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FOREWORD 

The National Agency for the Control of AIDS (NACA), wishes to appreciate His 
Excellency, the President, Commander in Chief of the Armed forces of the Federal 
Republic of Nigeria, President Mohammadu Buhari, GCFR, for the appropriation and 
release of a minimum of 1% of consolidated revenue from the federation account to 
the Basic Healthcare Provision Fund in December 2018 and onwards. This has 
provided a strong financial base for sustained funding of primary health care and set 
the tone for the implementation of State Social Health Insurance Schemes nationwide. 
 
Today, more than 1 million Nigerians living with HIV receive life-saving Anti-Retroviral 
Therapy, reflecting the country's rapid scale-up of Treatment and Prevention services. 
A lot stills needs to be done to achieve the global thrust of having 95% of those living 
with HIV on treatment by 2030. A robust arrangement to include HIV prevention and 
treatment services in State Social Health insurance Schemes is definitely a step in the 
right direction. 
 
The Government of Nigeria has aligned herself with the global push to achieving 
Universal Health Coverage and ending AIDS, using Health Financing as a vehicle. 
Integration of HIV treatment and other health services into State Health insurance 
Schemes will ensure access to quality health care services and sustainable 
mechanism for funding HIV treatment and prevention services. 
 
I congratulate States already implementing Social Health Insurance Schemes and 
encourage States yet to commence Social Health Insurance Services to do the 
needful in this regard. I appreciate the collaborative effort and valuable contribution by 
USAID, PEPFAR, UNAIDS, WHO, NHIS and States leading to the production of this 
blueprint which serves as a useful guide for inclusion of HIV services into State Social 
Insurance Schemes. 

I look forward to Health Insurance coverage inclusive of comprehensive HIV services 
becoming fully attainable in the states. 
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Preface 

Nigeria's HIV/AIDS prevalence and incidence is alarming despite achieving a 5% reduction 
between 2010 and 2017. The national response to HIV/AIDS is mainly donor dependent and 
with the current dwindling donor support, the funding gap for intervention has continued to 
widen. 

This widening funding gap coupled with the paucity of funds has resulted in the need to 
identify and develop more innovative and sustainable mechanisms to fund the HIV/AIDS 
response. The pooling of resources from government, household and other sources through 
health insurance is one sure way to address the funding gap. 

The current National Health Insurance Scheme (NHIS) decentralization policy, which created 
State Health Insurance Schemes (SHIS) across the 36 states and the FCT has improved 
access to healthcare for many Nigerians. Furthermore, Health Insurance Under One Roof 
(HIUOR) has been developed as a coordination framework for health insurance in Nigeria. 
This provides an opportunity for the harmonization of benefit packages across SHIS as well 
as the integration of additional services including HIV/AIDS. 

The integration of HIV/AIDS into the benefit package of SHIS would reduce out of pocket 
expenditure and ultimately improve the quality of lives of PLWAs. However, it is important to 
note that successful integration will require additional resources including equipment, 
personnel, for capacity building as well as supportive supervision to ensure value for money 
and long term sustainability. 

This document, which details all necessary implementation steps, is timely as some State 
Health Insurance Agencies are in the process of developing and costing their benefit 
packages. I therefore recommend this document as a useful guide for the integration of 
HIV/AIDS into health insurance schemes. 

Finally, I wish to appreciate NACA and other stakeholders for their valuable contributions 
towards the development of the National Blueprint for Integration of HIV into State Health 
Insurance Schemes. 

Prof. M. N. Sambo 
Executive Secretary/CEO 
National Health Insurance Scheme 
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1. Why Is this Blueprint Needed?  
Nigeria has the second-largest HIV epidemic in the world and one of the highest rates of new 
infection in sub-Saharan Africa despite achieving a 5 percent reduction between 2010 and 
2017 (UNAIDS, 2020). The 2018 Nigeria HIV/AIDS Indicator and Impact Survey estimated 
a total of 1.9 million adult and children living with HIV in Nigeria (Government of Nigeria, 
2019). Among them, 67 percent were aware of their HIV status, 52 percent were on HIV 
treatment, and only 42 percent had achieved viral load suppression (Annex A, Table A1). 
Although Nigeria’s national response to HIV/AIDS over the past few years has scaled up to 
provide more than 1 million Nigerians living with HIV with highly active antiretroviral 
therapy (ART) through about 1,500 treatment sites, significant and sustained resources still 
need to be mobilized to enable realization of the country’s ambitious goal to end AIDS by 
2030 (NACA, 2019). 

One of the biggest and most urgent challenges faced by Nigeria’s National AIDS Control 
Program is its growing funding gap. Since its inception, Nigeria’s national response to HIV 
and AIDS has relied heavily on external assistance (see Figure 1). Over the last decade, 
development partner support for HIV services, commodities, and programs in Nigeria 
stabilized around US$400 million per year while domestic public funding decreased 
significantly from US$123 million in 2012 to US$10.5 million in 2018 (Annex A, Figure A1). 
In the context of a plateau in external funding for HIV and a slow rise in domestic resource 
mobilization, Nigeria is faced with a growing gap to finance its ambitious national strategy to 
reach the 90-90-90 goals for the HIV care cascade by 2020. Projections from 2017 indicated 
that expenditures for the current national strategic plan would have exceeded available 
resources in 2018 and a US$200 million funding gap was expected in 2019 (Annex A, Figure 
A2). If left unaddressed, the funding gap will quickly double to more than US$400 million by 
2021. Pooling resources from the government, households, and other contributors via health 
insurance is one strategy to address this funding gap.  

Figure 1. Percentage of Country-Reported HIV Expenditure by Financing Source, 2006-
2018 

 

Source: Global AIDS Monitoring, 2019 
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Second, inadequate financing of primary healthcare services has significant implications for 
access to HIV services at the facility level in Nigeria because providers in both public and 
private sectors make up their revenue needs by charging user fees. These out-of-pocket 
payments in turn pose financial barriers for people living with HIV, a significant proportion 
of whom are socioeconomically disadvantaged and have challenges affording HIV services.  

The Health Policy Plus (HP+) project, supported by the U.S. Agency for International 
Development (USAID) and the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR), 
conducted in 2019 together with the National Agency for the Control of AIDS (NACA) a 
study to assess the magnitude and prevalence of direct user fees for people living with HIV in 
Nigeria. The study found that one in four HIV patients in Nigeria had to pay some sort of 
user fee for HIV services (Dauda et al., 2019a). The average amount spent on direct user fees 
among patients who reported incurring a fee was 1,235 Nigerian naira (NGN) (US$3.40), 
equivalent to 92 percent of Nigeria’s average daily income (Annex A, Table A2). Compared to 
the average, patients belonging to the bottom two wealth quintiles paid an amount that, in 
relative terms, represents a much larger share (approximately 170 percent) of their daily 
income for HIV services. User fees were more prevalent when patients were seeking HIV 
testing, antiretroviral (ARV) medication, or regular visits for HIV treatment, where 43 
percent, 20 percent, and 19 percent of patients seeking these services had to pay out of 
pocket, respectively (Annex A, Figure A3). Potential policy responses include integrating HIV 
services into health insurance schemes, which will allow payments to be made to providers 
for a package of HIV services and reduce out-of-pocket payments for patients. (Dauda et al., 
2019b). Further, obtaining health insurance will set up a prepayment channel toward 
coverage of ongoing HIV-related healthcare needs for people living with HIV and protect 
those households from future catastrophic health expenditures related to healthcare needs. 

In addition to sustainably financing HIV services and providing financial protection to 
people living with HIV, integrating HIV into state health insurance also has the potential to 
improve access to HIV services and drive better performance on key HIV program outcomes 
(see Figure 2 for hypothesized pathways). By contracting with providers to deliver HIV 
testing and treatment services, state health insurance schemes (SHISs) have the potential to 
create a supply response, which can increase the overall provision of HIV testing and 
treatment services. The SHISs can also leverage provider payment model design to 
incentivize more efficient provider behavior and clinical practices aligned to Nigerian 
guidelines that produce better quality of care for HIV patients.  

Overall, improved access and quality of care for HIV services across the cascade can ensure 
that (a) every person accessing the health system who desires an HIV test is offered one and 
has affordable access depending on their situation, (b) every identified case is offered with 
financial protection and initiated on ART without delay, and (c) every patient on ART 
receives additional care management and support services, which should lead to improved 
medication adherence, treatment completion, and viral load suppression.  
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Figure 2. Hypothesized Pathway of How Integration of HIV into SHIS May Improve HIV 
Outcomes 

 

Experiences of countries that attempted to or succeeded in integrating HIV into health 
insurance (Annex B) have shown that in order to achieve the goals of providing financial 
protection and improving access and HIV program outcomes, the benefits package, provider 
contracting arrangement, and payment mechanism should be carefully designed.  
 
Eventually, the long-term need to close funding gaps for Nigeria’s national HIV and AIDS 
response and the desire to achieve country self-reliance for HIV financing will depend on 
successful integration of HIV into health insurance schemes. Therefore, NACA and the 
National Health Insurance Scheme (NHIS) with the support of HP+, developed this national 
blueprint to provide operational guidance to state-level planning efforts. Details on the 
process of developing this blueprint can be found in Annex C.    

2. What Is the Intended Use and Who Are the Users 
of This Blueprint? 
This national blueprint has been developed to generate HIV-specific operational rules and 
guidelines for SHISs to be integrated into their overarching rules and guidance. In the next 
section of this document, this blueprint: 

• Defines a minimum package of HIV services that would be appropriate and feasible 
for integration into existing SHISs 

• Lists the providers needed to deliver these services 

• Recommends a payment model and discusses changes that may need to be made to 
existing payment arrangements  
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• Outlines the steps for setting up purchasing arrangements  

• Provides further guidance on key considerations of implementation, including the 
following:  

o Expansion beyond the recommended minimum package 

o Roles and responsibilities of the various agencies involved  

o Reporting pathway to the national HIV surveillance system 

o Monitoring and evaluation (M&E) of integration efforts 

o Developing state-level roadmaps for implementation 

The intended users of this blueprint include states at any stage of implementing an SHIS, as 
well as federal agencies such as NACA, the National AIDS and STD Control Programme 
(NASCP), and the NHIS. Table 1 provides an overview of how SHISs at different maturity 
levels can use this blueprint to develop rules and guidance for HIV-specific services. In 
particular, the blueprint can be relevant to the following departments of an SHIS or their 
equivalents: planning, research, and statistics; finance and accounts; operations; and 
information and communication technology. For states that are in the early stages of 
designing benefit packages or setting up an SHIS, this operational guide will supplement 
existing guidance from the NHIS and other local partners to help them think through ways of 
including HIV services as part of their core package of services. State agencies for the control 
of AIDS (SACAs) may also use this document as a reference when providing technical 
support to SHISs. 

Table 1. Variations of Use of This Blueprint for States at Various Stages of Implementing 
a Health Insurance Scheme 

Stage of SHIS 
Implementation 

How SHIS Can Use This Blueprint to Develop Additional Rules and 
Guidance for Integration of HIV 

Advanced schemes; have 
ongoing enrollment and 
make regular payments to 
contracted providers 

Use definitions from the recommended HIV package to develop costing 
and actuarial analysis to determine financial feasibility of integration 
Use operational guidance to assess provider network capacity and 
develop accreditation standards for new providers joining the contract 
network 
Use operational guidance to determine necessary changes to payment 
mechanism, including adjustment to current reimbursement rate 

Intermediate schemes; 
ready to begin enrollment 
but still in the process of 
contracting with providers  

Use definitions from the recommended HIV package to develop costing 
and actuarial analysis to determine financial feasibility of integration and 
necessity of premium increase 
Use operational guidance to assess provider network capacity and 
develop accreditation standards for new providers joining the contract 
network 
Use operational guidance to determine necessary changes to payment 
mechanism and adjustment to planned reimbursement rate 

Elementary schemes; not 
yet operational and still in 
the process of setting up 
staff, operational 
guidelines, developing a 
benefits package, etc. 

Include the recommended HIV package in ongoing benefits package 
design, costing, and actuarial analysis 
Use operational guidance to inform upcoming accreditation standards 
development, provider selection, and contracting arrangements 
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3. How Do Health Insurance Schemes Integrate HIV? 

3.1 Defining and Procuring a Minimum Package of HIV Services  
3.1.1 The recommended minimum package of HIV services  
Based on stakeholder outputs from design exercises conducted during the National 
Roundtable on October 23–24, 2019 (Annex C), the Core Team recommends all states begin 
integration with a minimum package (or an “essential package”) of HIV testing and ARV 
treatment services.  

