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FOREWORD

The Basic Health Care Provision Fund is envisaged as one of the single most potent social
security interventions in our journey towards the achievement of Universal Health Coverage. The
sources of the Fund as advocated in Section 11 of the National Health Act are the Federal
Government of Nigeria, International development and from other sources which includes the
private sector and the states. The Fund will be used for the provision of a Basic Minimum Package
of Health Care Service as defined by the Honourable Minister of Health to all Nigerians.

Hence, the primary purpose of this Fund is to ensure adequate and sustainable funding that will
be efficiently and equitably used to provide quality health services and ensure financial risk
protection in access to health services for all Nigerians, particularly the poor and most vulnerable.

The smooth operation of the BHCPF and the achievement of intended results will depend largely
on the commitment of the different stakeholders, federal, states, development partners, health
care facilities and the citizens.

This Operations Manual has been produced as a guide to implement the different gateways of
the Basic Healthcare Provision Fund with the overarching aim of ensuring results, transparency
and accountability.

The Operations Manual was produced through desk review of relevant documents, extensive
consultation and collaboration; and consensus building among different stakeholders particularly
the federal actors- National Health Insurance Scheme, National Primary Health Care
Development Agency, Federal Ministry of Health, Federal Ministry of Budget and National
Planning, Federal Ministry of Finance, State actors and development partners as well as Civil
Society Organisations in Nigeria.

The Administrative, Governance and Fund Flow mechanism in the manual are well thought out to
provide constant feedback and avenue for cross correction as we implement this Fund.

| commend the efforts of the National Steering Committee (NSC) for the BHCPF, the Secretariat
supporting the NSC, National Primary Healthcare Development Agency, National Health
Insurance Scheme, Civil Society organizations, colleagues from the media, the Private Sector,
members of the academia and the Development Partners in producing this Operations Manual.

| enjoin all our implementers and partners to support the implementation of the Fund using the
Operations Manual as a guide.

Professor Isaac F. Adewole, FAS, FSPSP, FRCOG, DSc (Hons)
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ABBREVIATIONS

BHCPF
BMPHS

CFFlI
CPD
CRF
CSOs
DFAAR

DFF
FCT
FEC
FMBNP
FMOF
FMoH
HMH
HMSH
IE
IUCD
LGA
LGAD
LGAT
M&E
MOU
NBS
NCH
NEC
NEMA
NHA
NHIS
NPHCDA

NSC
OAGF
PCP
PFMU
PHC
PHCUOR
RBF

SEC

SHC
SIMs
SPHCB/SPHCDA

SSC
SSHIA/SSHIS

Basic Health Care Provision Fund
Basic Minimum Package of Health Services

Counterpart Fiscal Funding Instrument
Continuous Professional Development
Consolidated Revenue Fund

Civil Society Organisations

Decentralised Financing for Accountability and
Results
Decentralized Facility Financing

Federal Capital Territory

Federal Executive Council

Federal Ministry of Budget and National Planning
Federal Ministry of Finance

Federal Ministry of Health

Honourable Minister of Health

Honourable Minister of State for Health
Impact Evaluation

Intra-uterine Contraceptive Device

Local Government Area

Local Government Administration

Local Government Authority

Monitoring and Evaluation

Memorandum of Understanding

National Bureau of Statistics

National Council on Health

National Economic Council

National Emergency Management Agency
National Health Act

National Health Insurance Scheme
National Primary Health Care Development
Agency

National Steering Committee

Office of the Accountant General of the Federation
Primary Care Providers

Project Finance Management Unit
Primary Health Care

Primary Health Care Under One Roof
Results Based Financing

State Executive Council

Secondary Health Care

Scene Incident Managers

State Primary Health Care Board (also called State
Primary Healthcare Development Agency)

State Steering Committee

State Social Health Insurance Agency (also called
State Social Health Insurance Scheme)
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The Secretariat of The Secretariat of the National Steering
the NSC Committee

TSA Treasury Single Account
UHC Universal Health Coverage
WDC Ward Development Committee
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DEFINITIONS
Actuary: a statistician who calculates risks and probabilities for a payment plan.

Administrative Charge: amount set aside to run the operations of the NSC secretariat and the
implementing entities.

Affordability: the ability to pay for health services so people do not suffer financial hardship when
using them. This can be achieved in a variety of ways including access to essential medicines
and technologies to diagnose and treat medical problems, sufficient capacity of well-trained,
motivated health workers to provide the services to meet patients’ needs based on the most cost
effective and best available evidence.

Benefit: this means a benefit, offering, service or advantage of any kind derived from a Scheme.

BenefitPackage:refers to all the services available to beneficiaries on enrolment into the BHCPF
scheme and the rules, which govern their access to these services.

Catastrophic Spending (foreachindividual/household): occurs when hospitalisation spending for
that person/household as a proportion of ability to pay (household consumption spending less
combined survival income for all household members) exceeds a certain threshold.

Civil Society Organisations (CSO): The multitude of associations (usually Non-Governmental
Organisations- NGOs and institutions) that reflect and represent the interests and will of citizens
through advocacy.

CostEffectiveness Analysis (CEA):the economic cost of a health intervention is divided by an
estimate of the health effects; the interventions with the smallest ratios are considered to be the
most cost-effective. CEA is a tool for identifying which health interventions achieve the greatest
level of health impact per unit of investment, and the results can be used to evaluate on-going
health interventions or to plan for future health programmes.

Decentralised Financing for Accountability and Results (DFAAR): A two-way process of increasing
facility level autonomy around decisions for expenditure, whilst demanding for increased
accountability of service and financial management.

Electronic Medical Records: Digital version of a paper record that contains all of a patient's
medical history with the health care provider including diagnosis, treatment and medical services
rendered.

Enrolee: Also known as beneficiary refers to an eligible person who is enrolled in a health
insurance scheme health plan or the eligible person’s qualifying dependant.

Faith Based Organisation: public or private organisation consisting of individuals united on the
basis of religious or spiritual beliefs and directing their efforts toward meeting the spiritual, social,
and cultural needs of the members of their community.

Financial Catastrophe: High out-of-pocket payments for health services in the presence of low
household financial capacity and an absence of prepayment mechanisms results in financial
catastrophe. This high expenditure for health care results in households or individuals reducing
or becoming unable to pay for necessities like food, clothing and even education of children

Fiscal Space: The availability of budgetary room that allows a government to provide resources
for a desired purpose without any prejudice to the sustainability of a government’s financial
position. Usually, in creating fiscal space, additional resources can be made available for some
form of meritorious government spending.
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General Government Expenditure on Health: The sum of outlays by government entities to
purchase health care services and goods. It comprises the outlays on health by all levels of
government, social security agencies and direct expenditure by parastatals and public firms.
Besides domestic funds, it also includes external resources passing through the government as
grants or loans, channelled through the national budget.

General Government Expenditure: This is the total amount expended by a government and
reflects the total expenditure that the government needs to finance from revenues generated such
as taxes, economic income and borrowed funds. Current government expenditure includes
purchasing goods and services, wage bill, national defence, security and health.

Global Payment: refers to bundled payment, also known as episode-based payment, episode
payment, episode-of-care payment, case rate, evidence-based case rate, global bundled
payment, package pricing, or packaged pricing, defined as the reimbursement of health care
providers (such as hospitals and physicians) "on the basis of expected costs for clinically-defined
episodes of care.”

Gross Domestic Product per Capita: Gross domestic product divided by the mid-year population.
GDP is the sum of gross value of all resident producers in the economy plus any product taxes
and minus any subsidies not included in the value of products. It is calculated without making
deductions for depreciation of fabricated assets or for depletion and degradation of natural
resources.

Health Care Provider: these are any government or private health care facilities, hospital,
maternity centre, community pharmacies and all other service providers, accredited for the
provision of prescribed health services for insured persons and their dependents.

Independent Verification Agent (IVA): An entity whose function is to ensure that only verified
outputs are reimbursed, through (a) certifying that the contractual outputs, as reported by the
service provider, have been physically delivered and that pre-agreed standards of service have
been achieved, and (b) validating the service provider’s reimbursement request (performing cost
reconciliation by multiplying the quantity of outputs achieved by their unit cost).

LocalGovernment:Public administration at local level exercised through representative councils
established by law, exercising specific powers within a defined geographical area. These powers
give the Local Government substantial control over local affairs as well as the staff to direct the
provision of services and implement projects, which complement the activities of the State and
Federal Governments.

Medical Documents: These include all case notes, prescriptions, laboratory forms, excuse duty,
death certificate and other documents used in the management of patients.

Medical Practitioner: A person with a medical related degree registerable with the Medical and
Dental Council of Nigeria.

National Health Insurance Scheme (NHIS): The social health insurance scheme in Nigeria
established by the National Health Insurance Scheme Act of 1999 of the Federal Republic of
Nigeria Laws No. 42 VOL Il 2004.

PerDiem: A method of reimbursing a health provider based on a fixed rate per day rather than on
actual charges. It is usually uniform irrespective of degree of care.

Jwe
h \

| 8 Basic Health Provision Fund



Pooling: The accumulation and management of revenues so that members of the pool share
collective health risks, thereby protecting individual pool members from large, unpredictable
health expenditures.

Primary-Level Facility: Typically staffed by general practitioners and/or nurses with limited
laboratory services for general but not for specialised pathological analysis; bed size ranging from
0-20 beds; often referred to as first level referral.

Private Expenditure on Health: This includes direct household (out-of-pocket) payments, private
insurance, charitable donations, and direct service payments by private corporations.

Provider Payment Mechanism: The mechanisms used to transfer payments for services rendered
from the purchaser or a proxy to the health care provider. The Provider Payment Mechanism
accomplishes far more than simply the transfer of funds to cover the costs of services.

Public Private Partnership (PPP or P3): A legally-binding contract between government and the
private sector for the provision of assets and the delivery of services that allocates responsibilities
and business risks among the various partners. The goal is to combine the best capabilities of the
public and private sectors for mutual benefit.

RuralareasinNigeria: Are low density communities with less than 20,000 residents. A greater
part of the population is involved in agriculture and forestry. The residents maintain traditional
(close to nature) life styles and habits. There is a preponderance of open landscape or a scarcity
of built-up areas and settlement that is dispersed. Typically, the inhabitants consider themselves
as rural-dwellers and there may be a paucity of public infrastructure such as healthcare facilities
and schools. Such determination shall be confirmed by the National Bureau of Statistics (NBS)

Secondary-Level Healthcare Facility: Highly differentiated by function with five to ten clinical
specialities; bed size ranging from 20-100 beds; often referred to as Specialist Hospital.

Social Health Insurance Scheme: A health insurance scheme provided by government to its
citizens, especially to low and middle-income populations.

Specialist Care: This is care provided by secondary-level healthcare facilities. Such care focuses
on specific organs or diseases (cardiology, neurology, oncology etc.) including special diagnostic
and therapeutic services such as biopsy or dialysis.

Strategic Purchasing: This is the effective allocation of financial resources to providers to enhance
health system performance. Specifically, it considers:
o Which interventions to be purchased in response to population needs and wishes,
considering national health priorities and evidence on cost-effectiveness
o How they should be purchased, including contractual mechanisms and payment systems.
¢ From whom they ought to be purchased considering providers' relative levels of quality
and efficiency.

Tertiary-Level Healthcare Facility: Highly specialised staff and technical equipment, (Cardiology,
Intensive Care Unit ICU and specialised imaging units); clinical services are highly differentiated
by function; might have teaching activities; bed size ranging from 100-800 beds; often referred to
as Teaching or Tertiary level hospital.

Third Party Administrator: This is either a For-Profit or Not for Profit organisation with expertise
and capability to administer all or a portion of insurance business processes. They are usually
contracted to also administer services including enrolment, premium collection, claims
administration and other administrative functions.
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Total Expenditure on Health: The sum of public and private health expenditure that covers the
provision of health services (preventive and curative), family planning services, nutrition activities
and emergency aid designated for health.

UniversalHealth Coverage: A process that ensures all people have access to needed promotive,
preventive, curative and rehabilitative health services, of sufficient quality to be effective, while
also ensuring that people do not suffer financial hardship when paying for these services.

User Fees: Charges levied on any aspect of health services at the point of delivery.

Vulnerable: This refers to the following categories of people (a) pregnant women, (b) children

under five (5) years (c) the elderly >85 years, (d) the disabled, (e) the poor (to be) and others
falling within the group.
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INTRODUCTION

Nigeria’s commitment to Universal Health Coverage has been symbolised by the passage of the
National Health Act of 2014, which in section 11 mandates the establishment of a Basic Healthcare
Provision Fund (BHCPF) to support the effective delivery of Primary Healthcare services, provision
of a Basic Minimum Package of Health Services (BMPHS) and Emergency Medical Treatment to all
Nigerians.

The National Health Act prescribes that the Basic Healthcare Provision Fund would be funded
through:
1. Federal Government annual grant of not less than one percent of its Consolidated
Revenue Fund
2. Grants by international donor partners and
3. Funds from other sources

Lately activities and documentations have ensued to ensure that sections of the Act related to the
execution of the BHCPF are operationalized. This Operations Manual has been jointly designed and
developed by the Federal Ministry of Health and her parastatals, the National Primary Health Care
Development Agency (NPHCDA), National Health Insurance Scheme (NHIS), States and
Development Partners. It is expected that the manual will drive an effective implementation of the
BHCPF, support improved performance and outputs, while reducing miscommunication and non-
compliance by stakeholders.

The Operations Manual is the authoritative guidebook of how the BHCPF will be administered on a
day to day basis. It documents activities necessary to complete tasks in accordance with harmonized
guidelines of the BHCPF and the National Health Act. Designated activities are pragmatic and take
into consideration familiar structures and processes.

It enumerates all stakeholders involved in the operationalization of the fund, their dependencies,
expected inputs and outputs alongside timelines for their activities. It also provides guidance for the
roles of stakeholders, mechanism for monitoring and compliance as well as penalties/sanctions for
non-compliance with the Operations Manual.

In preparing the Operations Manual the following documents were consulted:
1. National health Act, 2014
Implementation manual for Implementing the Primary Health Care governance in
Nigeria (PHCUOR)
3. National Health Insurance Scheme (NHIS) operational guidelines
4. Operations Manuals and project implementation manuals from other health schemes in
Nigeria and other parts of the world

The Operations Manual underscores and assures the focus of the BHCPF on current health priorities:
Reproductive, Maternal, Child, Adolescent Health plus Nutrition, Non-Communicable Diseases
Screening and Emergency Services (Road Traffic Injuries i.e. RTIs).

The Operations Manual ensures that governance, administration, fund management, operations and
monitoring and evaluation requirements are clear, consistent and in line with best practices that
assure the transparency, credibility and effectiveness of the fund. The manual employs innovative
processes that utilizes existing infrastructure, practices, resources and initiatives rather than
developing exclusive processes or initiatives, which will result in duplication of roles and resources
with attendant underutilization and inefficiencies.

The development of this Operations Manual involved extensive consultation and involvement of
stakeholders from the public, developmental/civil society and private sector across the federal, state

and facility levels.

Jwe
h \

| 11 Basic Health Provision Fund



The National Steering Committee welcomes continuous feedback from all stakeholders to ensure the
success of the BHCPF. Such feedback may result in the issuance of supplements, appendices or
errata to this manual.

The Operations Manual will be a living document, which will be updated in the light of fiscal
developments, implementation successes, new technologies and constraints in implementation. At
each instance, for the finalised version of the Operations Manual for the implementation of the BHCPF
to be considered a policy document, it shall be endorsed by the Executive Director NPHCDA,
Executive Secretary NHIS and approved by the Honourable Minister of Health.

Sl

Dr Faisal Shuaib MD, MPH, DrPH Ben @mogo
Executive Director NPHCDA Overseeing Director NHIS
F—

~woril]

Professor Isaac F. Adewole, FAS, FSPSP, FRCOG, DSc (Hons)
Honourable Minister of Health
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1 GOVERNANCE AND ADMINISTRATION OF THE FUND

Section 11 of the National Health Act established the Basic Healthcare Provision Fund as the vehicle
for providing a basic minimum package of health services for all Nigerians as defined by the
Honourable Minister of Health.

To ensure the achievement of the goals and objectives of the fund, a governance and administration
mechanism shall be established at the national / federal, states and facility level.

There are three hierarchies of governance for the BHCPF.

1. National/Federal:

a. The National Council on Health
b. The National Steering Committee
2. State:
a. State Steering Committees
3. Facility:
a. Local Government Health Authorities
b. Ward Development Committees

There are three hierarchies of administration for the BHCPF

1. Federal:
a.  NHIS (NHIS gateway)
b.  NPHCDA (NPHCDA gateway)
C. FMOH (EMT gateway)

2. State:
a. SPHCDA
b. SSHIA
3. Facility:
a. PHCs
b. SHCs

C. Emergency medical treatment service providers
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Figure 1: Hierarchy of Governance and Administration

HIERARCHIES OF GOVERNANCE HIERARCHIES OF ADMINISTRATION

NATIONAL /FEDERAL FEDERAL
a. The National Council on Health a. NHIS (NHISGateway)
b. The National Steering Committee b. NPHCDA (NPHCDA Gateway)

c. FMoH (EMT Gateway)

STATE STATE

a. State Steering Committees a. State Primary Healthcare Development Agency
b. StateSocial Health Insurance Agency

FACILITY FACILITY

a. Local Government Health Authorities a. Primary Healthcare Centres

b. Ward Development Committees b. Secondary Healthcare Centres

c. Emergency Medical Treatment Service Providers

1.1 Roles and Responsibilities of Stakeholders
1.1.1 National Council on Health (NCH)

1.1.1.1 The National Council on Health (NCH), as established by National Health Act 2014
(Sections 4), is the highest policy making body in Nigeria on matters relating to health
and it has oversight responsibility for the BHCPF.

1.1.1.2 Specmcally, among other responsibilities the NCH shall:

Have responsibility for the protection, promotion, improvement and
maintenance of the health of the citizens of Nigeria and the formulation of
enabling policies and prescription of measures necessary to achieve national
health goals and priorities.

Ensure the delivery of basic healthcare services to the people of Nigeria and
prioritize other healthcare services that may be provided within available
resources.

Facilitate and promote the provision of health services for the management,
prevention and control of communicable and non-communicable diseases.
Perform such other duties as may be assigned to it by the Minister for Health.

1.1.2 The National Steering Committee (NSC)

1.1.2.1 The NSC shall meet at least quarterly and provide cross-functional leadership, strategic
operational direction, oversight, ensure programme visibility and serve as an advocacy
group for increased resource mobilization. Other functions shall include:

Function as a national strategic group promoting true collaboration in the
development and implementation of the BHCPF and be fully transparent in its
decision-making.

Coordinate the operations of the different stakeholders to ensure alignment
with the overall objectives of the BHCPF.

Review and approve annual work plans and budgets of Federal and State
implementing entities and the Secretariat of the NSC.

Review updates on funds flow, performance management and verification of
results as collated by the Secretariat of the NSC.
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v. Evaluate programme report presented by the implementing agencies
(NPHCDA, NHIS and EMT (FMoH and NCDC)).

vi. Have the responsibility to ensure compliance of all participating agencies and
entities with the Operations Manual.

vii. Review performance of the implementing entities based on a clear set of
agreed upon Key Performance Indicators (KPIs) across the programme.

viii. Review quality improvement performance of enlisted facilities arising from the
programme’s quality monitoring system.

iXx. Review reports from system of complaints and redress mechanism and
provide necessary directives and guidance for resolutions.

x.  Proactively identify programme risks.

xi. Ensure that monies are disbursed, managed, and accounted for in a
transparent and accountable manner and in accordance with this Operations
Manual.

xii. Review patient satisfaction based on feedback obtained through the fund’s
grievance and redress mechanism.

xiii. Advocate and ensure the provision of the required resources for planning and
delivery of the programme. Notably, the NSC shall ensure that health and the
BHCPF becomes a recurring agenda at the meetings of the National
Economic Council (NEC) to ensure the mobilization of required national, sub-
national and private resources.

xiv. Monitor programme progress against approved plans and guidelines.

xv. Facilitate implementation of financial audits by appointing independent
external auditors.

xvi. Appoint independent verification agents following due procurement
processes.

xvii. Review and ensure the reports to be made to the NCH, NEC and other
stakeholders are robust and technically sound.

xviii. Resolve disputes or issues arising from implementation of the BHCPF.

1.1.2.2 The National Steering Committee (NSC) of the BHCPF shall consists of:

1.
2.
3.

The Minister for Health as Chairman

Minister of State for Health as Alternate Chair

Permanent Secretary Federal Ministry of Health (FMOH) as Vice Chair and in the
absence of either the Minister of Health or the Minister of State for Health shall
assume Chair of the NSC

Permanent Secretary of the Ministry of Finance

Permanent Secretary of the Ministry of Budget and National Planning

Executive Secretary NHIS

Executive Director NPHCDA

Chair of the Committee of State Commissioners of Health

One Representative/Chairperson of SPHCB Executive Secretaries

. One Representative/Chairperson SSHIA Executive Secretary
. One (1) Representative each of development partners contributing to the fund
. One (1) Representative of healthcare focused civil society organizations (CSOs)

selected by CSOs.

. One (1) independent member®
. The Head of the Secretariat of the NSC shall be a non-voting member and shall

serve as secretary of the NSC

' An independent member refers to one who does not have any other material pecuniary relationship or
transactions with the committee, its promoters, the stakeholders or its affiliates, which in judgment of the
committee may affect independence of decisions of the member. Such an independent member will be
appointed by Minister of Health.
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15. Representatives of the contributing partners / private sector organizations
contributing to the fund

1.1.3 The Secretariat of the NSC

The National Steering Committee shall be served by a secretariat domiciled in the FMoH and
headed by a Director of the FMoH. The secretariat shall be supported by a team drawn from the
FMoH and the implementing agencies. Each implementing agency would deploy two members of
staff to the Secretariat of the NSC.

The administrative costs of carrying out its functions shall be based on a budget and work plan
presented and approved by the NSC.

1.1.3.1 The Secretariat of the NSC acting on instructions of the National Steering Committee
shall carry out the following responsibilities:

Preparation of collated reports from the Gateways which will include:

a. Programmatic - which shall be categorized into two (2) sections (i)
technical presentations made to relevant stakeholders during technical
sessions of the NCH (ii) policy briefs that synthesize insights from
programme implementation, enumerates policy options and
recommendations.

b. Financial — which will provide information on funds flow to each gateway,
State and service delivery points. The report will also contain the total
amount available to the gateways at the time of reporting.

Secretariat Functions

a. Serve as The Secretariat of the NSC and ensure communication of the
mandate of the NSC in a manner that facilitates the alignment of
stakeholders and their activities with the Fund’s strategic goals and
objectives

b. Organize the joint routine review of the BHCPF Operations Manual at
pre-determined intervals with the NHIS, NPHCDA, FMOH and other
stakeholder’s sequel to the approval of the NSC.

M&E

a. Collate the reports from quarterly randomised surveys by assigned
independent verification agents (IVAs); the Independent Verification
Agent shall preferably be third party Government or Academic Institution
and reports collated will be presented to NSC and other stakeholders

Planning and Budgeting
a. Collate, and present to the NSC the implementation plans from
implementing agencies.
b. Organise review meetings bi-annually or as directed by the NSC.

Communication, Advocacy and Grievance redress mechanism
a. Collate and review high level advocacy materials from the gateways for
the NSC
b. Facilitate the harmonization of communications and advocacy
messaging and brand elements amongst the Gateways and present
same to the NSC.
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1.1.4 National Health Insurance Scheme (NHIS)

1.1.4.1 The provision of the Basic Minimum Package of Healthcare Services (BMPHS) shall be
through the process of Strategic Purchasing, funded through the “NHIS Gateway” (50
percent of the BHCPF).

1.1.4.2 The NHIS shall be responsible for:

Vi.

Vii.

viii.

Provision of the Basic Minimum Package of Health Services (BMPHS) to all
Nigerians/eligible target groups of Nigerians, through accredited public and
private primary and secondary health care facilities.

Provision of technical support to the SSHIAs;

Establishment of the regulations covering accreditation and quality
improvement (in  collaboration with NPHCDA). At programme
commencement, all public PHCs will receive provisional accreditation from the
NHIS to enable them to qualify for payments.

The NHIS reserves the right to withdraw this provisional status if facilities do
not meet the NHIS accreditation standards one year after.

Enrolment of beneficiaries shall be carried out by SSHIAs and validated by
NHIS

Contracting of accredited healthcare providers for the provision of services
under the NHIS gateway

Consolidate the financial and service utilization report for review and onward
submission to NSC

Timely remittance of funds to SSHIA

Carry out implementation monitoring, quality assurance and outcome
evaluation under NHIS gateway to ensure that the programme is delivered
according to plan and achieves desired goals and objectives

1.1.4.3 Thecombined Administrative Coststothe NHIS andthe SSHIAsfor carrying outthese
roles and functions have been capped at and shall not exceed two percent (2%) of the

BHCPF

1.1.4.4 However, start-up implementation expenses may exceed this designated cap subject
to approval of appropriate work plans and associated budgets by the NSC.

1.1.5 National Primary Health Care Development Agency (NPHCDA)

1.1.5.1 NPHCDA shall strengthen the operations of PHCs through the “NPHCDA Gateway,”
forty-five percent (45%) of the BHCPF

1.1.5.2 The NPHCDA gateway shall provide funding through the SPHCDAs to eligible public
Prlmary Health Care facilities as operational budgets for running of the PHC including:

iii.
iv.

Provision of essential drugs and consumables and transportation for retrieval
of vaccines;

Provision and maintenance of facilities, equipment and medical transport
vehicles;

Community outreaches

Development of human resources. Up to five percent (5%) of the NPHCDA
fund may be utilised based on States’ stated priorities, to support community
based human resources; — Nurses/Midwives, CHEWS or CHIPS. However,
Community Based Human Resource Intervention (CHIPS) shall be given
priority in all states. Five percent (5%) shall be allotted for training institutions
upon approval by the NSC.

1.1.5.3 The NPHCDA shall be responsible for:

Development of regulations and standards for PHC facilities (in collaboration
with SPHCDAS).
Evaluation of quality improvement in primary using a stepwise quality
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1.1.54

improvement tool with quantifiable outcome measures.

ii. Provision of technical support to the SPHCDAs

iv. Building Capacity across board for implementation of the NPHCDA Gateway

v.  Conducting implementation research to generate evidence for improvement in
implementation of the NPHCDA Gateway and PHC

vi. Working with the SPHCB to determine the baseline at ‘on-boarding’ of states
on to the BHCPF in collaboration with other stakeholders.

vii. Conducting annual quality improvement surveys for PHC

viii. Conducting supportive supervision, monitoring and evaluation of the
NPHCDA gateway at all levels.

ix. Publish a ‘Handbook’ for the NPHCDA Gateway to further guide OIC of Health
Facilities and LGHA Staff on Gateway operational actions.

x.  Timely payment to the SPHCDAs

xi. Other functions delegated by the NSC

xii. Where necessary, up to ten percent 10% of the BHCPF funds can be utilised
for the procurement of bundled vaccines where there are gaps in financial
resource requirements upon approval by the NSC

The Administrative Costs to NPHCDA, State Primary Health Care Development
Agencies (SPHCDAs), SSC and LGHA for carrying out these roles and functions shall
be based on budget and work plans as approved by the NSC

1.1.6 Emergency Medical Treatment Gateway

1.1.6.1

1.1.6.2

1.1.6.3

1.1.6.4

1.1.6.5

1.1.6.6

The provision of emergency medical services shall be funded through the “EMT
Gateway” 5 percent (5%) of the BHCPF

This will be divided between the Department of Hospital Services (2.5%) and the Nigeria
Centre for Disease Control (2.5%)

The NCDC shall utilise the funds to improve Nigeria’s emergency preparedness
response. This shall include but not limited to reference labs, delivery of relevant
strategies and objectives necessary to achieve stated aims

The DHS shall ensure the provision of basic Emergency Medical Treatment (EMT), by
eligible Ambulance Services anddesignated Emergency Carefacilities

Emergency Medical Treatment (EMT) covers a spectrum of activities including:
i. Pre-Hospital Care &Transport
ii. Initial Evaluation
ii. Resuscitation and
iv. In-Hospital Care - In this context, Emergency Medical Treatment (EMT) will
apply to, surgical and non- surgical emergencies related to road traffic
accidents.

