it allowed for a broad process of experiences
and information. To facilitate analysis, interviews were recorded
digitally with the participants’ permission and notes were taken
for participants who were reluctant about voice recording
(Mkperedem et al., 2023).

Method of data analysis
Quantitative data analysis. The quantitative data collected in this
research were analyzed using the nominal descriptive statistics of
frequencies and simple percentages with the help of the Statistical
Product and Service Solutions (SPSS) version 20. The hypotheses
were tested with the contingency Chi-Square and Spearman’s
correlation analysis. These tools were chosen due to the ordinal
nature of the data. To ensure adequateness, completeness, legibility,
and consistency, the questionnaire was edited before the entry of
the data into the system. Enrollees’ socioeconomic characteristics
were analyzed using descriptive statistics and results presented in
frequency distribution and percentages. Perception of healthcare
service quality to enrollees’ was analyzed using Spearman’s corre-
lation coefficient (r). This is because the variables were taken from
ordinal scales. Also, correlation analysis was used to reveal
meaningful relationships between the two variables of the study
(enrollees’ perception and healthcare services).

Qualitative data analysis. Inductive content analysis known as
Hermeneutics was used in the analysis of the qualitative data
following Donabedian’s SPO framework. The structure variables
evaluated HCP/HCF physical and environmental outlook; process
variable evaluated the procedures and standards of healthcare
services and Outcome variable assessed the change in a patient’s
current and expected health status following an experience from
accessing healthcare services.

Results
Socio-demographic characteristics of the respondents. Table 1
show that the majority (67.5%) of the respondents were females.
This percentage of female respondents corresponds with the last

Table 1 Socio-demographic characteristics of respondents.

Variable Frequency
(N= 252)

Percentage
(%)

Sex
Male 82 32.5
Female 170 67.5

Age, years
18–20 22 8.7
21–30 66 26.2
31–40 93 36.9
41–50 25 9.9
51–65 46 18.3

Marital status
Single 70 27.8
Married 134 53.2
Others 48 19.0

Public–private partnership
Public/NHIS 47 18.7
Private/HMO 205 81.3

Public–private HCFs
Public HCFs 44 17.5
Private HCFs 208 82.5
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census report. Again, a larger proportion (53.2%) of the respon-
dents was married. The majority (36.0%) of the respondents fall
within the age bracket of 31 and 40 that represents the active
working population with a mean interval of 3.0278. Although
more expensive, a larger proportion of the respondents (81.3%)
subscribed to the private HMO plan and 82.5% accessed care in
private HCFs (Mkperedem et al., 2020). This may be because
quality is mostly associated with a price tag as discovered by
Howick et al. (2020).

Table 2 represents a sample distribution of the quality of
healthcare services. A significant number (26.3%) combined
weight of Strongly Disagree (SD) and Disagree (D) to being
treated as humans. Similarly, 29% combined weight of Strongly
Disagree (SD) and Disagree (D) confirmed a lack of prompt
attention. While 59.9% combined weight of Strongly Agree (SA)
and Agree (A) asserted HCF healthcare competency, the majority
(56.4%) combined weight of Strongly Agree (SA) and Agree (A)
to unexplainable long queues.

Compared to the 50.0% combined weight of very high and
fairly high positive rating, the combined weight of low and very
low 29% and 21.0% average rating in Table 3, shows significant
negative perception concerning the quality of healthcare service.

Table 4 presents the results of the respondents’ assessment of
the tangible aspects of healthcare services provided by the
healthcare facilities (HCFs). The majority of the participants
(61.1%) agreed that the physical environment of the HCFs was
conducive, as evidenced by the combined weight of the responses
in the Strongly Agree (SA) and Agree (A) categories. Similarly,
61.5% of the respondents in the Strongly Agree (SA) and Agree
(A) categories felt that the HCFs had standard and functional
equipment. In comparison, only 27% of the respondents in the
Disagree (D) and Strongly Disagree (SD) categories expressed
dissatisfaction with the quality of the HCFs’ equipment.

Table 5 presents the respondents’ perceptions of the physical
structure and equipment of the healthcare facilities (HCFs). The
majority of the participants (55.1%) rated the HCFs positively,

Table 2 Distribution of respondents’ on quality of healthcare service.