Coverage should start at the time an enrollee enters the health system for an HIV test and 
covered services should be aligned with national guidelines. The recommended minimum 
package includes facility-based, provider-initiated, and client-initiated (i.e., voluntary) 
integrated HIV testing and counselling; preparatory services for ART initiation such as 
retesting to confirm HIV status and pre-ART adherence counselling; baseline clinical and 
laboratory assessment; follow-up clinical visits; ART refill visits; and ongoing laboratory 
monitoring services. Table 2 lists the detailed services according to the 2016 National 
Guidelines for HIV Prevention Treatment and Care and the 2017 National Guidelines for 
HIV Testing Services. The minimum package covers only labor and other direct costs 
involved in delivering these services. Clinical and laboratory consumables, equipment, and 
commodities (including pharmaceuticals) are not included in this package. Prevention of 
mother-to-child transmission is not explicitly defined as a separate service line in the 
minimum package, but the relevant testing and treatment services for pregnant women as 
well as new mothers and their exposed children are all captured in the minimum package.  

Table 2. Recommended Minimum Package of HIV Services, Broken Down by Activities 
According to 2016 and 2017 National HIV Testing and Treatment Guidelines 

Category Detailed Services According to the 2016 and 2017 National 
Guidelines on HIV Testing and Treatment  

Depth of 
Coverage 

Integrated 
Testing and 
Counselling  

Pre-test information session 
Facility-based HIV testing1 including: 
• RDT and ELISA for adults and children >18 months old; laboratory 

nucleic acid testing or point-of-care nucleic acid testing for early 
infant diagnosis 

• Serial or parallel testing (up to three tests) 
• Sample transport to centralized laboratory if needed 
Post-test health education and counselling for persons who tested HIV-
negative and those who tested HIV-positive  

Labor and 
direct costs 
in delivering 
services only 
 

ART Initiation Retesting to verify HIV status before or at the time of starting ART2 
Pre-ART adherence counselling 
Baseline laboratory assessment3 including: 
• Baseline CD4 cell count estimation 
• Baseline viral load estimation 
• Laboratory parameters including Hb/PCV, WBC, platelets, ALT, 

creatinine, HBsAg and HCV, urinalysis, syphilis test, VIA/Pap smear 
• Additional laboratory parameters as clinically indicated: AST, ALP, 

FBS, amylase, pregnancy test, lipid profile, U/E  

Labor and 
direct costs 
in delivering 
services only 
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Category Detailed Services According to the 2016 and 2017 National 
Guidelines on HIV Testing and Treatment  

Depth of 
Coverage 

ART Initiation 
(continued) 

Baseline clinical assessment3 including: 
• Complete history and physical examination 
• Anthropometric assessment (weight, height/length, occipitofrontal 

circumference, chest and mid-upper arm circumferences) 
• Assessment of nutritional, psychosocial growth, and immunization 

status of patient 
• For infants and children, assessment of developmental status 
• For adults, rectal and vaginal examination (including inspection with 

acetic acid and/or Pap smear where possible) 
Determination of WHO clinical stage of disease 

 

Treatment 
Monitoring 
and Follow-
Up 

4-12 clinical visits a year4,5 for:  
• Medication review 
• Monitoring of treatment adherence6 
• Clinical and immunological assessments 
4-12 ARV drug refill visits a year4,7 
Laboratory testing including:  
• Up to two CD4 cell count estimations a year 
• One viral load estimation a year 
• Up to two Hb/PCV and urinalysis tests per year 
• One VIA/PAP smear a year 
• WBC, platelets, ALT, AST, ALP, FBS, amylase, pregnancy test, lipid 

profile, U/E as clinically indicated 

Labor and 
direct costs 
in delivering 
services only 
 

Acronyms:  RDT = rapid diagnostic test, ELISA = enzyme-linked immunosorbent assay, Hb/PCV=hemoglobin/packed 
cell volume, WBC = white blood cell count, ALT = alanine aminotransferase; AST = aspartate aminotransferase; ALP = 
alkaline phosphatase; FBS fasting blood sugar; HCV = hepatitis C virus, VIA = visual inspection with acetic acid; HbsAg 
= hepatitis B virus surface antigen; U/E = urea and electrolytes 

Table notes:  
1 Based on the 2017 National Guideline for HIV Testing Services, for adults and children above 18 months of age, HIV 
is typically diagnosed through the detection of HIV antibodies using RDTs. In second and tertiary level facilities, ELISA 
tests are also used to diagnose HIV. For children under 18 months of age, laboratory and point-of-care nucleic acid 
tests are used for diagnosis of HIV infection.  
2 According to the 2017 National Guidelines for HIV Testing Services, all HIV-positive persons should be retested to 
verify their HIV status before or at the time of starting ART. This is to ensure that individuals are not needlessly placed 
on life-long ART with potential side-effects, waste of resources, and psychological impact of misdiagnosis. 
3 According to the 2016 National Guidelines for HIV Prevention Treatment and Care, baseline assessments should not 
delay ART initiation.  
4 Under a differentiated care model, up to six visits a year for new patients, up to four visits a year for stable patients, 
up to 12 visits a year for unstable patients. For more information on Nigeria’s current guideline for differentiated care, 
please refer to the 2016 National Guidelines for HIV Prevention Treatment and Care. 
5 The recommended minimum package for HIV only includes ART-specific services for ongoing treatment and follow-up. 
Management of opportunistic infections, including inpatient services for some specific conditions, may be covered if an 
SHIS’s existing benefits package already covers relevant interventions.  
6 This does not include supplementary adherence counselling and treatment literacy education, which may be provided 
by a nurse or a health extension worker and is suggested to be covered under the expanded package discussed in 
“Section 3.2.1 Pathway to expanding HIV benefits over time” in this blueprint.  
7 ARV drug refills are usually linked with clinical visits and consultation by a physician. Under a differentiated care 
model, stable patients that have achieved viral load suppression may be eligible for direct ART refills. Nigeria’s current 
guideline on differentiated care, based on the 2016 National Guidelines for HIV Prevention Treatment and Care, does 
not specify separation of routine pharmacy ART refill and clinical visits.  
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It is critical that the package of services integrated into the SHIS is sustainable for the 
scheme over the long term. Sustainability will depend on how the services are utilized and 
what is paid for them, all within the context of the financial position of the scheme overall 
given its other obligations and financial liabilities. On an ongoing basis, the SHIS will be able 
to afford integrating the recommended HIV package only if available funds are greater than 
the estimated cost of the added HIV package (Figure 3).  

Figure 3. Schematic Representation of Total Revenue, Total Cost, and Available Funds 

 

To assess financial feasibility, the recommended minimum HIV benefits package will have to 
be costed, followed by a form of financial sustainability analysis. The gold standard is an 
actuarial analysis. In addition to any existing actuarial analysis conducted for the health 
insurance scheme’s existing benefits package, a new or separate analysis may be required to 
consider the planned expenditures for the HIV package. SHISs that are at a nascent stage 
and lack the technical capacity to conduct an actuarial analysis may consider other forms of 
analysis to estimate the incremental cost of the HIV-related expenditures. The recommended 
process of evidence-based decision making follows the principles of designing a benefits 
package laid out in the forthcoming Nigeria SHIS Implementer’s Guide. If the results from 
the actuarial or financial sustainability analysis show that the SHIS will not be able to sustain 
covering the recommended HIV services, the SHIS  may need to (a) adjust the HIV benefits 
package by eliminating one or more services for consideration of inclusion, (b) increase 
member premiums or enrollee cost-sharing, (c) increase enrollment into the scheme, or (d) 
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pursue a combination of strategies a, b, and/or c, to expand its fiscal space to accommodate 
integration of HIV.1 

3.1.2 Providers to be contracted to deliver these services 
The minimum service delivery requirement for the recommended minimum HIV package is 
an ambulatory primary care setting that has been certified to deliver the HIV testing and 
treatment services listed in Table 2. This setting includes accredited primary health centres 
and hospital outpatient departments and does not include stand-alone HIV testing centres 
that are usually community-based and faith-based organizations serving key populations.2,3 
Since SHIS representatives who participated in the National Roundtable indicated intentions 
of contracting with both public and private sector providers (Box 1), this blueprint will 
include guidance relevant to HIV service providers in both sectors. Table 3 lists the set of 
providers that will need to be contracted by the SHIS to deliver the prescribed services in the 
recommended minimum HIV package and in accordance with national guidelines.  

 

Table 3. Providers Needed to Deliver Services Under the Recommended HIV Package 

Service Provider(s) Needed 

Integrated Testing and 
Counselling   

Public or private primary health centres* 
Public or private hospital outpatient departments 
*For early infant diagnosis, sample collection in facility with actual nucleic acid 
test taking place in public or private stand-alone peripheral laboratory, or public 
or private integrated peripheral laboratory (within hospitals) 

 
1 Inadequate pooling and enrollment into existing state health insurance schemes was identified 
during ongoing stakeholder engagements as one of the main challenges for schemes in Nigeria to 
achieve the financial capacity to integrate HIV. For guidance on expanding enrollment or “population 
coverage,” please refer to the forthcoming SHIS Implementer’s Guide. 

2 In this blueprint, the term “primary health centre” is inclusive of clinics, health centres, 
comprehensive health centres, and hospitals classified as primary level health care facilities because of 
the range of services that they are capable of providing (Uzochukwu, 2017).  

3 The term “hospital” refers to secondary or tertiary level facilities that provide specialized outpatient 
and inpatient services. 

Box 1. Preferred Provider Network from National Roundtable 

All six Nigerian states that participated in the October 23–24, 2019, National Roundtable for 
HIV Integration indicated that they would likely be contracting with both public and private 
providers to deliver HIV services. The SHIS laws of all six states allow for contracting with both 
types of providers, and many SHISs already have contracts with both types of providers in 
place. Inclusion of private providers in the scheme is an acknowledgement of the significant 
role of the private sector in providing medical or health services in Nigeria; approximately 60 
percent of healthcare services are delivered by private providers. For HIV services specifically, 
increasing the role of the private sector in ART provision could help reduce unmet need and 
ease the burden on the public sector. A 2014 Shops study estimated that 95 percent of 
unmet need for HIV care among HIV patients in Lagos State who need ART can be reduced if 
10 percent of the private facilities in the state are willing to expand or start ART services 
(Banke et al., 2014).  
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Service Provider(s) Needed 

ART Initiation: Clinical 
and Counselling 
Services 

Public or private primary health centres 
Public or private hospital outpatient departments 

ART Initiation: 
Baseline Laboratory 
Assessment 

Public or private stand-alone peripheral laboratory 
Public or private integrated peripheral laboratory (within hospitals) 
(For viral load testing: zonal or national reference laboratory) 

Treatment Monitoring 
and Follow-Up: Clinical 
Visits 

Public or private primary health centres 
Public or private hospital outpatient departments 

Treatment Monitoring 
and Follow-Up: ART 
Refill Visits 

Integrated pharmacy/dispenser in public or private hospitals 

Treatment Monitoring 
and Follow-Up: 
Ongoing Laboratory 
Assessment 

Public or private stand-alone peripheral laboratory 
Public or private integrated peripheral laboratory (within hospitals) 
(For viral load testing: zonal or national reference laboratory) 

3.1.3 Management of contractual networks and referral networks  
Most SHISs are expected to develop direct contracts only with accredited primary health 
centres and hospital outpatient departments to provide all necessary covered HIV services to 
scheme enrollees. Some health insurance schemes may also contract with stand-alone or 
integrated laboratories to provide laboratory services for HIV. Because the recommended 
minimum HIV package includes laboratory services and ART refill visits, providers who do 
not have in-house laboratory capability or an integrated pharmacy for dispensing ART will 
need to contract out those services. For example, for early infant diagnoses, nucleic acid test 
at the point of care is available at primary health centres by sample referral only (FMOH, 
2017). In other words, the sample is collected at the primary health centre and then 
transported to higher-up facilities or centralized laboratories where the diagnostic testing 
will take place. If the contractual agreement between an SHIS and a primary health centre 
calls for the primary health centre to provide the full package of covered HIV services, then 
the primary health centre may need to develop subcontracts with nearby laboratories to 
fulfill its contractual obligation to deliver the covered nucleic acid testing services. Potential 
subcontractual relationships are listed in Table 4. Box 2 further describes the differences 
between an SHIS’ contract network and subcontract arrangements between contracted 
providers and supplementary providers. SHISs that require further guidance on how to 
develop a contract with providers or how to manage general contractual relationships and 
conflicts may refer to the forthcoming Nigeria SHIS Implementer’s Guide. 
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Table 4. Potential Subcontracts for the Recommended Minimum HIV Package  

SHIS-Contracted Facilities Supplemental Facilities 

Public Primary Health Centre • Public hospital integrated laboratory 

• Other zonal reference laboratory 

• Public hospital integrated pharmacy 

Private Primary Health Centre • Public/private hospital integrated laboratory 

• Private stand-alone laboratory 

• Other zonal reference laboratory 

• Public/private hospital integrated pharmacy 

Private Hospital Outpatient Department • Other zonal reference laboratory 

Public Hospital Outpatient Department • Other zonal reference laboratory 

 

Box 2. Distinction between Contractual Network and Referral Network 

Consider three types of relationships that could exist between an SHIS and providers, and 
among providers themselves, in the delivery of the HIV benefit package. “Empaneled 
facilities” in this context refer to facilities contracted by the SHIS to deliver the recommended 
minimum HIV benefits package.  