The DHS shall be responsible for:

i.  Accreditation of Ambulance Service Providers nationwide, which may include
the Federal Road Safety Corps (FRSC), State Ambulance Services, National
Emergency Management Agency (NEMA), Private Sector Ambulance Service
Providers and Voluntary Sector Ambulance Service Providers

i. Developing a strategic purchasing and payment system (upon approval by the
NSC) for Emergency Initial Evaluation, Diagnosis & Resuscitation and any
required basic In-

ii. Hospital Care at accredited Healthcare Facilities

iv.  Provision of technical support to the accredited parties

v. Timely payment of the EMT service providers

vi.  Other functions delegated by the Minister of Health
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1.1.6.7 The combined Administrative Costs, consisting of payments to DHS for carrying out its
roles and functions in overseeing the DHS, has been capped at and shall not exceed half
percent (0.5%) of the BHCPF however start up implementation expenses may exceed
this designated cap subject to approval of appropriate work plans and associated
budgets by the NSC.

1.1.7 The State Steering Committee
The commissioner shall be responsible for the establishment of the State Steering Committee
(SSC). The SSCischarged with theresponsibility of stewardship forthe BHCPF atthe State level.

1.1.7.1 The SCS shall meet at least quarterly and provide cross-functional leadership, strategic
operational direction, ensure programme visibility and serve as an advocacy group for
the BHCPF within the State for increased fiscal space.

1.1.7.2 Other functions shallinclude:

Vi.

Vii.

viii.

Xi.

Function as the state strategic group promoting collaboration in the
development and implementation of the BHCPF and be fully transparent in its
decision making

Review and approval of annual work plans and budgets of the state
implementing agencies (SSHIA and SPHCDA) before escalation to the
Federal implementing agencies (NHIS AND NPHCDA respectively)

Review updates on funds flow, performance management and verification of
results provided by the state implementing agencies (SSHIA and SPHCDA)
and/or other delegated persons/entities.

Review quality improvement performance of enlisted facilities arising from the
BHCPF’s quality monitoring system

Review patient satisfaction based on feedback obtained through the grievance
redress mechanism.

Evaluate programme report presented by the state implementing agencies
(SSHIA and SPHCDA).

Advocate and ensure the provision of the required resources for planning and
delivery of the programme. Notably, the team shall ensure that health and the
BHCPF becomes a recurring agenda at the meetings of the State Economic
Council (SEC) to ensure the mobilization of required sub-national and private
resources.

Monitor programme progress against approved plans and guidelines
Facilitate implementation of financial audits by auditors appointed by the
Auditor-General of the State.

Review and ensure the reports to be made to the SCH, SEC and other sub-
national stakeholders are robust and technically sound

Resolve issues outside the authority or control of the SSHIA & SPHCDA, such
as priority setting, decision-making and resource commitments that cross-
organisational boundaries and require agreement from other stakeholders.

1.1.7.3 Composition of The State Steering Committee
The State Steering Committee shall be a standing committee composed of the following persons:

i
ii.
iii.
iv.
V.
Vi.
Vii.
Viii.

The State Commissioner for Health

The Permanent Secretary in the Ministry of Health

The State Accountant General

Permanent Secretary of the Ministry of budget and planning

Permanent Secretary of the Ministry of Finance

The Executive Director or equivalent of the SPHCDA

The Executive Secretary or equivalent of the SSHIA

The NHIS State Coordinator

The NPHCDA State Coordinator

The Director of Planning, Research and Statistics in the SMoH who shall serve
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1.1.7.4

as the Secretary of the Committee.

xi. Representatives of the contributing partners / private sector organizations
contributing to the fund

xii. Representatives of CSOs at the state level

Tenure

Each member of the State Steering Committee shall hold office on such terms and conditions as may
be specified in their letters of appointment to their primary positions.

1.1.8 State Ministries of Health

1.1.8.1

1.1.8.2

1.1.8.3

1.1.8.4

1.1.8.5

1.1.8.6

1.1.8.7

State Ministries of Health (SMoH) shall provide leadership at the State level and ensure
successful implementation of the initiative in each State.

The Commissioner of Health will ensure there is a fully functional State Primary
Healthcare Development Agency (SPHCDA)for administration ofthe NPHCDA gateway in
the state.

The Commissioner of Health will ensure there is a fully functional State Social Health
Insurance Agency (SSHIA) for administration of the NHIS gateway in the State.

State shall allocate at least 25% matching grant as prescribed in the National Health Act
(2014) and deposited in the state BHCPF TSA CBN domiciled account

The Commissioner of Health shall ensure that the State shall make annual budgetary
provisions and releases for the BHCPF, which shall be pooled in the State BHCPF TSA
account at the CBN. Such budgetary provisions will support:
i. Provision of at least one PHC in each political ward
i. The process of ensuring that the selected PHCs meet the required standards
for service provision as determined by the National Standards for Primary
Healthcare set by NPHCDA/NHIS.
ii. Expansion of the BMPHS to other population sub-groups
iv.  Operational expenses of Primary Healthcare Centres and provision of human
resources especially midwives

The SMoH would be responsible for supervision and evaluation of quality improvement
in empaneled secondary health facilities.

Each participating State Government (and the FCT), shall sign a Global Programme
Agreement with the Honourable Minister of Health on behalf of the NSC and
implementing agencies: NHIS and NPHCDA to govern its participation in the initiative,
including estimated amounts allocated for disbursement, reporting obligations, Service-
Level Agreements (SLAs) and reporting requirements. In addition, the Federal
implementing agencies will each sign subsidiary MOUs with corresponding State
implementing agencies i.e. NHIS with SSHIAs and the NPHCDA with SPHCDAs. All
states shall ensure the repositioning of their PHCUOR within six (6) months of
commencement of BHCPF.
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1.1.9 State Primary Health Care Development Agencies (SPHCDAs)

1.1.9.1

1.1.9.2

1.1.9.3

1.1.94

1.1.9.5

1.1.9.6

1.1.9.7

Itshall be a pre-condition for accreditation of primary healthcare facilities in all States,
who wish to benefit from the NPHCDA gateway, that their State Government has
established (or is in the process of establishing) a State Primary Health Care
Development Agency (SPHCDA).

State Primary Health Care Development Agencies (SPHCDAs) shall provide state level
capacity and oversight for implementation of the NPHCDA gateway with support from the
NPHCDA.

The SPHCDAs shall ensure there is at least one (1) participating PHC facility in every
Ward to be enlisted into the NPHCDA gateway with public PHCs eligible for receiving
operational budget support via the NPHCDA gateway as “Decentralised Facility
Financing (DFF)” disbursed through the SPHCDAs.

In line with the payment process of DFF, funded through the NPHCDA Gateway 45
percent (45%) of the BHCPF, all funds received on this account by the SPHCDAs shall
be transferred electronically to PHC facilities within a period of not more than seven (7)
days after the funds have been received.

Both the NPHCDA and SPHCDAs shall have oversight roles over accredited primary
healthcare facilities.

SPHCDAs with support from the NPHCDA and in collaboration with NAFDAC (federal
and state) would accredit manufacturers, local distributors and local manufacturers
including the central drug store from which PHCs may procure drugs directly. Such
accreditation shall ensure that supplied drugs are genuine and from verifiable
manufacturers whose products are NAFDAC certified. The SPHCDAs shall negotiate
prices with the drug vendors and shall ensure that no PHC procures drugs at rates higher
than the negotiated rates and from unaccredited vendors.

SPHCDAs shall ensure all accredited healthcare facilities open and maintain bank
accounts with commercial banks that are part of the Nigeria bankers’ clearing house
system to enable electronic receipt of funds from the SPHCDAs. The accounts will have
as signatories, the Officers in Charge at the Facility Level and the Chairmen of the Ward
Health Committees.

1.1.10 State Social Health Insurance Agency

1.1.10.1 In the States, the NHIS gateway will be implemented through State Social Health

Insurance Agencies

1.1.10.2 States shall set up their SSHIAs in line with guidelines and support from the NHIS .

1.1.10.3 Thefunctions and roles assigned to the SSHIA include:

i. Management of the benefit package (BMPHS) in line with the BHCPF
Operations Manual

i. Accredit and empanel primary and secondary health care facilities using
simple and inclusive criteria.

ii.  Contracting of Healthcare Providers

iv.  Enrolment and registration of beneficiaries

v.  Provider Management, including continuous quality assurance, case
management and call-centre operation to facilitate improved provider and
patient experience

vi.  Claims collation and processing
vii.  Financial managementin line with the BHCPF Operations Manual
viii. Provider payment

iX. Liaison with other BHCPF stakeholders
R

| 21 Basic Health Provision Fund



X.  Otherfunctions designated by the NHIS

1.1.11 Local Government Administration

1.1.11.1 The SPHCDA and SSHIA shall work closely with the Local Government Administrations
and Local Government Health Authorities to achieve the objectives of the BHCPF.

1.1.11.2 The Local Government Health Authorities (where applicable) shall continue to provide
supportive supervision of PHCs in the LG. In states where the PHC-under-one-roof
(PHCUOR) concept has been fully implemented, it is expected that the staff of the LGA
Health authorities shall be integrated into the SPHCDA and provide the required PHC
supervisory functions.

1.1.11.3 The supportive supervision shall ensure that:

i. PHCs are staffed, equipped and functioning appropriately in line with the
accreditation and service delivery requirements of the BHCPF outlined in this
Operations Manual.

i. Beneficiaries have seamless access to the set of services defined as the
BMPHS and at no additional cost.

ii. Funds from the NPHCDA gateway through the SPHCDA are utilized
judiciously and transparently to supplement the operational budget of the PHC
to continuously improve quality of care and service.

iv. Funds realized from the NHIS gateway through the SSHIA are utilized
judiciously and transparently to continually improve servicedelivery.

1.1.11.4 Drugs are procured from manufacturers, accredited pharmacies or distribution channels and
at negotiated prices.
i.  Clinical and non-clinical (financial and non-financial) records are kept in line
with the data recording and reporting of the BHCPF outlined in this manual.
Including ensuring that NHMIS, utilization and/or claims forms are correctly
filled and submitted on time.
i. Provide direct technical support to the PHC for implementation of activities
related to the BHCPF.

1.1.11.5 Quantified supervisory checklist (draft) is attached as Appendix 7

1.1.12 Ward Development Committee

1.1.12.1 The Ward is regarded as the unit of political representation. It enables citizen participation
in the political economy through a councillor. The ward development committee exists at
the community level to enable mobilization and governance of community resources. In
line with NPHCDA'’s minimum standards for PHCs in Nigeria, Ward Development
Committees are involved alongside health workers and LG PHC department officials for
co-managing the PHCs at Ward level.

1.1.12.2 The WDC is composed of:

i.  One representative from each Village Development Committees (VDC) in the
ward

i. An elected member of the committee who shall serve as the head of the
committee (Chairperson)

ii. An elected member of the committee who shall serve as the secretary of the
committee

iv. Ward head or Autonomous clan head who shall serve as the Patron, but where
no such person exists, the most respectable ward head or any other person
so elected may serve as Committee Patron

v. The Ward’s Community Development Officer, if available

vi. Heads/officers-in-charge of public health facilities in the ward

vii. The committee where necessary can co-opt members of health-related
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sectors such as Secondary School Principals and Primary School
Headmasters, Agric-Extension Workers, PHCN/Water works staff, NGOs

1.1.12.3 Atleastforty percent(40%) of membership should be women with effective rolesinthe WDC
1.1.12.4 The Roles and Responsibilities of the WDC include:

iv.

V.

Vi.

Vii.

viii.

Xi.

Collaboration with the PHC facility leadership in identification of health and
social needs of the ward and planning for them

Prioritization of identified health needs in annual work plans

Identification of local human and material resources to meet needs
enumerated in the health facility annual work plan

Forwarding all health/community development plans (village, facility and
Wards levels) to the LGA and other relevant entities

Mobilizing and stimulating active involvement of prominent and other local
people in the planning, implementation, and evaluation of projects

Raising funds for community programme when necessary at village, facilities
and Wards levels

Providing feedback to the rest of the community on how funds raised are
disbursed

Liaising with government and other voluntary agencies in finding solution to
health, social and other related problems in the Wards

Supporting activities at the health facilities in the Wards

Providing necessary support to VHWs/TBAs

Nomination of one member of the WDC other than the representative(s) from
the facility to serve in the facility’s Quality Improvement Committee
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1.1.13 Primary Healthcare Centres (PHCs)

1.1.13.1 Primary Healthcare Centres (PHCs) shall be the first point of contact for patients who are
seeking and receiving care from accredited providers under this initiative.

1.1.13.2 PHCs shall provide the essential preventive, curative and rehabilitative healthcare
services offered in the BMPHS and serve as gatekeepers for the initiative.

1

1

1

1

1

.1.13.3 Designated public PHC facilities, which meet the accreditation criteria set out by the
NHIS/SSHIA shall be enlisted into the NHIS gateway to deliver the BMPHS and be
reimbursed via the NHIS Gateway via “Global Payments (GP)” disbursed from the Fund
through SSHIAs.

.1.13.4 The designated public PHCs shall have functional bank accounts with signatories
including the OIC and the Chairman of the WDC

.1.13.5 Under the NPHCDA Gateway, public PHC facilities shall receive quarterly, and in
advance direct electronic fund transfers from the SPHCDA as operational budgets.

.1.13.6 Funds received by the public PHCs shall be used in strengthening health service delivery.
Facilities shall use funds for improving commodity availability, ensuring facility
functionality and generating demand through community outreaches in line with their
quality improvement plans.

.1.13.7 Participating public PHC facilities shall be required to produce and submit Income and
Expenditure Statements for monies received from the Fund, to the SPHCDA through the
LGHA at the end of each quarter and end of the financial year.

.1.13.8 Private facilities may be contracted by the SSHIA to complement the activities of the
public PHCs, these private PHCs shall not receive operating budgetary support from the
SPHCDA however they shall be qualified to participate and be reimbursed retrospectively
for service delivery under the NHIS gateway.

.1.13.9 Participating public and private PHCs are required to be have signage indicating that they
provide the BMPHS (maternal care, child health, malaria treatment, hypertension and
diabetes screening, and immunization services etc.) at no cost to beneficiaries.

1.13.10

Participating public and private PHCs shall have a minimum of 2 committees with
verifiable evidence of functioning viz-a-viz meetings, staff awareness and demonstrable
outputs. These committees are:

Facility management committee comprising of the officer-in-charge (as
chairperson) and the unit heads/heads of departments

Quality improvement committee comprising of the officer-in-charge (as
chairperson), one nurse/CHEW, one member of the WDC, one Pharmacy
personnel, one laboratory personnel, and one non-medical worker from the
facility.

1.1.14 Secondary Health Care (SHC) Facilities

1.1.14.1 Public and private Secondary Health Care (SHC) facilities shall provide specialist
services to patients on referral from the participating public and private PHCs.

1.1.14.2 Accreditation of SHC facilities shall be specialty specific and focused on specialist
capability for the management of:

ii.
iv.

V.

Emergency Obstetric interventions - Assisted deliveries and
elective/emergency caesarean interventions

Chorioamnionitis

Intra-uterine Growth Retardation

Gestational Diabetes

Hypertension in Pregnancy h
<
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vi. Multiple Gestation

vii. Placenta Praevia

viii. Pre-eclampsia and Eclampsia

ix. Referral Neonatal and Childhood conditions

1.1.14.3 Patients can only access SHC specialists through a written referral from their PHC provider.

1.1.14.4 SHC facilities, which meet the accreditation criteria set out by the BHCPF shall only receive
funding through the NHIS Gateway as “Global Payments (GP)” disbursed directly through
the SSHIAs.

1.1.14.5 SHC facilities shall be paid retrospectively following claims submission and processing.
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1.1.15 Emergency Medical ServiceProviders (DHS and NCDC)

1.1.161

1.1.15.2

1.1.15.3

1.1.15.4

1.1.15.5

1.1.15.6

1.1.15.7

1.1.15.8

1.1.15.9

1.1.156.10

1.1.15.11

1.1.156.12

1.1.16.13

1.1.15.14

The NCDC shall set up an emergency operations fund to support disease outbreaks
around the country

The NCDC shall set up public health emergency operations centres and reference
laboratory across Nigeria.

NCDC shall ensure that public health emergency response is digitized and provide on
a quarterly basis to the NSC, every programmatic and financial performance data

Ambulance Service Providers shall provide, as a standard of care, “Scene Incident
Managers (SIMs)” who shall secure the scene, coordinate the Emergency Response,
all communications and transport at and from the RTI scene to designated emergency
medical treatment facilities

Both private-sector and public-sector ambulance service and healthcare providers
shall be eligible to apply for accreditation and participate in the EMT gateway

To be eligible to receive payment in this initiative, each ambulance service provider or
healthcare provider must be contracted.

Each ambulance service provider or healthcare provider shall meet the minimum
criteria of quality standards before it can be accredited. A quantitative quality
supervisory checklist will be administered to all enrolled facilities and service providers
to monitor and ensure a consistent level of quality.

Healthcare Providers shall not refuse treatment to any RTI patient under the initiative or
charge user fees, either as a “Top-Up” or as “Co-Payment”

Emergency Care Providers shall maintain high standards of medical record keeping
and submit both clinical and administrative data to the NSC.

Ambulance Service Providers shall develop and maintain robust communications and
referral systems for the management of emergency patients, so there is direct access
between Ambulance Service Provider and neighbouring Emergency Care facilities with
the capacity to manage any such cases.

Any patient determined to require emergency care, must be promptly transported and
arrive at the Emergency Care centre within half an hour (30 minutes) of the decision
being made.

Selection and continued participation in the initiative is contingent on the ambulance
service and healthcare providers maintaining adequate quality standards of care.

Designated healthcare professionals must remain in good professional standing with
their registration bodies, including meeting Continuous Professional Development
(CPD) requirements.

To ensure management of expectations service and fund utilization under the EMT
gateway shall be publicly disclosed.

1.1.16 Civil Society Organisations (CSOs)

1.1.16.1 Civil Society Organisations (CSOs) with a proven history of involvement in health sector
monitoring and development will be encouraged to:

i.  Actively monitor the disbursements from the BHCPF and ensure robust
financial prudence, transparency and accountability.
i. Follow upannualindependent audit and assessment report findings.
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1.2 Executionof Global BHCPF Programme Memorandum of Understanding with States

1.2.1.1 Each participating State Government (and the FCT), through the office of its
Governor/Minister of the FCT will sign a global BHCPF programme agreement with the
NSC represented by Honourable Minister of Health. The Executive Secretaries of the
NHIS and NPHCDA, and their state counterparts in the SSHIA and SPHCDA as well as
the heads of DHS and NCDC will also co-execute the MOU with the respective national
agencies.

1.2.1.2 The BHCPF programme agreement shall set out details of involvement, expected
benefits as well as obligations of the State, financial reporting obligations, Service-Level
Agreements (SLAs) and reporting requirements, especially of health metrics and
indicators.

1.2.1.3 A copy of the BHCPF global programme agreement (draft) has been attached as
Appendix 1.

1.3 Relationship between Stakeholders

1.3.1 Liaison and Relationship between the NSC, DHS (FMOH), NCDC (FMOH), NHIS and
NPHCDA

1.3.1.1 The NSC shall work in conjunction with the DHS, NCDC NHIS and the NPHCDA to
realize stated outcomes of the BHCPF.

1.3.1.2 The meetings of the National Steering Committee will provide a forum for the leaderships
of the DHS, NCDC, NHIS, NPHCDA and the NSC to relate and achieve alignment on
key fund objectives, work plans and outcomes.

1.3.1.3 The NSC will provide oversight on funds disbursed to the NHIS sub-account at the CBN.
In addition, the NHIS will provide to the NSC quarterly financial and monthly
programmatic data/reports relevant to the programme

1.3.1.4 The NSC will provide oversight on funds disbursed to the NPHCDA sub-account at the
CBN. In addition, the NPHCDA will provide to The NSC quarterly financial and monthly
programmatic data/reports relevant to the programme

1.3.1.5 The NSC will provide oversight on funds disbursed to the EMT sub-account at the CBN.
In addition, the DHS and NCDC will provide to The NSC quarterly financial and monthly
programmatic data/reports relevant to the programme

1.3.1.6 Upon appointment of the External Auditors by the NSC, The Secretariat of the NSC, DHS
(FMOH), NCDC, NPHCDA & NHIS will cooperate with the appointed auditor to provide
access to relevant data pertaining to fund use
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1.3.2

1.3.2.1

1.3.2.2
1.3.2.3

1.3.24

1.3.2.5

1.3.2.6

1.3.3

1.3.3.1

1.3.3.2

1.3.3.3

1.3.3.4

1.3.3.5

1.3.4

1.3.4.1

1.34.2

1.3.4.3

1.3.4.4

Liaison and Relationship between NSC, and State Governance and
Administrative Entities (SSC, SPHCDAs, SSHIA)

The relationship between NSC and the State governance and administrative entities will
be initiated by the execution of a global BHCPF agreement with the State.

The NSC may relate with the SSC directly

The NSC will relate with the State implementing agencies through the NHIS and
NPHCDA.

Administration, Disbursements, Fund Management and Monitoring and Evaluation of
the NHIS gateway at the State level will be the responsibility of the SSHIA.

Administration, Disbursements, Fund Management and Monitoring and Evaluation of
the NPHCDA gateway at the State level will be the responsibility of the SPHCDA.

Both the SSHIA and the SPHCDA will cooperate with the appointed external auditor to
provide access to relevant data pertaining to fund use

Liaison and Relationship between the NHIS and State Governance and
Administrative Agencies (SSC and SSHIA)

The NHIS shall work in conjunction with the State governance and administrative
entities to realize stated outcomes pertaining to the Fund.

The relationship between the NHIS and the State governance and administrative
entities will be initiated by the execution of a global BHCPF agreement.

The NHIS State coordinator shall be a member of the SSC.

Administration, Disbursements, Fund Management and Monitoring and Evaluation of
the NHIS gateway at the State level will be the responsibility of the SSHIA with technical
support from the NHIS

The SSHIA shall routinely furnish the NHIS with designated financial and programmatic
data/reports.

Liaison and Relationship between the NPHCDA and State governance and
administrative agencies (SSC and SPHCDA)

The NPHCDA shall work in conjunction with the State governance and administrative
entities to realize stated outcomes pertaining to the Fund.

The relationship between the NPHCDA and the State governance and administrative
entities will be initiated by the execution of a programme MOU.

Administration, Disbursements, Fund Management and Monitoring and Evaluation of
the NPHCDA gateway at the State level will be the responsibility of the SPHCDA with
technical support from the NPHCDA.

The SPHCDA shall routinely furnish the NPHCDA with designated financial and
programmatic data/reports.

1.4 BHCPF Advocacy

1.4.1

Objectives of BHCPF Advocacy

To ensure the seamless take-off and sustainable operation of the BHCPF, the National
Steering Committee shall prioritize advocacy activities. The objectives of advocacy for the
BHCPF shall include:

i. Mobilization of broad based national and sub-national support for the BHCPF
ii. Sustainable resource mobilization for expansion and delivery of the
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iii.
iv.
V.

Vi.

programme

Show case the transparent disbursement of designated funds

Facilitate release of counterpart funding by States

Demonstrate output and outcomes achievements/performance of the
BHCPF

Other objectives designated by the NSC or SSC

1.4.2 Target groups for federal advocacy activities
Shall include:

i.
i
ii.
iv.
V.
Vi.

Vii.
viii.

The Federal Executive Council

The National Economic Council

The Economic Management Team

The Federal Ministry of Finance

The Federal Ministry of Budget and Planning

The Federal Legislature - particularly the committees on health of both the
senate and house of representatives

Developmental Partners and Civil Society Organisations

The media and the public

1.4.3 Target groups for state advocacy activities

Similarly, the State SSC and designated State Agencies (SSHIA and SPHCDA) shall
prioritize advocacy to:

i.
i
ii.
iv.
V.
Vi.
vii.
viii.

The State executive council

The State economic council

The State ministry of finance

The State ministry of budget and planning

The State legislature - particularly the committee on health of the state house
of assembly

Developmental partners

Traditional and religious leaders

The media and the public

1.4.4 Advocacy tools

The NSC in collaboration with implementing stakeholder national and sub-national
agencies shall employ the following tools for advocacy:

ii.
iv.
V.
Vi.
Vii.

viii.

Courtesy visits and parleys with federal and state government executives,
legislature and the media

Routine release of policy briefs and targeted materials to the relevant
stakeholders. FEC, NEC, EMT, FMOF, FMOBP and the legislative arm of
government.

Public Seminars

Town hall meetings

Social media publication of activities and performance

Annual reports

Periodic infographic updates; and other initiatives and activities approve by
the NSC

Other initiatives and activities approved by the National Steering Committee

1.4.5 Documentation and Approval of Advocacy Initiatives

Advocacy initiatives and events shall be documented in the annual programme work plan
presented to the NSC for input and approval.

1.5 Social and Environmental Safeguards
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1.5.1

Social Safeguards

1.5.1.1 The BHCPF is structured to improve quality and accountability at different levels of the
health system: services of agreed quality are only paid for after the claims are verified on
the NHIS gateway while funds on the NPHCDA gateway are only transferred contingent
on achieving specified disbursement and utilization criteria. The funds thus made
available are earmarked for improvements in the quality and delivery of health services.
Furthermore, to improve on quality and accountability of the system, the BHCPF aims to
do the following;

1.5.1.2

1.51.3

Enhance community participation by reactivating facility/ward development
committees with clearly defined roles in facility planning & budgeting and
monitoring processes, including collaborating with PHC facility leadership to
make decisions on prioritizing health interventions resources

Increase transparency in health sector resource allocation/budgeting and
expenditures by disclosing such information in a citizens’ charter and
information board displayed at each facility and at the LGA level. In addition,
a poster stating that services offered under the BHCPF are free of charge will
be displayed at each participating PHC.

Enhance social accountability through community validation of facility
performance, feedback and grievance redress systems and

Increase awareness and access to information by implementing a targeted
multi-media strategy to disseminate information to communities on availability
and cost of services at their health facility, thereby generating greater demand
for services available at public facilities.

The responsibility for ensuring that these social safeguards are met will lie with the
Health Facility/Ward Development Committees. These committees will need significant
capacity building to effectively take up the functions. The SPHDCA would utilize TA
funds to provide training and capacity building to enable the committees to perform
effectively.

Maintaining a Pro-Poor Focus: The Project will maintain a pro-poor focus by:

Geographically targeting interventions to rural LGAs within States with higher
poverty rates

Targeting groups most vulnerable to preventable mortality and morbidity, such
as women and children; and

Increasing the availability of basic primary health services free of cost, thereby
increasing access to such services to the poorest.
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1.5.2 Environmental Safeguards

1.5.2.1 The BHCPF will not involve any major civil works. Potential adverse environmental and
social impacts are expected to be minor, site specific and relatively easy to mitigate. The
project activities would generate healthcare wastes including sharps. The management
of the waste generated will be guided by the National Healthcare Waste Management
Policy. The policy stipulates that waste generated by both public and private medical
institutions in Nigeria must be safely handled and disposed of and provides guidelines for
medical waste management activities at medical institutions.

