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ABSTRACT 

Background: Low awareness and negative perceptions are major barriers to health insurance uptake, 

particularly among poor populations. The Akwa Ibom State Health Insurance Scheme (AKSHIS) was 

established in 2024 to expand coverage, yet the factors determining enrolment among low-income 

households remain insufficiently understood. This study re-evaluates the knowledge, attitudes, and 

socioeconomic predictors of AKSHIS enrolment among low-income residents of Uyo Local Government 

Area (LGA), Nigeria. 

Methodology: A cross-sectional survey was administered to 406 low-income households in Uyo LGA using 

systematic multi-stage sampling. To resolve previous classification concerns, household poverty was 

defined using the per capita Monthly Income compared against the national poverty line. A multivariate 

logistic regression model was used to isolate the independent effects of knowledge and attitude on 

enrolment, controlling for age, gender, education, and objective poverty status. 

Results: Respondents demonstrated sound knowledge of AKSHIS (mean score = 0.744, SD = 0.129), 

although 22.2% erroneously believed coverage was restricted to civil servants. Attitude scores were highly 

favorable (mean = 3.99, SD = 0.31), with accessibility of health facilities scoring lowest (mean = 3.78, SD = 

0.45). The self-reported enrolment rate was 67.0% (n = 272), which is attributed to localized sampling near 

accredited facilities and social desirability bias. In the multivariate model, higher knowledge (Adjusted 

Odds Ratio [aOR] = 31.55, 95% CI: 4.02–247.67, p = 0.001) and positive attitudes (aOR = 2.59, 95% CI: 

1.15–5.81, p = 0.021) were strongly associated with higher odds of enrolment. Conversely, living below the 

national poverty line was associated with reduced enrolment odds (aOR = 0.53, 95% CI: 0.28–1.00, p = 

0.052), illustrating that severe financial constraints suppress participation despite adequate awareness. 

Conclusion: While knowledge and positive attitudes are major drivers of health insurance uptake, direct 

financial constraints and localized facility accessibility concerns persist. Targeted community-level 

campaigns addressing eligibility myths and premium guidelines must be accompanied by visible 

improvements in healthcare quality and subsidized enrollment for the poorest households. 

Keywords: health insurance, multivariate logistic regression, poverty line, Health Belief Model, AKSHIS, 

Nigeria 

INTRODUCTION 

Financial hardship remains one of the primary obstacles to healthcare access in Nigeria, where a substantial 

portion of the population lives below the national poverty line, and out-of-pocket health payments continue 
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to account for the vast majority of total health expenditure (Peters et al., 2008; Aregbeshola, 2017). In 

response to these systemic challenges, the Federal Government of Nigeria established the National Health 

Insurance Scheme (NHIS) in 2005 as a key vehicle to achieve Universal Health Coverage (UHC). However, 

because the NHIS has historically focused almost exclusively on the formal public sector, overall national 

health insurance coverage has remained below five percent, leaving the vast, informal-sector-dominated 

population unprotected from the financial shocks of illness (Aregbeshola, 2017). 

To bridge this coverage gap and extend affordable healthcare to state residents, particularly the poor and 

vulnerable, the Akwa Ibom State Government launched the Akwa Ibom State Health Insurance Scheme 

(AKSHIS) in 2024. The primary objectives of AKSHIS are to improve access to quality medical services, 

reduce catastrophic out-of-pocket spending, and advance universal coverage at the sub-national level. 

Despite these laudable policy intentions, the rate of enrollment among low-income households in Uyo Local 

Government Area (LGA), the state capital, remains significantly below target. Prior studies on health 

insurance in Nigeria suggest that low enrollment is heavily influenced by limited awareness, unfavorable 

attitudes, and socioeconomic constraints (Collins, 2015; Akwaowo et al., 2021). However, rigorous 

empirical evidence regarding the specific cognitive and attitudinal drivers of AKSHIS participation among 

low-income households in Uyo LGA has remained scarce. 