1. Contractual networks: This term refers to the network of direct contractual relationships 
between the SHIS and empaneled facilities. The SHIS will reimburse empaneled facilities 
for HIV services they provide based on the specific benefit package implemented and the 
chosen provider payment model. Empaneled facilities will be accountable to the SHIS for 
delivering HIV services according to the benefits package and according to standards set 
out in SHIS guidelines.   

2. Referral networks: This term refers to noncontractual relationships between providers 
that establishes patient pathways from one facility to another. An empaneled facility may 
refer an HIV patient to a higher-level facility for complications such as advanced disease 
stages with multiple comorbidities that cannot be managed or treated at the empaneled 
facility. Likewise, a higher-level facility may refer an HIV patient “down” to empaneled 
primary care facilities for standard HIV services if the patient does not have complex 
medical needs. These referral networks may include facilities that have separate 
contractual arrangements with the SHIS and facilities that do not. 

3. Provider-to-provider bipartite (subcontract) agreements: This term refers to the necessary 
contractual relationship that exists between providers for the empaneled facility to fulfill 
its requirement to deliver the full spectrum of services described in the HIV benefits 
package. Some empaneled facilities may be unable to deliver a specific service in the 
package. For example, for nucleic acid tests and other laboratory assessments, samples 
may be collected at the empaneled facility, but the actual testing need to take place at a 
separate facility or laboratory. In these cases, the empaneled facility will need to have an 
agreement in place with a supplementary facility or laboratory to ensure that the patient 
receives the diagnostic service. Because the SHIS will only have a direct contractual 
relationship with the empaneled facility, payments will only be made by SHIS to that 
empaneled facility. Payments to the supplemental provider will be agreed upon between 
the empaneled facility and the supplemental provider. 
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Any contractual arrangements for subcontracting services within the recommended 
minimum HIV package will be strictly between the SHIS-contracted provider and the 
subcontracted facility providing the service. Payment mechanisms for such provider 
networks should recognize how some services may be contracted out.  The SHIS will make 
payments only to the SHIS-contracted provider, not the subcontracted supplementary 
facility. The SHIS-contracted provider must ensure that (a) payments are made on time and 
according to the terms and conditions outlined in the subcontract and that (b) patients do 
not incur, as a result of the arrangement, out-of-pocket payments for services included in the 
HIV package that should be free of charge. When referring patients to a subcontracted 
provider for services that cannot be delivered within the contracted facility, the SHIS-
contracted provider should be responsible for informing patients which services are covered 
and should be completely free of charge and which services are not covered and may require 
some sort of non-reimbursable payment at the point of care.  

Another nuance that may warrant further exploration is the engagement of private sector, 
community-based, stand-alone retail pharmacies in decentralized distribution of ART under 
a differentiated care model. This engagement will require the SHIS to establish contractual 
relationships and separate payment mechanisms with community pharmacies. If the SHIS 
already has contracts and purchasing mechanisms in place with private pharmacies and 
additional providers for the broader package of service covered by the SHIS, then some 
aspects of the operational readiness to expand the HIV package may not be a concern. 

Beyond subcontracts, facilities contracted by the SHIS may need to interact with other 
facilities outside of the SHIS contractual network to ensure the delivery of HIV services that 
are not covered by the package. For more details on the distinction between contractual, 
subcontractual, and referral arrangements, refer to Box 2. Examples of non-covered services 
that require referral include post-exposure prophylaxsis (PEP) and pre-exposure 
prophylaxsis (PrEP) for certain persons who test negative, opportunistic infection 
management or treatment of co-morbidity for HIV patients in more advanced stages of the 
disease, voluntary medical male circumcision, and ART pickup at a private stand-alone 
pharmacy. Contracted facilities may also receive patients referred by community-based 
stand-alone testing centres. Figure 4 illustrates the broader health system referral network 
for HIV services. It will be crucial for the SACA and its associated agency within the state 
ministry of health, the State AIDS and STD Control Programme (SASCP), to work with the 
SHIS and its provider network to ensure referral of patients to needed care and treatment 
support.   

An effective referral network for HIV services under a SHIS should encompass (a) referral 
from community-based testing centres to primary care facilities and hospital outpatient 
departments for ART initiation and ongoing ART treatment services, (b) referral from 
primary care facilities to reference laboratories for further testing, (c) referral from primary 
care facilities to pharmacies for ART refill, (d) referral from primary care facilities to 
secondary and tertiary hospitals for management of opportunistic infections, comorbidities, 
and additional healthcare not covered by the recommended minimum HIV package, and (e) 
downward referral of patients without complex medical needs from hospitals to primary 
health centres. If the current referral system is not effective, SHISs will need to work with the 
respective SACA to develop mechanisms that ensure HIV patients are connected to the 
appropriate level and place of care. 
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Figure 4. Provider Referral Network for HIV Services 

 

Acronyms: PHC = primary health centre, HTC = HIV testing centre, OPD = outpatient department 

3.1.4 Choosing a payment mechanism 
Common payment models, including capitation, fee-for-service, or case-based payment, are 
all appropriate for use in purchasing the recommended minimum HIV package of services. 
An overview of these payment models and their impacts on purchasers and provider 
behaviour can be found in Table 5. An outcome-based component can be added to any 
selected payment model to mitigate risk and incentivize provider behavior conducive to 
improving access, quality of care, and target HIV outcomes. However, because outcome-
based payments require additional administrative systems and processes to measure and 
verify selected outcomes, SHISs should not immediately pursue outcome-based payment for 
strategic purchasing of HIV services. They should be considered in the medium term after 
schemes have stablized purchasing HIV services. 

Table 5. Payment Mechanism Overview 

Purchasing 
Methods Basis of Payment Impact on Purchaser Potential Effect on Provider 

Behavior 

Capitation Per enrolled 
individual 

Costs are limited and 
predictable 

  

• Reduced inputs for care or more 
costly treatment  

• Increased referrals to higher-level 
facilities 

• Providers may “cherry-pick” 
healthier patients to treat  

Fee-for- 
Service 

Per service   Risk of cost escalation • Overprovision of care or shift to 
providing higher-cost services 

• Lengthened hospital stays for 
admitted patients 
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Purchasing 
Methods Basis of Payment Impact on Purchaser Potential Effect on Provider 

Behavior 

Case-Based* 
(or Diagnosis-
Based) 

Per admission or 
episode of care 

Can be administratively 
difficult to manage 
because payment is tied 
to an entire episode of 
care, which requires 
clear definition of case 
group, case 
management guideline, 
and coding practice 

• Reduced inputs per case 
including reducing provision of 
ancillary services (e.g. counselling 
and other patient support 
services) 

• Early discharge of patients 

• Potential upcoding (i.e. billing the 
health insurance agency for a 
more costly service than what 
was performed on the patient) 

Outcome-
Based  

Per outcome 
achieved 

Can be administratively 
difficult to manage 
because payment is tied 
to verified achievement 
of outcome 

• Incentive to adopt optimal 
treatment approaches to achieve 
desirable outcomes  

• Crowds out other services in the 
facility that are not paid based on 
outcome 

* Case-based payment is traditionally used for secondary and tertiary care settings.  

Based on stakeholder input during the National Roundtable in October 2019, capitation with 
additional outcome-based incentives was deemed the most suitable payment mechanism for 
purchasing the minimum HIV package (Box 3). In a capitated payment model, the SHIS will 
pay the provider a fixed amount per enrolled patient assigned to the provider for a 
prescribed period of time.  

Because outcome-based payment is a medium-term refinement to the core payment model 
for HIV, this blueprint focuses on guidance specific to a capitation payment model. It should 
be noted that, because the minimum HIV package includes laboratory services as well as 
ARV refill visits, an SHIS may wish to carve out these services and pay for them separately 
via fee-for-service. Additional guidance specific to a fee-for-service or case-based payment 
model can be found in Annex D. A sample outcome-based payment model is also described 
in Annex E. States may choose an alternative model depending on their state context, and 
may need to request additional technical assistance to work out the technical and operational 
details of purchasing HIV services using an alternative payment model.  

 

Box 3. Preferred Payment Model from National Roundtable 

At the October 23–24, 2019, Roundtable for HIV Integration into State Health Insurance, 
capitation was the payment model most frequently selected by state participants. In addition, 
stakeholders preferred to use an outcome-based top-up payment to incentivize specific HIV 
outcomes.  

What does a capitation model with an outcome-based top-up payment look like?  

Participating health facilities will be given a prospective per-member per-month payment to 
provide all services covered under the SHIS’ total benefits package (now including HIV) for its 
enrolled members. Depending on provider-reported (and SHIS/SACA-verified) performance on 
agreed-upon HIV indicators, participating providers may receive a bonus payment.  
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For SHISs and provider contract networks that already have financial management systems 
and claims and business processes set up, it is unlikely that adding HIV to the list of services 
the SHIS is already purchasing from contracted providers will be administratively 
burdensome. But the SHIS will need to make adjustments to its current purchasing 
arrangement with contracted providers (e.g., adjust the reimbursement rate) to 
accommodate the added HIV services. Table 6 summarizes the implications of switching 
from a SHIS’ existing payment mechanism, which is usually capitation, fee-for-service, or a 
combination of both, to a capitation payment model. For SHISs and providers in the process 
of setting up payment mechanisms for the purchasing of a core benefits package, Table 7 
provides general operational guidance for managing payment via capitation. States exploring 
an alternative payment model for purchasing HIV services may refer to Annex D for 
guidance specific to fee-for-service and case-based payment models.  

Table 6. Implications of Switching to Capitation Payment Model Based on SHIS Existing 
Payment Mechanism  

Existing 
Payment Model 

What Would it Mean to Use Capitation to Add HIV to the Core Benefits 
Package? 

Capitation  SHISs will need to increase their current per-member per-month rate in some way 
(see “Step 4: Modifying Capitation and Reimbursement Rates” in the next section) to 
account for the added cost to providers for delivering HIV services in addition to 
other covered services in the existing benefits package. SHIS may also need to set 
risk-adjusted rates for each facility. Three options to modify capitation rate are:  
1. Keep current per-member per-month rate and add a performance-based top-up 

for HIV services. 
2. Increase per-member per-month rate to account for the added cost of care of HIV 

services; no additional performance-based top-up will be made (a pure capitation 
model). 

3. Increase per-member per-month rate to account for the added cost of care of HIV 
services, then add a performance-based top-up based on achievement of key HIV 
outcomes. 