1.5.2.2 Specifically, the BHCPF will;

Apply the necessary environmental safeguard requirements at primary care
facility level;

Leverage the BHCPF modality, especially the NPHCDA gateway, to provide
incentives for conforming to good Health Care Waste Management (HCWM)
practices and penalties for non-compliance; and

Draw upon the HCWM plan of the Nigeria State Health Investment Project to
develop a HCWM plan that will provide guidance on processes that will ensure
the protection of healthcare workers, wastes handlers, and the community
from hazardous healthcare wastes and to maximize project compliance with
environmental regulations.

1.5.2.3 The BHCPF will achieve the above objectives by incentivizing all levels of the health
system to support the achievement of environmental safeguards by

1524

1.5.2.5

1.5.2.6

Quantifiable Supervisory Checklists will assess and report waste
management as part of quality measures on the NPHCDA gateway.
Furthermore, health facilities will be provided with guidelines for waste
management depending on level of care

The BHCPF will promote safe sanitation practices

Part of the funds received by the facilities will be utilized for rehabilitation and
maintenance such as painting, fixing leaks, repairing and fixing roofing,
covering verandas and waiting areas, fixing plumbing and electricity.

The SPHCDA will vet more substantial activities funded by the BHCPF that
participating facilities intend to carry out. Such activities will be contained in
annual work plans that will be cascaded upwards through the NPHCDA and
the NSC for approval.

The primary responsibility for HCWM at the state level will rest with the SPHCDA and
the SMOH.

At the LGA level, the LGA through its PHC Department will be responsible for
administering quantitative supervisory checklists in health facilities.

The Ward/Health Facility Committees will be actively engaged in supervising HCWM.
Each facility will designate a staff to be responsible and accountable for HCWM.
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1.5.3 Accountability and Responsibility for Social and Environmental Impacts and
Mitigation
1.5.3.1 The NSC is accountable for anticipating, identifying and mitigating potential social and
environmental impacts that may result from the BHCPF’s implementation.

1.5.3.2 The NSC shall coordinate social and environmental impacts and mitigation.

1.5.3.3 The NSC shall ensure that potential social and environmental impacts and mitigation
are highlighted in annual work plans submitted to the NSC for approval

1.5.3.4 The Secretariat of the NSC shall ensure that actual social and environmental impacts
and mitigation are enumerated in programme reports presented to the NSC.

1.5.3.5 At the Federal Level, the responsibility for anticipating, identifying and mitigating
potential social and environmental impacts across all programme States and sites will
be carried out by the National Steering Committee

1.5.3.6 At the State level, the responsibility for anticipating, identifying and mitigating potential
social and environmental impacts across all programme States and sites will be carried
out by the State Steering Committee.

1.5.3.7 Appendix 9 enumerates potential environmental and social impacts and mitigation
measures in a tabular format

1.6 Anti-corruption and Transparency

1.6.1 The Anti-Corruption and Transparency Unit (ACTU):

The Federal Ministry of Health, NHIS and NPHCDA have Anti-Corruption and Transparency Units
(ATCU) duly empowered as per Independent Corrupt Practices Commission (ICPC)? guidelines,
and compliant with instructions from the Head of Service Office (Circular No. OHCSF/MS0/192/94
of 02/10/01). The ACTUs had previously conducted various corruption risk assessment and at the
level of Federal health facilities (funded by UNDP), the FMoH ACTU has done an assessment,
which helped it figure out how to address risks identified and strengthen the anti-corruption system
within the Ministry.

1.6.2 The ACTU and Implementation of the BHCPF

The Anti-Corruption and Transparency Units (ACTU) of the various implementing Agencies and
the Federal Ministry of Health would be operationalized to fully exercise its mandates in the
implementation of the BHCPF. The ACTU will be empowered to effectively address fraud and
corruption complaints coming to it. This Operations Manual details out how complaints will be
handled, institutionalized and mainstreamed down to the level of the frontline service providers
(namely Primary Health Centres) following a defined protocol (ensuring easy access, tracking of
treatment of complaints, and reporting on outcome).

1.6.3 Annual ACTU Action Plan and Reporting of Activities

The annual action plan of the ACTUs and annual report of activities will be submitted to the ICPC.
Sanctions in the BHCPF will be tough. This operation manual (OM) specifies strict sanctions for
facilities that submit false claims. Sanctions will also be applied to supervisors in the SPHCDA
who fail to prevent fraudulent claims by public facilities.

2 Established in 2000 by the corrupt Practices Act, the ICPC has both a repressive and preventive role in
anti-corruption practices. Legal provisions ensure the independence and probity of the Commission. For
the past three years, the ICPC has refocused on the prevention of corruption in three areas of

service delivery: health, education and water supply. h
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2 FINANCIAL MANAGEMENT ANDDISBURSEMENT

Fund management and disbursement refers to processes across all gateways associated with fund
accumulation, pooling and disbursement of funds for purchased services and designated
operational and strategicinitiatives.

2.1 Contributions into the Fund

2.1.1 Expected contributions into the Fund:
Expected contributions into the fund shall be as follows:

2.1.1.1 Annual grant from the Federal Government of Nigeria amounting to not less than one
percent (1%) of its Consolidated Revenue Fund;

2.1.1.2 Grants from donors, international partners and others who wish to either donate or
contribute into the Fund;

i. Donor contributions to the fund will be disbursed in accordance with the
Health Act and this BHCPF Operations Manual

21.2 Appropriation of BHCPF Funding

2.1.2.1 The Federal Government’s statutory contribution shall be in accordance with the
appropriation cycle of the Federal Government of Nigeria (FGN)

2.1.2.2 The FG contribution shall be not less than one percent (1%) of the projected FG’s CRF
for each fiscal year

2.1.2.3 Donor contributions to the BHCPF shall be included in the BHCPF Consolidated Revenue
Fund Account at the CBN as additional contributions to the BHCPF.

2.1.2.4 All other funds shall be included in the BHCPF account at the CBN as additional
contributions to the BHCPF.

2.1.2.5 Appropriated funds will similarly be credited into BHCPF Consolidated Revenue Fund
Account which shall be part of the Treasury Single Account (TSA) of the Federal
Government. This account will comprise of two (2) components: (i) A receiving US Dollar
denominated and Naira Account from which all contributions are paid into (ii) A Naira
clearing account, from which drawdowns into the sub-accounts are withdrawn.
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2.1.3 Designated Accounts for NHPCDA, EMT and NHIS Gateways

2.1.3.1 The “NHIS Gateway”, is the pathway by which fifty percent (50%) of the BHCPF will be
disbursed. The second pathway through which forty-five percent (45%) of the Fund will
be disbursed is known as the “NPHCDA Gateway”. The third is the “EMT Gateway”,
which is the pathway by which five percent (5%) of the BHCPF will be disbursed for
Emergency Medical Treatment.

2.1.3.2 The NHIS, NPHCDA and EMT Gateways should each maintain a TSA BHCPF Account
that are held at the CBN.

2.1.3.3 Disbursements from the Fund shall be made from the designated BHCPF Consolidated
Revenue Fund Account as direct credits into the TSA sub accounts of the NHIS,
NPHCDA and EMT at the CBN.

2.1.3.4 Each SPHCDA and SSHIA shall set up a designated account for the BHCPF at the CBN,
with the approval of the State Controller General. The accounts shall be linked to State’s
TSA.

2.1.3.5 PHCs are required to have operational accounts with Commercial banks that are part of
the clearing house system. The PHCs are not required to set up distinct accounts for the
BHCPF only.

2.1.3.6 All State Counterpart funds shall be deposited in the SPHCDA or the SSHIA BHCPF sub-
accounts, as designated.

2.1.4 Disbursementfromthe BHCPF Accountinto NPHCDA, NHIS and EMT Sub-Accounts

2.1.4.1 Following approval of Gateway plans by the NSC, disbursements shall be made in the
form of direct credits from the BHCPF Consolidate Revenue Fund Account to the
NPHCDA, NHIS and EMT Gateway accounts at the CBN on a quarterly basis. The
Gateways would similarly ensure downward flow of resources to the beneficiaries as
outlined in the manual.

2.1.4.2 Subsequent transfers to the NHIS, NPHCDA and EMT Gateways shall be made on a
quarterly basis contingent on the following:
i. Submission of the quarterly financial report;
i. Submission of the quarterly interim financial projection;
ii.  Compliance with service delivery data reporting requirements; and
iv.  Resolution of all outstanding external audit, or ad-hoc financial review finding.

2.1.5 Disbursement of Funds from Federal Implementation Agencies (NHIS and NPHCDA)
to State Implementation Agencies (SSHIA and SPHCDA)

2.1.5.1 The NPHCDA and NHIS upon receipt of their allocation from the BHPCF shall transfer
the funds within ten (10) working days to SPHCDA and SSHIA sub-accounts held by the
State Project Financial Management Unit (PFMU) or the State Accountant General’s
office subject to compliance with the provisions in the global agreements
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2.1.6 Signatories to BHCPF, NPHCDA and NHIS CBN Accounts

2.1.61

2.16.2

2.1.6.3

2164

2.16.5

The approving authority for the BHCPF Consolidated Revenue Fund Account shall be
the National Steering Committee while the signatories will be the Permanent Secretary
of the FMoH and a project Accountant seconded by the AGF

The approving authority for the NPHCDA account shall be the Executive Director of the
agency, while the signatories to the NPHCDA Account shall be the same signatories as
currently exist for NPHCDA consolidated fund-related transactions

The approving authority for the NHIS account shall be the Executive Secretary of the
agency, while the signatories for the NHIS account shall be the same signatories as
currently exist for NHIS consolidated fund-related transaction

The signatories for the EMT account shall be the same signatories as currently exist for
FMOH and NCDC consolidated fund-related transactions

Banking Mandate submitted to the CBN, governing the operation, disbursement and
monitoring of the account, shall be in line with above and with the approval of the National
Steering Committee.

2.1.7 Domiciliation of BHCPF Funds by the State Agencies and the PHCs

21.71

21.7.2

21.7.3

21.74

21.7.5

State agency funds (SPHCDA and SSHIA) transferred through either of the NPHCDA or
NHIS gateways must be domiciled and operated as sub-accounts of the BHCPF Naira
Treasury Single Account held at the CBN.

The signatories to the SPHCDA account must be the ES or equivalent of the SPHCDA
and the Head or Deputy Head of the State Project Financial Management Unit (PFMU)
or the State Accountant General. The PFMU or the State Accountant General shall
maintain segregated accounts for the SPHCDA gateway funds. This account shall be
part of the TSA.

The signatories to the SSHIA account must be the ES or equivalent of the SSHIA and
the Head or Deputy Head of the State Project Financial Management Unit (PFMU) or the
State Accountant General. The PFMU or the State Accountant General shall maintain
segregated accounts for the SSHIA gateway funds. This account shall be part of the TSA.

Funds transferred by the State Agencies to the PHCs must be domiciled in commercial
banks.

The signatories to PHC accounts must be the Officer in charge and ward development
committee chairperson
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Figure 2: Operational Funds Flow Schematic (Operational Funds)
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Figure 3: Programme Funds Flow Schematic (Programme Fund)
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2.1.8 NHIS Payment Model

2.1.8.1 Contracted healthcare providers who have rendered services shall be paid through the

Global Payments Mechanism, which is a retrospective cased based payment.

2.1.8.2 Monthly payments will be made through the SSHIAs to healthcare providers on behalf

of the NHIS, based on the quantity of services rendered to presenting patients.

2.1.8.3 The provider payment model is a retrospective, claim-based process outlined in Figure
4.

2.1.8.4 Within 30 days of the end of each month, providers must present claims invoice(s) for
services rendered in the prior month to the SSHIA for verification and claims
reimbursement. The NHIS State officer will support the vetting process to ensure funds
disbursed are in line with appropriate claims vetting and utilization process.

2.1.8.5 Upon review of the claims for payment from PHCs, the SSHIA shall furnish the payment
voucher to the State Project Financial Management Unit (PFMU) for payment of the
relevant HCPs.

2.1.8.6 Claims made shall be reimbursed within 45days of submission of such claims

Figure 4: Payment Model for the reimbursement of providers under the NHIS Gateway
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21.9 NPHCDA PaymentModel

2.1.9.1 The regular funding cycle would be quarterly to the SPHCDA accounts held by the State
PFMU with the following incentivised schedule:
i. QuarterOne: Allocated funds-released on meeting commencement criteria
ii. Quarter Two: Allocated funds-released on receipt of up to date financial data
iii. Quarter Three: Allocated funds released on receipt of up to date financial data
and programmatic data at the end of quarter one
iv. Quarter Four: Allocated funds released on receipt of up to date financial and
programmatic data at the end of quarter two

2.1.9.2 The Quarter Four disbursement shall be contingent on receipt by the NSC from the
NPHCDA /SPHCDA the validated proof of utilisation status of initial grants to PHCs.

2.1.9.3 States that do not meet the requirements for disbursement in any given year shall be
deemed to have forfeited the allocation.

2.1.9.4 The provider payment model is prospective, bulk grant process outlined in Figure 8.

2.1.9.5 Upon review and validation of support for funds transfer by PHCs, the SPHCDA shall
furnish the PFMU with the requisite documentation to the State PFMU and request the
PFMU to transfer into the bank accounts of each eligible, empaneled PHC facility, sums
as prospective, grants, for operational expenses, within seven 7 days of receipt of funds
from the NPHCDA BHCPF CBN TSA sub-account. The PFMU shall make the transfer
after verifying the adequacy of the supporting documents.

2.1.9.6 Payments to the public PHCs will be quarterly

Figure 5: Payment Model for the funding of providers under the NPHCDA Gateway
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2.1.10 EMT Payment Model

2.1.10.1 Contracted healthcare providers who have rendered services shall be paid through the
Global Payments Mechanism, which is a modified “Fee-for-Service process.

2.1.10.2 The provider payment model is a retrospective, claims-based process

2.1.10.3 Monthly payments may be made to contracted healthcare providers by the DHS, based on
the services provided to presenting RTI patients.

2.1.10.4 At the end of each month, providers present claims invoice(s) for services rendered to the
TPAs who process/verify the claims. The TPAs then pass valid claims/invoice(s) and payment
vouchersto the DHS for payment. The DHS shall review the voucher and initiate payments
directly into the account of designated healthcare providers, for services rendered

Figure 6: Payment Model for the reimbursement of providers under the EMT Gateway
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Use of funds

The Fund shall be utilised primarily for three purposes to:

2.1.10.5 Pay for the provision of the Basic Minimum Package of Health Services (BMPHS) via the
NHIS gateway

2.1.10.6 Fund the operational expenses of Primary Healthcare Centres (PHCs) across Nigeria via
the NPHCDA gateway

2.1.10.7 Provide basic Emergency Medical Treatment, initially focused on Road Traffic Injuries
(RTls) arising from “accident hotspots” across Nigeria and public health emergencies via
the EMT gateway

2.1.10.8 Consideration for administrative, audit and monitoring and evaluation for EMT will be
catered for subject to approval by NSC
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2.1.11 Eligible use of Gateway Funds by Public Healthcare Providers

2.1.11.1 The eligible use of gateway funds by public PHCs and SHCs shall be primarily for:
i. Rectification of infrastructure, equipment and staffing deficits highlighted in
accreditation or quality assessment reports.
i. Continuous quality improvement
ii. Operations of the medical facility
iv. Demand generation activities

2.1.11.2 ltis intended to provide flexibility for public PHCs to spend the funds received under the
gateways. At the same time, in order to achieve effective and efficient use, it is important
to be clear on what items funds under the BHPCF cannot be spent on. These include:
i. Payments in cash or kind to the employed government staff of the health facility
i. Payments to any officials of the WDC, LGA, state, or federal governments.
iii. Air conditioning equipment.

2.1.11.3 Private sector providers under the NHIS gateway are not restricted in their use of funds
however they are strongly encouraged to utilize funding received for continuous quality
improvement and operations of their facilities. Stock outs and service disruptions will not
be accepted.

2.1.11.4 Counterpart funds provided by States shall be spent on the same eligible expenses at
public PHCs and SHCs as a matter of priority.

2.1.12 Fund Access by States and Healthcare Providers
2.1.12.1 The disbursement of monies from the Fund is designed to be simple and transparent.

2.1.12.2 Access to the Fund will be open to all States and FCT of the Federation contingent on:

i.  Execution of a global BHCPF agreement with NSC

ii. Setting up of SPHCDA or equivalent

ii. Setting up of SSHIA agency or equivalent.

iv. Annual budgetary provisions and releases for operational expenses of
Primary Healthcare Centres (PHC) to satisfy the requirement for counterpart
funding outlined in Section11 (5) of the National Health Act 2014. Such
releases shall be paid into the State’s BHCPF account at the CBN.

2.1.12.3 To improve access and quality of care in rural areas, during the first five (5) years of
operation of the NHIS Gateway, sole preference shall be given to healthcare providers
situated in Rural Areas®. Throughout this initial period, zero funding would be available
for healthcare providers in urban areas. For the providers in rural areas as defined by the
National Population Commission (NPopC), significant assistance for accreditation would
be provided so that at least “one healthcare facility per ward” is able to participate in this
initiative.
2.1.12.4 Access to the Fund by care providers would be open to all (public-sector and private-
sector) providers, in all States (and FCT) of the Federation contingent on:
i.  Selection and contracting of one public PHC per ward to participate in the
NPHCDA gateway by SPHCDAs
i. Contracting of public and private PHCs and SHCs to participate in the NHIS
gateway by the SSHIAs
ii. Contracting of Emergency medical treatment providers to participate in the
EMT gateway by the DHS.

SRural areas in Nigeria are low density communities with less than 20,000 residents. A greater part of the
population are involved in agriculture and forestry. The residents maintain traditional (close to nature) life
styles and habits. There is a preponderance of open landscape or a scarcity of built-up areas and settlement
that is dispersed. Typically, the inhabitants consider themselves as rural-dwellers and there may be a paucity of
public infrastructure such as healthcare facilities and schools. Designation of an area as rural shall be confirmed

by the National Bureau of Statistics (NBS).
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2.1.

2.1.

2.1

2.1

2.1

2.1

2.1

2.1

2.1.
2.1.
2.1.

2.1

2.1

13 Counterpart Funding

13.1 Each State shall for a period of at least the first five (5) years of BHCPF implementation
in the State, make annual budgetary provisions and releases for operational expenses in
Primary Healthcare Centres (PHC). Such releases shall be paid into the State’s BHCPF
account at the CBN. After which, State are expected to take full ownership of providing
facility operational budgets.

.13.2 State shall allocate at least twenty-five percent (25%) matching grant as prescribed in

the National Health Act (2014) and deposited in the state BHCPF TSA CBN domiciled
account

.13.3 This budgetary provision shall be reflected in the annual SPHCDA budget as PHC

overhead costs.

.13.4 The NSC shall monitor the actual release of the funds provided in the Appropriated

Budgets of State Governments and FCT.

.13.5 Actual funds released shall be pooled with the federal funds provided through the BHPCF

and subject to quarterly reporting and annual audit requirements of the BHPCF

.13.6 State Governments and the FCT, at the beginning of each year or as soon as is practically

possible, shall send electronic copies and hardcopies of their budget to the NPHCDA and
NHIS which would in turn collate and present same to the NSC highlighting the budgetary
provisions for operational expenses of PHCs.

.13.7 Sunset Clause: After the initial period of three years, a fresh set of Guidelines shall be

drawn up outlining the terms for the provision of counterpart funding by States, FCT and
Local Governments.

14 Administrative Expenses
14.1 This shall be based on budgets and workplan as approved by the NSC

14.2 To minimize operational/administrative cost, the BHCPF shall utilise and leverage
existing organisational structures and mechanisms at the Federal, State and Local
Government levels for administration, disbursement and monitoring.

.14.3 In the start-up phase, certain capital investments such as developing a grievance

address mechanism, an IT system for reporting on service delivery and claims processing
and a n external audit function shall be required for all the implementing entities. Such
investments are distinct from the operational costs of the BHPCF.

.14.4 All administration expenses, including disbursement, monitoring, audit and data

collection costs to be incurred by The Secretariat of the NSC, NHIS, NPHCDA, DHS,
SSHIA, SPHCDA and LGHA shall be paid for through the delineation of an annual
operational allowance. This annual allowance shall be based on work plans and with
exception of the first 2 years not exceed an annual maximum limit of five percent (5%) of
the funds accruing to The Fund. This sum shall be set aside for this purpose. The amount
set as administrative expenses may increase subject to approval by the NSC.
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2.1.14.5 The allocation of funds to entities facilitating the implementation of the programme shall
be as follows:

5% BHCPF (3rd yearUse of funds description

onwards)

External  Financial Audit &
Verification of Service delivery and
outputs. The Independent
Verification Agent shall preferably
be third party Government or
0.5% Academic

Institution.

The secretariat of the NSC
Operational cost

IT backbone

Feedback mechanism

2% NHIS operational costs
SSHIA operational costs

Balance to be

shared among 2% NPHCDA operational costs
NHIS/NPHCDA/JEMT SPHCDA operational costs
(4.5%)

0.5%

EMT operational cost

Table 1: Allocation of BHCPF Operating Cost

2.1.15 Roll-Over of Excess Funds

2.1.15.1 At the end of each financial year, where an annual surplus arises in the Fund because of
under utilisation, poor uptake or any other development and having settled all outstanding
claims and cash-calls, any such surplus funds shall be rolled-over to be ploughed back
into the next years’ Fund.

2.1.15.2 Accumulation of a significant surplus shall be discouraged, as projected surplus shall be
applied to improved coverage within participating states.

2.1.15.3 States who do not meet the requirements for funds disbursement in any given year have
no recourse to retrieving the funds retrospectively.

2.1.16 Financial Records
All recipients of BHCF shall maintain proper books of accounts that show the amount of funds
received and how the funds were spent using cash basis of accounting.
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2.1.16.1 The Secretariat of the NSC shall:

i. Prepare a budget estimate for the NSC at the beginning of each year that
shows the projections for the sources and uses of funds for the BHCPF in
collaboration with the implementing agencies. The NSC shall approve this
budget.

i. Reconcile its operating cost funds quarterly

ii. Prepare quarterly interim Financial Statement on sources and uses of funds
for the BHCPF for all Gateways 30 days after the end of the fiscal quarter.
This report shall be an aggregation of the reports from the NPHCDA, NHIS
and EMT gateways. This report shall also include the operating cost of The
Secretariat of the NSC.

iv. At the end of fiscal year, The Secretariat of the NSC shall prepare
consolidated annual financial statements for the BHCPF with accompanying
notes. The report shall be submitted to the NSC within 90 days of the end of
the fiscal year.

v. Prepare variance analysis reports whenever indicated

vi. The Secretariat of the NSC shall prepare an overview of the status of The
Fund annually and submit to the NSC. The report shall be discussed by the
NSC and published at the website of the FMoH before 30th June of the
following year

2.1.16.2 The NHIS shall prepare:
i.  Quarterly Interim and Annual Statement of sources and uses of funds
i. Reconcile operating cost funds received and Bank accounts quarterly within
30 days and 45 days of the fiscal quarter and fiscal year, respectively.

2.1.16.3 The NPHCDA shall prepare:
i.  Quarterly Interim and Annual Statement of sources and uses of funds
i. Reconcile operating cost funds received and Bank accounts quarterly within
30 days and 45 days of the fiscal quarter and fiscal year, respectively.

2.1.16.4 SPHCDA AND SSHIAs financial reporting

i.  Quarterly Interim and annual Statement of sources and uses of funds for
gateways shall be prepared by the State Project Financial Management Unit
(PFMU)

i. The PFMU shall also reconcile operating cost funds received and Bank
Accounts quarterly within 30 days and 45 days of the fiscal quarter and fiscal
year, respectively.

ii. The financial statements prepared shall include counterpart funds provided by
each state as their contribution to the BHPCF.

2.1.16.5 Public PHCs and SHCs shall prepare:
i. Statement of funds received and uses of funds for each gateway within
30days of the end of each fiscal quarter.
ii. Reconcile operating cost funds received and Bank accounts within 15 days
after the end of each quarter.
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2.1.17 Signatories to BHCPFAccounts
Signatories to the various BHCPF accounts shall be as follows:

Approvals Signatories Alternate (Substitute)
Signatories
BHCPF ConsolidatedNational Steering Not applicable
Revenue Fund Account Committee (NSC) Permanent  Secretary

FMoH and Accountant

The Secretariat of The NSCNot applicable The Secretary of Not applicable

Operations/Administrative the NSC & Programme

account /Accountant

NPHCDA gateway ED NPHCDA Existing NPHCDA Existing NPHCDA
signatory authority signatory authority

NHIS gateway ES NHIS Existing NHIS signatory Existing NHIS signatory
authority authority

EMT gateway Permanent Existing signatories in[Existing signatories in the

Secretary for DHSthe FMoH & NCDC FMoH & NCDC
gateway and DG
NCDC for NCDC

gateway

SPHCDA Executive SecretaryState  PFMU Head or
SPHCDA Deputy

SSHIA Executive SecretaryState  PFMU Head or
SSHIA Deputy

Public PHCs Ward Health Ward Health Committee
Committee  Chairman(Treasurer and Officer-in-
and Officer-in-charge [charge

Private PHC Relevant authority in the|Relevant authority in the

private facility private facility

Table 2: Signatories to the various BHCPF Accounts

2.1.18 Risk Management

Risk management is important to ensuring that implementing entities achieve National Health Act
and BHCPF goals and objectives by continuously complying with the provisions of the National
Health Act, and the Operations Manual.

2.1.18.1 Verification of Fund Utilisation

i. Atthe State level, the SSHIAs shall conduct periodic random ex-ante and ex-
post verification at the provider level to ascertain the service usage and
quantity. On a sample basis, beneficiaries shall be interviewed to verify that
care given was appropriate, up to the expected standards and was associated
with quality outcomes. Documentation of services provided shall also be
conducted under the NHIS gateway and of inputs acquired under the
NPHCDA gateway shall be retained at the provider level and subject to
verification by both gateways.

i. Similarly, the SPHCDASs shall conduct ex-post verification of operational funds
usage by public PHCs.

2.1.18.2 External Audit
i. The Secretariat of the NSC shall prepare and review proposals for the
financial audit functions and pass recommendations to the Honourable
Minister who appoints the external auditor who shall audit the BHCPF
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Vi.

Vii.

annually.

The external auditor may be rotated every three years.

The terms of the reference of the auditor shall at the minimum include:
Verification of funds receipt and utilization by each level of the BHCPF
administration

Compliance with funds management requirements designated in this
Operations Manual

Other terms as specified by the Minister of Health and/or the NCH.

The audit report shall be published at the FMoH website and submitted to the
Senate Public Accounts Committee as part of the overall audit of the health
sector.

Ex-post independent verification of utilisation and quantity of services shall
be conducted on a sample basis at the facility level by the external auditor
every six months using random samples and customer surveys, both from a
central call centre and home visits. A report shall be prepared at the end of
each exercise and submitted to the National Steering Committee.

The ex-post service usage and quantity verification shall be included in the
terms of reference of the external auditor. Preference will be given to local
universities of repute.

All implementing entities shall provide official written response to all external
audit queries or findings affecting them within 20 working days of receipt of
such queries. The response shall be forwarded to the NSC and copied to the
office of the Federal Minister of Health

2.1.19 Accountability Framework

2.1.19.1 Implementation of the BHPCF will use country systems and the development of requisite
capacities where needed. The roles, responsibilities and reporting arrangements are
designed to ensure maximum transparency and accountability for the use of funds.

2.1.19.2 The NSC shall report to the National Council on Health (NCH) through presentation of
annual reports on the performance of BHPCF.

Figure 7: Accountability Framework
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2.1.19.3 The NSC shall be responsible for the coordination of the fund.

2.1.19.4 Financial and service delivery reports shall be submitted by the NPHCDA, NHIS and EMT
gateways.

2.1.19.5 Through the accreditation process, continuous monitoring of compliance, and processing
of claims, the NPHCDA, NHIS, DHS, SPHCDA and SSHIA shall hold contracted
healthcare providers accountable for the quality and quantity of services delivery.