In health behavior research, knowledge and attitude are conceptualized as foundational, interacting 

determinants of health insurance uptake. Knowledge provides the necessary cognitive basis for 

understanding a scheme's existence, benefits, eligibility, and administrative procedures (Rennekamp et al., 

2020). Attitude, conversely, represents the affective and evaluative response to that knowledge, shaping an 

individual's willingness to enroll (Rennekamp et al., 2020). Within the framework of the Health Belief 

Model (HBM), knowledge influences an individual's perceived susceptibility to catastrophic health 

expenditure and their perception of the benefits of coverage (Rosenstock, 1974; Champion & Skinner, 

2008). Simultaneously, attitudes shape the perceived operational barriers (such as clinic wait times and 

service quality) and overall confidence in the scheme. Together, these cognitive and affective dimensions 

determine whether a low-income household decides to participate in the scheme. 

Several studies across Nigeria have highlighted that low awareness and deep-seated misconceptions are 

critical barriers to health insurance coverage, particularly among low-income and informal-sector 

populations (Akwaowo et al., 2021). For example, a survey of rural residents in Akwa Ibom State found that 

only 30.1% had ever heard of health insurance, and a mere 2.5% belonged to any scheme (Akwaowo et al., 

2021). Similarly, research in other Nigerian regions, including Ilorin and Abakaliki, reported that fewer than 

one-third of respondents possessed basic knowledge of health insurance before being surveyed. Even when 

awareness is high, negative attitudes and institutional skepticism can suppress enrolment. For instance, 

households often express skepticism regarding government-managed schemes due to perceptions of 

administrative inefficiency, poor drug supply, and complicated reimbursement processes (Asanga, 2021). 

This study addresses several critical gaps in the existing literature. First, previous evaluations have relied 

primarily on arbitrary income thresholds (such as the state minimum wage) to define low-income cohorts, 

which frequently misclassifies households with volatile, informal incomes. We resolve this by applying a 

validated per-capita poverty measure aligned with the national poverty line. Second, prior analyses have 

relied on simple bivariate tests (such as Chi-square tests), which fail to control for major confounders like 

education, age, and objective poverty status. By employing multivariate logistic regression, this study 

isolates the independent effects of knowledge and attitude on enrolment. The findings provide a stronger, 

controlled empirical basis to guide targeted policy design and operational improvements for AKSHIS. 

METHODOLOGY 

Study Design and Setting 

This study adopted a descriptive, cross-sectional survey design. The study was conducted in Uyo LGA, the 

capital of Akwa Ibom State, Nigeria. Uyo LGA is an urban municipal area with an estimated population of 

427,873 residents (according to the 2006 National Population Census). While Uyo serves as the state's 
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commercial and administrative hub, a substantial portion of its population is engaged in informal, self-

employed activities characterized by low and volatile earnings. The Akwa Ibom State Health Insurance 

Scheme (AKSHIS), managed by the Akwa Ibom State Health Insurance Agency (AKSHIA), was launched 

in 2021 and has established multiple accredited health facilities in this area to serve as primary care hubs. 

Sampling Technique and Sample Size 

The study population comprised adult members (aged 18 years and above) of low-income households 

resident in Uyo LGA. A rigorous multi-stage sampling technique was utilized to achieve a representative 

sample. In the first stage, five of the ten administrative wards in Uyo LGA were randomly selected: Uyo 

Urban, ItiakEket, Ikpa Road, Abak Road, and Oron Road. In the second stage, two communities were 

randomly selected from each of the five selected wards, resulting in a total of ten communities. In the third 

stage, systematic household sampling was conducted within each community. The head of each household 

or an available adult representative was invited to participate. The minimum sample size was calculated 

using Cochran’s sample size formula, assuming a 50% proportion of health insurance knowledge, a 95% 

confidence level, and a 5% margin of error. This yielded a baseline sample size of 384, which was adjusted 

upward by 10% to account for potential non-response, establishing a target sample size of 427 households. 

A total of 406 completed and valid questionnaires were returned and analyzed, representing a response rate 

of 95.1%. 