Fee-for-Service If an SHIS currently uses fee-for-service as the payment mechanism for its core 
benefits package, using capitation to pay for HIV will be efficient for the scheme only 
if the core benefits package payment is also switched to capitation.  
If the scheme decides to switch to capitation, the same options listed above apply. 
Switching from fee-for-service to capitation will reduce the administrative complexity 
of managing claims and payments to providers. However, the SHIS should anticipate 
resistance from providers in its network and will have to develop strategies to 
manage stakeholders during the payment model change. Details will also have to be 
worked out regarding what is now directly contracted by the SHIS under a capitation 
model and which services may need to be contracted out by primary care facilities 
under the new contract network.  
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Table 7. Operational Guidance for Capitation Payment Mechanism 

Domain Operational Guidance 

Administrative 
Requirement 

• SHIS enrollees need to choose a primary provider and register  
• SHIS must have a data management system in place  
• SHIS must ensure the following: 

o Contracted facilities have bank accounts 
o Contracted facilities are able to manage funds independently 
o Contracted facilities have the capacity to budget and forecast 
o Contracted facilities are provided with guidance on how to use surplus funds 

Technical 
Capacity 

• SHIS must have a defined and costed benefits package, including HIV benefits 
• SHIS must have a capitation formula that accounts for the additional cost of providing 

services for the recommended minimum HIV package 
• SHIS must ensure management of an accurate database in which enrollee is 

registered and assigned to a primary provider 
• SHIS must conduct routine monitoring of enrollment, service utilization, quality, and 

patient satisfaction  
• SHIS must conduct clinical audits to ensure that providers are not underproviding 

services 

Source: Adapted from the forthcoming Nigeria SHIS Implementer’s Guide 

An inherent risk to using capitation is that providers may want to do less work based on the 
fixed capitation income, and hence attempt to limit the cost of service provision. This is 
especially a problem when providers are not paid an adequate capitation rate and feel forced 
to economize on service delivery costs to meet additional obligations of the covered package. 
In such cases,  providers could attempt to avoid labor- or resource-intensive measures in the 
interventions to be delivered. For example, a provider may skip some of the required 
diagnostic tests for a patient, or rush through a counselling session without giving patients 
adequate time to process information and ask questions. Providers may also prefer to treat 
healthier and lower-risk patients and refer all other patients to higher-level facilities.  

Therefore, it will be essential for the SHIS to set appropriate capitation rates that incentivize 
appropriate care for patients and work with SASCP, SACA, and any other relevant agencies 
within the state ministries of health to conduct additional monitoring for the quality of care. 
Specific guidance on setting and adjusting capitation rates is provided under “Step 4: 
Modifying Capitation and Reimbursement Rates” in the next section of this blueprint. 
Monitoring for the quality of care will be discussed further in “Section 3.3 Governance, 
Surveillance, and Monitoring and Evaluation Systems.” 

3.1.5 Contracting and purchasing 
After the SHIS has decided on the list of HIV services to add to its existing benefits package 
and confirmed the financial feasibility of integration, the SHIS can begin working out the 
provider contracting arrangements and purchasing HIV services for scheme enrollees. 
Figure 5 outlines the steps for developing a provider contract. The units responsible for 
network management and payments at the SHIS agency can work simultaneously on 
assessing current provider capacity and SHIS internal capacity to manage business 
processes. Once a payment model is selected and a preliminary provider-contracting 
network is established, the units can work together to determine what the SHIS needs to pay 
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for and what reimbursement rate to set. When these pieces are in place, the provider 
contract is considered final. 

Figure 5. Steps for Contracting with Providers and Purchasing Recommended HIV 
Services for Scheme Enrollees 

 

Step 1: Establishing accreditation standards and 
processes for HIV service providers 

Before contracting with providers, the SHIS should have an 
accreditation process in place to ensure the quality of HIV 
services delivered by providers. Existing accreditation 
standards will need to be aligned with existing national 
guidelines for HIV services and service providers.4 The steps 
for accrediting providers and enacting service-level 
agreements can be found in the Nigeria SHIS Implementer’s 
Guide. Additional accreditation requirements that the SHIS 
should consider for HIV service delivery are as follows:  

1. Certification by NASCP to ensure providers’ technical capacity to deliver 
HIV services: This certification process will require the SHIS to engage with NASCP 
and SASCP to provide training and certify prospective providers. Depending on what 
trainings are currently available and what certification standards and processes already 
exist, additional certification requirements may be developed by NASCP in collaboration 
with NACA, when the two agencies are determining the minimum requirements for 
delivering the services covered by the HIV benefits package.  

2. Administrative requirements in line with the chosen payment mechanism of 
the SHIS: If a provider is already contracted by the SHIS using the same payment 
mechanism as that selected for the HIV package, then no further assessment is needed. If 
a provider is new to the SHIS contract network, or if the payment mechanism for HIV 
differs from the existing method of payment, the SHIS will need to assess the financial 
management capacity of the provider. Detailed steps for this assessment can be found in 
the Nigeria SHIS Implementer’s Guide. 
 

3. Equipment necessary to deliver the services specified in the HIV benefits 
package: If the facility is unable to deliver certain services (e.g., point-of-care nucleic 

 
4 The 2016 National Guidelines for HIV Prevention Treatment and Care requires all health workers 
and lay providers involved in the provision of HIV treatment and care to have received training prior 
to offering services and to undergo periodic re-training thereafter. The 2017 National Guidelines for 
HIV Testing Services further specified that NASCP is responsible for certifying HIV testing service 
providers once the providers have completed all required elements of the HIV testing services training 
package.   

Step 1. Update 
accreditation standards 

and processes

Step 2. Assess 
current provider 

network 
capacity

Step 3. Engage 
and contract 

with additional 
providers

Assess financial and claims 
processing management 

capacity

Select 
payment 

model

Step 4. Determine 
new reimbursement 
rate and schedule

Step 5. Finalize 
provider 
contract

Accreditation is a process 
for the insurer to certify that 
the facilities with which they 
are contracting have the 
capacity to deliver the 
minimum standards of 
services to ensure the 
quality of service provision. 
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acid testing or other laboratory assessment), the facility must demonstrate its ability to 
subcontract supplementary providers without additional cost to the patient.  
 

4. Accreditation must be renewed every one or two years: The SHIS will have to 
specify the validity period of the accreditation and how providers can apply for re-
accreditation to continue participating in the SHIS contract network.   

SHISs may seek technical assistance from partners other than NACA and SACA and their 
partner agencies, NASCP and SASCP, to fully develop the accreditation process appropriate 
for its scheme. A sample set of accreditation standards specific to HIV services is provided in 
Box 4.  

 

Step 2: Assessing the capacity of the current contracted provider network to 
deliver HIV services 

Mature SHISs may have existing contracts with public or private providers, or both. In such 
cases, an SHIS can check whether these contracted providers can be accredited to implement 
the HIV benefits package. Accredited providers willing to participate in HIV service delivery 
will need an addendum to their contracts specifying the terms and conditions for delivery of 
the HIV benefits package. As part of this assessment process, SHISs will need to ensure that 
providers are not overburdened. Otherwise, enrollees living with HIV may not be able to 
receive quality services and may be subjected to long waiting times or being declined a 
specific HIV service. 

Box 4. Sample Accreditation Standards 

1. The facility is certified by NASCP and any other national or state-level certification bodies. 
As part of this certification process, providers at the facility have completed trainings by 
NACA/NASCP or SACA/SASCP for HIV testing and treatment services.  

2. The facility is accessible to patients with physical disability. 

3. The facility has an adequate number of qualified personnel skilled in providing HIV 
testing services and ART. 

4. The facility has qualified personnel capable of developing care plans for patients. 

5. The facility has all equipment necessary to deliver covered HIV services to patients or can 
subcontract with supplemental providers to provide these services at no additional cost 
to patients. 

6. Patients have continuous access to safe and effective ARV medications throughout the 
duration of treatment.* 

7. Patients have continuous access to HIV laboratory monitoring tests including CD4 and 
viral load estimation and relevant clinical chemistry and hematology. 

8. The facility has the operational capacity to receive payments from the SHIS via the 
agreed-upon payment model. 

9. Accreditation must be renewed every [specify length of time]. 

*Note: Including provider provision of information to help patients attain safe and effective ARV 
medication 
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The SHIS may use the following guidance to assess whether there are sufficient providers 
within its existing network to deliver the HIV benefits package. For further guidance on 
provider mapping and service availability assessment, SHISs may refer to the forthcoming 
Nigeria SHIS Implementer’s Guide.  

1. Determine the total number of providers accredited to provide HIV services in the 
state and disaggregated by type (public versus private) and geography (urban versus 
rural, local government area, or catchment area). 

2. Using state-level incidence, estimate the average HIV patient caseload per accredited 
facility.5 Although there is no norm for the optimal ratio of HIV health workers to 
patients, one model suggests that, on average across types of facility, sector, and 
complexity of HIV care, one to two physicians, two to seven nurses, less than one full-
time equivalent up to three pharmacy staff, and up to 50 counsellors and treatment 
supporters are required to provide ART to 1,000 patients (Hirschhorn, 2006). 
Although Hirschhorn’s model predates the implementation of Treat All policy and 
differentiated care models and may underestimate current human resource needs for 
HIV services, it nevertheless provides a basis for determining if the SHIS’s existing 
contract network may be overburdened. In the absence of Nigeria-specific data, the 
Hirschhorn model provides useful reference thresholds for planning purposes. If the 
overall estimated case load is above the reference threshold, the SHIS may need to 
request applications from the broader provider network to deliver HIV services to 
scheme enrollees.  

3. Determine whether accredited providers are clustered in certain geographic locations 
(e.g., urban areas). Estimate the patient caseload per accredited facility by geographic 
location by applying the state-level incidence or national-level incidence to the 
geographic population (e.g., rural population, local government area population). 
Where the case load is above the recommended threshold, the SHIS may request 
applications from additional local providers to deliver HIV services.  

4. As noted in “Step 1: Establishing Accreditation Standards and Processes”, SHISs may 
have to work with NACA/NASCP or their state-level agencies to develop and deliver 
trainings to providers and technicians on providing HIV services in order to recruit 
additional providers to deliver the HIV benefits package. 

Step 3: Engaging and selecting new providers 

As noted in Step 2, if the existing contract network does not offer sufficient coverage 
geographically or in terms of patient choice (i.e. if patients overwhelmingly prefer private 
facilities over public facilities), the SHIS may need to issue an open call for applications from 
additional providers. SACAs will need to work with SHISs to ensure the technical availability 
of HIV services in rural and hard-to-reach areas. 

The approaches to selecting health facilities to deliver a benefits package can be found in the 
forthcoming Nigeria SHIS Implementer’s Guide. Again, the SHIS must ensure prospective 
HIV providers have the technical and operational capacity to deliver HIV services. The SHIS 
may select public health facilities that meet accreditation standards for HIV service provision 
and invite them to join the scheme’s contract network. For private providers, the SHIS may 

 
5 If data are not available, use national-level incidence as a proxy. 



28 

send requests for applications to health facilities and select interested providers upon their 
completion of accreditation requirements.  

Step 4: Modifying Capitation and Reimbursement Rates  

While the unit responsible for managing the SHIS’s provider network assesses the contract 
network’s current capacity to deliver HIV service and how many additional providers should 
or could be recruited,the financial unit (or equivalent unit) of the SHIS should decide what 
payment mechanism would be used and begin calculating payment rates for the HIV service 
contract. For SHISs currently using a capitation model and intending to purchase HIV 
services using a capitation model, the original per-member per-month capitation rate will 
likely need to be increased to accommodate the additional labor and other direct costs 
involved in delivering the added HIV benefit package. For SHISs that have not launched and 
that are still working out the details of their provider network and contracts, calculation of 
an appropriate payment rate will need to take into account the the costs of delivering the 
scheme’s entire benefits package including HIV services. Box 5 lays out the general process 
of setting an appropriate capitation rate, based on best actuarial practice. To adjust an 
existing capitation rate, the SHIS can either start from scratch using the best practice 
methodology outlined in Box 5 if it does not have a capitation formula, or revisit current 
calculations and take into account potential increased health care utilization among enrollees 
living with HIV and increase in the unit cost of services incurred from direct costs related to 
the delivery of HIV services.  SHISs that need assistance in determining an appropriate 
payment rate for HIV service providers within iits contract network may seek additional 
guidance from the NHIS or further technical assistance from other development partners.  
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Box 5. Methodology for Determining an Appropriate Capitation Rate*  
 
1. Project the number of visits per patient in the upcoming calendar year: 

• Generate the average utilization trend rate for the most recent three years, of all 
covered services that the scheme intends to pay for using a capitation payment 
model, by age group. 

• Using the annual trend rate and utilization data from the base year, project the 
number of visits per patient in the upcoming calendar year. 

2. Estimate the average cost per visit:  
• Two separate costs will need to be estimated for public sector providers and private 

sector providers. See Box 6 for the different cost structures of public versus private 
sector providers.   

• For each provider type (public versus private), decide the inputs, based on scheme’s 
entire benefits package, for which the SHIS will be paying (e.g., labor only, labor plus 
consumables for some services, overhead).  

• Using cost and/or budget data for selected inputs from the most recent year, divide 
by utilization from the most recent year to generate a unit cost per visit for the most 
recent year. 