2.1.19.6 At the state level, the State Steering Committee (SSC) shall provide oversight over the
activities of SHPHCDA and SSHIA. Matters arising out of the implementation of the
BHCPF at the state level, including the counterpart contribution shall be discussed at
SSC. Serious implementation issues shall be escalated to the NHIS and NPHCDA and
also discussed at the NSC for resolution. Also, State Project Financial Management Units
(PMFU), who are staff of the Controller and Accountant General’s office (OCAG) shall be
responsible for managing the disbursement of funds to healthcare providers through the
REMITA system. After reviewing support for transfer of funds for the NPHCDA gateway,
and the validation of claims for NHIS gateways, the SPHCDA, SSHIA shall submit their
support for the transfer request to the PFMU for review and disbursement. The PMFU
shall reject the transfer request if sufficient documentation and justification is not
provided.

2.1.19.7 Given that counterpart funds from States will be pooled with the BHPCF at the State
level, the State Auditor General may conduct a review or audit of the use of funds by
SPHCDAs and SSHIAs.
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3 GATEWAY OPERATIONS
The fund shall be operated through 3 complementary programmes described as gateways. These
gateways are:
i.  The National Primary Health Care Development Agency (NPHCDA) gateway
i. The National Health Insurance Scheme (NHIS) gateway
ii. The Emergency Medical Treatment (EMT) gateway. The operations of these
gateways are described below:

3.1 The NPHCDA gateway:

The NPHCDA Gateway shall provide funding to strengthen the delivery of Primary Care across
the country by supplementing the operational budgets of designated public Primary Healthcare
Centres (PHCs). Operational Expenses, including funds required for improvement of facility, basic
repairs, procurement of basic supplies, vaccine retrieval from the cold chain store, community
outreaches and health promotion activities which have traditionally been underfunded, will be
supplemented with funding from the NPHCDA gateway to improve/assure the effectiveness and
functionality of designated public PHCs.

3.1.1 Operation of the NPHCDA Gateway

3.1.1.1 The SPHCDA shall seek the opinion of the ward development committees to select 1 public
PHC per ward to be designated as the beneficiary public PHC for the NPHCDA gateway.

3.1.1.2 TheSPHCDA shallencourage active community participationinthe PHCfacility operations.

3.1.1.3 The PHC and community, through the Ward Development Committee, shall have
autonomy over the utilisation of payments from the Fund; to be used as designated for the
improvementoffacility-based services, outreach services and other eligible expenditure.

3.1.1.4 The PHCs will be expected to use the funds for demand generating activities, community
outreaches, health promotion and prevention activities, basic repairs, procurement of
basic commodities and vaccine retrieval from the cold chain store.

3.1.1.5 The PHC shall not remit funding received to the State or LGA.

3.1.1.6 Healthcare providers shall maintain high standards of medical record keeping and
promptly submit both clinical and administrative data to the SPHCDA.

3.1.1.7 Selection and continued participation in the initiative is contingent on the healthcare
provider maintaining adequate quality standards of care and compliance with the clinical
and financial reporting requirements.

3.1.1.8 Healthcare professionals employed by the PHCs must remain in good professional
standing with their registration bodies, including meeting Continuous Professional
Development(CPD)requirements.

3.1.1.2 All the designated NPHCDA gateway PHCs shall be enlisted to provide services through
the NHIS gateway.

3.1.2 PHC Contracting for the NPHCDA gateway

ThePublicPHCs willbe contracted by execution ofthe single global BHCPF agreementwith the State
or FCT executives.

3.1.3 Conditions for continued participation of PHCs under the NPHCDA gateway
i.  Annualfacility licensure by SMoH or other prescribed State entity
i. Continued compliance with conditions for initial accreditation or as updated by
the BHCPF (for the NHIS gateway)
ii. Health Care Provider must have made all data/reporting returns due to the LG
HMIS and SPHCDA
iv. Possess valid current licenses of personnel and registration with regulatory
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bodies.

v. Evidence of internal quality management system and demonstrable
incremental quality improvement

vi.  Compliance with this BHCPF Operations Manual

vii.  Other criteria as may be announced by the NPHCDA

3.1.3.1 Health Care Providers who do not meet the requirements after the initial criteria as set
out in 3.2.9. shall be informed formally by way of a documented communication.
i.  Such providers will be given 3 months to make amends.
ii. Subsequently, are-assessment will be done to determine their qualification.

3.1.3.2 Health Care Providers who fail to qualify following the repeat assessment will be delisted
fromthe NPHCDA gateway
i. Such providers will be informed formally by way of a documented
communication and publication on the SPHCDA website.
i. An alternate public PHC within the ward will be contracted and enlisted into
the NPHCDA gateway by the SPHCDA

3.1.4 Provider Payment Model
Will be implemented as described under section 2.1.9 of this document

3.2 The NHIS gateway:

The Basic Minimum Package of Health Services shall be provided to beneficiaries through the NHIS
gateway from designated/accredited public and private primary and secondary healthcare
providers.

3.2.1 The Benefit Package: The BMPHS
The Basic Minimum Package of Health Services (BMPHS) for Nigeria (2016) consists broadly of
nine (9) interventions;
i.  Four (4) Maternal Health interventions for pregnant women (ANC, Labour and
Delivery, Emergency, Obstetric and Neonatal Care and caesarean section),
i. Two (2) children focused interventions for under-5s (curative care and
immunization).
ii. Urinalysis screening testand a Cardiovascular Disease screening check (blood
pressure check)
iv. Treatment of malaria for all Nigerians
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Figure 8: Defined Benefit Package for BHCPF Programme

Delivery methods and recommended interventions for the select clinical
services o Intervention 01 o Intervention 02 o Intervention 03

1. Maternal Health Services

Antenatal Care (ANC) Labour & Delivery Care
Minimum of 4 ANC visits Skilled Birth Attendants (SBAs) at all facilities
Malaria prevention with Intermittent Preventive Treatment (IPT): o Partograph Monitoring

Sulpha-doxine and Pyrimethamine; PMTCT (HNV/AIDS)
o Episiotomy & Repair

Post-Natal care including mother and baby care, from first visit
o Ultrasound Scan (Max 3), Urinalysis, Haemoglobin, HIV, Hep B within 48 hours of delivery to second visit 6 weeks post-partum.

ITN, Folic Acid, Iron, Doctor must see at one of the first two visits
visit

Clinically-indicated Elective Caesarean Section, Instrument

Emergency Obstetric and Neonatal Care (EmONC) delivery (forceps delivery, vacuum extraction)

Chorio-amnionitis, Gestational Diabetes, Hypertension, Multiple
Basic & Comprehensive Emergency Obstetric and Neonatal pregnancy, Placenta Praevia, Pre-eclampsia and Eclampsia,
Care IUGR
o /M Antibiotics, MM Oxytoxics, V/IM Anti-convulsants, Manual
removal of placenta, Assisted vaginal delivery, Removal of
conception retained products; Essential Newborn care

All seven BEmONC functions plus Emergency Caesarean
Section, Blood Transfusion

2, Prevention and Treatment of Non-Communicable Diseases (NCDS), Other services covered

Hypertension Primary Care Blood o Lifestyle interventions for 9 Advice on Blood pressure control
Pressure Monitoring; preventing Hypertension in people with pressure higher
Secondary Prevention Education than 140/90 mmHg
Malaria

Under five curative ilinesses

3. Family Planning Malnutrition
Pills, Condom, Injectable, IUD and Implant Prevention and Management of Acute
Malnutrition

The following tables (Tables 3 — 8) highlight the contents and interventions in some Basic
Minimum Package of Health Services (BMPHS) for Nigeria 2016 (excluding Emergency Medical
Treatment)

3.2.1.1 BMPHS Ante-natal Care (ANC) interventions

Intervention Comments

ANC Visits 4 visits

Tetanus toxoid 2 tetanus toxoid immunizations

Syphilis screening and treatment Rapid plasma reagent test and treatment of

seropositive cases with Penicillin
Hypertensive disease case management [Includes hypertension without proteinuria

Management of Pre-eclampsia (Magnesium|includes mild to severe pre-eclampsia
Sulphate)

Anaemia Treatment Anaemia treatment

Deworming (Pregnant women) Hook worm treatment with anthelminthic

Ante-natal corticosteroids Steroids with suspected preterm labour

/Antibiotics for SPROM Oral antibiotics

IPT (Pregnant women) Intermittent presumptive treatment

Case management of malaria in PregnantDiagnosis and treatment with Artesunate-based
women Combination Therapy

PMTCT HIV testing and counsellingfor all pregnant women

ART for mother and new born
Infant feeding counselling
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Daily iron and folic acid supplementation in
Pregnant women

Supplementation for pregnant women

Haemoglobin screening and urinalysis

Hepatitis B

\Vaccination

Ultrasound

2 times in Pregnancy

Table 3: ANC Interventions

3.2.1.2 BMPHS Labour and Delivery Care and Emergency Obstetric and Neonatal Care

(EmONC) interventions

Intervention

Comments

Induction of labour (beyond 41 weeks)

Induction of labour to prevent births at or beyond 41
completed Weeks

Labour and Delivery Management/Essential
care for all women and immediate essential
new born care (Facility based

deliveries)

Monitoring of labour progress (partograph), detection of
complication, infection control (clean delivery),
immediate drying and skin-to-skin contact, breast
feeding initiation

/Active management of 3rdstage of labour
(AMTSL)

Controlled cord traction, oxytocics, fundal massage

Pre-referral of labour

complications

management

Stabilization of women in labour to lower level health
facilities with complications that require referral to a
hospital

Obstructed Labour

Assisted vaginal delivery (10% of obstructed cases) and C-
section (90%)

Magnesium Sulphate management
of Eclampsia

Management of severe eclampsia

New-born resuscitation (clinic based
deliveries)

Detection of breathing problems and resuscitation of
new born when required

New-born - treatment of local infections

Conjunctivitis, infection of the umbilical stump and other
local infections

Kangaroo mother care

For premature new-borns

Post-natal preventive care

Postnatal preventive care including 2 home visits

Mastitis

Treatment of mastitis

Post-Partum Haemorrhage

Treatment for post-partum haemorrhage

Maternal sepsis management

Treatment of sepsis within 42 days of delivery

New-born Sepsis - injectable
antibiotics

IAdministration of intramuscular antibiotics for neonatal
sepsis, meningitis or pneumonia

New-born Sepsis - Full supportive
Care

Hospital based management of sick new born as an
inpatientwith

supportive care

Table 4: Labour and Delivery Care and EmONC Interventions

3.2.1.3 BMPHS children under-5 interventions

Intervention

Comments

Vitamin A supplementation for

treatment of xerophthalmia

Therapeutic doses of Vitamin A for treatment of
xerophthalmia including night blindness, Bitot's spots,
corneal xerosis, corneal ulceration and keratomalacia

Management of mild and moderate

diarrhoea with ORT

ORS

Zinc for diarrheal treatment

Oral zinc

Antibiotics for dysentery
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Treatment of severe diarrhoea (children) Treatment with IV Fluids

Pneumonia treatment (children)

Treatment of severe malaria (children) Diagnosis and treatment with Artesunate-based
Combination Therapy

Vitamin A for measles treatment (children) [Non-complicated measles with Vitamin A therapy

Treatment of severe measles At referral level
Prevention and Management of AcutelAt the facility level to include Growth Monitoring, Micro-
Malnutrition Nutrient Powders, BCC for IYCF

Table 5: Under-5 Interventions

3.2.1.4 BMPHS Childhood vaccine interventions

Intervention Comments
Measles (2 doses) 2 doses
Haemophilus influenzae type b (3 doses) |3 doses
DPT (3 doses) 3 doses
Pneumococcal (3 doses) 3 doses
Polio (3 doses) 3 doses
BCG (1 dose) 1 dose
Yellow Fever

Hepatitis B

Table 6: Childhood Vaccines Interventions

3.2.1.5 BMPHS Malaria treatment and Non-Communicable Disease (NCD) screening and

prevention
Intervention Comments
Malaria Treatment (population over 5) Diagnosis and treatment with Artesunate-based

combination drugs (ACTSs)

Screeningforrisk of Cardiovascular Disease  [Bloodglucose, Cholesterol, Urine analysis and counselling
and Diabetes
Table 7: Malaria and NCD Interventions

3.2.1.6 BMPHS Family Planning interventions

Intervention Comments

Pills Combination (Estrogen + Progestagen) oronly Progestagen
Condoms Male (95%) and Female (5%) 120 per year

Injectables

IUCD Copper-T 380-A IUD (10 years)

Implants

Table 8: Family Planning Interventions

3.2.2 Exclusions from the BMPHS

1. Treatment and procedures for conditions or diagnosis not listed under the benefit
package

2. Treatment and procedures not designated for a target group e.g. vaccinations for
adults

3. Occupational/industrial injuries to the extent covered under the Workmen
Compensation Act.

4.  Injuries resulting from:
i. Natural disasters, e.g. earthquakes, landslides.
ii. Conflicts, social unrest, riots, wars.

Jwe
h \—~

| 51 Basic Health Provision Fund



5. Injuries arising from extreme sports, e.g. car racing, horse racing, polo,
mountaineering, boxing, wrestling, etc.

6. Epidemics overwhelming the primary healthcare centre

7. Drug abuse/addiction

8.  Domiciliary visit

9.  Surgical procedures

10. Optical care

11.  Dental care

12.  Treatment of congenital malformations

13.  Prematurity

14. Treatment of infertility including Artificial insemination, including IVF and ICSI

15.  Post mortem examination and embalming

3.2.3 Review of benefit package/The Basic Minimum Package of Health Services

3.2.3.1 Inthe first five (5) years of implementation priority will be given to enhancing population
coverage rather than benefit package expansion however subsequently, the BMPHS
shall be systematically reviewed periodically (every 3 years).

3.2.3.2 States who opt to expand the benefit package shall do so via top-ups. The top-ups must
be actuarially costed and adequately funded with funds in a pool maintained at the SSHIA
but separate from the BHCPF.

3.2.4 Approachto costing and determination of the BMPHS

3.2.4.1 The economic costing of the BMPHS was implemented to inform the design and
implementation of the BHCPF by estimating costing scenarios of the BMPHS for
different coverage and unit cost levels, both nationally and at the level of the
participating states.

3.2.4.2 The objectives of the BMPHS costing were to:

Inform the design and implementation of the BHCPF by estimating the full
economic cost of the basic benefits package at the facility level through
sensitivity analysis for changes in coverage and input costs; national and
participating states projections; comparison of costs/revenues

Provide a view of the long-term investments required to guarantee access to
primary care as Nigeria moves to expand coverage and improve quality.
Provide a view of the short-term investments required for implementing the
BMPHS by providing quantitative input into discussions about marginal costand
payments and also inform resource allocation for the programme.

3.2.4.3 The economic costing methodology was based on the approach defined in the WHO One
Health Tool (OHT) and was achieved by:

Step 1. Bottom-up costing of recurrent cost by estimating input requirements
based on standards of practice for individual interventions contained in the
BMPHS

Step 2. The estimated unit cost was then multiplied across the population in
need to estimate population-level total cost

3.2.5 Beneficiaries

3.2.5.1 All Nigerians shall be eligible for the BMPHS however in the initial five (5) years of
implementation priority will be given to the rural poor.

3.2.5.2 The BMPHS has been further designed to target children below the age of 5 and
pregnantwomen. Other Nigerians in the priority rural poor communities shall only
benefit from malaria treatment and screening services for diabetes and hypertension.
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3.2.6 Rights and Privileges of Beneficiaries
The target Beneficiaries have a right to:

i. Be treated with respect, dignity, and privacy.

i. Receive information about the BMPHS, its benefits, policies, and participating
providers.

ii. Access care at no additional cost for covered services from participating public
or private providers after proper identification at the care facility without any
discrimination or prejudice

iv. Receive complete course of treatment and generic medications for covered
services

v. Change their primary care provider/Receive services from any designated
PHC

vi. Voice complaints and grievances about the health plan or care provided, and
to receive a timely response

vii. Participate in decision-making regarding their health care through the village
and ward development committees.

viii. Confidential treatment of their medical information

ix. Access to their medical record in accordance with the National Health Act.

3.2.7 Enrolment
3.2.7.1 Cost-effective efforts will be put in place to identify beneficiaries and manage utilization.

3.2.7.2 TheBMPHS has been structured as a low-cost universal health scheme hence no
extraordinary enrolment registration will be required. However, the BMPHS will piggy-
back on existing formal and informal identification mechanisms in addition to limited
registration on enrolment.

3.2.7.3 Registration shall befacility based and implemented at or priorto the first/inaugural
utilization by target beneficiaries in BHCPF registers.

3.2.7.4 Each beneficiary shall be enrolled and issued a pre-printed scheme ID card
personalized with details of the beneficiary’s preferred primary care provider and personal
identifiers (not limited to those listed below)

3.2.7.5 Identifiers mustinclude:
i. Name
i. Functional phone number and/or phone linked digital health wallets
ii. Aunique BHCPF identity number
iv. National identity number (NIN) where available
v. Head of household/spouse identifiers (Name, NIN, phone number or digital
health wallet)
vi. Name ofvillage
vii. Otheridentifiers as may be prescribed by The NSC and NHIS
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3.2.8 Organization of Healthcare Providers

3.2.8.1

3.28.2

Primary Care Providers (PCP) which are the entry point for accessing care under the
NHIS gateway. These providers provide essential preventive, curative and rehabilitative
healthcare services and serve as gatekeepers to the NHIS gateway. These shall
consist of the publicly owned NPHCDA designated PHCs in the wards, other public
PHCs and privately owned PHCs.

Secondary Care Providers (SCP), which provide specialist/specialized services to
beneficiaries referred from the PCPs. Primary Care Providers initiate the referrals and
shall maintain responsibility for arranging the referrals. SHC providers shall consist of
public general hospitals and equivalents and privately-owned hospitals, which are
equipped to offer designated specialist services under the BMPHS.

3.2.9 PHC Accreditation

3.2.9.1

3.2.9.2

3.293

3.2.94

3.295

3.2.9.6

3.2.9.7

3.2.9.8

3.29.9

Health facility accreditation refers to the detailed process of review that healthcare
facilities participate in, to demonstrate that they meet predetermined criteria and
standards established by the NPHCDA. All public PHCs will undergo a quality
improvement plan using a stepwise accreditation plan that enables facilities improving
quality of service delivery.

All public PHCs expected to benefit from this programme will also receive provisional
accreditation from the NHIS to enable them qualify for the NHIS gateway. This
accreditation will be reviewed one year after the provisional accreditation has been
issued. It is expected that the quality improvement plan under the NPCHDA gateway
would enable facilities improve and meet the NHIS minimum accreditation criteria.

One of the objectives of the BHCPF is to improve access and utilisation of basic
maternal health services with a special emphasis on the poor who are more
represented in rural areas. Given the need to reach the rural and poor communities,
this Operations Manual therefore sets out minimal accreditation standards. This is a
deliberate pro-poor choice of the BHCPF.

Any rural provider including the NPHCDA gateway designated public PHCs and other
PHCs and SHCs that wish to participate in the initiative shall be accredited by the
NPHCDA as an entry requirement.

The accreditation process for PHCs (see Appendix 4 for sample Process Form) will be
simple. It shall consist of electronic data capture (where possible), availability of
required staff and clinical functionality rather than just physical assets.

The limited criteria for the ‘kick-off’ of Accreditation of Rural Primary Healthcare Centres
are as enumerated in table below

In addition, the primary healthcare centres must meet applicable state
registration/licensing requirements. Such registration would be a prerequisite to
accreditation for participation in the BHCPF.

Health Care Providers who do not meet the accreditation requirements shall be
informed formally by documented communication.

Such providers will be given 3 months to make amends.

3.2.9.10 Following which a re-assessment will be done to determine their qualification.

3.2.9.11 Each accreditation shall be limited to three (3) years. Nonetheless, within this period,

provider accreditation may be suspended or withdrawn based on beneficiary feedback,
complaints and provider performance.
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3.2.9.12 SPHCDA officials may make spot/unscheduled checks to verify that personnel,
equipment and infrastructure requirements are maintained at the designated standards
post accreditation.

3.2.9.13 To ensure incremental quality improvement, each participating PHC will be required to
design and implement an annual quality improvement plan. Continued participation in
the BHCPF shall require that participating PHCs demonstrate incremental quality
improvement.

3.2.9.14 Accreditation requirements may be reviewed annually by the NPHCDA to promote
incremental quality improvement.
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INITIAL CRITERIA FOR SELECTION OF PHCs TO BENEFIT FROM BHCPF

A. CORE SERVICES
1 Reproductive Maternal New-born and Child Health

Reproductive Health

Family Planning

Maternal Health

Antenatal and Postnatal Care

Intermittent Treatment of Preventive Malaria
HIV Testing Services (HTS)

Immunization (Td)

Labour and Delivery

Neonatal Care

Umbilical cord care with Chlorhexidine
Child Health

Immunization

Growth Monitoring

Integrated Management of Childhood lliness

2 Control of other Communicable diseases:

Malaria

Intermittent Preventive Treatment for Malaria (IPT)
Case management of simple, non-complicated malaria

3 NUTRITION

Preconception:

Nutrition education

Early initiation of breastfeeding including consumption of colostrum
Promotion of Exclusive breastfeeding

Treatment of Minor Ailment and Injuries

B. ENABLERS

Health Education and community Mobilization
Formation and Reactivation of WDCs
PHC Facility based health education (talks and demonstration were possible

PHC Information System Forms for data submission

Table 9: Core Services and Enablers
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B. PHC EQUIPMENT

EQUIPMENT ITEM
Thermometer

‘Number ‘

1

Weighing scale

1

Paediatric weighing scale

1

Suction machine or Manual Suction Set (disposable)

IArtery forceps

Episiotomy scissors

Bed pan

Foetal stethoscope

Forceps jar

Length measure

Stainless galipot

Scalpel blade

Stethoscope

Drip stand

Delivery couch

Plastic bowl! with cover

Mackintosh sheet

Nail scrubbing brush

Gloves disposable pack

Tongue depressor

Cord clamps

Tape measure

\Vaginal speculum

Plastic waterproof apron

Disposable gloves

5ml syringes

Protective goggle

Waterproof of hair covering / cap

Protective Foot Covering

Placenta Dish / Receiver
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EQUIPMENT ITEM
Catheter — Self Retaining

‘Number ‘

Mucus Extractor

Sphygmomanometer

Flash Light (Rechargeable)

Episiotomy Scissors

Korckers Forceps

Cord Scissors

Sharps Scissors

Sterile Cord Clamp

Needle Holder

Dissecting Forceps

Bracelets

Sponge Holding Forceps

Baby Ambu Mask / Face Mask

Rectangular Bowl for Instruments

Partograph

Angle Poise Lamp

Table

Benches

Beds for admission and observation

Stool specimen bottles

Urine specimen bottles

Urine dipstick

RDT (kit and/or evidence of knowledge of its use)

Suture needles

Weighing scale (adult)

Stitch removal/suture

Direct drive solar refrigerator

Table 10: Equipment Items
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C. PHC ESSENTIAL DRUGS
Evidence of recent access to and dispensing of essential drugs.

D. HUMAN RESOURCE FOR PHC
At least 5 Skilled Health Workers of which two (2) MUST be Midwives.

E. INFRASTRUCTURE

Space in the Facility for:
Screening

Health Talk

Consulting

Treatment

Effective Drug Storage
Antenatal Care Clinic
Delivery

Observation

S@ 00T
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3.2.10 SHC Accreditation

3.2.10.1 SHCs will be subject to assessment to demonstrate that they meet predetermined quality
and patient safety criteria and standards established by the NPHCDA that qualifies the
healthcare facilities to be admitted as SHC providers. The NHIS will also accredit SHCs to
determine their suitability to effectively deliver the BMPHS.

3.2.10.2 Such requirements shall consist of general and specialty specific personnel,
infrastructure, equipment and process requirements for providing secondary care for
childhood ailments and assisted deliveries and emergency and elective Caesarean
Sections.

3.2.10.3 Such assessment shall apply to all public and private SHC providers desirous of
administering the BMPHS under the NHIS gateway.

3.2.10.4 Healthcare providers may have concurrent PHC and SHC specialty accreditation if they
meet both accreditation requirements.

3.2.11 Healthcare Provider Rights and Responsibilities

3.2.11.1 Both public and private sector (rural) healthcare providers shall be eligible to apply for
accreditation by the SPHCDA and participate in the NHIS gateway.

3.2.11.2 To be eligible to participate in the NHIS gateway initiative, each healthcare provider must
be accredited by both the SPHCDA & SSHIA.

3.2.11.3 Each facility shall meet the minimum criteria of quality standards before it can be
accredited. A quantitative quality supervisory checklist (developed by the NPHCDA) will
be administered to all enrolled facilities to monitor and ensure a consistent level of quality.

3.2.11.4 Healthcare providers shall not refuse treatment to any patient under the initiative or charge
user fees of any sort, either as a “Top-Up” or as “Co-Payment”

3.2.11.5 The provider willbe obligedtodisplay alarge poster (template attached as Appendix 6)in
front of its building publicizing: (i) that it provides free care for all pregnant women and
children; (ii) will provide free malaria treatment and blood pressure and diabetes
screening tests for all citizens; and (iii) the telephone number and web address of the
redress mechanism established by scheme.

3.2.11.6 Pre-selected public and private sector providers shall be paid retrospectively a bundled
fee (global payment) for providing designated services at no cost to the target population.

3.2.11.7 Healthcare providers shall maintain high standards of medical record keeping and submit
both clinical and administrative data to the SSHIA (for onward transmission to the NHIS
and the NSC) as and when due. The providers will allow auditors and IVAs designated
by NSC access to their records whenever required,;

3.2.11.8 Healthcare providers shall develop and maintain a referral system for the management
of emergency or complicated patients, so there is direct access between primary care
provider and neighbouring secondary health facilities with the capacity to manage such
cases.

3.2.11.9 Any patient determined to require emergency care, must be promptly referred and arrive
at the secondary centre within one hour (60 minutes) of the decision being made.

3.2.11.10 Selection and continued participation in the initiative is contingent on the healthcare
provider continually improving its quality of care and complying with BHCPF
requirements.

3.2.12 Contracting
Under the NHIS gateway, accredited PHC/SHC providers will sign contracts with the SSHIA.
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Electronic contracts alongside electronic signatures or pre-printed signatures of the authorized
representative(s) of SSHIA may be employed. Such contract will specify:

3.2.12.1 Roles and Responsibilities of the Healthcare Facility (PHC or SHC)
i.  Maintain accreditation requirements continually
i. Enrolmentand registration of beneficiaries
ii.  Provide BMPHS services to beneficiaries
iv.  Complywith the BHCPF Operations Manual and standard treatment guidelines
v.  Ensure beneficiaries’ satisfaction with the facility and services provided
vi.  Provide data returns on utilization of services and other reports to the LG
HMIS units and the SSHIA by the 15th of each successive month at the latest
vii.  Report any complaints to the SSHIA and/or the NHIS
vii. ~ Limit delivery of services to accreditation status as PHC or SHC
ix.  Carry out routine community outreaches and health education of beneficiaries
x.  Institutionalization of internal quality management systems
xi.  Other responsibilities to ensure the viability of the Programme as may be
determined by NHIS from time to time.