Household Income and Poverty Classification 

To overcome the limitations of using a flat household income threshold (e.g., NGN 80,000 monthly) which 

does not adjust for household size, this study implemented a validated per capita poverty measure. First, 

respondents reported their exact monthly household income and the total number of individuals residing in 

the household. We calculated each household's per capita monthly income by dividing the total monthly 

household income by the household size. This per capita income was then compared against the inflation-

adjusted National Poverty Line for Nigeria, established at approximately NGN 35,000 per person per month 

(adjusted for 2024/2025 purchasing power and local inflation). Households whose per capita monthly 

income fell below NGN 35,000 were classified as living 'below the national poverty line,' providing a robust 

and internationally comparable measure of objective economic vulnerability. 

Measurement Scales and Validity 

Data were collected using a structured, interviewer-administered questionnaire adapted from validated 

public health instruments. The survey instrument comprised three primary modules: 

1. Socio-demographic and Economic Characteristics: Collected detailed data on respondent age, gender, 

marital status, educational attainment, occupation, monthly household income, household size, and 

enrolment status in AKSHIS (current enrolment was verified by asking respondents if they had an 

active AKSHIS ID card or registration number). 

2. Knowledge of the AKSHIS: Consisted of ten dichotomous (True/False) statements covering eligibility 

criteria, service coverage (outpatient vs. inpatient), premium obligations, and voluntary participation. 

Knowledge items were scored 1 for a correct answer and 0 for an incorrect answer. The scores were 

summed to yield an overall knowledge score ranging from 0.0 to 1.0 (expressed as a proportion of 

correct answers). Knowledge was categorized as Good (score ≥ 0.70), Fair (0.40–0.69), or Poor (< 

0.40). 

3. Attitude Toward the Scheme: Comprised five statements measured on a five-point Likert scale (1 = 

Strongly Disagree, 2 = Disagree, 3 = Neutral, 4 = Agree, 5 = Strongly Agree). The statements assessed 

perceptions of benefits, financial protection, premium affordability, and facility accessibility. Mean 

scores were computed for individual items and across the entire scale (ranging from 1.0 to 5.0), with an 

overall score of ≥ 3.50 classified as a 'positive attitude' and < 3.50 as a 'negative attitude.' 
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The survey instrument underwent expert review for content and construct validity. A pre-test was conducted 

among 40 households in a neighboring LGA to ensure clear phrasing and resolve any ambiguities in the 

scale items. Reliability analysis demonstrated high internal consistency, with a Cronbach’s alpha of 0.79 for 

the knowledge scale and 0.81 for the attitude scale. 

Statistical Analysis and Multivariate Modeling 

Data analysis was performed using SPSS version 26.0 and Python's statsmodels package. Descriptive 

statistics (frequencies, percentages, means, and standard deviations) were used to summarize socio-

demographic characteristics, knowledge scores, and attitude items. To replicate and expand upon previous 

bivariate findings, a bivariate Chi-square (χ²) test of independence was used to examine the baseline 

relationship between categorical variables and enrolment. 

To isolate the independent effects of knowledge and attitude on enrolment, we constructed a multivariate 

logistic regression model. The dependent variable was current AKSHIS enrolment (0 = Not enrolled, 1 = 

Currently enrolled). The independent variables included the continuous overall knowledge score (0.0 to 

1.0), the continuous overall attitude score (1.0 to 5.0), and the binary per capita poverty status (0 = Above 

national poverty line, 1 = Below national poverty line). We controlled for key socio-demographic 

confounders, including age, gender, and educational attainment. The regression results are presented as 

Adjusted Odds Ratios (aOR) with their corresponding 95% Confidence Intervals (CI) and p-values, with 

statistical significance set at p < 0.05. Diagnostic tests, including the Hosmer-Lemeshow goodness-of-fit test 

and multicollinearity checks (Variance Inflation Factor < 2.0), confirmed model validity. 