• Project unit cost for upcoming year by adjusting for inflation. 

3. Calculate the per-member-per-year capitation rate by multiplying the projected unit cost 
(from Step 2) and the expected per capita utilization in the upcoming calendar year (from 
Step 1). Note that two sets of rates will need to be developed: one for public sector 
providers, another for private sector providers. If the SHIS is providing payments to 
contracted providers on a monthly basis, then the per-member-per-year rate needs to be 
divided by 12 to generate the per-member-per-month rate.  

4. Further adjust capitation rate by risk factors that may impact utilization in the provider 
catchment area (e.g., burden of disease, senile population etc.). This will result in 
providers in different catchment areas being paid at different risk-adjusted rates. 

 
*Adapted from the 2018 Capitation Rate Study in Ukraine 
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Step 5: Additional steps and checklists before finalizing providers’ contracts  

As part of the process of selecting a payment model and participating providers, the SHIS 
needs to assess its financial and management capacity and that of the prospective 
participating provider. Box 7 is a checklist for the technical and operational capacity needed 
to administer a capitation payment model. Additional capacity needed to manage fee-for-
service and case-based payments to the provider are discussed in Annex D. SHISs still in the 
process of setting up internal financial management capacity can refer to the forthcoming 
Nigeria SHIS Implementer’s Guide for more information on how to assess or set up financial 
and management capacity for both the insurance scheme (i.e., the purchaser) and its 

Box 6. Cost Structures for Public versus Private Facilities  

Clarifying what the SHIS is actually paying for in terms of the contracted provider’s cost 
structures for delivering the HIV package of service will be the basis for determining 
appropriate reimbursement fees and schedules. Understanding what the scheme is paying 
for also has implications for the actuarial analysis of the benefits package and subsequent 
decisions on premium increases or patient co-pays. 

Public and private facilities do not have the same cost structures, so they will require the 
SHIS to reimburse different operational costs for service delivery and set different 
reimbursement rates. Private providers may need a higher reimbursement rate because they 
do not receive public sector input for salary and operational costs. Alternatively, schemes 
can set standard reimbursement rates for both public and private providers and have 
patients pay the difference out-of-pocket if they choose to receive services from private 
providers. If the SHIS chooses this approach, the SHIS will need to verify that there is an 
adequate supply of public providers able to provide HIV services for patients who cannot 
afford out-of-pocket user fees. 

.  
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contracted providers. SHISs may request additional technical assistance from relevant 
agencies as needed.  

After Steps 1-5 have been completed, the provider contract can be finalized. A checklist for 
the final contract between the SHIS and the contracted provider can be found in the Nigeria 
SHIS Implementer’s Guide. 

3.2 Considerations for Expanding HIV Benefits over Time 
3.2.1 Pathway to expanding HIV benefits over time  
Choosing what HIV benefit package to implement will depend on the fiscal, operational, and 
technical maturity of the SHIS. For SHISs that choose the recommended minimum package 
for implementation, there are options for the scheme to expand the benefit package over 
time as the need for expanded services is determined and financial viability is established. 
The benefit package design should be considered a living and evolving document subject to 
periodic review and updating.   

The first recommended expansion path is an expansion on the breadth of services-only 
reimbursements. Table 8 provides a comparison of benefits package between the starting 
point of expansion (the “Essential Package”) and the endpoint of the first recommended 
expansion path (the “Expanded Package”). SHISs have the option of gradually adding 
services along the first expansion path based on population HIV care needs and financial 
feasibility until it is able to cover all ART support services listed in the table. When 
considering which additional services to include, SHISs should note that it will be more 
feasible financially, technically, and operationally to first expand to include treatment and 
support services associated with chronic HIV care, such as ongoing adherence counselling 
and treatment literacy education, then to further expand to include commodities, 
consumables, equipment, and supplies.  

The second recommended expansion path is an expansion on the depth of coverage. 
This is an ideal medium- to long-term scenario for SHISs as the schemes have established 
financial viability and available fiscal space to begin covering the cost of diagnostic and 
treatment consumables, commodities, and equipment. Much like the first expansion path, 
SHISs have the option of gradually adding types of consumables and commodities to the 
benefits package until it covers the full “Ambitious Package” listed in Table 8. Coverage of 
these cost inputs, particularly the cost of treatment commodities, will require close 
coordination and agreement with national and state HIV programs to ensure both clarity of 
funding and procurement roles. 
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Table 8. First and Second Recommended Expansion Paths of HIV Benefit Packages 

 Essential Expanded Ambitious 
M

in
im

um
 R

ec
om

m
en

de
d 

Pa
ck

ag
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Diagnostic Services 

Integrated testing and counselling ✓ ✓ ✓ 

ART Initiation Services 

Retesting to verify HIV+ resultis1 ✓ ✓ ✓ 

Pre-ART counselling ✓ ✓ ✓ 

Baseline laboratory assessment ✓ ✓ ✓ 

Baseline clinical assessment ✓ ✓ ✓ 

Treatment and Follow-Up Services 

Regular clinical visits ✓ ✓ ✓ 

Regular ART refill visits (pharmacy labor) ✓ ✓ ✓ 

Ongoing laboratory monitoring (biochemistry) ✓ ✓ ✓ 

Fi
rs

t 
Ex

pa
ns

io
n 

Pa
th

 Patient Support Services 

Patient education and treatment literacy2 -- ✓ ✓ 

Treatment support services -- ✓ ✓ 

Se
co

nd
 E

xp
an

si
on

 P
at

h 

Diagnostic Commodities 

Rapid diagnostic test kits -- -- ✓ 

Nucleic acid testing immunoassay reagents 
and consumables for Early Infant Diagnosis 

-- -- ✓ 

Pharmaceutical and Laboratory Commodities 

ARV medications -- -- ✓ 

CD4 test reagents and consumables -- -- ✓ 

Viral load test reagents and consumables -- -- ✓ 

Table Notes:  
1 According to the 2017 National Guidelines for HIV Testing Services, all HIV-positive persons should be 
retested to verify their HIV status before or at the time of starting ART. This is to ensure that individuals are 
not needlessly placed on lifelong ART with potential side effects, waste of resources, and psychological 
impact of misdiagnosis.  
2 Including ongoing adherence counselling by a nurse or health extension worker. 
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3.2.2 Key considerations for SHISs looking to expand beyond the minimum 
package 

Consideration 1: Rationale for Expansion 
The SHIS could consider expanding benefits beyond the recommended minimum HIV 
benefit package based on one or more of the following factors: 

State-level HIV burden: This is a needs-based argument for expanding coverage of the 
HIV benefits package. States with a significant HIV disease burden may want to consider 
expansion options to improve the financial protection of beneficiaries. A needs-based 
argument is linked to the SHIS’s priority-setting mechanism, aligning its services with the 
state’s health agenda. Details and steps for setting the state’s SHIS priorities can be found in 
the Nigeria SHIS Implementer’s Guide. This consideration for expansion must be weighed 
against the financial capacity of the scheme to pay for additional services.  

Equity concerns: If a significant portion of the population affected by HIV belongs to its 
poor or other vulnerable segments, the state may choose to expand services based on equity 
considerations. This consideration for expansion must be weighed against the financial 
capacity of the scheme to pay for additional services.  

Increased financial capacity: In combination with one of the above or other arguments 
for expansion, overall increased financial capacity of the scheme, as evidenced by a surplus, 
can promote a decision to expand benefits, including the HIV services in the package.  

Consideration 2: Financial Feasibility of Expansion 

After determining the need or priority for expanding the HIV package beyond the 
recommended minimum, the SHIS must ascertain the cost of additional services and 
conduct an actuarial analysis to determine the financial feasibility of expansion beyond the 
minimum package. It is essential for the schemes to be realistic about what is financially 
sustainable. Depending on the HIV program agenda of the state and the SHIS, the expanded 
benefits package adopted can be adjusted from what is shown in Table 8 to reduce projected 
expenditures and fit the projected financial space, or premiums can be increased to cover the 
additional expenditures resulting from the expansion. Steps for assessing financial feasibility 
and determining changes to contributions can be found in the Nigeria SHIS Implementer’s 
Guide. Note that the second option might have limited applicability to states with 
contribution rates or schedules set by law if legal change is not feasible 

Changing premiums may not be necessary if increased financial capacity can also be 
achieved by the SHIS expanding its population coverage. As the SHIS moves toward 
enrolling a larger share of the population, the overall revenue and predictability of the 
revenue stream may be improved. If the ensuing increases to premium revenue are projected 
to exceed increases in expenditure, then this can decrease the need to increase premiums 
specifically for expanding the HIV benefits package. For general guidance on enrollment 
expansion strategies, SHISs should refer to the Nigeria SHIS Implementer’s Guide. SHISs 
may also request specific technical assistance from development partners to devise a strategy 
for increasing enrollment uptake in its specific state.   

Consideration 3: Financing and Payment for HIV Commodities 
In the long term and in the context of Nigeria phasing out of donor assistance and 
transitioning to increased domestic funding for HIV test kits, reagents, and antiretroviral 
medication, NHIS, SHISs, NACA, and SACAs will need to discuss expansion of the depth of 
coverage around these costs for HIV under health insurance. Expanding a health insurance 
scheme to include HIV commodities may require increased scheme revenue as well as 
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financial management systems to account for providers incurring and reporting those costs. 
In this long-term vision of SHISs contributing to the total domestically procured commodity 
pool, how the commodities in Table 8 are financed and paid for under the aegis of insurance 
will need to be negotiated.  

The traditional health insurance option, in which medicine and consumable costs incurred 
are reimbursable, would have facilities procure commodities from the market and then be 
reimbursed by the SHIS. The cost of the commodities can be covered by an agreed fee 
schedule which is revised annually based on a market survey. An alternative, which may 
require regulatory changes, is centralized procurement, e.g., by the Federal Ministry of 
Health, where SHISs can make advance payments to the central procurement unit based on 
their forecasted consumption for their covered membership. This payment would be for 
expected future distribution of HIV commodities to SHIS-contracted facilities for their 
anticipated usage at no further charge to the facilities.  Both options to finance, procure, and 
pay for HIV commodities have been tested in middle-income countries. Whichever option is 
selected, both the disease control agency and the health insurance schemes will need to agree 
on (a) who will be responsible for financing HIV commodities, (b) who will be responsible 
for procurement, and (c) how financing, procurement, and distribution will be carried out.  

Box 7 describes the current ARV procurement model in Nigeria. Where and how SHISs will 
fit into this procurement model will need to be carefully designed based on ongoing 
negotiations among the relevant agencies. SHISs may seek further technical assistance from 
relevant agencies or development partners to design a payment model and purchasing 
arrangement for HIV commodities.  

 

3.3 Ensuring Coverage Expansion for People Living with HIV 
For the strategy of using health insurance to finance HIV services to lead to desired results, 
Nigerians living with HIV will need to enroll into health insurance schemes and access HIV 
services through their respective SHIS. Experiences from Cambodia and Vietnam show that 

Box 7. Current ARV Procurement Model under Nigeria’s HIV Treatment Program 

In Nigeria, the National Procurement and Supply Management (PSM) Technical Working 
Group (TWG) is responsible for coordinating supply chain activities and the National 
Quantification Team within the TWG  is responsible for forecasting the availability of health 
commodities and developing a national supply plan. Procurement decisions are made 
based on the output of the National Supply Plan, which is reviewed twice a year to identify 
commodity needs in the country and gaps in the available supply. ARVs financed by 
PEPFAR are directly procured from manufacturers through the U.S. Government 
procurement system. ARVs financed by the Global Fund and Nigeria domestic funds are 
procured through the wambo.org, platform, which pools purchases across many countries 
to allow for negotiation with the manufacturers for more affordable prices. Procurement is 
made through a procurement agent working with NACA and the Global Fund. Advanced 
payment needs to be made before the requested quantities of ARVs will be produced by 
manufacturer. Thereafter, the order is delivered at the Nigeria port where NACA facilitates 
the clearance process with Customs and the Nigeria National Agency for Food and Drug 
Administration (NAFDAC) and obtains an import waiver through the Federal Ministry of 
Finance, the Nigeria Customs Service, and the NAFDAC. Upon delivery of the ARVs to the 
Central Medical Stores, the ARVs are supplied to health facilities every two months based 
on consumption at the facility level. Third-party logistics agents are contracted to deliver 
the ARVs to each health facility.  
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the following three key steps are necessary for the expansion of coverage for people living 
with HIV (Jain and Srey, 2020; Todini et al., 2018): 

1. Engage people living with HIV so that they can make informed decisions 
related to health insurance membership: In Nigeria, the process of engaging people 
living with HIV and offering them informed enrollment opportunities for the SHIS will 
necessitate coordination between SACA and the SHIS. From the perspective of the disease 
control program, the priority may be to first target coverage to those most in need—in 
particular, poor and vulnerable people living with HIV, who are likely to be concentrated in 
the informal sector. From the SHIS standpoint, it may not be operationally feasible to target 
broader enrolment efforts in the informal sector, especially given many such schemes’ 
nascent and limited administrative and technical capacity. One way to achieve progress in 
expanding coverage to people living with HIV during the initial period when SHISs have 
limited capacity to engage in targeted enrollment for specific populations is to integrate 
enrollment counselling into existing outreach programs for HIV. In this approach, the same 
workers conducting community outreach for prevention, care and treatment, are spreading 
information about how to enroll into SHIS and what HIV benefits the scheme covers. They 
can connect people living with HIV with enrollment coordinators as well. This approach 
ensures that the process of identifying people living with HIV for enrollment into the SHIS 
does not compromise patient privacy.  