3.2.12.2 Roles and Responsibilities of SSHIA

i.  Mobilization of individuals and families

ii. Continuous sensitizationof beneficiaries

ii. Provide tools required for enrolment and registration of beneficiaries

iv. Contracting of Healthcare Facilities

v. Effect timely payments to Health Care Providers

vi. Ensure effective processing of claims (Primary and Secondary Services)

vii. Carry out continuous quality assurance of healthcare services

viii. Ensure timely approval of referrals and undertake necessary follow up to
complete referrals

ix. Effect necessary data returns to the NHIS in line with the Operations Manual

Xx.  Comply with other provisions as spelt out in the Operations Manual

xi. Education of beneficiaries and providers about the SSHIA

xii. Institutionalization of quality management systems

xiii. Other responsibilities to ensure the viability of the Programme as may be
determinedbythe NSCfrom time totime

3.2.12.3 Addendum
i. Addenda to Health Care Provider contracts will be by way of an update
incorporating additions or deletions or additional stakeholders.
i. All addenda will require execution by the authorized representatives of the
SSHIA and the healthcare provider.
ii. Suchaddenda may be administered in hard copy or by electronic means

3.2.13 Conditions for Renewal of Accreditation
3.2.13.1 Accreditation of every Health Care Provider shall be renewable every three (3) years.
3.2.13.2 Notification for renewal shall be provided by the SSHIA or her assigned agents.

3.2.13.3 Some of the criteria for renewal shall include:

i.  Annualfacility licensure by SMoH or other prescribed State entity

i. Continued compliance with conditions for initial accreditation or as updated by
NPHCDA

ii.  Health Care Provider must have made all returns due to the LG M&E and the
SSHIA

iv.  Possess valid current licenses of personnel and registration with regulatory
bodies.

v.  Evidence of internal quality management system and incremental quality

improvement.
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vi.  Compliance with this BHCPF Operations Manual
vii.  Other criteria as may be announced by NHIS

3.2.13.4 Health Care Providers who do not meet the renewal requirements shall be informed
formally by way of a formal communication.
i.  Such providers will be given three (3) months to make amends.
i. Following which a re-assessment will be done to determine their qualification
or non-qualification

3.2.13.5 Health Care Providers who fail to qualify following the repeat assessment will be delisted
from the NHIS gateway
i.  Such providers will be informed via formal communication and publication on
the SSHIA website.
i. Beneficiaries with such providers will be assigned to the nearest accredited
Primary Health Care Provider.
iii. Beneficiaries have the choice to be transferred initially or subsequently to
providers of their choice within their ward.

3.2.14 Provider Exit from the NHIS Gateway/Relocation/ Change of Name

3.2.14.1 Provider Exit
A health care facility wishing to exit from the operation of the NHIS gateway shall:
i. Have the concurrence of its ward development committee if publicly owned
ii. Givethree (3) months written notice to their SSHIA.
iii. Inform its beneficiaries by publication on its publicly viewable notice board and
othermeanssuch as town criers, bulk SMS etc.
iv.  Accord NHIS gateway beneficiaries the necessary rights and privileges due to
themasbeneficiaries of the NHIS gateway within the three (3) month period of
this notice.

3.2.14.2 Provider Relocation
Any healthcare facility wishing to relocate to a new site and still operate under the NHIS gateway
must:
i.  Give a three (3) months written notice to their SSHIA of its intention.
ii. Apply for inspection and approval of the new premises by the SSHIA.
ii. Inform its beneficiaries by publication on its publicly viewable notice board and
other means such as town criers, bulk SMS etc.
iv. The facility shall accord NHIS gateway beneficiaries the necessary rights and
privileges due to them as beneficiaries of the NHIS gateway within the 3-
month period of this notice and thereafter.

3.2.14.3 Change of Name/Ownership
Any health care facility wishing to change name/ownership and still operate under NHIS gateway
must:

i.  Give a three (3) months written notice to their SSHIA of its intention.

ii. If its trade name i.e. public name is affected, the facility must publish its
change of name in at least one (1) newspaper with significant circulation in
the state/local government.

ii. Inform its beneficiaries by publication on its publicly viewable notice board and
other means such as town criers, bulk SMS etc.

iv.  Notify the SSHIA formally attaching evidence of newspaper publication where
applicable and CAC approval if the business name is registered with the CAC.
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3.2.15 Beneficiary Access toCare

3.2.15.1 All beneficiaries are to access PHC services from the PHCs in their ward

3.2.15.2 The beneficiaries should be registered with one PHC in their wards as their Primary Care
Provider. This registration must be completed before or during the first encounter i.e.
presentationtothe PHC for healthcare services,

3.2.15.3 All access to care shall commence from the PHCs in their wards except for covered
medical, obstetrics and surgical emergencies.

3.2.16 Beneficiaryldentification and Eligibility Verification

3.2.16.1 Identification of beneficiaries atthe provider locations is essential to prevent benefit leakage
or overutilization.

Validate identity using formal means such as prior PHC registration,
national/community/employment identity cards, phone numbers, biometrics,
SMS shortcode or other prescribed means provided or supported by the SSHIA
OR

Validate using informal means such as confirmation by ward residents or facility
health officials

Other means as may be prescribed, provided or supported by the SSHIA

3.2.16.2 Ensure beneficiary is eligible to access care as one of the target group beneficiaries

Age 5 and below — eligible until 6th birthday for designated benefits

Pregnant woman — eligible from first trimester to 6 weeks post-natal for
designated benefits

All population — eligible for malaria treatment and hypertension and diabetes
screening
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3.2.17 Providing Care to Eligible Beneficiaries

3.2.17.1 The beneficiaries are expected at their PHC only when they have a health concern, need
medical attention or a covered screening.

3.2.17.2 ltis very important that the beneficiaries:

Receive access to care and medical services timely and in a courteous and
caring manner.

Consult with medical personnel in their assigned PCP in line with prescribed
standard treatment guidelines published or approved by the NHIS.

Are informed about the treatment options including drugs, necessary
diagnostic tests, and access to needed specialist care by referral.

Are treated with respect, dignity and privacy, as well as confidential treatment

Arereferredtoappropriate SHC providersinatimely mannerwhen indicatedand

Are treated at no cost as healthcare providers shall not solicit, collect nor charge
any fee from a beneficiary in addition to the fees payable by the SSHIA.

iv.
of their medical information.
V.
in line with this Operations Manual.
Vi.
Vii.

Are treated according to designated or approved standard treatment guidelines

3.2.18 Treatment of Persons Not Registered with the Provider/Resident in the Ward

It is important to take note that persons who may not be resident in the ward are eligible to receive
care if they meet target group eligibility criteria above. Such non-resident eligible beneficiaries
may be attended to:

3.2.18.1 For emergency care - immediate healthcare services offered to cater for life-threatening
conditions or conditions, which may result in significant deterioration of their quality of life
if not treated. Beneficiaries on a visit to another part of town requiring emergency care
should be catered for similarly. The beneficiaries must present with a formal identity card
or can be identified informally by the healthcare officials, community members or
relatives. Claims should be sent to SSHIA including the unique identifier of the non-
resident beneficiary, and medical report, for reimbursement for theservice.

3.2.18.2 When referred by a PHC to another PHC/SHC in another ward

3.2.19 Provider Access Standards
Access standards are service delivery benchmarks all providers are encouraged to conform to in

order to ensure prompt and timely delivery of healthcare services to all beneficiaries. This applies
to PHC and SHC providers.

Service

Standards

Minimum Provider Operating Hours

Primary Care Services

24 hours daily access (for PHCs in rural
areas)”*

Specialist Obstetric Services

24 hours daily (for SHCs)

Routine Specialist Clinics***

Min. once a week (for SHCs)

Emergency services**

24 hours provision*

B
C
D
2

Internal Waiting Time

< 60 minutes

*PCPs in rural underserved areas will at the minimum offer access to BMPHS benefits for 24
hours daily. For facilities that operate for less than 24 hours, designated medical staff should be
on call and availablewithin 30 minutes to attend to emergency cases that present after opening
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hours.

**Emergency care — care required for an unexpected condition, iliness or injury which necessitates
the immediate care and attention of a qualified healthcare worker, and which, if not treated
immediately, would jeopardize or impair the health of the Beneficiary or may lead to death or
reduced quality of life.

***Routine care — care scheduled for the treatment of non-urgent and non-emergency conditions.
Urgent care — care required for a sudden iliness or condition that necessitates medical care right
away but is not life threatening.

3.2.20 Referrals

All non-emergency access to care shall be via PCP. Cases beyond the competence or capacity
of the primary care provider, complicated cases, high risk cases, emergency cases, cases out of
primary care scope and other cases that require specialist attention are to be referred in line with
the following laid down guidelines from the Primary to Secondary levels:

i.  Apatientmaybe referred fromaPrimarytoa Secondary/Tertiary Service Facility
due to need for specialized investigations, for medical/ surgical reasons or
other services — diagnostic, physiotherapy etc.

. Referral can be within the same facility with primary and secondary
accreditation or from one provider to anotherprovider.

ii.  Rarely a referral may arise from one PHC to another PHC if services are not
available at the referring PHC or it is expedient for to save life.

iv.  Following stabilization and treatment the referred Beneficiary is expected to
be referred back to his primary care providerwith amedicalreportandfollowup
treatmentinstructions and/or protocol.

3.2.20.1 Basic Principles of Referral

i. There must be a clinical basis for referral - Cases beyond the competence or
capacity of the primary care provider, complicated cases, high risk cases,
emergency cases, cases out of primary care scope and other cases that
require specialist attention.

i. Patient must be resuscitated and stabilized

ii.  Primary care physicians are obliged to refer promptly to the next level of care.

iv.  Areferral line (target SHC) must be confirmed.

v.  Areferral letter must accompany every case.

vi.  Personal and medical details must be contained in the referral letter.

vii.  Allinvestigations carried out at a lower level must be transferred to the referral
centre.

viii. The outcome of a referral should be satisfactorily and properly documented by
the SHC.

ix. Referred cases must be sent back by the SHC/specialist after completion of
treatment to the referring PHC facility, with a medical report and instructions
for follow-up management.

3.2.20.2 Information Required for Referral
i. Patient's name, gender, age and address
i. Referring Health Care Provider's name and referring unit (department/clinic), if
applicable

ii. Referring healthcare facility’s SSHIA code

iv. Patient’s hospitalnumber

v. Patient’s unique identifier (To Be Determined)

vi. Referral date

vii.  Clinical findings/investigations and results

vii. Treatment administered before referral

ix. Provisional diagnosis

X.  Reasons forreferral

xi. Referral code obtained from the SSHIA huwe
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Xii.

Referring personnel’s name and signature

3.2.20.3 Claims Management for PHC and SHC services

Vi.

Vii.

viii.

iX.

Provider collates and submits claims using claims formin hard copy or electronic
form in the format approved by NHIS and the NSC

a. NHIS and the NSC may provide an online portal, which synchronizes with
providers’ EMRs ensuring seamless exchange of claims data and other
required data.

b. NHIS and the NSC may provide mobile data transfer wallets/portals or
applications which enable mobile data submission

c. NHIS and the NSC will make available appropriate APls (Application
Programme Interface) that allows seamless exchange of encounter,
claims and other data) between providerss EMRs and SSHIA’s
databases.

Provider ensures that all fields are filled particularly:

Beneficiary name, age, phone number, address,

Name of doctor/care provider

Name of the hospital providing the service

The date of service

The diagnosis, investigation and therapy codes as applicable

The charges for the service. Charges should be in line with the valid BHCPF
reimbursement schedule

Provider sends filled claims forms physically or electronically to their SSHIA
within 30 days following the month in which the claims were incurred.

SSHIA will process claims within 30 days of receipt for all beneficiaries
provided that the following conditions are met:

a. SSHIA receives the claim within 30 days from the last day of the month
of the encounter.

b. Claims are submitted using the SSHIA pre-numbered claims booklets
given to all participating providers or the SSHIA electronic data
management format or system

c. All the necessary fields in the form or are appropriately completed, with
all the required elements:

Payment for claims cleared will be made to the healthcare providers by the
SPFMU.

Reimbursement of claims will be paid based on the BMPHS benefits and
contracted tariff.

Enquiries regarding the status of providers’ claims by the providers can be
made by:

a. Calling the SSHIA contact centres

b. Web Based ProviderPortal

c. Mobile ProviderApplication

d. SMS claims status short code

e. Otherchannels as determined by the NHIS and the NSC

Claims submitted by providers will be denied underthe following circumstances:
a. Claims submitted on a format other than the authorized Claims forms or

electronic data format/Channel

Data fields not filled completely or incorrectly filled

Claims submitted more than 90 days from the date of service

Duplicate claims submitted

Claims for encounters not reported in the monthly utilization report

Claim that is fraudulent

All claims that do not follow the guidelines listed under section 3.2.20.3

(Submission of Claims).

Provider dissatisfied with claims denial or processing outcome may appeal to

the ES of the SSHIA and the NHIS.

~P0 o0 T
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3.2.21 Safeguards to prevent over and under-utilization:
Shall rely on
i.  Beneficiary access of primary care through PHC in ward
ii. Beneficiary registration with PHC in ward
ii. Provider compliance with beneficiary identification
iv. Provider compliance with beneficiary benefit validation
v.  Provider compliance with NHIS BHCPF treatment guidelines
vi. Provider compliance with NHIS BHCPF medicines list
vii. Provider compliance with NHIS BHCPF tariff and claims submission
vii. SSHIA claims processing
ix. IVA monitoring and evaluation

3.3 The EMT gateway:

The EMT Gateway shall provide funding to ensure all Nigerians are able to receive the Emergency
Medical Treatment (EMT) component of the BHCPF at no cost. The EMT component of the
BHCPF shall consist of three (3) modules:

3.3.1 Components of the EMT gateway

3.3.1.1 Scene (Emergency Pre-Hospital) Care: Tier One First Responder, Tier Two Basic Pre-
Hospital Trauma Care, Tier Three Advanced Prehospital Trauma Care, Care
Documentation. Ambulance Service Providers shall provide, as a standard of care,
“Scene Incident Managers (SIMs)” who shall secure the scene, coordinate the
Emergency Response, all communications and transport from the RTI scene.

3.3.1.2 Transfer (Transportation & Communication): Field Triage, Ground Transportation, Air
Medical Transport, “Universal” Telephone Number

3.3.1.3 Facility (Initial Evaluation, Diagnosis & Resuscitation and In-Hospital Care): Reception-
Registration, Screening, Triage, Handover; Emergency Unit Care-Initial Assessment &
Resuscitation, Monitoring and Revaluation, Detailed Assessment, Diagnostic Studies,
Additional Therapeutics; Inpatient Care-Early Operative Care, Early Critical Care
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3.3.2 EMT Providers

3.3.21

3.3.2.2

3.3.2.3

3.3.2.4

3.3.25

3.3.2.6

3.3.2.7

3.3.2.8

3.3.2.9

Both private and public healthcare providers shall be eligible to apply for accreditation
and participation in the initiative

To be eligible and receive payment in this initiative, each healthcare provider must be
accredited by the NPHCDA and registered by the DHS as designated EMT service
providers of any of the three (3) modules indicated above

Each provider shall meet the minimum criteria of quality standards before it can be
accredited. A quantitative quality supervisory checklist will be administered to all enrolled
providers to monitor and ensure a consistent level of quality.

Designated EMT providers shall not refuse treatment to any patient under the initiative or
charge user fees, either as a “Top-Up” or as “Co-Payment”

Designated EMT providers shall maintain high standards of medical record keeping and
submit both clinical and administrative data (to TPAs appointed by the DHS) as and when
due.

Ambulance Service Providers shall develop and maintain a robust communications and
referral system for the management of emergency patients, so there is direct access
between Ambulance Service Provider and neighbouring Emergency Care facilities with
the capacity to manage any such cases.

Any patient determined to require emergency care, must be promptly transported and
arrive at the Emergency Care centre within half an hour (30 minutes) of the decision
being made.

Selection and continued participation in the EMT gateway are contingent on the EMT
service provider maintaining adequate quality standards of care and complying with
BHCPF requirements.

Designated EMT Providers must remain in good professional standing with their
registration bodies, including meeting Continuous Professional Development (CPD)
requirements.
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3.3.3 Operation of the EMT Gateway

3.3.3.1 In the first three (3) years of its operation, the EMT Gateway shall be implemented as
an INTERVENTION programme, with a view to addressing the excess mortality
surrounding fatal Road Traffic Injuries (RTIs) in Nigeria

3.3.3.2 To significantly reduce mortality during the first three (3) years of operation of the
Fund, six (6) most dangerous routes in Nigeria, designated “Accident Hotspots” (Table
4) will be targeted with deployment of maximum resources

3.3.3.3 During this initial period, a Universal Emergency Number that would be valid
throughout the catchment areas, available by telephone (landline or mobile), easy to
remember and dial (i.e., limited to 3 or 4 digits) and would be toll free would be
commissioned by the Secretariat of the NSC.

3.3.34 Emergency Care Providers near (30 km radius) to each of these “Accident Hotspots”
will be identified and incentivized to significantly upgrade and improve their capacity
and capability and offered maximum assistance for accreditation to participate in this
initiative.

3.3.3.5 Sunset Clause: After this initial period of three years, a fresh set of Guidelines shall
be drawn up outlining the terms for the operation of the EMT Gateway especially on
the eligibility of other providers (urban and rural) to be accredited into and join the
initiative. Annual implementation findings shall be used to improve program delivery
as approved by the NSC.

Accident
Hotspots
ROUTE NO OF RTI FATALITIES (2015) \

1 |Abuja-Lokoja 293

2 |Lagos-lbadan 154

3 |Doka-Kaduna 94

4 [Onitsha-Awka 74

5 [Lagos-Ore 57

*6 |Abeokuta-Lagos 51

Table 11: Top Six routes for road traffic injuries fatalities in Nigeria (2015)
Source: Federal Road Safety Commission Annual Report 2015
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3.3.4 Commissioning of EMT Services

3.3.41

3.34.2

3.34.3

3.34.4

3.34.5

Day-to day operational aspects of the EMT Gateway shall be carried out by EMT
Providers and Facilities who shall either be for-profit or not-for-profit organisations;
contracted to carry out defined functions and roles on behalf of the DHS and FMoH.

The DHS shall commission (Strategic Purchasing) accredited Ambulance Service
Providers nationwide, including the Federal Road Safety Corps (FRSC), State
Ambulance Services, National Emergency Management Agency (NEMA), Private
Sector Ambulance Service Providers and Voluntary Sector Ambulance Service
Providers.

The DHS shall commission nationwide (Strategic Purchasing) accredited Healthcare
Providers with capacity and personnel for Emergency Initial Evaluation, Diagnosis &
Resuscitation and any required basic In-Hospital Care including the Federal Tertiary
Centres, State Tertiary Centres, Private Sector Tertiary and Emergency Care
Providers and Voluntary Sector Tertiary and Emergency Care Providers

The DHS shall commission nationwide (Strategic Purchasing) Healthcare Providers
who shall be engaged provisionally for three (3) years in the first instance.

At the expiration of the initial three (3) year contract, the contract maybe renewed
provided there is a favourable assessment of medical performance of the designated
EMT provider and compliance with BHCPF requirements.

3.3.5 EMT Provider Contracting for the EMT Gateway

Under the EMT gateway, designated EMT providers will be contracted by the DHS. Electronic
contracts alongside electronic signatures or pre-printed signatures of the authorized
representative of DHS may be employed. Such contract will specify:

3.3.5.1

3.3.5.2

3.3.5.3

Roles and Responsibilities of the EMT providers include:

i.  Provide EMT services as designated

i. Comply with the BHCPF Operations Manual and standard treatment
guidelines

ii.  Ensure beneficiaries’ satisfaction with EMT services and facilities

iv.  Provide data returns on service utilization promptly

v. Institutionalization of internal quality management systems

vi.  Other responsibilities to ensure the viability of the Programme as may be
determined by the DHS and the NSC from time to time.

Roles and Responsibilities of the DHS

i.  Set guidelines and standards for the Programme

ii. Effecttimely release of payments to the EMT providers

ii. Carry out continuous quality assurance to ensure qualitative healthcare
services and Programme management

iv. Technical Support to the EMT providers

v. Advocacy, Sensitization and mobilization.

vi. Other activities required to ensure the viability of the Programme as may be
determined by NCH from time to time

Addendum

Addenda to the EMT contracts will be by way of an update incorporating additions or deletions or
additional stakeholders.

i.  Alladdenda will require execution by the authorized representatives of DHS and
the EMT provider.
i. Suchaddendamay be administered in hard copy or by electronic means
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3.3.6 Conditions for Renewal of EMT provider contract

3.3.6.1
3.3.6.2

3.3.6.3

3.3.6.4

EMT provider contracts shall be renewable every three (3) years.

Criteria for renewal shall include:

iv.

V.

Vi.
Vii.

Annual facility licensure by MOH or other prescribed State entity

Continued compliance with conditions for initial accreditation or as updated by
the DHS

EMT Provider must have made all data returns due to the DHS

Possess valid current licenses of personnel and registration with regulatory
bodies.

Evidence of internal quality management system and demonstrable
incremental quality improvement.

Compliance with this BHCPF Operations Manual

Other criteria as may be announced by the DHS

EMT Providers who do not meet the renewal requirements shall be informed by formal
documentation.

Such providers will be given 3 months to make amends.
Following which a re-assessment will be done to determine their qualifications.

EMT Providers who fail to qualify following the repeat assessment will be delisted from
the EMT gateway

Such providers will be informed via formal communication.
Alternate EMT providers will be contracted and enlisted into the EMT gateway

3.3.7 Provider Payment Model

3.3.71

Shall be implemented as described under section 2.1.10 of this document

ywe
h \

| 71

Basic Health Provision Fund



4 MONITORING AND EVALUATION OF THE BHCPF

4.1 Monitoring and evaluation of the BHCPF:
M&E for the BHCPF shall span all stakeholders, their interdependencies, processes and performance
across the 3 gateways: NPHCDA Gateway, NHIS Gateway and the EMT gateway

4.2 Scope of the BHCPFM&E
For each gateway, M&E shall span:
i. Processes: How compliant are Federal, State and facility entities with the
BHCPF’s governance, administrative, financial and operational/service
delivery processes?
i. Outputs: What has been the utilization of designated services by target groups?
iii. Outcomes: What are the health and socio-economic impacts of these
interventions?

4.3 Objectives of the BHCPF M&E

To test the feasibility and effectiveness of the BHCPF model so that decisions can be made quickly
about financing, implementation arrangements, and expansion of the BHCPF. In the slightly longer
term amore robust “impact evaluation” on population level coverage, quality of care, and possibly
health outcomes would be conducted to determine the impact of the BHCPF.

4.4 Approach

The M&E shall ensure a robust mechanism for information collection and analysis. It will capture
information as quickly as possible and will focus primarily on process measures, funds flow, and
verification of routinely reported data and invoices, and other aspects of implementation.

4.5 Indicators

451 Process Measures

i. Funds were transferred electronically in the correct amount and in a timely
fashion only to those providers/facilities who were supposed to receive BHCPF
funds;

i. BHCPF funds received by public health facilities were used appropriately;

ii. Verification that services paid for under the NHIS gateway actually provided;

iv. Actual cost of services to patients; and

v. Patient satisfaction.

4.5.2 Output Measures
These consist of coverage and quality measures which will be disaggregated by income quintile
to assess the BHCPF’s impact on equity. The proportion of services provided in the private and
public sectors will also be disaggregated. These measures consist of:

vi. Antenatal care coverage;

vii. Skilled birth attendance;

viii. Post-natal care coverage;

ix. Modern Contraceptive Prevalence Rate (CPR);

x.  Penta3 immunization coverage,;

xi.  Common childhood illnesses treated; and

xii. Quality of care as measured by a series of indicators measured through the

National Health Facility Survey.

4.5.3 Impact Measures:

4.5.3.1 It may be worthwhile to track or record baseline measures for:
i. The neonatal mortality rate and stillbirth rate
i Maternal mortality rateand
ii.  Financial risk protection.
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4.6 Data Sources:
Various sources of data would be employed to implement the M&E for the BHCPF start-up,

including:

Audit of Fund Holders and Public Facilities will be carried out to determine
whether the proper amounts have been paid to the right providers’/health
facilities on a timely basis, with proper documentation, and that funds have
been used appropriately.

Health Facility /Provider Verification Visits will be carried out by a third party
at baseline and on a regular basis thereafter to a sample of public and private
sector health facilities. Building on the experience with performance-based
financing (PBF) in Nigeria, the verification visits will include: (a) comparison of
DHIS-2 monthly reports or BHCPF invoices with information in the registers
or patient records in the facility; (b) quick assessments of infrastructure,
equipment, drug availability, and other aspects of quality; (c) adherence to the
regulations and conditions of the BHCPF; (d) documentation of changes (e.g.;
photographs, reports); etc.

Household Verification Visits (and phone calls) will be conducted randomly
semi-annually in a way like what is done under PBF. A sample of patients
identified from registers or records will be visited in their houses (or called by
telephone) to establish: (a) whether they exist; (b) whether they received the
stipulated services on the stipulated date; (c) whether they were happy with
the services they received; and (d) how much they paid for the services.
This service audit will be conducted randomly semi-annually.

The 2016-17 Multiple Indicator Cluster Survey (MICS) carried out by NBS with
support from UNICEF. This large, nation-wide, household survey provides a
sample of nearly 1,000 households per state and collects data on impact and
output measures as well as important co-variates (income, education, etc.)

Customized Household Survey 2018 will be carried out in BHCPF start-up
states and would be modelled onthe MICS but would use a shorter recall period
(1year) and probably alarger sample size. It will also include questions on health
expenditures and patient satisfaction not included in the MICS.

National Health Facility Survey (NHFS) will be conducted annually as part of
data strengthening under the BHCPF programme.

4.7 Mechanisms for Process and Output monitoring of the BHCPF
4.7.1 Process and Output Monitoring of the NPHCDA Gateway
Monitoring of disbursements shall take place as follows:

4.7.1.1 Ex-Ante Verification of NPHCDA gateway

4.7.1.1.1 Guiding Principles of ex-ante verification
i.

Shall take place prior to the initial disbursement of funds to State Primary
Healthcare Development Agencies.

Shall provide satisfactory evidence to the NSC that all participating States
have made a budgetary provision for PHC in their annual budget/appropriation
for the disbursement year and such provisions have been released into the
State’s BHCPF account at the CBN.

Shall take place for hundred percent (100%) of participating States.
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4.7.1.1.2 Ex-Ante Verification Mechanism

i.  States through the Commissioner of Health shall submit to The NSC through
the NPHCDA, no later than 30th March of each year, State budgets for health
that evidences appropriation projections for Primary Healthcare

ii. Budgets shall also be publicly disclosed on the website of either the State
Government, its Ministry of Health or State Primary Healthcare Development
Agency, within 1 week of passage by the legislature

ii. States are required to provide evidence that PHC budget provisions are
released and that provisions for operational budget support of the PHCs are
paid into the State’s BHCPF account at the CBN.

iv. States shall be required to submit quarterly reports of utilization data for key
indicators, including outpatient visits (including for children under-five),
antenatal visits, skilled deliveries, postnatal visits and immunization

4.7.1.2 Ex-Post Verification of NPHCDA Disbursements:

4.7.1.2.1 Guiding Principles of Ex-Post Verification
i.  Shallprovide satisfactory evidence tothe NSC appointed IVA that:

a. All participating States have disbursed hundred percent (100%) of funds
received to 100% of participating facilities;

b. Facilities have been given the autonomy to run individual bank accounts,
book-keeping and accounting;

c. Facilities have been given the autonomy to expend resources based on
facility/community health needs as determined by the facility
management and in accordance with the guidelines set out in the
Memorandum of Understanding.

d. Thefunds have been utilized to improve the infrastructure and operational
capabilities of the facilities to provide quality healthcare services

ii. Shall take place in least ten to fifteen (10 -15%) of facilities in each
participating state;

ii. Shall be completed no later than end of the 3rd quarter or 30th of September
of the disbursement year;

iv. Completion of verification shall trigger the disbursement of the next tranche of
funds due to the participating States from the Fund; and

v. Non-payment of facilities shall result in withholding of the next tranche of funds
as outlined earlier.