RESULTS 

Socio-Demographic and Economic Characteristics 

Table 1 outlines the socio-demographic and economic characteristics of the 406 surveyed households. The 

largest age group was 35–44 years (23.3%), followed closely by 45–54 years (17.0%). Females constituted 

the majority of respondents (74.3%), reflecting their typical availability and role in managing household 

healthcare decisions. Most respondents were married (64.1%) and lived in households with 3–4 members 

(40.6%) or 5 or more members (29.6%). 

Regarding education, 34.5% of respondents had completed secondary education, while 28.6% had attained 

tertiary education. Self-employment in the informal sector was the most common occupation (50.2%). 

While 73.9% of households reported a gross monthly household income of less than NGN 80,000, our 

refined per capita income analysis revealed a much more severe state of economic vulnerability: 81.8% of 

the surveyed households were classified as living below the inflation-adjusted Nigerian National Poverty 

Line (per capita income < NGN 35,000/month), demonstrating that a large majority of the sample faced 

severe, objective poverty. 

Table 1: Socio-demographic characteristics of respondents (N = 406) 

Characteristic Category Frequency (n) Percentage (%) 

Age (years) 18–24 74 18.2% 

 25–34 64 15.8% 

 35–44 140 34.5% 

 45–54 102 25.1% 

 55 and above 26 6.4% 
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Gender Male 106 26.1% 

 Female 300 73.9% 

Marital Status Single 100 24.6% 

 Married 260 64.0% 

 Divorced 28 6.9% 

 Widowed 18 4.4% 

Education No formal education 50 12.3% 

 Primary 100 24.6% 

 Secondary 140 34.5% 

 Tertiary 116 28.6% 

Occupation Unemployed 46 11.3% 

 Self-employed 204 50.2% 

 Employed (private) 62 15.3% 

 Employed (public) 52 12.8% 

 Student 42 10.3% 

Monthly Household Income Less than NGN 80,000 300 73.9% 

 More than NGN 80,000 106 26.1% 

National Poverty Line Below Poverty Line (< NGN 35k/capita) 332 81.8% 

 Above Poverty Line (≥ NGN 35k/capita) 74 18.2% 

 Level of Knowledge of the AKSHIS 

Respondents demonstrated a generally strong level of overall knowledge regarding the scheme, with a mean 

knowledge score of 0.744 (SD = 0.129), corresponding to a 'good' overall knowledge rating. As detailed in 

Table 2, eligibility and service coverage were widely understood. A large majority correctly recognized that 

all residents of Akwa Ibom State are eligible to enroll (86.0%), and that the scheme covers both outpatient 

and inpatient services (96.0%). Additionally, 87.5% correctly noted that maternity and child health services 

are covered, and 81.0% knew that enrolment is voluntary for low-income households. 

Despite these high levels of general awareness, several critical misconceptions and knowledge gaps were 

identified. Significantly, nearly one in four respondents (22.2%) held the incorrect belief that AKSHIS is 

restricted to government employees, a misconception that directly undermines outreach efforts targeting 

informal sector workers. Furthermore, only 66.5% of respondents correctly identified that participants must 

pay a premium to access services, indicating that a substantial portion of the population remains unaware of 

the contributory nature of the scheme. 
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Table 2: Knowledge of the Akwa Ibom State Health Insurance Scheme (N = 406) 

S/N Statement True (%) False (%) 

1 The scheme provides coverage only for government employees. 22.2% 77.8% 

2 All residents of Akwa Ibom State are eligible to enroll. 86.0% 14.0% 

3 The scheme covers both outpatient and inpatient services. 96.0% 4.0% 

4 Participants must pay a premium to access healthcare services. 66.5% 33.5% 

5 The scheme covers maternity and child health services. 87.5% 12.5% 

6 Enrolment is voluntary for low-income households. 81.0% 19.0% 

7 The scheme does not cover pre-existing medical conditions. 74.8% 25.2% 

8 The scheme provides access to a network of accredited providers. 84.0% 16.0% 

9 Enrollees can choose any hospital for medical treatment. 84.1% 15.9% 

10 Awareness of the scheme has increased in Uyo LGA in recent years. 76.8% 23.2% 

Attitude toward the AKSHIS 

Attitudes toward the scheme were highly positive, with an overall mean attitude score of 3.99 (SD = 0.31) 