2. Commit equity funds to support the enrollment of poor people living with 
HIV: As SHISs achieve adequate risk pooling from a sustainable membership base, their 
financial capacity will depend on members making premium payments. Affordability of the 
premium may pose an enrollment barrier to poor people living with HIV and states may 
need to commit public funds to provide premium subsidies for poor people living with HIV.  
Some states in Nigeria have already established such mechanisms. For example, in Lagos 
state, existing legislation mandates 1 percent of the state’s consolidated revenue fund be 
pooled into the Lagos State Health Fund together with funds contributed by individuals and 
families enrolled in the Lagos State Health Scheme. To ensure that such mechanisms 
adequately support coverage expansion to poor people living with HIV, the state and the 
SHIS will need to first clearly define the use of the equity funds and adjust the premium 
schedules for different income quintiles or population groups. Second, communication and 
outreach will need to be carried out to help eligible people living with HIV understand the 
benefits of enrolling into the SHIS and that there will not be a financial barrier to 
enrollment. As mentioned, this process will require coordination between SACA and SHIS. 
Third, committed equity funds need to be released into the health insurance pool to allow the 
scheme to waive premiums for the relevant populations and to make health care 
expenditures for utilized services. SHISs that encounter challenges in accessing committed 
equity funds may seek targeted technical assistance or advocacy support from relevant 
partners. 

3. Monitor utilization of HIV services by scheme enrollees living with HIV: 
People living with HIV accessing HIV services through their enrolled SHIS may not take full 
advantage of their membership if they are not aware of what HIV services are covered under 
their scheme’s benefit package, or where to access the covered services. Geographic barriers 
such as the lack of network providers in rural areas, financial barriers such as co-payments, 
or poor quality of care experienced at certain network health care facilities can also deter 
SHIS members living with HIV from accessing covered HIV services. Therefore, it will be 
imperative to monitor the utilization of HIV and non-HIV services among SHIS members 
with HIV. If utilization of HIV services does not increase with population coverage expansion 
among people living with HIV, an investigation of underlying causes may be needed. Systems 
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and processes for internal monitoring within the SHIS and reporting to the broader disease 
surveillance information management system are discussed in further detail in the next 
section.  

3.4 Governance, Surveillance, and Monitoring and Evaluation 
Systems 
3.4.1 Recommended roles and responsibilities of key agencies 

Integration of HIV testing and treatment services into health insurance schemes in Nigeria 
introduces new actors into the governance structure for HIV and redistributes key health 
system roles and responsibilities. Table 9 lists the suggested roles and responsibilities after 
HIV is integrated into the state health insurances schemes for NACA, NASCP, and their state 
agencies; NHIS; SHIS; and HIV service providers.  

Per its mandate, NACA is responsible for setting the strategic direction of the national AIDS 
control program and for providing resources for achieving program objectives. Health 
insurance schemes, on the other hand, are merely mechanisms to pool funds and purchase 
covered HIV services; they do not constitute an HIV program. Given that integration of HIV 
into health insurance can be, as discussed in the beginning of this document, a strategy 
integral to epidemic control in Nigeria, NACA must play a leading role in integration efforts 
and provide oversight. Assuming this role may include working with NASCP, NHIS, and 
SHIS to ensure (a) an adequate supply of HIV service providers that SHISs can contract with 
to deliver HIV services covered under health insurance, (b) the quality of the services 
delivered by contracted providers, and (c) no additional access barriers are created for 
people living with HIV.  

At the same time, because some HIV services will now be financed and delivered under 
health insurance, alignment and collaboration will be needed between NACA, NHIS, and 
SHISs, as well as their third-party administrators where relevant. Shared responsibilities 
that need clarification and alignment include (a) direct administrative control of HIV 
funding, (b) direct managerial control over HIV service providers, (c) direct data 
management control, and (d) designated responsibilities in regulation, policy, monitoring 
and evaluation, and operations research. Some of these roles will now be shared by the 
NHIS, SHISs, and their third-party administrators. NACA is still in charge of planning, 
implementation, and operation of specific HIV surveillance, prevention, treatment, and care 
programs. For example, the financing and provision of HIV services not covered under 
health insurance, such as community-based health education, prevention for key 
populations, and other community-based care and support services, will remain the 
responsibility of NACA and their state and local government area (LGA)  agencies.  
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Table 9. Roles and Responsibilities Overview 

Agency Role  Responsibilities 

NHIS1 Set guidelines and 
standards for 
health insurance 
schemes 

• Promote, integrate, and regulate all health insurance schemes 

• Ensure that health insurance is mandatory 

• Provide technical and other relevant support to the SHISs 

• Integrate HIV services into the national health insurance scheme 
and conduct routine monitoring and evaluation on integration 
efforts 

• Maintain a register of SHIS and accredited healthcare facilities 

NACA and 
NASCP 

Set strategic 
directions and 
objectives for the 
AIDS Control 
program 

• Set targets and share data 
• Develop checklists and tools for service supervision—diagnosis, 

treatment, laboratory analysis, monitoring and evaluation, and data 
management 

• Create a single comprehensive database for HIV patients and share 
registration data to prevent duplication of services 

• Ensure adherence to ethical standards of HIV care through reviews 
of information from the SHIS and SACA 

• Provide regular training on HIV services to health care providers and 
certification for health care facilities 

• Update the list of health care facilities (public and private) offering 
HIV services 

SHISs1 Finance and 
contract with 
service providers 
to purchase 
minimum package 
of HIV services for 
scheme enrollees 

• Manage the pooled funds and act as purchaser of covered HIV 
services in their states 

• Determine benefits package, set health insurance premiums and 
patient co-pay or co-insurance amounts 

• Inform and educate enrollees about changes to benefits and 
coverage, and provide information on where enrollees can access 
covered HIV services  

• Ensure capacity of contracted provider network 
• Facilitate access to care and promote service utilization 
• Accredit and empanel health facilities (public and private) 
• Carry out claims processing and payments 
• Collate, manage, and submit a panel list each month to healthcare 

providers and SACAs for enrollees receiving healthcare services 
paid via capitation 

• Update the scheme’s own operational guidelines to reflect changes 
following the integration of HIV into the scheme (see Box 8 for 
components of operational guidelines that will require updating) 

SACA and 
SASCP 

State-level HIV 
surveillance, data 
collection, and 
reporting 

• Monitor and supervise health facilities and community-based 
organizations  

• Verify HIV outcomes for SHISs that pay outcome-based incentives to 
contracted providers 
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Agency Role  Responsibilities 

Healthcare 
providers 
 
 

Provide health 
services in the 
benefits package 
as agreed in the 
contractual 
agreement with 
SHISs and/or 
third-party 
administrators 

• Provide quality services to HIV patients 
• Ensure referrals between facilities are done according to SHIS 

principles and procedures 
• Ensure there are no additional out-of-pocket payments at the point 

of service for public and private facilities if the full cost of service 
provision is covered by SHIS reimbursement  

• Provide data on service use and other relevant data to SHIS 
directly, or to SACA, depending on the payment mechanism in place 
and contractual arrangements 

• Comply with SHIS operational guidelines 
• Provide returns of HIV service utilization and other program data to 

the SHIS 

Table Notes: 
1 Both SHISs and the NHIS (in its capacity as an insurance scheme for federal employees) may contract out 
administrative and purchasing functions to third-party administrators or health management organizations.  

  

Box 8. Components of SHIS Operational Guidelines to be Updated Following 
Integration  

The Nigeria SHIS Implementer’s Guide lays out the components of SHIS operational 
guidelines. If these guidelines already exist for the schemes, several components will require 
updating to reflect changes following integration of HIV. If the guidelines have yet to be 
developed at the time HIV is integrated, the same components will need to reflect the 
elements specific to the HIV benefits package.  

Component How to Update Following HIV Integration 

Outlining the scheme’s programs and 
benefits packages 

Addendum or inclusion of the description of the HIV 
benefits package and who is eligible to take advantage of 
the package 

Providing guidelines for participating in 
the scheme, including contribution 
amounts and waiting periods 

Additional guidelines that may be required for providers to 
deliver the HIV benefits package (e.g., must be accredited 
for HIV service provision)  
Specifying whether no balance billing is in place for 
beneficiaries, contingent on the full cost of service 
delivery being covered by reimbursement of the scheme  

Outlining provider engagement, 
including the types of providers that 
will be accessible under the scheme, 
provider payment, and referral 
guidelines and processes  

Specifying the provider payment (model and rate) for HIV 
services; specific guidelines will have to be issued if the 
SHIS is making outcome-based payments  
Referral guidelines for non-covered HIV services (e.g., PEP 
and PrEP for persons who test negative) if the scheme is 
providing only the minimum recommended HIV package 

Defining accreditation standards for all 
actors, including facilities, third-party 
administrators, and any other 
contracted entities 

Specifying any additional accreditation process for 
providers of the HIV benefits package 
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3.4.2 Reporting pathway to the Nigerian National Response Information 
Management System   
The Nigeria National Response Information Management System (NNRIMS) requires public 
and private health facilities and other HIV service providers (e.g., faith-based organizations 
and nongovernmental organizations) collect program data on a daily basis and submit to 
LGA monitoring and evaluation officers on a monthly basis (NACA, 2011). The data are then 
collated and sent to the SASCP (situated within state ministries of health) on a monthly basis 
to be compiled and analyzed for sharing with the NASCP and subsequently relayed to NACA 
on a quarterly basis. Data are validated at the time they are submitted to each agency. 
Program data in the non-health sector is collected and reported to NACA in a similar manner 
through ministries, departments, and agencies. Figure 6 illustrates the data flow from HIV 
service providers to the NNRIMS.   

Figure 6. Current Pathway for Reporting Data to the NNRIMS 

 

Source: NACA, 2011 

Acronyms:  SDG = Sustainable Development Goals; GAM = Global AIDS Monitoring; FMOE = Federal 
Ministry of Environment; FMOWA = Federal Ministry of Women Affairs and Social Development; SME = 
State Ministry of Environment; State Ministry of Women Affairs; LGA-LACA = Local Government Area–Local 
Agency for the Control of AIDS; OVC = orphans and vulnerable children; FLHE = family life and HIV 
education; FBO = faith-based organizations; NMSF = national monthly summary form; HCT = HIV 
counselling and testing; HBC = hepatitis C ; SDP = service delivery partners. 

Integration of HIV into health insurance does not change the reporting requirement and 
process of the NNRIMS. However, NACA and NASCP may consider establishing agreements 
with SHISs to assist in the monitoring and evaluation effort of the broader national HIV 
response by (a) sharing de-identified data on enrollees who are accessing covered HIV 
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services from contracted providers, and (b) including NNRIMS reporting requirements in 
the insurance scheme’s accreditation standards and processes. By sharing data with SASCP 
on who among their enrollees are accessing HIV services, SHISs can help the state AIDS 
control program reduce duplication of services and conserve resources for HIV services that 
are not covered under the state’s health insurance scheme. Where an SHIS has 
subcontracted with third-party administrators or health management organizations to 
perform purchasing functions, the SHIS will need to collate enrollee data collected from 
facilities through the corresponding third-party administrators or health management 
organizations. Including NNRIMS reporting requirements in the accreditation process will 
improve compliance with reporting requirements among contracted providers, especially 
private-sector providers. Details on what data are currently required of healthcare facilities 
can be found in the latest NNRIMS Operational Plan.  