4.7.1.2.2 Ex-post Verification Mechanism
ii. The NSC appointed IVA which preferable shall be a third-party Government
Organisation or Academic Institution shall use the sampling frame of all
participating facilities to randomly select at least fifteen percent (15%) of
facilities as targets for the verification exercise

ii. At State level, the IVA shall use the designated verification checklists to assess
the following:

a. Statement of accounts to ascertain the date of receipt of funds from
the Fund (Federal Level).

b. Payment vouchers for evidence of disbursement of funds to facilities
no later than one
month following the SPHCDA's receipt of the first tranche of funds from
Federal level.

c. Quarterly reports of utilization data for key indicators including
outpatient visits (including for children under-five), antenatal visits,
skilled deliveries, postnatal visits and immunization.

iv.  Atfacility level the IVA shall:
a. Establish from facility bank statements a triangulation, that amounts
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due to health facilities from SPHCDA were received as due no later
than one month following the SPHCDA'’s receipt of the first tranche of
funds from Federal level.

v.  Establish from facility’s income and expense statements that health facilities
have expended resources in accordance with pre-defined guidelines as
outlined above and as agreed in the Memorandum of Understanding signed
with the State. Verification reports shall be collated for the State, by The IVA
and be completed no later than the end of the third quarter of the disbursement
year

vi.  The NSC shall review and approve or withhold funds due to States, based on
the submissions, no later than two (2) weeks following the end of the third
quarter of the disbursement year

vii. States defaulting on the disbursement or reporting requirements shall be
subject to penalties as outlined in section six (6) of this document.

4.7.2 Process and output Monitoring of the NHIS Gateway

4.7.2.1 Provider Accreditation

4.7.2.1.1 Guiding Principles
Provider accreditation under these Guidelines shall:
i.  Take place prior to enlistment of primary and secondary healthcare providers
into the NHIS gateway; and
i. Entail assessment of the providers by the NHIS/SSHIA using a range of basic
minimum criteria (described in Appendix 2) to determine capability of the
providers to safely deliver BMPHS services and provision of satisfactory
evidence to the NSC on the suitability of providers to participate in the
programme:

4.7.2.1.2 Provider Accreditation Mechanism
i. Detailed overview of accreditation process available in section 3 of this
Operations Manual
ii. Detailed overview of re-accreditation requirements is available in section 3 of
this Operations Manual.

4.7.2.2 Ex-Post Verification of Utilization at Provider Level

4.7.2.2.1 Guiding Principles
i.  Ex-post verification of utilization at provider level shall:

a. Take place to provide satisfactory validation to the NSC, that the quantum of
services reported by health facilities have been performed.

b. Take place in least ten to fifteen (10-15%) of facilities in each participating
state.

c. Be completed by the IVA no later than one month following a bi-annual
review.

4.7.2.2.2 Mechanism for Ex-Post Verification of Utilization at Provider Level
i. Participating health facilities shall report services rendered routinely on
provided claims forms or on a real-time/near real-time basis using the
designated mobile/electronic application:

a. Atprimary health care level: a service rendered shall be defined as the
continuum of four or more antenatal visits, delivery attended by skilled
personalandapost-natalvisitwithin48 hours of delivery, treatment of under
5 childhood illnesses, treatment of malaria and screening for non-
communicable diseases specified in this manual.

b. At secondary level: Assisted deliveries, Caesarean Sections and
admission services following referral from an eligible primary healthcare
facility

c. Data shall contain complete bio-data of beneficiaries, including name,
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Vi.

telephone number, address and relative’s contact details
The IVA shall randomly select, from a sampling frame of all eligible facilities,
a sample of up to fifteen percent (15%) of health facilities for verification. Risk
profiled health facilities will be prioritized.
The verification team shall make phone calls to trace back beneficiaries,
verify the service they assessed from the health facility and elicit their
perception on the quality of care for nolessthan1% of beneficiaries. The
verification team shall trace back beneficiaries in person, at community level,
via household visits for no less than 25% of the selected sample of
beneficiaries.
The report of verification shall be completed no later than one month following
a bi-annual review
The NSC shall approve disbursements due to SSHIAs no later than one
month following the end of the quarter
Disbursements shall be withheld for services not verifiable. In addition, a high
degree of discordance (greater than fifteen percent (15%)) between services
reported and services verified will attract a penalty as outlined in Section 6 of
this Operations Manual.

4.7.2.3 Ex-Post Verification of Disbursements
4.7.2.3.1 Guiding Principles

Shall take place to provide satisfactory validation to The Secretariat of the
NSC that SSHIAs have, in a timely manner, disbursed payments due to
providers for the services rendered in the previous quarter.

Shall take place for least twenty-five percent (25%) of healthcare facilities
randomly selected across participating States.

Shall be completed no later than one month following the end of each
quarter.

Completion of verification shall trigger disbursements of administrative fees
due to SSHIAs.

4.7.2.3.2 Mechanism for Ex-Post Verification of Disbursements

The NSC shall randomly select twenty-five percent (25%) of healthcare
facilities randomly selected across participating States as targets for the
verification exercise.

IVA shall assess the records of SSHIAs to ascertain that disbursements have
been made as and when due to providers. Accordingly, they shall review the
following:

a. Statement of accounts to ascertain the outflow of funds from the SSHIA
to the provider.

b. Payment vouchers as supporting evidence of disbursement of funds to
facilities.

At provider level verification teams shall assess the following:

a. Establish from facility bank statements, a triangulation that amounts due
to providers were received as due, no later eight weeks following the end
of the quarter.

b. Verification reports shall be completed no later than one month following
the end of the quarter.

The NSC shall, in the instance of defaulted payments by the SSHIA, apply the
penalties as described in Section 6.

4.7.2.4 Assessment of Quality of Care at Provider Level
4.7.2.4.1 Guiding Principles

Shall take place at least semi-annually for a selected proportion of enlisted
providers to provide substantive evidence to The Secretariatof the NSC thatthe
quality of care offered by providersis satisfactory

Shall assess quality domains including but not limited to general and financial
management, Essential Drugs Management, Outpatient services, Antenatal
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services, Prenatal and Postnatal Care and Skilled Birth Attendance
ii. Shall take place at two levels:
a. At PHC Provider level conducted by the Local Government Primary

Healthcare Authority

b. At Secondary Care Provider level conducted by the Hospitals
Management Board

c. The SSHIA may assess quality at public and private PHC and SHC
providers

iv. Shall not be linked to disbursements or provider payments. However, shall
attract a penalty as outlined if quality standards are found to be below the
minimum standard criteria

4.7.2.4.2 Mechanism for Assessment of Quality of Care at PHC provider level

i.  The Local Government Primary Healthcare Authority (LGA PHCA) shall take
a sample of up to twenty-five percent (25%) of enlisted PHC providers every
quarter

i. The LGA PHCA shall visit the sampled PHC to assess the quality of care by
administering The NSC designated quality checklist. LGA PHCA shall provide
feedback to providers on improvements required at the point of administration

ii. The quality assessment reports and scores shall be collated by the SSHIA
and submitted to The NSC no later than one month following the end of the
quarter

iv.  Any providers found to have sub-standard quality scores shall be penalized.

4.7.2.4.3 Mechanism for Assessment of Quality of Care at Secondary Care provider level

i.  The HMB shall take a sample of up to twenty-five percent (25%) of enlisted
secondary care providers every quarter

i. The HMB shall visit the sampled secondary facilities to assess the quality of
care using The NSC designated quality checklist. HMB shall provide feedback
to providers on improvements required at the point of administration

ii. The quality assessment reports and scores shall be collated by the SSHIA
and submitted to The NSC no later than one month following the end of the
quarter

iv. Any providers found to have sub-standard quality scores shall be penalized.

4.7.3 Process and output Monitoring of the EMT Gateway

4.7.3.1 Provider Accreditation

4.7.3.1.1 Guiding Principles
Provider accreditation under these Guidelines shall:
i.  Take place prior to enlistment of EMT providers into the EMT gateway; and
i. Assess the providers using a range of criteria (described in section 3 of this
Operations Manual)to determine capability of the providers to safely deliver EMT
services and provide satisfactory evidence to DHS of their suitability to participate
in the programme:
4.7.3.1.2 Provider Accreditation Mechanism
i. Detailed overview of accreditation process available in section 3 of this
Operations Manual.
i. Detailed overview of re-accreditation requirements is available in section 3 of
this Operations Manual.

4.7.3.2 Ex-Post Verification of Utilization at Provider Level

4.7.3.2.1 Guiding Principles
i.  Ex-post verification of utilization at provider level shall:
a. Take place to provide satisfactory validation to the NSC, that the quantum
of services reported by the EMT healthcare providers had been rendered.
b. Take place in least ten to fifteen percent (10-15%) of facilities in 100% of
participating locations
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c. Be completed no later than one month following the end of each quarter.
Completion of verification shall trigger the disbursement of funds to the DHS
who shall in turn, disburse the amounts due to health facilities no later than
four (4) weeks following the end of the quarter.

4.7.3.2.2 Mechanism for Ex-Post Verification of Utilization at Provider Level

Vi.

Participating health facilities shall report services rendered routinely in
appropriate forms and/or on a real-time/near real-time basis using the
designated mobile/electronic application

The NSC shall randomly select, from a sampling frame of all eligible facilities,
a sample of up to fifteen percent (15%) of health facilities for verification

The IVA shall make phone calls to trace back beneficiaries, verify the service
they assessed from the health facility and elicit their perception on the quality
of care for no less than one percent (1%) of beneficiaries. The verification
team shall trace back beneficiaries in person, at community level, via
household visits for no less than twenty-five percent (25%) of the selected
sample of beneficiaries.

The report of verification shall be completed no later than one month following
the end of the quarter

The NSC shall approve disbursements due to the EMT care providers no later
than one month following the end of the quarter

Disbursements shall be withheld for unverifiable services not. In addition, a
high degree of discordance (greater than fifteen (15%)) between services
reported and services verified will attract a penalty as outlined in Section 6 of
this Operations Manual.

4.7.3.3 Ex-Post Verification of Disbursements
4.7.3.3.1 Guiding Principles

Shalltake placetoprovidesatisfactoryvalidationtoThe NSCthatthe DHS has,in a
timely manner, disbursed payments due to providers for the servicesrendered in
the previous quarter.

Shall take place for least 25% of EMT care providers.

Shall be completed no later than one month following the end of each quarter,
commencing from the 2nd quarter of the disbursement year.

Completion of verification shall trigger disbursements of administrative fees due
tothe DHS.

4.7.3.4 Assessment of Quality of Care at Provider Level
4.7.3.4.1 Guiding Principles

Shall take place at least once a quarter for a selected proportion of enlisted
EMT care providers to provide substantive evidence to the NSC that the
quality of care offered by providers is satisfactory

Shall assess quality domains including but not limited to general and financial
management, essential drugs management, emergency transportation and
emergency medical and surgical services

Shall not be linked to disbursements or provider payments. However, shall
attract a penalty as outlined earlier for the provider if quality standards are
found to be below the minimum standard criteria.

4.7.3.4.2 Mechanism for Assessment of Quality of Care at Provider Level

The IVA shall take a sample of up to twenty-five (25%) of enlisted EMT
providers every quarter

The IVA shall visit the sampled EMT to assess the quality of care by
administering the NSC designated quality checklist. The IVA shall provide
feedback to providers on improvements required at the point of administration
The quality assessment reports and scores shall be completed no later than
one (1) month following the end of the quarter

Any providers found to have sub-standard quality scores shall be penalized.
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4.7.4 Process and Output Monitoring of The Secretariat of the NSC

4.7.4.1 Guiding Principles and Mechanism

4.7.41.1 The Honourable Minister of Health may designate additional assessment of the
performance of The Secretariat of the NSC as follows:

Service audits are commissioned and mobilized in order to review actual
service use

Statement of accounts shall provide evidence that the disbursements due to
the SPHCDA through the NPHCDA Gateway have been duly implemented
promptly each quarter

Payments due to SSHIA and providers through the NHIS Gateway are
implemented no later than 4 weeks following the end of each quarter
Utilization and quality data generated from NHIS Gateway providers is
analysed and publicly disseminated every quarter with feedback to SSHIA for
performance management and quality improvement

Mid-term report submitted no later than the end of the first month of the third
quarter of every year and annual report and audit submitted no later than the
end of the first month of the second quarter of the subsequent year

4.7.41.2 The assessment team shall provide a performance assessment report to the
Honourable Minister on the performance of The Secretariat of the NSC the end of the
first month of the second quarter or end of the first month of the third quarter of the
disbursement year.
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5 USE OF TECHNOLOGY

5.1 Useoftechnology for BHCPF governance and administration

Each of the governance and administrative entities will be equipped with appropriate technology
to implement seamless communication, exchange of information and data analysis for effective
decision making.

A web-based database in which all data and transaction entries are consolidated will form the
back-bone of the BHCPF system. This database will be linked to others via APIs and data entry
forms. Cloud based, mobile and open source technologies will be utilized to ensure sustainability
and interoperability with other applications.

5.2 Use of technology for BHCPF fund management
All BHCPF transactions will be enabled via the Remita platform to ensure transparency and
accountability. Cash transactions will not be tolerated or encouraged. This includes transactions
between:

i.  The Secretariat of the NSC and NHIS, NPHCDA and the DHS

ii. NHIS and SSHIA

ii. NPHCDA and SPHCDA

iv. SSHIA and healthcare providers

v. SPHCDA andPHCs

vi. DHS and designated EMT service providers

Transactions between the PHCs/SHCs and their vendors will also be required to be via the
banking system for transactions outside their monthly imprest.

5.3 Use oftechnology for BHCPF operations
At commencement, priority shall be given to ensuring that the SSHIAs have the capability to:

i. Create adatabase of registered enrollees and

ii. Collate and process claims electronically
The PHCs and SHCs shall have in the shortest possible period, automate the process of:

i.  Enrolment

ii. Medical record keeping

ii. Referral management

iv. Claims submission
This shall take into consideration infrastructure constraints such as power and inadequate user
capabilities prevalent in the rural areas. Also, opportunities to leverage existing systems such as
health datamanagement systems, GIFMIS will be explored to minimize cost from starting a new
system.

5.4 Use of technology for BHCPF monitoring and evaluation

Automation of the BHCPF operations and data reporting will allow for seamless monitoring and
evaluation of the BHCPF processes in real time and on an adhoc basis.
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6 PENALTIES FORNON-COMPLIANCE
Monitoring and evaluation/verification reports will trigger penalties due to non-compliance with
processes or performance standards. These penalties are highlighted below:

6.1 Penalties
Where established via a verification report, penalties shall be applied for the following infractions:

6.1.1 Non-payments to health facilities by SPHCDA for NPHCDA gateway

6.1.1.1 Verification team establishes that disbursements have notgone from states to facilities in
partor full. This includes part payments of funds due to facilities or payments only to a
proportion of enlisted health facilities.

6.1.1.2 This may be intentional, due to unforeseen limitations at State level, poor records at State
or facility level or administrative errors.

6.1.1.3 Penalties applied will be dependent on the proportion of facilities that did not receive funds
from the SPHCDA as per the verification report.

6.1.1.4 Subsequent infraction or non-payment to over twenty-five percent (25%) of facilities will
lead to suspension of the State’s SPHCDA. The NSC may choose to implement direct
paymentstohealthfacilitiesinthe affected state through the NPHCDA.

6.1.1.5 A ten percent (10%) margin of error is allowed to account for administrative errors and
other events beyond the control of the SPHCDA.

6.1.2 Non-payments to providers by SSHIA for NHIS gateway

6.1.2.1 Verification team establishes that payments have not been made by SSHIA to providers in a
timely manner. This includes part payments of funds due to facilities orpaymentsonly toa
proportion of enlisted providers.

6.1.2.2 Thismaybeintentional, due to unforeseen limitations of SSHIA payment systems, absence
of records, poorly kept records or administrative errors.

6.1.2.3 Penalties applied for payment to less than 25% will result in withholding a commensurate
percentage of SSHIA administrative fees in the first infraction.

6.1.2.4 Subsequent infraction or non-payment to over 25% of facilities will lead to suspension of
State’s SSHIA. The NSC may choose to implement direct payments to health facilities in the
affected state through the NHIS.

6.1.2.5 A10%marginof error is allowed to account for administrative errors and other events
beyond the control of the SSHIA.
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6.1.3 Non-payments to providers by TPAs for EMT gateway

6.1.3.1

6.1.3.2

6.1.3.3

6.1.3.4

6.1.3.5

Verification team establishes that payments have not been made by TPA to providersina
timely manner. This includes partpayments of funds due to facilities or paymentsonly toa
proportion of enlisted providers.

This may be intentional, due to unforeseen limitations of TPA payment systems, absence of
records, poorly kept records or administrative errors.

Penalties applied for payment to less than 25% will result in withholding a commensurate
percentage of TPA administrative fees in the first infraction.

Subsequent infraction or non-payment to over 25% of facilities will lead to suspension of the
DHS. A repeat infraction for greater than 25% will result in termination of the DHS from
implementing the EMT gateway. The NSC may choose to implement direct payments to
EMT providers.

A10%marginof error is allowed to account for administrative errors and other events
beyond the control of the SPHCDA.

6.1.4 Services rendered by healthcare or emergency medical treatment providers

6.1.4.1

6.1.4.2

6.1.4.3

6.1.4.4

unverifiable

Verification team establishes that not all services rendered as reported by providers are
traceable. This may be due to poor patient registration records, change in patient contact
details (phone number, address), intentional false reporting by provider in the form of
‘ghost patients’ or claiming more services than the patient assessed or verifier error.

Penalties applied for payment to less than 25% will result in withholding a commensurate
percentage of payment due to providers on the first infraction. Subsequent infractions will
lead to withholding 50% of fees and thereafter suspension of the provider.

A discordance of greater than 15% will results in transfer of the OIC out the affected
facility and SPHCDA/SSHIA network and withholding of commensurate amounts from
payments due to the culpable provider in the first instance. In the second instance, the
provider will be suspended from the scheme while in the third instance, the provider will
lose their accreditation and be terminated from the BHCPF scheme. The State
implementing agencies will be required to refund leakages or financial receipts arising
from over-invoicing from their respective gateways.

A10%marginof error is allowed to account for administrative errors and other events
beyond the control of the provider.

6.1.5 Sub-standard quality of care by healthcare oremergency medical treatment providers

6.1.5.1

6.1.5.2

6.1.5.3

6.1.5.4

Verification team establishes that not all services rendered are in line with the BHCPF
treatment guidelines.

Penalties applied for payment to less than 25% will result in withholding a commensurate
percentage of payment due to providers on the first infraction. Subsequent infractions will
lead to withholding 50% of fees and thereafter suspension of the provider.

Adiscordanceofgreaterthan25%willresultsinwithholding payments due to providers
impart on the first office. On the second offence, providers will be suspended from the
scheme and lose their accreditation on the third offence.

A10%marginof error is allowed to account for administrative errors and other events
beyond the control of the provider.
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6.2 Compliance and Sanction powers available tothe NSC
The NSC, shallensure full implementation and compliance with the BHCPF Operations Manual

through:

i.  Circulation of the BHCPF guidelines and Operations Manual to all stakeholders

i. Training stakeholders (at initiation and routinely) on the BHCPF guidelines and
Operations Manual

iii. Issuing written advisory notes and reminders on behalf of the NSC to non-

complying States and implementing agencies.
iv. Suspending/Deferring payments to non-complying States until such
requirements are met.

between 10% -
25% of facilities did
not receive funds

IAdministering Degree of Penalties
IAgent/Recipient discordance
1.NPHCDA A. State Primary | i. Verification 13t Default:
GATEWAY [Healthcare reveals that Withdrawal of 10 percent of state
Development Agencies | between 10% - funds pro-rated for the degree of
25% of facilities did | discordance
not receive funds
due to them 2nd Default:
State is suspended for release of
2" tranche of funds or 1
tranche of funds in the subsequent
disbursement year
ii. Verification 1st Default:
reveals that greater | State is suspended for release of 2"
than 25% of tranche of funds or 18ttranche in the
facilities did not subsequent disbursement year
receive funds due
to them
2.NHIS A. Third Party | i. Verification 13t Default:
GATEWAY |Administrators reveals that Withdrawal of 10 percent of

administrative funds due to SSHIA,
pro-rated for the degree of
discordance

due to them
2" Default:
SSHIA is suspended for release
of administrative fees due for the
next quarter
ii. Verification 18t Default:

reveals that greater
than 25% of
facilities did not
receive funds due
to them

SSHIA is suspended for release of
administrative fees duefor the next
quarter

2" Default
SSHIA contract issuspended
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B. Providers: Quantum
of Services Rendered

i. Verification
reveals that
between 10% -

15t Default:
Withdrawal of 10 percent (10%) of
payments due to provider in the

25% of reported next quarter, pro-rated for the
services rendered degree of discordance
to beneficiaries
could not be 2n Default:
verified 50%offeesduetotheprovider  are
withdrawn in the next quarter
3" Default
Provider is suspended and
ineligibletoreceive payments
for the next quarter
ii. Verification 1st Default:

reveals that greater
than 25% of
reported services
rendered to
beneficiaries could
not be verified

50% offeesdueto the provider
are withdrawn in the next quarter

2" Default

Provider is suspended and
ineligible to receive payments for
the next quarter

3 Default
Provider accreditation withdrawn

C. Providers: Quality of
Services Rendered

i. Quality
assessment reveals
a quality score of
less than 50% for
less than 25% of

15t Default
Warning letter to provider

2" Default
Suspension of provider

the sampled

facilities 3 Default
Withdrawal of accreditation of
providers

ii. Quality 15t Default

assessment reveals
a quality score of
less than 50% at
greater than 25% of
the provider facility

Warning letter to providers

2" Default
Suspension providers

3 Default

Withdrawal of accreditation of
providers and termination of
TPA
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3.EMT
GATEWAY

A. Third Party
Administrators

i. Verification
reveals that
between 10% -
25% of facilities did
not receive funds

18t Default:

Withdrawal of 10 percent of
administrative funds due to TPA,
pro-rated for the degree of
discordance

due to them
2" Default;
TPA is suspended for release of
administrative fees due for the
next quarter

ii. Verification 15t Default:

reveals that greater
than 25% of
facilities did not
receive funds due

TPA is suspended for release of
administrative fees due for the
next quarter

Quantum of
Services Rendered

reveals that
between 10% -
25% of reported
services rendered
to beneficiaries
could not be
verified

to them 2" Default
TPA contract terminated
B. Providers: i. Verification 15t Default:

Withdrawal of 10 percent of
payments due to provider in the
next quarter, pro-rated for the
degree of discordance

2" Default:
50%offeesduetotheprovider are
withdrawn in the next quarter
3rd Default

Provider is suspended and
ineligible to receive payments for
the next quarter

ii. Verification
reveals that greater
than 25% of
reported services
rendered could not
be verified

15t Default:
50%offeesduetotheprovider are
withdrawn in the next quarter

2" Default

Provider is suspended and
ineligible to receive payments for
the next quarter

3" Default

Provider accreditation withdrawn

Services Rendered

C. Providers: Quality of

i. Quality
assessment reveals
a quality score of
less than 50% for
less than 25% of
the sampled
facilities

15t Default
Warning letter to provider

2" Default
Suspension of provider

3 Default
Withdrawal of accreditation of

provider
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[PENALTIESFORINFRACTIONSONACTIVITIERELATED TODISBURSEMENTOFTHEFUND |
ii. Quality assessment | 15t Default

reveals a quality score Warning letter to providers
of less than 50% at
greater than 25% of | 2" Default

the providerfacility Suspension providers

39YDefault

Withdrawal of accreditation of
providers

Table 12: Penalties for Infractions on Activities Related to Disbursement of the Fund

s
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7 APPENDICES

7.1 Appendix 1 — BHCPF Global Programme Agreement (Draft)
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7.2 Appendix 2 — Subsidiary Agreement — NHIS AND SSHIA
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7.3 Appendix 3 — Subsidiary Agreement —- NPHCDA AND SPHCDA
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7.4 Appendix 4 — PHC Accreditation criteria checklist and form (Draft)

General

Item

Value

Population in the catchment area

How often does the facility open (hours per day & days per week)

Data based or self-reported utilization rates for following services

(underline “Data-based” or “Self-reported”)

o Antenatal Visits

o Normal Delivery

o Post-natal Visits

l. Human Resources

Item

Value

Number of nurses/midwives

Number of CHEWS & JCHEWS

Number of other staffs

Any temporary workers? (mode of employment and pay)

Accommodation for a resident staff

Il. Equipment/Amenities and Infrastructure

Item

Yes/No

Thermometer

Weighing scale

Paediatric weighing scale

Suction machine or Manual Suction Set (disposable)

Artery forceps

Episiotomy scissors

Bed pan

Foetal stethoscope

Forceps jar

Length measure

Stainless galipot
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Scalpel blade

Stethoscope

Drip stand

Delivery couch

Plastic bowl with cover

Mackintosh sheet

Nail scrubbing brush

Gloves disposable pack

Tongue depressor

Cord clamps

Tape measure

Vaginal speculum

Plastic waterproof apron

Disposable gloves

5ml syringes

Protective goggle

Waterproof of hair covering / cap

Protective Foot Covering

Placenta Dish / Receiver

Catheter — Self Retaining

Mucus Extractor

Sphygmomanometer

Flash Light (Rechargeable)

Episiotomy Scissors

Korckers Forceps

Cord Scissors

Sharps Scissors

Sterile Cord Clamp

Needle Holder

Dissecting Forceps

Bracelets
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Sponge Holding Forceps

Baby Ambu Mask / Face Mask

Rectangular Bowl for Instruments

Partograph

Angle Poise Lamp

Table

Benches

Beds for admission and observation

Stool specimen bottles

Urine specimen bottles

Urine dipstick

RDT (kit and/or evidence of knowledge of its use)

Suture needles

Weighing scale (adult)

Stitch removal/suture

Direct drive solar refrigerator
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lll. Availability of Services and Drugs/ supply chain/vaccine availability and storage

Item

'Yes/No/Value

Where are commodities obtained from (DRF vs open market)

If open market, seek clarity on process informing procurement and

mark up on prices

Assess the drug store for labelling, stock availability

Malaria Prevention (Sulphadoxine and Pyrimethamine)

Capacitiesforpreventionofmother-to-childtransmissionof HIV/AIDS

Insecticide Treated Nets(ITN)

Folic Acid

ron

Urinalysis tests

Haemoglobin screening tests

Childhood Vaccines (storage facility and functionality)

Oral rehydration therapy(ORT)

Artemisinin-based combination therapies (ABCT)

Amoxicillin

Magnesium sulphate

Oxytocin OR Ergometrin OR Misoprostol

Supply chain guidelines in place

Contingency stocks available

Data based or self-reported stock-out rates (highlight which)
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IV. Financial Management Capacities (planning, budgeting and execution)

Item 'Yes/No/Value

e Bank account

e Capacity to generateand submitincome and expenditure statements

e Operational expenses (cash) by source and frequency

e Userfee charges displayed (confirm any exemptions)

o Data based or self-reported proportion of operational costs vs. direct
ones

e Designatedaccountantand/orfinancialmanager (underline which)

e Are work plans prepared (confirm mode of preparation, those involved
and frequency. Also ask to see workplan prepared

V. Health Management Information Systems (HMIS)

Item Yes/No

o Beneficiary Registration Forms (capturing patient biometric data,
including contactinformation)

e Patient record forms (patient height, weight, temperature, blood
pressure andetc.)

e Patient referralforms

e Standardized statistical and/or budgetary codes

e Standardized HMIS systems (paper based, computer-based or electronic
— underline which)

e Designated administrative/data management staff

o Experience with generating and submitting claims

VI. Governance Structures

Item Short Description

¢ Role of Office in Charge

e Role of Ward Development Committee
(if any)
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¢ Role of Community

¢ Role of Civil society (if any)

XI. Additional Comments
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7.5 Appendix 5 - SPHCDA And PHC Agreement (Draft)

(SPHCDA AND PRIMARY HEALTH CARE FACILITY REGARDING THE BASIC HEALTHCARE
PROVISIONFUND)

DISCUSSION DRAFT

1. Nature of the Contract: This contract governs the relationship between the State Primary
Health Care Development Agency (SPHCDA) of State and primary health
centre (the facility) inregard to the Basic Health Care Provision Fund (BHCPF). This contract may only be
amended with the agreement of The Secretariat ofthe NSC and the NPHCDA. The facility agrees to abide
by the conditions of this contract. Should the facility, its staff, the Ward Development Committee
(WDC), or community members have compliments or complaints, they will be able to register them
online at [URL for grievance redress website] or by text on [phone number for grievance redress
organization]. These compliments or complaints will be handled by an independent organization not
associated with the NPHCDA, SPHCDA, NHIS, SHIS, TPA, orthe FMOH. Itis expected that they will
receivearesponsewithin (two) weeks.