Questionnaire item Responses Total

Strongly agree
(%)

Agree (%) Undecided (%) Disagree (%) Strongly disagree
(%)

I am treated as a human, not as a number
(respect)

85 (33.7%) 74 (29.4%) 26 (10.3%) 31 (12.3%) 36 (14.3%) 252
(100%)

Medical staffs of the HCF attends to patients
promptly

57 (22.6%) 72 (28.6%) 50 (19.8%) 37 (14.7%) 36 (14.3%) 252
(100%)

The HCF is competent in providing
healthcare services

72 (28.6%) 79 (31.3%) 32 (12.7%) 33 (13.1%) 36 (14.3%) 252
(100%)

The HCF is plagued with unexplainable long
waiting queue

98 (38.9%) 44 (17.5%) 34 (13.5%) 42 (16.7%) 34 (13.5%) 252
(100%)

Table 3 Distribution of respondents’ perception on quality of healthcare service.

Questionnaire item Responses Total

Very high
perception (%)

Fairly high
perception (%)

Average
perception (%)

Low perception
(%)

Very low
perception (%)

Respondents’ rating of
healthcare service quality

48 (19.0%) 78 (31.0%) 53 (21.0%) 40 (15.9%) 33 (13.1%) 252
(100%)

Table 4 Distribution of respondents’ on quality of HCF’s physical structure and equipment.

Questionnaire item Responses Total

Strongly agree
(%)

Agree (%) Undecided (%) Disagree (%) Strongly
disagree (%)

Statements regarding conducive state of HCF’s
physical environment

60 (23.8%) 94 (37.3%) 32 (12.7%) 36 (14.3%) 30 (11.9%) 252
(100%)

Statements regarding the standard and
functional state of HCF’s medical equipment

42 (16.7%) 113 (44.8%) 29 (11.5%) 40 (15.9%) 28 (11.1%) 252
(100%)

Table 5 Distribution of respondents’ perception on quality of HCF’s physical structure and equipment.

Questionnaire item Perception responses Total

Very high (%) Fairly high
(%)

Average (%) Low (%) Very low (%)

Respondents’ rating of HCF’s physical structure and
equipment quality

53 (21.0%) 86 (34.1%) 36 (14.3%) 36 (14.3%) 41 (16.3%) 252 (100%)
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with a combined weight of Very High and Fairly High ratings. In
contrast, 30.6% of the participants had a negative perception of
the HCFs’ physical structure and equipment, as evidenced by the
combined weight of Low and Very Low ratings.

Test of hypothesis. Decision criterion: Reject H0 if the calculated
(observed value) of chi-square (χ2c) is found to be greater than the
critical (table) value of chi-square χ2t (0.01), if not, do not reject.
Data from Tables 2 and 3 were cross-tabulated and used in testing
this hypothesis. The result is shown in Table 6.

H0: There is no significant relationship between enrollees’
perception and healthcare services.

H1: There is significant relationship between enrollees’
perception and healthcare services.

Table 6 shows the relationship between enrollees’ perception
and the quality of healthcare service variables (Humane
treatment, prompt medical attention, HCF competency, and long
waiting queue). Empirically, respondents’ views indicate some
balancing where a total of 27 respondents’ who are very high in
perception saw the quality of healthcare service as very good and
good, and 27 who are also very high in perception saw the quality
of healthcare service as very bad and bad.

Further group comparison shows a total of 37 respondents’
who are very low in perception but saw the quality of healthcare
service as very good and good is higher than those (26) who are
very low in perception and saw the quality of healthcare service to
be bad and very bad. Similarly, a total of 33 respondents’ who
average in perception and saw the quality of healthcare service to
be good and very good is higher than those (14) who are average
in perception but saw the quality of healthcare service to be bad
and very bad. As we see from these group comparisons, therefore,
we can see empirically that the relationship between perception
and quality of healthcare service is significant but relatively weak.

Inferential statistics support this empirical observation as
shown in the calculated χ2(16)= 32.051 is higher than the chi-
square table (P > 0.01). Therefore, the null hypothesis is rejected
and the alternate hypothesis is accepted. Also, Spearman’s
correlation (r)= 0.183 shows a positive relation between percep-
tion and quality of healthcare service.

H0: There is no significant relationship between enrollees’
perception and HCF’s physical structure and equipment quality.

H1: There is significant relationship between enrollees’
perception and HCF’s physical structure

Data from Tables 4 and 5 were cross tabulated and used in
testing this hypothesis. The result is shown in Table 7.

Table 7 displays the relationship between enrollees’ percep-
tions and the quality of the physical structure and equipment
of the HCFs. The table shows that out of the 99 respondents
who rated the physical structure and equipment as Very Good
and Good, a higher proportion of them (also 99) had a Very
High perception of the HCFs, compared to the 29 respondents
who rated the physical structure and equipment as Bad and
Very Bad while having a Very High perception. Moreover, the
99 respondents with a Very High perception of the HCFs is
higher than the 23 respondents who rated the physical
structure and equipment as Bad and Very Bad while having a
Very Low perception. Thus, these group comparisons empiri-
cally demonstrate a relationship between enrollees’ perception
and the quality of physical structure and equipment in the
HCFs.