3.4.3 Monitoring and evaluation of integrating HIV into SHISs  
As a good practice, SHISs should include an internal plan to monitor and evaluate its 
implementation efforts of integrating HIV into the scheme. At the national level, there 
should also be an M&E framework guiding NACA and NHIS in their oversight of integration 
efforts across Nigeria. Since the development of such a framework and any related indicators 
must be aligned with the goals and objectives of the national strategic plan, NACA will be 
responsible for developing the national integration M&E framework. Technical input will be 
included from a joint committee composed of NACA, NHIS, and other stakeholders.  

The resultant M&E framework should: 

• Identify input, output, and outcome indicators for the integration of HIV into health 
insurance (see Figure 7 for a sample logic model)  

• Detail the process of conducting a baseline assessment, and if relevant, setting 
benchmarks for target indicators at a target timepoint 

• Clearly outline (a) the reporting pathway and frequency of reporting on key process 
and outcome indicators, and (b) how the reported data will be used and by whom  

• Discuss what accountability mechanisms will be used to ensure integration efforts 
and practices align with program goals and objectives 

• Include a learning plan to continually improve integration across the country, 
document lessons learned and best practices that can be shared with partner agencies 
and other SHISs that have yet to integrate HIV services 
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Figure 7. Sample Logic Model 

 

3.5 Roadmap for Implementation and Expansion 
A roadmap is a strategic plan that defines a goal or desired outcome—in this case, the launch 
of the selected HIV benefits package—and includes the major steps or milestones needed to 
reach it. Implementation units can then use this high-level document to develop detailed 
workplans and tasks. The topics covered in the national blueprint thus far have been 
carefully structured to help SHIS agencies see the elements that comprise the successful 
integration of HIV into existing schemes. These elements, in turn, form the key milestones to 
an implementation roadmap.  

Annex F is a blank template containing the list of key milestones that SHIS agencies can use 
to develop an implementation roadmap. In general, when developing their own roadmaps 
for implementing the recommended HIV benefits package or one that includes 
implementation and future expansion beyond the recommended minimum package, SHISs 
should account for the following:  

Inputs 

Identify the inputs 
required to 
implement 
activities. 
Examples include 
the following: 

• Policies and 
strategies 

• Health 
workforce 

• Funding 

• Medicines 

• Physical 
infrastructure 

• Laboratories/ 
equipment 

• Information 

Activities 

List the activities to be 
undertaken are 
identified. Examples 
include the following: 

• Minimum package 
identified based on 
national blueprint 

• Costing of package 
conducted 

• Procurement, 
distribution, and 
storage 

• Community outreach 

• Engagement with 
contracted providers 
to establish referral 
networks and 
processes 

• Development of 
contracting 
arrangements with 
existing and newly 
accredited provider 
networks 

• Development of 
standards for 
accrediting new 
providers, including 
training needs and 
regulatory challenges 
and solutions 

Outcomes 

List the expected HIV 
outcomes resulting 
from integration of 
HIV into health 
insurance. Examples 
include the following: 

• Percent of 
individuals 
diagnosed and 
placed on 
treatment 

• Number of HIV 
cases notified 

• Treatment success 
rates  

• % of individuals on 
subsidized 
premiums 

• % of HIV 
individuals 
experiencing 
catastrophic 
health expenditure 

• % of patients with 
on-time diagnosis 

Outputs 

Identify the outputs 
resulting from the 
activities being 
successfully 
implemented. Sample 
indicators include the 
following: 

• HIV integration 
policy developed 
and endorsed 

• Access to quality 
HIV services 

• HIV service 
utilization 

• # of participating 
providers able to 
deliver HIV 
services 

• # of new providers 
contracted 

• # of provider 
contracts finalized 

• # of enrollees 
notified 

• # of enrollees 
accessing HIV 
services 
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• The overall timeline of the planning and implementation process (see Box 9 for a 
sample timeline) 

• The necessary sequence of milestones (e.g., proper costing and actuarial analyses will 
need to be conducted before the SHIS can make a final decision on what kind of HIV 
benefits package would be financially feasible to integrate into existing schemes) 

• Which organizational unit within the SHIS should be responsible for carrying out 
each implementation activity 

• Which implementation partners (e.g., SACA, SASCP, third-party administrators) may 
need to be involved and in what activities they might play a part  

• Milestones marking where the SHIS should be by a certain time and the time needed 
to achieve a milestone. For example, if the SHIS does not have an existing 
accreditation process, how much additional time will it take to set up standards and 
processes? 

• Underlying assumptions and other relevant notes or comments 

  

Box 9. Sample State Timeline for Implementation of HIV Integration into an SHIS 

This timeline is from one of the states that participated in the October 23–24, 2019, 
Roundtable for HIV Integration into State Health Insurance. This SHIS already has a fully 
staffed agency, operational guidelines, a core benefits package defined, and a network of 
contracted providers. Enrollees have already begun accessing care covered by the core 
benefits package. This state proposes to work out the details of what additional HIV services 
the scheme can afford to add to its existing benefits package during the last quarter of 2020 
and first quarter of 2021. Contracting will follow in the third quarter of 2021.  

2020 Q3 2020 Q4 2021 Q1 2021 Q2 2021 Q3 2021 Q4 

Accreditation 
standards and 
processes 
established 

 

-- -- HIV benefits 
package 
defined and 
finalized 

HIV providers 
contracted 

Framework for 
reporting and 
M&E 
established 

SHIS is ready to 
purchase HIV services 
via selected payment 
model 

Referral network 
established 

HIV benefits package 
officially launched  
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Annex A. Supplementary Tables and Figures 
Table A1. Nigeria HIV testing and treatment cascade, 2018 

People living with HIV (adults and children) 1,900,000 [1,400,000—2,600,000] 
People living with HIV who know their status 1,300,000 
Percent of people living with HIV who know their 
status 

67 [49—89] 

People living with HIV who are on ART 1,000,000 
Percent of people living with HIV who are on ART 53 [40—71] 
People living with HIV who have suppressed viral 
loads 

810,000 

Percent of people living with HIV who have 
suppressed viral loads 

42 [35—57] 

Source: UNAIDS, 2020 

Table A2. Direct Fees, and Indirect and Opportunity Costs (NGN)  

Category Indicator Akwa 
Ibom Kano Lagos Rivers Poor sub-

sample Total 

Direct fees 

Average prevalence 32% 6% 17% 55% 27% 25% 

User fee—Mean 941 1,600 1,809 857 1,270 1,235 

User fee—Median 400 950 700 700 600 600 

Mean as percent of daily 
income 85% 206% 111% 71% 170% 92% 

Time 
investment 
(hours) 

Travel to and from facility 1.3 1.2 1.9 1.3 1.5 1.5 

Time spent at the facility 2.0 2.1 2.5 2.4 2.3 2.3 

Total time spent 3.3 3.3 4.4 3.6 3.9 3.9 

Indirect costs 

Total indirect costs 1,133 503 1,446 1,030 844 1,191 

Transportation costs 734 282 664 578 525 619 

Value of time spent 399 220 782 452 319 573 

As percent of daily 
income 103% 65% 88% 85% 113% 89% 

Total burden: 
user fee plus 
indirect costs 

Direct fees plus indirect 
costs, if incurring both 
fees  

2,096 3,683 3,559 1,818 2,104 2,508 

Percent of daily income 190% 474% 218% 150% 281% 187% 

Source: Dauda et al., 2019 
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Figure A1. Country-Reported HIV Expenditure by Financing Source 

 

Source: Global AIDS Monitoring, 2019 

Figure A2. National Strategic Plan Funding Gap, 2017–2021 

 
Source: NACA, 2017 

Figure A3. Type of HIV Service, Average Amount of Direct Fees Paid, and Prevalence 

 
Source: Dauda et al., 2019  
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Figure A4. Type of Direct Fees, Amount, and Prevalence among Those Who Incurred Fees 

  
Source: Dauda et al, 2019 
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Annex B. Challenges Experienced by Countries with 
an Integrated System for HIV  
Some of the countries that have started the public discussion or the process to integrate 
some HIV services into their national or social insurance schemes in the last few years 
include Indonesia, Kenya, Rwanda, Uganda, and Vietnam. Although they are in different 
stages in the integration process (from early discussions among stakeholders, to planning or 
partial implementation), important lessons can be learned from the obstacles and challenges 
faced when moving away from a vertical model of financing and service delivery for HIV care 
(whether through integration into health insurance or tax-based financing), or simply when 
seeking to expand the services included under their benefit package.  

Political commitment and adequate access to HIV care for all patients 

Countries transitioning toward universal health coverage or integration of HIV services 
under national insurance schemes face the challenge of lack of political commitment to 
provide HIV care to all, especially to poor, marginalized or stigmatized groups. This takes 
place in countries such as Kenya, Indonesia, or Uganda where the existence of prejudices, 
social discrimination and legal loopholes serve as de facto barriers to at-risk populations, 
including sex workers, men who have sex with men, and people who use drugs. In Indonesia, 
for example, registration and enrolment for health insurance coverage is done per family, not 
per individual, so many members of key populations who have been rejected by their families 
and have had to move away from their villages cannot register. In Uganda and Kenya, past 
efforts to criminalize drug users and men who have sex with men have severely affected 
access to HIV care among these populations. Stronger political commitment to address these 
issues can be realized by engaging community and civil society organizations in anti-stigma 
campaigns, awareness trainings for health workers, and inclusion of relevant stakeholders in 
essential decision-making processes around the integration of HIV services. Kenya and 
Uganda have taken important steps in this direction.  

Financial vulnerability among key populations 

Depending on the financing mechanisms in place to cover the costs associated with HIV care, 
financial vulnerability may increase for key populations, especially if the health care system 
lacks enough resources to cover HIV testing and treatment services. The risk of including 
HIV services under contributory health insurance and making access to key services such as 
ART contingent on membership or payment of annual fees is that this approach can exclude 
those who cannot pay membership contributions and also those working in the informal 
sector. Lack of resources to cover HIV services may lead to greater prevalence of user fees as 
well as the existence of higher co-payments for HIV care, as in Vietnam, where fees can reach 
up to 20 percent of the final price for a service. To improve HIV care financing for all, 
Indonesia established a single-payer national health insurance scheme, Jaminan Kesehatan 
Nasional (JKN),  and started providing HIV care through JKN to those who were already 
members, and through local and central government for those not covered by JKN. In 
Vietnam, HIV services were included as part of a large and comprehensive basket of services, 
with ARVs being centrally procured and reimbursed through a special fund to reduce the co-
payments or fees charged to people seeking HIV care.    
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Centralized and coordinated systems necessary for service expansion  

The lack of proper delivery mechanisms can hinder the expansion of HIV services to the 
extent necessary to guarantee access to all HIV patients in a country. Rwanda, for example, 
addressed this issue by coordinating most HIV investments under the universal health 
coverage program. The supply chain that was already established to deliver drugs and 
medicines absorbed the distribution of ARV medication and information systems designed to 
track HIV treatment adherence were incorporated to track treatment adherence for other 
diseases. Similar synergies were established for the recruitment and training of health 
workers. In Vietnam, the government is exploring proposals for the introduction of a central 
procurement unit under the public health system that would include all pharmaceutical 
products including ARVs. The strong presence of a centralized platform pushing for a 
coordinated expansion of HIV services remains essential.  

Governance and the role of civil society and communities 

In many countries, civil society or community organizations have played a crucial role in the 
HIV response, from the provision of a wide range of prevention and counselling services, 
support to health systems, and advocacy, all with a particular focus on vulnerable and 
marginalized populations. The role of civil society organizations in both the provision of 
services and in advocacy at the local and national level has been essential in countries such 
as Indonesia and Uganda, where public facilities may be unfriendly to such populations. 
However, most civil society entities tend to be funded mostly through external donor 
assistance, and civil society entities tend to be left out of planning processes. In the pathway 
toward integration of HIV services, there will be questions on whether the critical HIV 
services provided by civil society organizations would still be provided, by whom, and with 
what sources of funding. In Rwanda, for example, the national HIV responses formalized the 
role of civil society entities by assigning them seats on the board of the former National AIDS 
Control Commission (2001-2010) and now on the ongoing Global Fund Country 
Coordinating Mechanism. The biannual Joint Health Sector Review, which oversees all 
national health programs in Rwanda, also has now 10 civil society members representing key 
populations and constituencies. Similarly, in Kenya the National AIDS Control Council has 
recognized the role played by more than 14,000 civil society entities and is exploring the 
option that national and local authorities hire civil society organizations to continue the work 
they are doing as more HIV services are integrated.  