2. Objectives of the BHCPF: The intention of the FMOH and the SPHCDA is to use the BHCPF to
increase the quantity of services provided in this facility as well as the quality of care. The BHCPF is
predicated on an explicit focus on the poor because they often lack access to services and suffer the
poorest health outcomes.

3. Posting of Results: The facility will maintain and keep up to date a series of graphs in full public
view related to its performance on the following indicators: (i) ANC1 and ANC4; (ii) antenatal care
patients receiving HIV counselling and testing; (iii) skilled birth attendance; (iv) postnatal care 1; (v)
Penta3 and Measles child immunization coverage; (vi) number of new and continuing users of family
planning; and (vii) outpatient visits by children under 5. The graphs will be in of a form as in Annex 1.

4. Enlistment under the NHIS Gateway: Public PHC facilities, which meet the accreditation
criteria set out by the NHIS/SSHIA will be enlisted into the NHIS gateway to deliver BMPHS. They will be
reimbursed under the BHCPF for the free care they provide set out below. The facility will maintain
the accreditation criteria so long as it is receiving funds under the NHIS Gateway.

5. Sanctions and Penalties: Failure of the facility to abide by the conditions setoutin this contract
will resultinawarning followed by suspension of the facility from the BHCPF. In addition, submission
of false information or unwarranted claims (e.g. invoices containing wrong information) may also result
in criminal prosecution under Nigerian criminal law.

6. Records: The facility will maintain proper records of all patient interactions in the
appropriate registers. It will, to the extent possible, record the phone numbers of patients or their
parents. Notless than 20% of patients will have working phone numbers associated with their record.
Under the NHIS Gateway, the facility may NOT claim payment for services which are not properly
recorded.

7. Free Services: The facility may also NOT claim payment under the NHIS Gateway regarding
services forwhichthey have received any payment (no matter how small, norfor any reason)from, or
onbehalfof, the patient.

8. Accesstothe Facility and to Records: The facility and allits staff shall cooperate fully with the
staff ofthe SPHCDA and THE SECRETARIAT OF THE NSC (or their designees, including independent
verification agents) and provide unhindered access to the facility and its records.

9. Sign Board: The facility will put up and maintain at least one sign in a prominent place that
describes the benefits that patients can obtain for free. The sign will be atleast 50 cm. wide by 70 cm.
tallandwillbe in English and anotherappropriatelanguage. A font size of at least24willbe used for

the lettering. The sign board will contain the following language: h
ywe
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“Welcome to Primary Health Centre! The Federal Government of Nigeria is
supporting this facility through the Basic Health Care Provision Fund. This means that the services listed
below are absolutely EREE in this facility. You should NOT pay any money to anyone in this facility for
theseservicesorforany drugs, supplies, diagnostictests, orany other charges associated with these
services.
Should you, or anyone you know, have compliments or complaints about this facility, you can register
them online at [URL for grievance redress website] or by text on [phone number for grievance
redress organization]. These compliments or complaints are handled by an independent organization not
associated with the Federal, State or Local Governments. Itis expected that you will hear back within
amaximum of
(two) weeks to any complaint or compliment. You may also discuss any issues with your

Ward Development Committee or the Officer-in-Charge (OIC) of this facility.
The services provided EREE of charge in this facility are:

(i) Antenatal care

(ii Skilled birth attendance
(iii) Postnatal care
(iv) Family planning services
(v) Immunization of children and mothers

(vi) Blood pressure and diabetes screening
Other services may be added at future dates. You are welcome.”

10. Staff Training and Responsibility of the OIC: The OIC of the facility is responsible for training
allthe staff working in the facility on the content of this contract. The OIC is also ultimately responsible
for the behaviour of his/her staff and will appropriately discipline those who do not comply with this
contract. The OIC may enlist the help of the SPHCDA in ensuring staff compliance with this contract.

11. Financial Management: The facility will maintain proper financial records as per separate
guidance provided by the BHCPF. The facility is required to produce and submit Income and Expenditure
Statements for monies received from the BHCPF, to the SPHCDA at the end of each financial year.

12. Bank Account: Thefacility shall maintain abank accountinacommercial bank. The signatories
of the account will include, at least, the OIC of the facility and the Chairman of the Ward
Development Committee (WDC) or his/herdesignee.

13. No Transfer of Funds to Government or Government Officials: The facility will not transfer
funds to any other part of the government (SPHCDA or hospital management board) not to any
government official without express written consent from the Secretary of the THE SECRETARIAT OF
THE NSC. Any effort by government officials to received funds intended for the facility should be
reported (anonymously if so desired) to the grievance redress organization described above.

14. Submission of Reports and Invoices: Under the NHIS Gateway, the facility shall submit reports
to the State Health Insurance Scheme (SHIS) within 30 days of the end of each calendar quarter. Failure
to submit an invoice within the appropriate time will resultin a penalty of up to1% of the invoiced
amountper calendar day that the invoice is late.

15. Timeliness of Payments of Claims under NHIS Gateway and Receipt of Funds under the
NPHCDA Gateway: The SHIS will make payments to the facility within 30 calendar days of receipt of the
invoice except inthe case thatitdiscovers anomalies or has not received satisfactory responses to formal
(written) concerns that it sends to the Facility. Under the NPHCDA Gateway, the facility will receive
electronic transfer of funds monthly.

16. UseofFundsReceivedUnder theNPHCDA Gateway: Thefacilitywillusethefundsitreceives
under the NPHCDA Gateway exclusively and directly for improving the quantity and quality of services in
the facility, especially those provided for free under the NHIS Gateway. The facility management
committee will enjoy autonomy in the use of the funds but is accountable for the use of the funds to
improve the quantity and quality of services. Improper use ofthe BHCPF funds (including over-payment
for goods or services) under the NPHCDA Gateway will be dealt with as described above under
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penalties and sanctions.

17. Positive List: Thefacility isencouraged tousefundsreceived underthe NPHCDA Gatewayto
procure the following items or expenditures. However, this does NOT mean that the facility can only pay
foritems on this list or that it must use the funds for the items on this list:
() Retrieval of vaccines from the central cold stores
ii) Outreach or mobile activities in the community
[ Family planning commodities

(
(
(iv Drugs and commodities for reproductive health services
(v Drugs and commodities for treatment of children under 5
(
(

~ ~—

Vi) Repairs and maintenance of the health facility
Vii) Proper disposal of medical waste

18. Negative List: The following is a list of specific items that the NPHCDA Gateway funds may
NOT be used for. Just because something does not appear on this list does NOT mean that it is an
acceptable use of BHCP Funds. The principles guiding the use of NPHCDA Gateway funds,
described above, still apply:

(i) Payments in cash or kind to the government staff of the health facility

(i) Payments to any officials of the WDC, LGA, state, or federal governments.

(iii) Air conditioning equipment.

19. Drug and Commodities Procurement: The facility shall use its NPHCDA Gateway resources to
procure drugs, supplies, and equipment only from the list of wholesale pharmacies provided by the
SPHCDA. Alldrugs must be generics and NAFDAC approved.

20. Useof Funds ReceivedUnder the NHIS Gateway: The facility willuse fundsreceived under
the NHIS Gateway in the same way as for the NPHCDA Gateway with the exception that it may use
upto __ percent for payments, in cash or kind, to health staff.

21. Keeping a Signed Copy ofthis Contract: The OIC ofthe facility shall maintain a signed copy of
this contract in the health facility at all times.

Signed this day of , 201 at

X

Representative of the SPHCDA

X

Officer-in Charge
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7.6 Appendix 6 — Healthcare Provider Poster

The facility will put up and maintain at least one sign in a prominent place that describes the benefits
that patients can obtain for free. The sign will be at least 50 cm. wide by 70 cm. tall and will be in
English and another appropriate language. Afont size of at least 24 will be used for the lettering. The
sign board will contain the followinglanguage:
“Welcome to Primary Health Centre! The Federal Government of Nigeria is
supporting this facility through the Basic Health Care Provision Fund. This means thatthe services listed
below are absolutely EREE in this facility. You should NOT pay any money to anyone in this facility for
theseservicesorforany drugs, supplies, diagnostictests, orany other charges associated with these
services.
Should you, or anyone you know, have compliments or complaints about this facility, you can register
them online at [URL for grievance redress website] or by text on [phone number for grievance
redress organization]. These compliments or complaints are handled by an independent organization not
associated with the Federal, State or Local Governments. Itis expected that you will hear back within
amaximum of

(two) weeks to any complaint or compliment. You may also discuss any issues with your
Ward Development Committee or the Officer-in-Charge (OIC) of this facility.
The services provided EREE of charge in this facility are:

(i) Antenatal care

(ii) Skilled birth attendance
(iii Postnatal care
(iv Family planning services
(
(

—_ —

V) Immunization of children and mothers
vi) Blood pressure and diabetes screening

Other services may be added at future dates. You are welcome.”
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7.7 Appendix 7 — Quantified Supervisory Checklist — (Draft)
Objective: provide an overview of health services delivery in primary health centres and health centres in
Nigeria.

Frequency: Monthly supervisory visits are recommended in each primary health facility.

By: LGA, SPHCDA, and NPHCDA supervisory staff. (Self-assessment by health facility staff is encouraged so
they can improve their score).

Calculations: A calculator or calculator function ona cell phone is helpful in calculating scores. If aregister
is notfilled in or not available atthe time of the supervisory visit then the score for that item would be 0.

Name of Supervisor:

Affiliation:

Name of Health Facility:

Location of health facility:

Type of health facility: PHC/HEALTH CENTRE/Other:

Name of In-Charge:

SUPERVISION VISIT Visit 1 |Visit 2 Visit 3 Visit 4 |Visit 5

Date of Supervision (day/month/year)

Signature/initials of In-charge

Signature/initials of Supervisor

A. INFRASTRUCTURE Visit 1 \Visit 2 |Visit 3 Visit 4 Visit 5

1. CLEANLINESS: Health Facility is clean (Score: 1 if no litter, no
cobwebs,

& floor is swept. Otherwise = 0)

2. HAND WASHING: Health Facility has water to wash hands,
soap and clean towel (Score: 1 if all three present. Otherwise =
0)
3. HAND SANITIZER: Available on desk in consulting room (Yes=1/
No=0)

4. MEDICAL WASTE MANAGEMENT: Score 1 if facility has waste
disposal system (secured and covered pit or incinerator) that are in
use. Otherwise

=0

5. SHARPS CONTAINER: all sharps in safety box which is readily
available (Yes=1/ No=0)

6. COMMUNICATIONS: Score 1 if facility has working mobile

phoneand

the number is prominently displayed outside the facility Otherwise
=0

7. LATRINE: Score 1 if facility has a clean, covered and working
latrine.

Otherwise = 0
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8. LIGHT: Score 1 if facility has a working source of light (if even
just a working torch), Otherwise = 0

9. WAITING AREA: Waiting room has benches or chairs for seating
and is protected against sun and rain (Yes=1/ No=0)

10. CONSULTATION ROOM: Confidentiality in the consultation
roomis assured (Score 1Ifpatientcanbe examinedand counseled
inaroomwith

curtains or painted windows or room divider if room is shared, or
doors that close; Otherwise 0)

TOTAL INFRASTRUCTURE (out of possible 10)

A. INFRASTRUCTURE PERCENTAGE SCORE (Total X 10)

B. BASIC EQUIPMENT Visit 1 |Visit 2 Visit 3 |Visit 4 Visit 5

11. Facility has a working examination table (Yes=1/No=0)
12. Facility has a working thermometer (Yes=1/ No=0)

13. Facility has a working stethoscope (Yes=1/ No=0)

14. Facility has a working weight scale for children (or MUAC)
(Yes=1/

No=0)

15. Facility has a working Blood Pressure cuff (Yes=1/ No=0)
16. Facility has latex gloves (Yes=1/ No=0)

17. Facility has needles and syringes (Yes=1/No=0)

18. Facility has a working vaccine carrier (Yes=1/No=0)

19. Facility has a partogram (Yes=1/No=0)

20. Facility has a sterile cord cutter (Yes=1/No=0)

21. Facility has a fetoscope (Yes=1/No=0)

22 .Facility has a working delivery bed (Yes=1/No=0)

23. Facility has rapid diagnostic tests (RDT) for malaria
(Yes=1/No=0)

24. Facility has rapid tests for HIV (Yes=1/No=0)

TOTAL EQUIPMENT (Out of possible 14)

B. EQUIPMENT PERCENTAGE SCORE (Total /14 x 100)

C. HUMAN RESOURCES/HMIS/ MANAGEMENT Visit 1 |Visit 2 Visit 3 |Visit 4 Visit 5

25. PRESENCE OF STAFF: Proportion of staff on roster present
atthe

beginning of the visit (e.g. if 6 of 12 staff are present = 6/12 =
0.50)

26. PRESENCE OF FEMALE CLINICAL STAFF: Score 1 point if at
leastone

trained female staff is present who can carry out antenatal care and
family planning counselling. Otherwise = 0

27.DHIS2 MONTHLY REPORTS: Score 1 points if the counterfoll
forthe

monthly report for the last completed month is available in the
facility. Otherwise =0

28. HEALTH FACILITY REGISTER: Score 1 points if health facility
register is present and up-to-date. Otherwise=0

29. CHILD HEALTH CARD: Facility has child health card (Yes=1/
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No=0)

30. ANC Card: Facility has mothers’ antenatal card (Yes=1/
No=0)

31. DRUG PRICE LIST: Legible price list for drugs clearly
displayed for patients to see (Yes=1/ No=0)

32.UPTODATE FINANCIAL RECORDS: Cash receipts from drug sales
are

available, up to date & specify client’'s name, amount received and
date (Yes to all=1; No =0)

33. BANK DEPOSIT SLIPS: Deposit slips for most recently completed
month

available, up to date and are in concordance with billing records
(Yesto all=1; No=0)

34 EXPENDITURE RECORDS: Evidence for expenditures
available

specifying name of purchaser, amount spent and reason for
expenditure (Yes to all=1; No=0)

TOTAL HUMAN RESOURCES/HMIS/ MANAGEMENT (Out of possible
10)

C. PERCENTAGE HUMAN RESOURCES/HMIS/ MANAGEMENT SCORE
(Total x10)

D. ESSENTIAL DRUGS (Check they are not Expired) Visit 1 Visit 2 |Visit 3 |Visit 4 Visit 5

35. Facility has ACT1 in stock at time of visit (Yes=1/No=0)
36. Facility has ACT4 (Yes=1/No=0)

37. Facility has SP for IPT (Yes=1/No=0)

38. Facility has amoxicillin suspension in stock (Yes=1/No=0)
39. Facility has ORS in stock (Yes=1/No=0)

40. Facility has paracetamol suspension (Yes=1/No=0)

41. Facility has injectable ampicillin in stock (Yes=1/No=0)
42. Facility has iron sulphate now (Yes=1/No=0)

43. Facility has ampicilin tablets (Yes=1/No=0)

44. Facility has folic acid tablets in stock (Yes=1/No=0)

45. Facility has paracetemol tablets (Yes=1/No=0)

46. Facility has magnesium sulphate in stock (Yes=1/No=0)
47. Pharmacy is clean (Yes=1/No=0)

48. Drugs are easy to find and on shelves (Yes=1/No=0)
49. Pharmacy is accessible during visit (Yes=1/No=0)

50.Bincards: Choose4essentialdrugsatrandomandscore 1 point
each

if there is a stock card available that is up to date. Maximum=4
51. Pharmacy has inventory of drug stock from last completed
month.

(Yes=1/No=0)

TOTAL ESSENTIAL DRUGS (Out of possible 20)

D. ESSENTIAL DRUGS PERCENTAGE SCORE (Total x 5)
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E. Out Patient Service Provision Visit 1 |Visit 2 |Visit 3 \Visit 4 |Visit 5

a. Number of patients in last completed month in
register X 12

b. Catchment area population (Use EPI data)
52. Outpatient service use: Calculate: (a/b)X100

E. OUTPATIENT SERVICE PROVISION SCORE:

F. Immunization Service Provision Visit 1 |Visit 2 |Visit 3 Visit 4 |Visit 5

a. Number of children less than 1 year who received DPT1 in the
last

completed month in monthly report X 12

b. Catchment area population X 0.04

53. DPT1 coverage: Calculate: (a/b) X 100

a. Number of children less than 1 year who received DPT3 in the
last completed month in monthly report X 12
b. Catchment area population X 0.04

54. DPT3 coverage: Calculate: (a/b) X 100

55. Cumulative EPI graph: Score 25 points if facility has
cumulative EPI

graph that is correctly filled in and up to date for the last
completed month. Otherwise = 0.

56.Register/ report agreement: Score 25 if the number of children
below

12 months of age immunized with DPT1 exactly matches the
numberin the monthly report. Otherwise = 0.

IMMUNIZATION TOTAL (Out of possible 250)

F. IMMUNIZATION PERCENTAGE SCORE (Total / 25) X 10

G. Prenatal and Postnatal Care Provision Visit 1 Visit 2 |Visit 3 Visit 4 |Visit 5

a. Number of mothers in facility register who received their first
prenatal

care visit during the last completed month X 12

b. Catchment area population X 0.04

57. Prenatal care coverage: Calculate: (a/b) X 100

58. Quality of prenatal care: Choose 5 women at random from
prenatal register who were registered in the last month and score 2
points each if

the following are recorded: 1) age; 2) weight; 3) gestational age;
4) expected date of delivery. Maximum = 40 points

a. Number of mothers in register with a postnatal visit within 6
weeks of

delivery during the last completed month X 12

b. Catchment area population X 0.04

59.Postnatal care coverage: Calculate: (a/b) X 100
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60. REGISTER/REPORT AGREEMENT: Score 10 if the number of
mothers

registered for first prenatal visit exactly matches the number in
the monthly report. Otherwise = 0.

PRENATAL AND POSTNATAL TOTAL (Out of possible 250): Calculate
57+58+59+60

G. PRENATAL AND POSTNATAL SCORE (Total /25 *10)

H. Skilled Birth Attendance Visit 1 |Visit 2 |Visit 3 |Visit 4 Visit 5

a. Number of mothers in register who gave birth at this facility
duringthe

last completed month X 12

b. Catchment area population X 0.04

61. Sub-total skilled birth attendance coverage: Calculate: (a/b) X
100

H. SKILLED BIRTH PERCENTAGE SCORE

I. Family Planning Service Provision \Visit 1 |Visit 2 \Visit 3 \Visit 4 Visit 5

a. Number of new and continuing users of modern family planning
user

during the last completed month in the FP register

b. Catchment area population X 0.2

62. CPR: calculate (a/b) X 100

63.Quality of FP: Choose 2 women at random from family planning
register

from 3 months ago and score 10 points for each if they have had a
follow- up visit since then. Maximum = 20 points

64.Facility has condoms in stock (Yes=10/ No=0)

65. Facility has oral contraceptives now (Yes=10/ No=0)
66.Facility has injectable contraceptive now (Yes=10/ No=0)

67.REGISTER/REPORT AGREEMENT: Score 10 points if the number of
new and continuing users of family planning in the register for the
last

completed month exactly matches the number in the monthly
report. Otherwise = 0.

. FAMILY TOTAL PERCENTAGE SCORE: Calculate:
PLANNING

(62+63+64+65+66+67)

J. HIV Care \Visit 1 |Visit 2 \Visit 3 Visit 4 Visit 5

a. Number of pregnant women registered in the last month who
were
screened for HIV

b. Total number of pregnant women registered for 18t prenatal
visit
68. PMTCT Screen Sub-total: Calculate: (a/b) X 100
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|J. HIV PERCENTAGE SCORE: TOTAL = 68

TOTAL SCORES:

WRITE DOWN THE SHADED TOTAL FOR EACH OF THE FOLLOWING

Service

Visit 1

Visit 2

Visit 3

\Visit 4 Visit 5

Date

A. Infrastructure

B. Basic Equipment

C. Human Resources / HMIS

D. Essential Drugs

E. Outpatient Services

F. Immunization Services

G. Prenatal and Postnatal Care

H. Skilled Birth Attendance

I. Family Planning

J. HIV

TOTAL (Out of possible 1,000)

OTAL SCORE (Total/10)

FACILITY # SUPERVISORS COMMENTS/SUGGESTIONS

Visit 1

Visit 2

Visit 3

\Visit 4

Visit 5
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7.8 Appendix 8 — Scheme Stakeholder Engagement Mechanism
The scheme stakeholder engagement mechanism shall include:

i.  Complains managementsystem

i. Customer satisfaction surveys

ii. Town hallmeetings

7.8.1 Objectives of the BHCPF Scheme Engagement Mechanism
i.  Provide a structured and consistent approach to stakeholder engagement
i. Promote customer satisfaction by enabling complaints or grievances to be
rectified quickly and efficiently;
ii. ldentify areas, practices, procedures and services for improvement;
iv. Prevent complaints from unnecessary escalation that may result to adverse
publicity; and

7.8.2 Complaint Management

All BHCPF governance and administration agents atthe Federal, State and Facility levels are required to
be customer-focused and responsive to complaints and other feedback. BHCPF governance and
administration agents at the Federal, State and Facility levels and beneficiaries have the right to
complain and express dissatisfaction, either verbally or in writing, about a decision, action or service
provided (or not provided) by BHCPF designated administration agents. To ensure good customer service,
all scheme administration agents are expected to have effective Complaint Management System (CMS)
in place to address’ complaints from different stakeholder groups, with the overall commitment of
ensuring stakeholder satisfaction and achievement of BHCPF goals and objectives.

7.8.2.1 Characteristics of the BHCPF CMS
The CMS implemented by BHCPF administration agents shall possess the following
characteristics:
i.  Provide a simple and clear process for complaints handling
i. Fair and timely complaint outcomes and information to help improve service
delivery
ii. Have well-trained human resource based on recognized standards, principles
and best practices
iv. A good problem identification, tracking, resolution and reporting system
v. Arobust service quality indicators and review process to continuously improve the
effectiveness of the CMS.

7.8.2.2 Recommended Tools
Scheme administrators may explore one or more of the following tools for complaints handling and
reporting.

i. Paper Registers

i. Web Based Platform and Mobile Application

ii. Email messaging platform

iv. Toll-free callcentre

v. Short—code SMS messaging application

7.8.2.3 Periodic Reviews of the CMS

The CMS set up by The NSC and Scheme administrators shall be subject to bi-annual and
annual reviews. The Scheme administrators shall implement the bi-annual reviews as part of
their internal review process and report to The NSC, while the annual reviews will be
conducted by external assessors appointed by The NSC. The appointed assessors shall
complete the assessment and submit afinal report within 30 working days after the reporting
period under review. The periodic reviews of the CMS should ascertain, but not limited to
the followings:

i.  Main types and sources of complaints

i. Knowledge and understanding of the complaints management process
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Vi.

Vii.

viii.

The system put in place for recording, tracking, resolving and reporting
complaints

The authority and training staff have to manage and resolve complaints
Confirm if the data generated from the system are used to rectify systemic and
recurring problems

Ascertain managementinvolvementinreviewing and monitoring the effectiveness of
the CMS

Ascertain the level of management and staff committed to effective complaints
management

Understandingthe organization’scomplaints cultureand whethercomplaintsare
viewed negatively or positively.

7.8.3 Customer Satisfaction Surveys

Customer satisfaction surveys can identify scheme performance gaps and promote development
of effective action plans for continuous quality improvement of the BHCPF. It also provides
an opportunity for benchmarkingasitrelatestoadherencetoservice qualitydomainscovering
the scopeofactivities carried outbythe Schemeadministrators. Tothisend, The Secretariatof
the NSC shallwork closely with Scheme administrators, Research Organizations, Development
Partners and other Stakeholders, to conduct customer satisfaction surveys of beneficiaries and
healthcare providers. Feedback and Reporting of customer satisfaction surveys

The Federal and State administration agencies shall put in place systems:

iv.

V.

To ensure that survey data are continuously shared (real-time or periodic update)
with The Secretariat of the NSC for collation and reporting.;

Publish performance scores (real-time or periodic update) on their websites;
Afeedback process to engage stakeholders based on the outcomes of the surveys
andtoagree timelines for addressing areas identified for improvement;

Ensure that the Scheme administrators communicate progress based on the
timelines agreed during the feedback process; and

If the NSC considersitnecessary, itshall conduct unannounced supervision visits to
confirm the progress made so far.