The empirical observation that there is a relationship between
enrollees’ perception and the quality of physical structure and
equipment in the HCFs is supported by inferential statistics. The
calculated chi-square value (χ2(16)= 66.750) is higher than the
chi-square table (P < 0.01), indicating that the null hypothesis is
rejected and the alternate hypothesis is accepted. Furthermore,
Spearman’s correlation coefficient (r) of 0.064 shows a positive
correlation between enrollees’ perception and the quality of
equipment and physical structure in the HCFs.

IDI and observation report. During the interviews, participants
were asked about the tangible physical aspects (Structure) of the
HCFs. An enrollee noted thus:

The windows in the female ward are all broken and there is no
greenery in the environment. The atmosphere consistently has a
foul odor, ranging from vomit to the smell of corpses being
embalmed. The smell is always frightful and psychologically
torturing. (IDI 6. Male. 60)

Enrollees’ assessment of the quality of physical structure in the
HCFs also involves evaluating the use of standard and functional
equipment in treatment. An interviewee asserted thus:

Table 6 Cross tabulation of relationship between enrollees’ perception and quality of healthcare services.

Variables Very high perception (%) Average perception (%) Very low perception (%) Total χ2

Very good 11 (26.8) 19 (17.0) 20 (17.8) 112 (100.0) χ2= 32.051
Good 16 (34.1) 14 (29.8) 17 (36.2) 47 (100.0) **r= 0.183
Undecided 10 (38.4) 6 (23.1) 10 (38.4) 26 (100.0) P= 0.000
Bad 13 (39.4) 8 (24.2) 12 (36.4) 33 (100.0) df= 16
Very bad 14 (41.2) 6 (17.6) 14 (41.1) 34 (100.0)
Total 126 (50) 53 (21.0) 73 (29) 252 (100.0)

**Correlation is significant at the 0.01 level.

Table 7 Cross tabulation of relationship between enrollees’ perception and quality of HCF’s physical structure and equipment.

Variables Very high perception (%) Average perception (%) Very low perception (%) Total χ2

Very good 29 (48.3) 8 (13.3) 23 (38.3) 60 (100.0) χ2= 66.750
Good 70 (73.7) 8 (8.4) 17 (17.9) 95 (100.0) **r= 0.064
Undecided 11 (35.5) 6 (19.4) 14 (45.2) 31 (100.0) P= 0.000
Bad 17 (44.8) 8 (21.1) 13 (34.3) 38 (100.0) df= 16
Very bad 12 (42.9) 6 (12.8) 10 (35.8) 28 (100.0)
Total 139 (55.1) 36 (14.3) 77 (30.6) 252 (100.0)

**Correlation is significant at the 0.01 level.
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I have not been sent for laboratory diagnosis during my one
year of receiving care at this HCF. When I complained about this
issue, the doctor seemed to take offense (IDI 9. Female. 28)

Another interviewee noted thus:
Since only sick people visit hospitals, proper diagnosis should be

carried out so that patients can get better and stop visiting the
hospital, however, I belief that every medical facility aims to make
profit, therefore the longer a patient’s ailment persists, the more
frequent they will visit the hospital for treatment. I have been
visiting the hospital for treatment of malaria for six months without
being asked to do any blood related test (IDI 3. Female. 34)

Regarding healthcare services quality, an interviewee
asserted thus:

The service is good, but the treatment is different from that of
out-of-pocket patients because of the bureaucratic nature of the
NHIS scheme. The hospital does not really have a problem; it is
when the HMO responds to the hospital, that is when they attend
to the patient (IDI 9. Female. 28)

As observed, care drew upon two things—the type of HCF, and
the number of enrollees’ patronizing the HCF. As observed, some
HCF was over-patronized, while the opposite was the case for
some others thereby delimiting their access to quality care an
interviewee asserted thus:

Being an NHIS-HMO enrollee means signing up for delay here
(in the hospital) where a patient has to arrive the premise as early
as 6:00am to hurriedly get treatments only to finish up at 3:00
p.m. This has really affected my health seeking behavior (IDI 3,
Female, 34)