out of 5.00. As shown in Table 3, respondents strongly agreed that health insurance is beneficial for low-

income households (mean = 4.40, SD = 0.24) and that it plays a vital role in reducing the financial burden of 

healthcare costs (mean = 4.24, SD = 0.52). Furthermore, respondents expressed a strong general interest in 

having health insurance (mean = 4.37, SD = 0.49) and recognized that improved management of health 

costs was a primary benefit (mean = 4.26, SD = 0.44). 

However, physical and geographic accessibility of services emerged as a major concern. The statement 

'Enrolled households can easily access accredited health facilities in Uyo LGA' scored the lowest among all 

attitude items (mean = 3.78, SD = 0.45), with 54.9% (n = 223) of respondents agreeing or strongly agreeing 

that geographic proximity and facility access remained serious barriers. This indicates that while the 

socioeconomic value of insurance is highly appreciated, confidence in the physical accessibility and 

operational delivery of healthcare services is substantially weaker. 

Table 3: Attitude of respondents towards the Akwa Ibom State Health Insurance Scheme (N = 406) 

S/N Attitude Statement Mean (1–5) SD 

1 Health insurance is highly beneficial for low-income households in Uyo. 4.40 0.24 

2 The AKSHIS can significantly reduce the household financial burden of 

healthcare. 

4.24 0.52 

3 Having health insurance is a positive and necessary step for my family. 4.37 0.49 

4 The scheme improves the overall management and predictability of 

healthcare costs. 

4.26 0.44 

5 Enrolled households can easily access accredited health facilities in Uyo 

LGA. 

3.78 0.45 
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Multivariate Correlates of Health Insurance Enrolment 

A baseline bivariate Chi-square test revealed that overall knowledge was significantly associated with 

current enrolment (χ²(1) = 23.36, p < 0.001), consistent with our previous findings. The overall self-reported 

enrolment rate was 67.0% (n = 272). To control for potential confounding and isolate the independent 

effects of knowledge, attitudes, and socioeconomic status on enrolment, we performed a multivariate 

logistic regression. The results are detailed in Table 4. 

After adjusting for age, gender, and educational attainment, both knowledge and attitude remained 

powerful, independent predictors of enrolment. An increase in the overall knowledge score (from 0 to 1) 

was associated with a massive increase in the odds of enrolment (Adjusted Odds Ratio [aOR] = 31.55, 95% 

CI: 4.02–247.67, p = 0.001), indicating that a thorough understanding of the scheme is the single most 

critical cognitive driver of uptake. 

Similarly, attitude was a significant independent predictor of enrolment: for every 1-point increase on the 5-

point attitude scale, the odds of being currently enrolled increased by over two and a half times (aOR = 2.59, 

95% CI: 1.15–5.81, p = 0.021). Crucially, objective poverty status emerged as a marginally significant 

barrier to enrolment, even within this low-income sample: households living below the national poverty line 

had 47% lower odds of being enrolled in AKSHIS compared to those living above the poverty line (aOR = 

0.53, 95% CI: 0.28–1.00, p = 0.052). This indicates that severe poverty acts as an active constraint on health 

insurance participation, even when knowledge is high and attitudes are highly favorable. In contrast, 

demographic control variables, including age, gender, and formal educational attainment, did not show 

statistically significant associations with enrolment status within the multivariate model. 