7.8.4 Town Hall Meetings (Enrollee Forums)

Scheme administrators atthe Federal, State and Facility levels shall conduct periodic town hall meetings.
The underlying objective of these meetings is to engage the key community structures (Traditional
Organizations, Religious Groups, and Trade Associations) in each beneficiary LGA in the State to raise
awareness, solicit feedback and address issues between the community and the BHCPF scheme

administrators.

ywe
h \

111

Basic Health Provision Fund



pun4 UoISINOId UljesH olseq

[z

\/
amny

S9SED JSOW Ul UOIS0U9 JO
ajel ay) Joyse} oy} adojs ayy Jadasls ay ] ‘[iyumop sjios ysnd
[1Im Aliaelb Jo 82104 8y} Jopun Bunjoe puim pue Iajem pue |I0S
a8y} ul ainisiow ay} dn Alp 0} spua} uns ay} ‘pasodxa sl |I0S
do} ay) pue panowal si uoneyaban uaypy "uoisols Jo ssasoud

}saleq dy} 0} paonpal ag p|noys uole}aban Jo |[eAoway

‘sebewep |eo1bojoos
JO JudAaid SNy} pue punoj 8J8Mm BIO|} UO uOoljoNnJIsap
3y} aziwiuiw o) Jdws)e ue ul az|s 9|qIssod wnwijuiw
9y} O} S}S MJOM 8y} dZIWIUjW P|NoYs Jojoenuo) ayl

S3FUNSVIIN NOILVOLLIN

uoIS043 JO Ss800.1d By} Jels p|noo |10s do} ay} Jo
ainsodxa jusnbasqns ay} pue 1aA09 uoljejebon ay) JO |[eAOwSl
ay) ‘eale ay) Jo Aydeibodoy ay) uo Buipuada(q ‘jlos doy 8y} jo
2Insodxa pue sjeligey eune} JO SSO| B 0} pes| p|noo JoA0D jue|d
10 SSO| SIY] "Seale YIom 3}eald 0} piq e Ul JoA0D uonelobon
JO [eAOWAI BY) BAJ0AUl A|qissod pinoo SyJOom uonelijigeysy

S1OVdII TVILNILOd

ay1 ul ajoJ eoiiubis e sAeid says ay) jo Aydesbodoy ayj T10S ‘T L.
punoue BuiAe] [I0S 8S00] JO JUNOWe "} Buneuiwejuod
By} aonpal 0} se os BulAe| uonepunoy Buunp asn 1oy | Agalay)} yjeauaq [0S 8y} Ojul djejooled uin} Ul pNod
palols 8q p|NoYs paAowal Yuea [je ‘SyIom JIAID Buling | sIyl pue wio) Aew sajeyoes)| ‘aw} Buoj e Joj palols S| a)sem
uoseas bBuiuies Aneay Buunp |ON | uUayp ‘Juswabeuew aysem Jadoidwi S| 818} JI pajeuILIBluUO0D
pue suoseas AIp ay} Bunp auop aq p|noyYs SYIOM [IAID | 106 osje ued }| 'S9|DIYSA pue s}es Jojessusb Agq pasn
Buieq josnad jo Bulds ayy woly pajeulweluod 8q ued [I0S
‘panowal uone}aban Jo ajeos ay) uo bBuipuadep
Wwa)SAs009 a)eIpawwl 8y} Ul douejequll Ue 8)eald A||enjuana
pue jejigey leyj ui uleyd pooj ayj Jaje |Im siyl swsiuebio
ulelao Jo Jaguinu ay} adnpal pinoo |ios do} Jo [eAowal ay |
wnwiuiw VNNV4

ANV V014 “L°LL

d313INVavd

TVLNIWNOYHIANT

ainseap uonebiji pue sj}oedw] [B120g puk [BJUBWIUOIIAUT [elJU}Od — 6 XIpuaddy

6'L



pun4 UoISINOId UljesH olseq

€L

\/
amny

IN220 PJN0Y UOIJBUILIEIUOD PUE SI8)EM 82BLINS

OJul MO}
os|e p|noo says dwnp 8)isuo e pseonpoid ajeyoes| ‘Ajse|
puy ‘uoneulweuod Buisneo sebeulelp Jojem 8oeuNns ojul

)9OM B 80UO0 1SE9| Je pajendeAs aq p|noys alSepn
‘uonnjjod Jie
aonpaJ 0} papioAe 8 p|NOYS a}Is je sajsem Jo Buiuing

SFUNSVIIN NOILVOLLIN

sooens a|geawadwi | Aem Jisy) puly ued sjuied pue s|eoIWayd paysiulun se yons HILVM VL2
uo paoe|d aq pjnoys saniioe) abelo)s pue S)yue] | S8ISEM JO UOoIel)|Ijul ‘OS|y "SOSED awallxa ul uoneosiydosina
S)JIOM UOljB)l[Iqeyal | pue UuoljeulwRuUOD Jd)eM ddelnsS 0O} pes| Uued SIyl
Jo} pasn Bulaq Jajem Jo Juswulejuod Jadoid | ‘Swealls ojul A||enjusAs pue Sialem a9eLINS 0juo JJo-uni Aew
s|eolwayod Jayjo pue sjueougn| ‘len} jo abejids |eluaplooy
‘Aylenb sie 10aye Ajaanebau pjnom
‘a)isdwnp panoidde ue 0} | salAljoe sy} || “Sajel uoissiwa ybiy Jo Jood yim sajoIysa

pajoalIp 89 p|NOYs 9)Sem ||y | pue s}as Jojessuab palemod [gsaip Buisn wol) JNd20 Os|e NIV ‘€272

piNoo uonnjod Jiy ‘S}Jom uoneyljigeyal ayj woulj pue Bulnp
pajesouab sajsem Jayjo pue sonseld ‘spoom jo Buiuing
Jle uado ajeulwlIoSIpUl 8y} woly asue Aew uonnjod Jiy

S1OVdII TVILN3ILOd

d313NVHVd

TVININNOYIANT




pun4 UoISINOId UljesH olseq

[¥L1L

\/
amny

sojel
UOISSIW® 8SI0U }SOMO| YUM WB)SAS Isneyxs ue 109|9S
SJBUIBJUOD BPISUl PBIO)S 8 P|NOYS d}SEA

‘|lesuiel ia)e

Aljeipadse seyoual) woly Jajem Jo |eaowal ay} ybnoayy
pue alis 8y} Jo aoueusjulew Jadoid ybnouyy papiore
8Q p|NOYS 8)IS UOoIONISU0D 8y} uo Jajem jueubels

‘pJezey yjesy e sawodsaq
elejew Apjuanbasqgns

pue saojinbsow asealoul 8sod pjnod sy} pue saojinbsow
Alenoiued syoasul Joy jeygey Buipssiq e ojul uin} pinoo
} ‘paulesp Buiaq noyym seale ul Jayieb o) Ya| sl Jajem j|
‘Aljioe) yyeay ay) punode Buipisal

9S0y) 0] BWYISE SB UOoNs Sassau||l 9sned ued ajaydsowle
3y} Ojul uogJed Jo asesg|al ay) ‘os|y "olgnd |essusb ay)
uo suoneoidwi yyeay aAey pjnom Ajgeyaaul Yyolym sjuspol
pue S]09sul JoeJjjE pUB ‘S|[dWS |no} 9onpoid ‘elenwinode
pinoo Apedosd pabeuew jou JI 8)IS U0 pajelausb a)sepn

SAYUVZVH H11V3H
anand 's'.'.

S3UNSVIN NOILVOILLIN

uoljeulweuod
Ja1empunolb Buisned punoib ay)
ojul a)ejoosad ueo syuied pue sjealWBYD paysiulun se yons
S9)SEM 0S|y "8)IS 8} punoJe 1o ul paj|LIp 8|oyaloqg e si Ajjioe)
yjieay ay} 0} Aiddns Jajem Jo 821n0s 8y} JI padounouosd alow
S| SIY} JO J08le uewnNny 8yJ] "UOHBUILEUOD Ja)empunolb
Buisneo Jajem punolb ayj ojul Aem Jiay} pulj pue [10s ay) ojul
aje|joolad/eielyyul ued saRIYaA pue Aisuiyoew bl ‘syue)
abelo)s wouy sabexes| sjueolqn| JoYlo pue |9salp ‘[N s

S1OVdNI TVILNIL1Od

d31LJNVvVd

TV.INIINOYIANZ




pun4 UoISINOId UljesH olseq

[sLL

\/
amny

sysu Ayojes
[euonednooo 0] siayiom ay) asodxa [im Bunyl Areay ‘speol

pauoplod pue paylew Ales|o aq pjnoys a)s pasodoid
pajouysal; se

paylew aq pjnoys juswdinba pue Aleuiyoew |eou}osle
pue [eolueyosw ‘jeuonelado Agq paidnooo sealy
‘sywiad yiom ou Buiaey

uosiad Aue Ag 8)is y1o0m 8y} 0} SS8298 JO uoigqIyold

S3UNSVIN NOILVOLLIN

8]IS Yyoea uo sawi ||e je 1y olyjel) ayy Buoje pue uo Bujiom ‘suonipuod Asiou Japun AL34dVS
ple sl B 8q p|Noys alay | Buiom ‘saoeds pauiyuod ul Bupiom uswdinbs Aaeay IVNOILYdN
(s3dd) uswdinb3g jeuosiad aA0sj0.d Ylim BUIYIOM ‘SUOIBABOXS SEB UYONS SHYJOM UOI}ONIISUO) » HLIV3H
ajelidoidde yym paddinba aq pjnoys sJoxIoN "Sysl yeay | JYNOILYdNII0
‘Alessaodau |[euonednoo 0} siayIom 8y} asodxa |Im sawiny Buljeyul pue
aloym 1daoxa Jybiu je paploAe 8g PINOYS YIOM [IAID so)sem pue saoueisqns snosabuep Jo asn pue BuljpueH s
pasn aq pjnoys Bumau suqgap Jajowiied @ [BoILUS A

olgnd ayy Ag-siassed Bunnful umop |les pjnoo AL34VS
Aq ssaooe Aue Jo swiayl Bujoou ‘syaxong juied ‘s)o0|q se yons juswdinbg s oIMand ‘9.

allgnd 8y} 0} jnjwey
9g Ued pooM UaX0lg ‘s|ieu se yons swa}l Uoijoniisuo) =

*ollgnd ay) 0] spiezey asod p|noo seale a)IS 0} SS800. Asegs

S1OVdNI TVILNILOd




pun4 UoISINOId UljesH olseq

911

\/
amny

paoJojus pue ade(d ul aq pjnoys dINMOH Jadoud v
‘'sajsdwnp paaoidde
Buisn pabeuew Alledoud aqg pjnoys pajelauab aysepp

"Ygp06 paooxs Ajises

ueO aslou yong -0)a (Buimouing Jo ased ayj ui)

saulyoew Buljjup ‘sajoiyan ‘siojesauab se yons juswdinba
1O @SN 9y} WOlJ }INSal |[IM SUOIBIJIA pUB 8SIoU pNoT
sosealoul 9|doad Jo xnjjul se seaue 109loud gns

pasodold ul aseaoul 0} swilo Ajjad 1oy jenusjod e s| aley |
‘sloyJom Jo xnpul Alesodws} 0} anp

S92IAISS JISE( J0) pUBWSP dY) Ul 8SBaIOUl 8q P|N0D 8Jay |

SALLIAILOV
IVIOO0S 6L,

sJojoequoo buisinledns Aq
8|Npayos uo ssaiboid SHIOM |IAID BINSUS PINOYS NN =

SFANSVIN NOILVOLLIN

"SBIJIAIJOE |BID0S pUB [BI0JaWWO0D Jo uondnuiajul pue
aoueqJnisip Atesodwa) ul Bunnsal

‘uonsabuod pue suondnisip dljel} asned Aew saljAloe
UOI}ONJISUOD pue SaljIAIIOE JO uonedlunwwod ‘Buluueld
ajenbape jnoyum siy] awi Jo pouad juesyiubis e 1ono
peaids d4d4DH4 8y} Buunp saiiAioe uole}jiqeyal ay) §|
‘siseq Aueiodwia) B UO SalJIAIJO. |BIDISWIWOD

19)ap 0} 8AIBS p|NOM Speod Jo sabexoo|q ajqissod

pue uswdinba uo1}ONIISUOD YJIM PaJeIDOSSE 8SIoU 8y |

S1OVdI TVILN3LOd

S3IALLOV
TVIOY3NINOD

JILINVEVd
TVINIWNOYIANT




pun4 UoISINOId UljesH olseq

211

\/
amny

(dINMOHN) INIWIOVNVYIN
ue|d Juswabeue|y s1Sep) ©JOY)|ESH [BUONEN J1ISVM 0L°L°L
(9INMOHN)

saulleping Juawabeuel 81Se\) 2Jeoy)eaH [euoleN
Aolj0d uswabeuely a)sep) a1edyjesH |euoleN

ay1 yum soueploooe ul paledald aq pjnoys

pue aoe|d ul ind 8q pinoys dINMOH Pa|lelep ||om
MOH 104

‘peo. ulew

3} UO 21}jeJ) 0} 8dURIPUIY JNOYYIM SHONJ} UOIJOS[|0
a)sem AQ passaooe aq Ajisea ued jey) seale Ul pajeoo|
aq p|noys sjuiod abeio)s pue uoI}99||02 d)SeM B)IS UQ
Apjoam pajenoens aq pjnoys aisepn

Arep

seale pajeubisap ul Ajueiodwa) palols aq jsnw 9)Sep)
so)sem Jo [esodsip pue ‘Bulpuey Jadosd ainsugy

}E8.g)N0 9SEaSsIp 0} pEd| P|N0J d)SEM SNOpJezey Sased
awaJjxa ul pue o1ignd ay} 0} [njwey aq pinod ‘Ajyadoud
pabeuew jou JI sasjuad yjjeay ajeald pue olgnd yioq
woJj pajesauab aysem Ul asealoul pajoadxa ue si aiay |
‘sjuapiooe pue sdn pjoy Jenaiyaa Buisneo

SpeoJ 8yl 0Juo apnJjul Aew speod sepisaq paduwinp a)Sepn

‘eale ay} 0} sjybis juesesjdun swoosq pue sjejnwnooe
pinod Ajadoud pabeuewjou jialis uo pajesausab a)sepn

d3LINVHVd

S3UNSVIN NOILVOLLIN

S1OVdNI TVILNILOd

TVLININNOYIANT




pun4 UoISINOId UljesH olseq

8L

\/
amny

s|ello)ew ajgeswJladwi Agq paianod
9q p|noys ajis-uo pasayieb pue padwn| ‘pajeAedxs S|I0S
puno.e Bulfe| |10s
9S00] JO Junowe ay} 8dnpal o} se os Buihe| uonepunoy Buunp
9SN 10} paJ0ls 8q P|NOYS PaAOWa. Y1ea |8 ‘SHIOM [IAID Buling =
uoseas Buluies Aneay BuLinp
1ON pue suoseas Alp ay} Buninp auop aq p|nOYS SHIOM [IAID =

"S9SED JSOW Ul UOIS0Jd JO djel
8y} Jo)sey} ay} ado|s ay) Jodas)s ay] ‘||Iyumop S|i0S
ysnd [m Ayaelb jo 82104 8y} Jopun Buijoe puim
pue Ja}em pue I0S ayj ul ainisiow ay} dn Aip 0}
spuajunsay} ‘pasodxa si|los do} sy} pue paaowal
S| uonejaban usypp uoisosd Jo ssadoud By} ul
ajoJjueoiyiubis e sAejd seus ayy jo Aydeibodoyay |

NOISOd3 TI0S

)1 Buneuiweuod Agalayy
yjesuaq |10S 8y} ojul 8ejooalad uiny Ul pjnod siy}
pue wlo} Aew sajeyoes| ‘ewi} Buoj e 1o) palols
S| @)sem UaypA luswabeuew sysem Jadoidui
slaJay] i pajeuiweuod 106 osje ued | "SajoIYaA
pue sjos Jojelauab Aq pesn buleq |osned
Jo Bulpids ey} wol) pajeulwBlUOD 8q Ued |I0S

NOILVNINVLINOD T1IOS

wnwiuiw

‘panowal uonelabon Jo
9]eos ay) uo Buipuadap wa)sAsoos ajelpawwl 8y}
Ul 8dueeqWi Ue 8)eald A||lenjusAs pue lejgey ey}
uluieyo pooyjayyJaye M siy ] “swsiueblio uieusd
JoJaquinuay}aonpal pjnod|ios doyjo jeAowalay |

VNNV4d 40 SSO1

}saieq 8y} O} paonpal agq p|NOYs uolie}eban JO |eAOWDY =
‘sabewep |e2160]098 Jo JuaAald snyj pue punoyj aom
BJOJ} UO UONONISaP 8y} 8ZIwiulw 0) Jdwa)e ue ul 8zis a|qissod
WINWIUIW 8y} 0} 8)IS YIOM Y} SZIWIUIW P|NOYS JOJ0BJUOD) By =
AB0J028 |B20| 8Y) 8l01S8l 0] Salnads
Jue|d |eoo| Jo uononposiul pue sjios doy Jo uonelolsal apnjoul
Aew siy] "uonuaAlaul uewny Aue Jaye usyeuapun ag pjnoys
Buusauibus |eluswuoldiAue ybnouay) uolelolsal 2160|007 «

SFUNSVIN NOILVOILLIN

uoIs0J9 Jo ssad0.d
8y} 1els pnoo |1os doj ay} Jo ainsodxa juanbasqgns
ay} pue JaA0d uolneleban 8y} Jo |eAowal 8y}
‘ease ay) jo Aydeisbodoy ay} uo Buipuadaq ‘|10s
doylay}joainsodxa pue sjeligey eunej Jo SSO| e
0] pea| p|no2 1aA09 jue|d JOSSO|SIY] “SealeyJom
9]ealo 0} pIg B Ul JBA0D uolje}aban Jo |eAowal
3y} aAj0AUl Ajgissod pinod syJoM  uoneljigeyay

SNOILdIYOs3d

Vd014 40 SSO1

4313NVHVd N/

TVINIWNOYIANG



pun4 UoISINOId UljesH olseq

l6LL

~
amny

uoljeuIWEUO Jajempunolb
Buisnes punolb ayj ol ayejoosad ued swuled pue
S|eOIWAYD paysiulun Se yons Sajsem 0S|y 'dls
3U] punoJe 1o Ul pa||lp 8joyalog e si Aljioe) yljeay
ay) 0} A|ddns Jayem Jo 824nos ay} §I padsunouold
aJo0W SI SIY} JO 108148 UBWNY BY] "UOIJeUIBJU0D
Jo)em punolb Buisneds uojem punolb ayp ojul
Aem Ji1ay) pul pue |I0S 8y} Ojul 8)ejoaiad/aiel)iul
ued saIysA pue Aisuiyoew 1ybi ‘syue) abeiols
woJ sabeyes| sjueolqgn| Jayjo pue [asalp ‘lon4

NOILVNINVLINOD
d3LVMANNOYO

Jle 8onpaJ 0] pepIoAB &g p|NoYs 8yis Je saisem Jo Buiuing =

S3FUNSVIN NOILVOILLIN

Jayjo pue sonseld ‘spoom jo Buluing Jie usado
ajeulwlosIpul a8y} wody asue Aew uonnjod iy

SNOILdIYOS3a

IN220 pP|NOo UOIeUIWEIUOD pue ¥
Slajem 99BLINS OJUl MOJ} OS|e P|Nod sa)is dwnp a)Is
uo je paonpoud ajeyoes| ‘Aise| puy "UolBUIWE}UOD
Puisneo  sobeulelp  Jolem  8oeBUNS Ol
Aem Jiay} puly ued sjuied pue sjesiwayd paysiuyun
SBe |oNns Sa)Sem JO UOoNel)|jul ‘0S| "S9SED aWalxa NOILVYNINV.LNO)D
seoeuns g|qeswladwi | ul uoneolydosna  pue  uUOKBUIWEUOD  JojeM [YIFLVM 39V4dNS
uo peoeld oaq pnoys sonioe; obeiols pue  SyUe] | 9oBLNS O} PEd| UBD SIY] ‘SWeals Ojul Ajjenjusns
SYIOM | pue SI9)em 90BelLNS OJUO JO-unl Aew S|EJIWBYD
uoneyjigeyas Joj pasn Buiag Jsyem Jo juswuiejuod Jadold | Joyjo pue sjueouqn ‘|en} jo abejids |ejuspiody
‘Ajjenb Jie joaye AjpAaijebau pjnom saljAoe
asay} || "sejel uoissiwa ybiy Jo 100d ylim SajoIysa
‘a)isdwnp panoidde ue 0} pajoaJip 8q pjnoyYs d)sem ||y = | pue s)as Jojessusb palsemod |asaip Buisn woly
}99M B 80UO }Sed| Je pajendeAs aq pinoys d)Sep) = | In220 os|e pjnod uoinjjod Jiy “syJom uoljeljiqeyss ALDVNO!l ¢
‘uopnjod | 8y} woly pue Buunp pejessushb seysem [NV NOILATIOL  HIN

d313NVHVd
TV.INIINOYIANG

N/



pun4 UoISINOId UljesH olseq

| 0zZL

\/
amny

9
"SYSU y}jeay |euonednoado 0y
‘Alessadau | sieylomayjasodxa |[imsawnybulieyul puesajsem
aloym 1daoxe Jybiu je paploAe 8q pINOYS YIOM [IAID = puesaouejsqns snolebuepjoasnpuebulipued «| HLITVYIH 1YNOILYdNI20
pasn aq p|noys bumau sugep Jejowiiad R [BOILUSA =
o1lgnd ayj Ag ssao0e Ag-siassed Buln[ul umop ||e} pjnod swajl
Aue 1o pauopio9 pue payew Al1es|o aq pjnoys a)is pasodolds Buiyoou ‘syexongiuied ‘syoo|qseyonsijuawdinbg «
[pajoulsal, se paxysew aq pjnoys juswdinba pue Alauiyoew oligndayy 03 |njuwuey aq
[BO1}08]0 puk [edlueydsw ‘|euonjesado Aq paidnooo sealy s UBd POOM USY0.q ‘S|IBU SB YoNS SWa}l UoI}ONJISU0?) AlL34dVS o1ndand
‘sywiad ylom ou *o11gnd
Buiney uosiad Aue Ag 8)Is }J0M B} 0} SSBIIE JO UOIIQIYOId = 8y} 0} spJezey 8sod p|noo seale 8IS 0} SS90 ASE] »
S|oA9| ‘pJezey yjjeay e sawooaq
uoIssIwe donpaJ 0} Alsuiydoew paulejulew |[dM 8INSUJ s ellejew Ajjuanbasgns pue saojnbsow asealoul
S9)eJ UOISSIWS 8SI0U}SOMO| YlIM WwaisAsisneyxauelos|daSs | asod pinod siy}pue saojinbsow Apejnoiued sjoasul
Al1lep s|aAa| 8siou 8y} JOHUO|\ = Jojjeyigey buipaaiqg e ojuluin}pinoo } ‘paulelp
SJaUIBJUOD BPISUl PBJO)S 8q P|NOYS d}SEN\= Buiaqinoyym seale uiiayjeb 01 1Jo| S I9)em | »
"AjI1o.y yyeay ay) punose Buipise.
3}9OM B3OUO 9S0U} 0} BWYJSE SB YONS S8SSaU||I9shed
1SE9| Je palenoeAs 8q p|noYs Sa)Is-uo pajelausb o)sep)s ueo assydsowie ay} Ojul UOQJeD JO ased|al ay)
s|elajew ‘os|y "olgnd |esauab ay} uo suoiesldwi yjesy
d|geswJladwl yYpm palanod 8q pinoys ino Bnp sayousi] s aAeY pinom A|gejiasul Yydiym Sjuspod pue sjoasul SAYVZVHl ¢
‘|lejuielsa)e Ajleloadsa sayoual) WOy J8)eM JO [BAOWSI JoBJJE PUE ‘S||9WS |N0j 8oNnpoud ‘@je|nwindde pinod |H11VIH 211and
ay] ybnoly) pue ays ay} Jo soueusjuiew Jadoid ybnouayy | Apadoid pebeuew oujia)s uo pajelausalb a1sep)
PopIOAB 8Q P|NOYS 8)IS UOIIONIISUOD 8y} UO Jojem jueubelSs

SFANSVIN NOILLVOILLIN

SNOILdIYOS3a

d313NVHVd
TV.INIINOYIANT

N/



pun4 UOISINOId YljeaH diseq _ Lzl
~
amny
'Yap06 paadxs
Alises ueo esiou yong
'0}8 (Buimouing Jo ased ay) ul) saulyoew Buljup
‘sapolyon  ‘siojelouab se yons juswdinbs Jo
|euoneltado apew ag pjnoys sdnoub ajue|ibin Atelodwa | & 8Sn Y] WO JNSal [|IM SUONBIFIA PUB 3SIOU PNOT SAILIAILOY TVID0S,
syled uodsuelny sosealoul
Jed Alesjodwa) pue sjueinejsal ‘suaajued se yons sadlaes | sidoad Jo xnjjul se seale 198loid gns pasodold
JIseq 1o} seale paroidde pue pajeubisap aq pinoys aJay ] s| ul eseasoul 01 swio Anad Joy jenualod e si aiay |
uodNJISUOD ‘'slayJom Jo xnpjul Alesodwa) 0} anp sadlAles
Buunp sawi ||e Je pasn aq pjnoys Juswdinba padiAIas [[oAN s| 21SB(Q 40} puBWSp 8y} Ul 8SBaIdUl 8 P|N0D alay |
"SBIIAIIO. [BID0S pUB |BIDJSWWOD
Jo uondnusiul pue aoueqlnisip Aleijodwa)
ur Bupnsal ‘uonsebuod pue suondnisip oijed)
asned Aew Sal}lAl}OB UOIONIISUOD pue SalliAloe
J0 uonedunwwod ‘Buiuueld eyenbape noyIM
sJojoequoo Buisialadns |siy] ewin Jo pouad jueoiiubis e Jano peauds /
Aq 8npayos uo ssaiboid sHIOM IAID Binsud pinoys NN = |dddOHE 8yl Buunp saniAioe uoneyiqeyas 8y 4| SIIALLOV TVIOYIWINOI
‘siseq Alelodwa) B UO SBIIIAIDE |BIDJBWILIOD 18)}ap
0] 9AJBS pjnom speol Jo sabeyoo|q ajqissod pue
uswdinba UuOIONJISUOD YIM pPajeloosse asiou ay |
sysu Ajojes |euonednodo
als ay) 0] sI9yI0
JO seaue ||e ul pasn aq pjnoys abeubis pue sbupjew Jes|) = |8y} asodxas [im Buill Areay ‘speol oiely ayy buoje
9)IS yoea Uo sawi} |eje Iy pielsijeaqpnoysalsy] = |pue uo Bupom ‘suonipuod Asiou Japun Bupjio
(3dd)uswdinb3 [euosiad [‘sededs pauluod ul Bupiom juswdinba Areay UnMESINTE EN L] TolINZ R R0)
9A1j09)0.d ojeudosdde yum paddinba ag pjnoys sieyIoN) = [Bupjom ‘suoijeAeoxa Se yons SHJOM UOIIONJISUOD)

SFUNSVIN NOILVOILLIN

d313NVHVd

SNOILdINOS3a TVLNIWNONIANI

N/



pun4 UoISIAOId UljesH olseq

| zzL

\/
amny

(dIMOHN) ueld Juswabeuey a1se) 8480} BSH |BUOleN ©
(9IMOHN)
awsabeuely olsep\ oJeoyjesH |euolep O
Aolj0d Juswabeuely 8)SeA\) 81E2Y)|ESH [euoljeN ©
3y} yum aosueplodoe ul paltedaud
aq pjnoys pue ade|d uiind g p|noys dINMOH P3|EISP[|OMY =
MOH 104
‘peOoJ Ulew ayj uo 21U} 0} sduelpuly JNOYHUM
S$)ONJ} UONO9||00 B)sem AQ passadoe o AjISea ued 1ey) seale Ul
pa1e00| aq pjnoys sjuiod a6eI0]S pue uoI}93||00 81SEM3}ISUQ) =
Apjoam pajenoens aq pjnoys a)Sep) =
Ajiep seale pajeubisap ul Ajlielodwa) palo)s 8q1SNW B)SBAN =
sa)sem Jo |esodsip pue ‘Buljpuey Jadoid ainsug =

saulapINg

"SjuapIOOe
pue sdn pjoy Jenolyan Buisned speos 8y}
0Juo apnJjul Aew speod sapiseq padwnp a)sep

‘eale ay} 0}
sjybis jueseajdun aw0o8(g pue aje|NWNIoe PjNod
Aledoud pabeuew jou I 8)Is UO pajelausb a)sepp
)ealqjno aseasip 0} pes| p|nod 8)Sem snopJezey
sosed aWalxe ul pue olgnd a8yl 01 |njuwuey
8gq p|noo ‘Auedosd pebeuew jou J| S8u80
yjesy ajeaud pue olgnd yioq wol) pejessusb
9)Sem Ul aseasoul pojoadxe ue sI alayl

INJWIOVNVIN ILSVM

d3LINVHVd

SNOILdIYOS3aa N/S

SIFHUNSVIN NOILVOILLIN

TVINIWNNOYIANT




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30
	Page 31
	Page 32
	Page 33
	Page 34
	Page 35
	Page 36
	Page 37
	Page 38
	Page 39
	Page 40
	Page 41
	Page 42
	Page 43
	Page 44
	Page 45
	Page 46
	Page 47
	Page 48
	Page 49
	Page 50
	Page 51
	Page 52
	Page 53
	Page 54
	Page 55
	Page 56
	Page 57
	Page 58
	Page 59
	Page 60
	Page 61
	Page 62
	Page 63
	Page 64
	Page 65
	Page 66
	Page 67
	Page 68
	Page 69
	Page 70
	Page 71
	Page 72
	Page 73
	Page 74
	Page 75
	Page 76
	Page 77
	Page 78
	Page 79
	Page 80
	Page 81
	Page 82
	Page 83
	Page 84
	Page 85
	Page 86
	Page 87
	Page 88
	Page 89
	Page 90
	Page 91
	Page 92
	Page 93
	Page 94
	Page 95
	Page 96
	Page 97
	Page 98
	Page 99
	Page 100
	Page 101
	Page 102
	Page 103
	Page 104
	Page 105
	Page 106
	Page 107
	Page 108
	Page 109
	Page 110
	Page 111
	Page 112
	Page 113
	Page 114
	Page 115
	Page 116
	Page 117
	Page 118
	Page 119
	Page 120
	Page 121
	Page 122