Regarding process to care, an interviewee summed thus:
The medical profiling of HMO patients is such that feels like

criminal profiling. It takes too long with a lot of document
signing, photocopying of ID card, different PA (Prior authoriza-
tion) code request from the hospital to the HMO with a lot of
“madam, please sit down, the HMO is yet to respond to our mail”
most times I want to make payment at the cashier stand, but if the
PA code arrives, I will not be refunded either by the HMO nor the
hospital, so, I am always left with no other choice than waiting
and wasting almost my entire day at the hospital for something
that should normally not take above an hour if I were to be a fee
paying patient. Most times out of five prescriptions, the hospital
can only provide one, two is not covered by the scheme, the other
two is usually out of stock (IDI 1. Female. 60)

Another respondent shared his observation thus:
I noticed out-of-pocket paying patients were able to access

various units of the hospital that conducted tests, scans, dialysis,
and other procedures. I believe that the equipment in those units
is standard and functional. However, as an enrollee, I did not
have access to such services, and I am often told that the services
were “not covered” under my plan. (IDI 3. Female. 34)

Regarding health services outcome, as observed, interviewers
showed little or no positiveness to the expected effect of
treatments and interventions accessed. An enrollee noted thus:

Many times, I am asked to pay the difference for quality
medications, tests, and the like… I have to be asking the doctor to
be sincere and tell me my health issue as well as the best treatment
not as an enrollee but as a patient in need of quality health
attention, but I wonder what is the fate of those enrollees who can’t
afford to make an out-of-pocket payment? (IDI 6. Male. 60)

The response above suggests that enrollees’ experience towards
accessing care at the HCFs is bottlenecked (for example, PA code
requirement) thereby leading to delay in service delivery and time
wasting. The researcher observed that overburdened facilities may
have a grossly inefficient impact on health services delivery
resulting in long waiting hours. There is an obvious distinction in
services accessed by out-of-pocket paying patients and enrollees,
and enrollees are required or obligated to make payments at the

HCFs for relative services or medications considered high in
quality contrary to the services covered by the scheme.

The health plan of an enrollee also affects the quality of service
rendered, thereby causing enrollees’ to succumb to the out-of-
pocket payment method which is perceived to be a more
guaranteed route to quality service, this, therefore, negates the
scheme’s plan of providing equitable healthcare at a low price. But
then, after a thorough look at the scheme’s logo inscription
“National Health Insurance Scheme, Easy Access to Healthcare for
All” one may assume the undertone is to provide easy access to
healthcare for all not easy access to quality healthcare. This,
therefore, raises concern for the quality of services accessed at the
HCFs by the poor and low economy enrollees’. Conclusively,
putting care in a broader perspective from the IDI and observation,
HCFs should aim in the direction of the 9th National Health
Conference consideration, which advocacy for healthcare models
includes a developmental program aiming at group works, action-
based health education, and not limiting care to individual healing.

It is also clear from the responses provided that patients’
perceptions of the quality of healthcare services they receive are
influenced by a range of factors, including the physical state of the
healthcare facility, the quality of equipment and testing kits
available, and the type of health insurance plan they have. The
fact that out-of-pocket paying patients are able to access better
quality equipment and services than those with health insurance
plans raises concerns about the accessibility and equity of
healthcare services for low-income individuals.

Discussion for improvement of NHIS-HMO healthcare service
delivery. This finding related to the major objective of the study,
which was to assess the healthcare service delivery perception
among NHIS-HMO enrollees in Lagos hospitals through the
Donabedian’s Structure, Process, and Outcome (SPO) Model.
Enrollees’ perception was significantly affected by the tangible HCF
physical environment variable. This finding reiterates the impor-
tance of Mosadeghrad (2013) environmental attribute in delivering
quality healthcare. This also supports the filter theory of attention
that the mind is capable of filtering objects in the environment
thereby presenting cues, whether positive or negative for perception
formation. The positive report on the state of the HCFs physical
environment in this study negates that of Adekunle and Olusa
(2021) which indicated decaying public HCFs status. This result can
be an implication of Ramez (2012), Ali et al. (2018), and AlOmari
(2020) studies that indicated tangibility as a major element influ-
encing hospital performance from patients’ perceptions. Because
many health services are often intangible and difficult for con-
sumers to evaluate (Mosadeghrad, 2013; Ding and Keh, 2017)
patients’ opinions of the quality of health services are strongly
impacted by HCFs outward appearance.

Question regarding the functionality of HCF equipments
received varying responses as Enrollees perception were formed
based on beliefs and not personal encounter and usage of facility’s
equipment in their treatment process. This finding raises a
question on the efficiency characteristics in providing quality
healthcare for positive outcome. This can be as a result of the
varying healthcare plans and HCPs believe that the capitation fee
does not reflect the current economic realities reported across
studies (Adeniran et al., 2020; Abba-Aji et al., 2021; Alawode and
Adewole, 2021; Zhang et al. (2022)).