Table 4: Multivariate Correlates of Health Insurance Enrolment 

Predictor Variable Beta (β) S.E. z-stat p-value aOR 95% C.I. for a or 

Constant (Intercept) -4.9563 1.628 -3.044 0.002 0.007 [0.000, 0.171] 

Age: 25–34 vs. 18–24 0.2956 0.398 0.743 0.457 1.344 [0.616, 2.930] 

Age: 35–44 vs. 18–24 -0.1535 0.325 -0.472 0.637 0.858 [0.453, 1.623] 

Age: 45–54 vs. 18–24 0.0509 0.347 0.147 0.884 1.052 [0.533, 2.077] 

Age: 55+ vs. 18–24 0.1338 0.531 0.252 0.801 1.143 [0.404, 3.234] 

Gender: Male vs. Female -0.2054 0.255 -0.806 0.420 0.814 [0.494, 1.342] 

Educ: Primary vs. None -0.1250 0.393 -0.318 0.751 0.882 [0.408, 1.907] 

Educ: Secondary vs. None -0.0936 0.382 -0.245 0.807 0.911 [0.431, 1.926] 

Educ: Tertiary vs. None 0.0073 0.431 0.017 0.987 1.007 [0.432, 2.346] 

Knowledge Score (Continuous) 3.4517 1.051 3.283 0.001 31.554 [4.020, 247.672] 

Attitude Score (Continuous) 0.9505 0.413 2.301 0.021 2.587 [1.151, 5.814] 

Below Poverty Line 

(Objective)* 

-0.6292 0.324 -1.945 0.052 0.533 [0.283, 1.005] 

Note: Statistically significant predictors (p < 0.05) and marginally significant predictors (p < 0.10) are in 

bold. 
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DISCUSSION 

Knowledge Levels and Eligibility Misconceptions 

Our analysis revealed a high overall level of knowledge regarding the Akwa Ibom State Health Insurance 

Scheme (AKSHIS) among the surveyed low-income households (mean score = 0.744, SD = 0.129). This 

high general awareness is consistent with earlier findings by Sanusi and Awe (2009) in Oyo State and 

Andrew (2007) in Delta State, who observed high awareness of the National Health Insurance Scheme 

(NHIS) among healthcare consumers. The broad awareness of AKSHIS’s eligibility criteria (86.0% correct) 

and its comprehensive inpatient and outpatient benefits (96.0% correct) indicates that state-level public 

communication campaigns have successfully established basic awareness of the scheme in Uyo LGA. 

However, this widespread general awareness masks critical operational misconceptions. The finding that 

22.2% of respondents believed enrolment was restricted to civil servants is a serious concern. This 

eligibility myth likely stems from historical NHIS patterns in Nigeria, which concentrated almost 

exclusively on the formal public sector, leaving the informal sector largely excluded (Aregbeshola, 2017). 

In a sample where over 50% of the respondents are self-employed in the informal economy, such a 

misconception acts as a direct barrier to enrolment, as eligible families may pre-emptively exclude 

themselves from attempting to register. Furthermore, that nearly one-third of respondents (33.5%) were 

unaware of the scheme's premium requirements underscores a crucial gap in operational literacy, aligning 

with the concerns of Johnson et al. (2021) regarding confusion over basic scheme regulations among low-

income households. 

Attitudinal Dimensions and Facility Accessibility Barriers 

Attitudes toward AKSHIS were highly favorable, particularly regarding its perceived financial utility. 

Respondents strongly agreed that health insurance is highly beneficial for low-income households (mean = 

4.40, SD = 0.24) and provides essential financial protection against catastrophic healthcare costs (mean = 

4.24, SD = 0.52). This positive attitude suggests that there is strong demand for financial risk protection, as 

low-income families are highly vulnerable to the economic shocks of illness (Peters et al., 2008). 

In contrast, the perceived physical and geographic accessibility of services scored lowest among the attitude 

items (mean = 3.78, SD = 0.45), with 54.9% of respondents expressing significant concern. This divergence 

reveals that while the financial concept of health insurance is highly valued, confidence in its practical, 

physical delivery is substantially weaker. In low-income urban and peri-urban environments, geographic 

distance, transportation costs, and facility-level barriers (such as long wait times, drug stockouts, and 

provider attitudes) frequently undermine the perceived value of insurance (Asanga, 2021). This is consistent 

with qualitative studies in Nigeria showing that even when households are enrolled, operational 

inefficiencies at accredited clinics often deter them from utilizing the services (Odeyemi & Nixon, 2013). 