Low engagement of the private sector in provision of HIV services 

In many countries, the private sector is an important player; a significant share of the 
population seeks services from private facilities. Some countries have taken steps to 
incentivize private providers including civil society and community organizations to deliver 
HIV services. In Indonesia, the private for-profit sector has played a key role in the provision 
of services under JKN and a process is currently under way to make it easier for empaneled 
private providers to purchase ARV commodities at the same prices and from the same 
distributors as public facilities, or to explore any other channels of procuring ARV 
commodities on their own and then be reimbursed by JKN. In Vietnam, special emphasis 
was placed on empanelment strategies and providing technical support to private facilities so 
that they can provide both curative and preventive services and qualify for contracts with the 
national social health insurance program. 
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Administrative challenges to strategic purchasing of HIV drugs under social 
health insurance 

In Nigeria, if a health insurance scheme is considered to finance HIV drugs in the future, the 
SHIS will have to establish a relationship with the country’s central procurement unit and 
supply chain responsibilities. In Vietnam, a policy was implemented that allowed centralized 
procurement and purchase of antiretroviral drugs through the social health insurance fund. 
The same policy allowed partial support for social health insurance premiums with local 
provincial funds for HIV patients and introduced co-payments for ARVs.  

Further Reading 
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Tanzanian Health Insurance. Washington, DC: Palladium, Health Policy Plus. 

Prabhakaran, S., A. Dutta, R. Ross, and C. B. Cantelmo. 2018. Options to Finance the Rapid 
Scale-Up of the HIV Response in Indonesia: The Role of the National Health Insurance 
Scheme (JKN) and Local Governments. Washington, DC: Palladium, Health Policy Plus. 

Todini, N., T. M. Hammett, and R. Fryatt. 2018. "Integrating HIV/AIDS in Vietnam's Social 
Health Insurance Scheme: Experience and Lessons from the Health Finance and Governance 
Project, 2014–2017." Health Systems & Reform 4(2): 114-124. 
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Annex C. The Process of Developing this Blueprint 
The National Blueprint for Integration of HIV into State Health Insurance Schemes was 
developed through a consultative process. First, HP+, together with NACA and NHIS, 
convened stakeholders from SHISs and state AIDS control programs from each of the six 
geopolitical zones in Nigeria for a roundtable on the integration of HIV into state health 
insurance. The Roundtable took place on October 23-24, 2019 and participating states 
included Anambra, Bauchi, Delta, Kano, Kwara, and Lagos. The goals of the Roundtable 
were (a) to get stakeholders to discuss the financial, technical, and operational aspects of 
integrating an HIV package into state health insurance, and (b) from those discussions, 
establish the minimum package of HIV services.  

At the Roundtable, participating states worked through several thought exercises around 
determining a feasible minimum package for HIV, payment mechanism options to purchase 
the package, and the necessary providers to effectively deliver the included services. The 
workshops included a combination of theoretical sessions focusing on key decision points 
and the impact on different stakeholders (payer, patients, providers, and the HIV program), 
and breakout sessions designed to help participants think through the decision points for 
their respective states. The two-day workshop ended with each state drafting a roadmap on 
how they would integrate HIV into their state’s health insurance scheme.  

The National Core Team then used the output from the Roundtable to draft the national 
blueprint. Decision points that the stakeholders had agreed on were used as starting points 
and each topic was further elaborated on using international literature, tools, materials, and 
resources. Existing guidelines for Nigeria, such as the NACA’s guidelines for HIV testing 
services and for HIV prevention, treatment and care, and the Nigeria SHIS Implementer’s 
Guide, were among the most important resources upon which operational guidance in the 
blueprint was based. A broader group of stakeholders including NACA, SACAs, the World 
Health Organization, the Joint United Nations Programme on HIV/AIDS, civil society 
organizations, and other implementation partners, was then consulted to obtain feedback 
and additional inputs on the draft document for validation through a virtual consultative 
meeting with the National Core Team in August 2020.
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Annex D. Additional Guidance on Payment Models for HIV Services 
Table D1. General Operational Guidance for Using Fee-For-Service or Case-based Payment Models  

Existing 
Payment 
Model 

What would it mean to use fee-for-service to purchase HIV services in 
addition to the core benefits package? 

What would it mean to use case-based payment to 
purchase an HIV package of service that is added to the 
core benefits package?  

Capitation  SHISs will need to take the following steps when adding fee-for-service as a 
payment mechanism to pay for HIV benefits: 
1. Put in place additional purchasing capacity to implement a fee-for-

service model, such as for the following: 
o Ability to develop financial projections on revenues and expenditure  
o Capacity to make financial adjustments when expenditures are 

unsustainable 
o Use of standardized service codes at the facility 
o Claims processing and management systems 

2. Set reimbursement rates for each of the services identified in the 
recommended minimum HIV package.  

3. Draft new contracts or an addendum to existing contracts with 
providers that lay out the terms of the new benefits package and 
payment system. 

4. Consider conducting training with facilities on claims filing using a fee-
for-service mechanism.  

Switching from capitation to case-based payment, the SHIS will 
have to ensure: 

1. Thorough considerations have been given to the upfront 
costs of setting up the required system for case-based 
payment, especially if HIV is the only diagnosis that will be 
paid using this payment model 

2. Well-defined case and case management guidelines for HIV 
are in place  

3. An adequate case rate is set for the HIV package 

4. Providers are trained on reporting and claims management 

 

Fee-for-Service If the SHIS currently uses fee-for-service for its existing benefits package, it 
is assumed that the scheme already has the necessary purchasing capacity 
in place. Additional steps the SHIS will have to take to set up purchasing 
mechanism for HIV in this case include the following: 
1. Set reimbursement rates for each of the services identified in the 

recommended minimum HIV package.  
2. Draft new contracts or an addendum to existing contracts with 

providers that lay out the terms of the new benefits package. 

Same as above.  
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Table D2. General Operational Guidance for Using Fee-For-Service or Case-based Payment Models 

Payment 
Model Domain General Operational Guidance for Purchaser 

Fee-for-
Service 

Administrative • Must have a data management system in place 

• Must set up automated claims processing with required verification and control systems 

Capacity • Must set up a standardized disease and service coding mechanism 

• Must set regulated and clear prices for drugs, consumables, and services 

• Must set up a strong claims management system 

• Must conduct well-functioning clinical audits 

• Strong administrative capacities needed at the facility level 

Strategic 
Consideration 

• May introduce caps on reimbursements to prevent overprovision of service and moral hazard on the part of the covered 
enrollees 

Case-Based 
Payment 

Administrative • Must have a data management system in place 

• Must set up claims processing systems with required verification and control systems 

Capacity • Must have well-defined and enforced cases and case management guidelines 

• Must set up a standardized case-based coding mechanism 

• Must be capable of performing extensive analytics to define and refine diagnosis groups (especially if piloting case-based 
payment), assign intensity weights, and calculate associated costs 

• Must train providers on proper coding and claims management 

• Must have monitoring systems to prevent fraudulent coding practices 

• Strong financial management and administrative capacities needed at the facility level, including ability to assign patient 
cases to case groups 

Strategic 
Consideration 

• If an SHIS is piloting or introducing a case-based payment for the first time, it will need existing clinical and costing data that 
can be linked for the SHIS to define a case group.  Thereafter, extensive analytics may be needed to refine case groups and 
case weights. Extensive training of medical staff in coding methods and data generation tools will also be needed.   
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Annex E. What Might Outcome-Based Payments for 
HIV Services Look Like Under Health Insurance 
Outcome-based provider payments, also known as results-based financing, pay-for-
performance, and value-based care, are a set of strategic purchasing tools that have the 
potential to improve health outcomes among people living with HIV in Nigeria. These types 
of payment models intend to influence the type, quality, efficiency, and quantity of health 
service delivery by linking reimbursement to the achievement of specific objectives. Box E1 
below offers a simplified model of outcome-based payments for the minimum HIV package. 
The specific incentives will need to be carefully designed to mitigate potential risks of an 
outcome-based payment model. And, the measurement and verification components of an 
outcome-based payment model requires sophisticated technical and administrative systems 
and processes. Therefore, it is recommended that SHISs pursue outcome-based payments as 
a modification to its existing payment model for HIV services in the medium term or after 
the scheme has achieved operational stability or increased technical capacity for purchasing 
HIV services. At that time, SHISs may seek additional technical assistance from relevant 
government agencies or partners in the design of a tailored outcome-based payment model 
for HIV services covered by their respective schemes.  

Box E1. What Might an Outcome-Based Payment Model Look Like for The 
Recommended Minimum HIV Package?   

What target outcomes to incentivize? 

• Percentage of enrollees tested at the contracted facility know their HIV status 
• Percentage of enrollees receiving ART at the contracted facility with high 

adherence levels or percentage of enrollees receiving ART at the contracted facility 
achieve viral load suppression 

What will the payment structure look like? 

• In addition to the negotiated per-member-per-month payment or fee-for-service 
reimbursement, contracted providers receive a top-up payment when their 
performance on target outcomes meets the agreed upon standard. 

How do providers earn the incentive reward? 

• One option is to benchmark the target outcome. In other words, participating 
providers will only receive the incentive payment if they meet the predetermined 
threshold.  

• An alternative option is to reward an increase in X percentage points from a 
baseline or previous measurement (defined individually for each facility). This 
option intends to incentivize underperformers to improve performance on the 
target outcome over time.  

• A third option is to use a combination of Option 1 and 2. 
What actors need to be involved in the measurement and validation process? 

• Provider reports data to SHIS. Upon verification from SASCP, SHIS releases 
incentive payment to provider. 
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Annex F. Roadmap for Implementation: Blank Template 

Area Key Milestone and Implementation Activity Responsible 
Unit Collaborators Start 

Date 
End 
Date 

Notes/Comments/ 
Assumptions 

Planning Milestone 1: HIV benefits package finalized           

Minimum package identified based on national blueprint           

Cost out HIV benefits package           

Conduct actuarial analysis           

Determine necessity and amount of additional premium            

Revise (if necessary) and finalize HIV benefits package           

Contracting Milestone 2: Accreditation standard and process established           

Develop (or revise existing) standards for accrediting HIV service 
providers 

          

Contracting Milestone 3: Purchasing systems established (and SHIS is ready to 
purchase HIV service via selected payment model) 

          

Select payment model            

Determine reimbursement fee            

Assess that financial and provider network management systems are 
in place to purchase HIV services 

          

Put in place purchasing systems            
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Area Key Milestone and Implementation Activity Responsible 
Unit Collaborators Start 

Date 
End 
Date 

Notes/Comments/ 
Assumptions 

Contracting Milestone 4: Providers contracted           

Assess possibilities of continuing use of existing provider networks           

Identify and recruit additional providers            

Accredit new and existing providers for HIV service delivery           

Agree on purchasing arrangements (payment mechanism and 
reimbursement rate and schedule) for HIV package  

          

Contracting Milestone 5: Referral network established           

Engage with contracted providers to establish referral networks and 
processes 

          

Enrollment Milestone 6: Enrollees notified of scheme changes regarding HIV 
services 

          

Develop outreach and communication strategy to inform enrollees of 
scheme changes 

          

Conduct outreach, communication, and additional enrollment (if 
necessary to increase financial capacity of the scheme) 

          

Launch Milestone 7: HIV benefits package implemented (and enrollees begin 
accessing covered HIV services) 

          

Ongoing 
Reporting,  
Monitoring, 
Evaluation, 
and 
Learning 

Milestone 8: Framework for reporting, monitoring and evaluation 
established 

          

Establish reporting pathway and mechanism to NACA on reportable 
HIV outcomes 

          

Conduct ongoing monitoring, evaluation, and learning on the process 
of implementing HIV integration into SHIS 

          

Conduct evaluation to assess impact of integration on HIV outcomes           

Note: Implementation activities and milestones can overlap.



 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

For more information, contact: 
 

National Agency for the Control of AIDS 
No 3, Ziguinchor Street 

Wuse Zone 4, Abuja 
+234 0809-183-6222 

info@naca.gov.ng 
 

National Health Insurance Scheme 
Plot 297, Shehu Yar’adua Way 

Utako District, Abuja 
+234 0805-928-2008 

info@nhis.gov.ng  

mailto:info@naca.gov.ng
mailto:info@nhis.gov.ng
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