Related to process variables, the quantitative study found
positive response towards the humane treatment, and prompt
medical attention questions, however, the qualitative interviews
had differing results. The quantitative report negated that of
Onwujekwe et al. (2019), Adeniran et al. (2020); Abba-Aji et al.
(2021), and Alawode and Adewole (2021), where the services
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offered to NHIS enrollees were reported to lack the care aspect
due to the varying healthcare plans. The report on humane
treatment corroborates that of Mkperedem et al. (2023) study
which reported positive medical personnel attitude to enrollees.
On question related to presence of long waiting queues, both the
quantitative and qualitative confirmed this. This could be as a
result of delay during PA code requirement as noted during IDI
session. This result corroborates those of Garcia-Subirats et al.
(2014) and Loving et al. (2017).

Quantitative result on outcome variable indicated HCFs
competence in providing quality services, however, IDI session
revealed being an enrollee limits accessibility into the quality of
HCFs competent service. This could be caused by the suboptimal
scope of coverage reported in Alawode and Adewole (2021)
study. Some studies (Roby and Jones, 2016; Cookson et al., 2018;
Alawode and Adewole, 2021) have suggested that variables
related to healthcare services delivered to enrollees are related to
socioeconomic status and varying enrollee plans.

Overall, the IDI response indicated low satisfaction with
healthcare services delivered. This result is consistent with the
patients’ low-level satisfaction with health service quality studies
in South Africa (Saloojee et al., 2011), Jordan (Zamil et al., 2012),
Nigeria (Obamiro, 2013), Indonesia (Akbar and Jaya, 2017),
Ghana (Ampaw et al., 2020); and Ethiopia (Girma et al., 2020).

Conclusion and recommendations
The research concludes that healthcare service quality perception is
subjective, which means that enrollees’ perception may alter
depending on the type of healthcare service accessed at the HCF.
The research also concludes that enrollees’ perception is sharpened
by their experience or the experience of others witnessed or heard.

The research further concludes that the unexplainable long
waiting queue experienced by enrollees during service delivery for
PA codes and eligibility confirmation may serve as deterrence to
out of pocket paying patients, thereby contributing to the slow
enrolment experienced under the scheme, while encouraging
enrolled members to patronize out-of-pocket payment methods
in hopes of prompt service delivery. Therefore, to attain the
Universal Health Coverage mission, the study recommends
reduction or total removal of every form of challenge such that
makes for NHIS-HMO enrollees spending too much time at the
HCFs during healthcare access. Also, to ensure scientific rigor in
healthcare services quality measurement; suitability, clinical
relevance (including laboratory investigations), context, and
incorporation practicability are important properties for positive
health outcome.

Limitations of the study.

1. The study was limited to enrollees (healthcare users), more
interviews to assess the perceptions of other actors
(healthcare professionals) should be conducted in a
comparative study.

2. Respondents who were on admission were excluded from
participating in the survey research.

3. The study was limited to only three Local governments
selected through balloting thereby making the results
inconclusive for the remaining seventeen local governments
in the State.

4. The primary data was limited to enrollees visiting selected
HCFs in Lagos State; therefore, the result is not conclusive
to the other 35 States in Nigeria.

5. The scope of the study was limited to users visiting HCFs
accredited by NHIS to provide primary and secondary care
therefore, not necessarily conclusive for users who although
enrolled still pay out-of-pocket at the service delivery point.

6. The qualitative study was limited to IDI and the selection of
interviewees may affect both representativeness and
typicality.

7. The qualitative method of analysis was limited to inductive
content analysis while the quantitative was limited to Chi-
Square and Spearman’s correlation analysis.

Prospects for future research.

1. This study focused solely on enrollees visiting selected
hospitals in 3 local governments of Lagos. The same study
should be replicated in the other 17 local government areas
of the state and results should be compared.

2. It is not enough to assess the perception of the NHIS-HMO
enrollees concerning the issue of healthcare service quality.
The health providers’ quality indications should also be
considered viz-a-viz.

3. In the course of the researcher’s visits to the accredited
HCPs in the State, differences in enrollee distribution across
the HCFs was noted. Research should also be conducted to
find out the determining factor or factors responsible for
enrollees’ choice of HCFs and its consequences on quality
service delivery.

4. Considering the method of analysis in this present study,
studies should be conducted with other methods of analysis.

Data availability
All data generated or analyzed during this study are included in
this published article.
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