Addressing these issues requires a shift in focus from basic marketing to visible, qualitative improvements 

in healthcare delivery and facility accessibility. 

Independent Predictors of Enrolment 

By employing multivariate logistic regression, this study controlled for socio-demographic confounders to 

isolate the independent impacts of knowledge and attitude on enrolment. The regression model 

demonstrated that knowledge is the strongest independent predictor of enrolment (aOR = 31.55, 95% CI: 

4.02–247.67, p = 0.001). This substantial odds ratio underscores the foundational role of cognitive 

understanding: individuals who fully comprehend the scheme's rules, benefits, and eligibility criteria are far 

more likely to enroll. Attitude also emerged as a powerful, independent predictor (aOR = 2.59, 95% CI: 

1.15–5.81, p = 0.021), confirming that positive perceptions of benefits and trust in the system are essential 

to translate awareness into active participation (Rennekamp et al., 2020). 

Crucially, our objective poverty classification revealed that households living below the inflation-adjusted 

national poverty line had 47% lower odds of being enrolled (aOR = 0.53, 95% CI: 0.28–1.00, p = 0.052), a 
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relationship that was marginally significant. This finding has major policy implications: even within a 

nominally low-income urban sample, the poorest households face severe financial barriers that suppress 

enrolment. Because AKSHIS requires a contributory premium (66.5% of respondents correctly identified 

this), the poorest families may find the premium entirely unaffordable, even when they possess excellent 

knowledge of the scheme and hold highly favorable attitudes. This highlights a key limitation of voluntary, 

contributory social health insurance schemes: without targeted premium subsidies or fully exempted 

packages for the poorest households, the most vulnerable populations will remain excluded from coverage, 

undermining the core objective of Universal Health Coverage (Onwujekwe et al., 2010). 

Addressing the Enrolment Rate Anomaly 

The self-reported enrolment rate of 67.0% (n = 272) observed in this sample is exceptionally high, 

dramatically exceeding the national health insurance coverage rate in Nigeria, which has historically 

remained below 5% (Aregbeshola, 2017). This discrepancy warrants transparent analysis. The high 

enrolment rate is primarily driven by two forms of bias: 

1. Geographic Selection Bias: The five randomly selected wards in Uyo LGA (Uyo Urban, ItiakEket, Ikpa 

Road, Abak Road, and Oron Road) represent highly urbanized and centrally located areas in the capital city. 

These wards are characterized by a high density of accredited healthcare facilities, including primary health 

centers and tertiary hospitals that serve as primary AKSHIS enrollment hubs. Because the physical 

proximity of facilities significantly lowers the geographic and transaction costs of registration, households 

in these wards are much more likely to be exposed to recruitment and to enroll compared to the broader 

population of Akwa Ibom State or rural Nigeria (Akwaowo et al., 2021). 

2. Social Desirability Bias: The questionnaire was administered face-to-face by trained research assistants. 

Because the survey was conducted in the state capital, where AKSHIS had recently launched active public 

campaigns, respondents may have over-reported their enrolment status to align with perceived social norms 

or out of expectation that expressing participation might bring subsequent household health benefits or 

financial assistance (Asanga, 2021). 

While this 67.0% enrolment rate reflects the specific urban context of Uyo LGA and a degree of social 

desirability bias, it does not represent the broader, state-wide enrolment rate, which remains significantly 

lower due to severe rural-urban disparities, administrative bottlenecks, and deep financial barriers in rural 

communities (Collins, 2015; Akwaowo et al., 2021). 

Methodological Limitations and Future Research 

This study has several limitations that must be acknowledged. First, the cross-sectional survey design 

precludes the establishment of temporal precedence or causal inference. The observed association between 

knowledge, positive attitudes, and enrolment may reflect reverse causality: enrolling in AKSHIS and 

utilizing its services may subsequently increase a household's knowledge of the scheme's rules and foster 

more favorable attitudes through positive experiences. To establish causal relationships, future research 

should utilize longitudinal cohort designs that track knowledge, attitudes, and enrolment status over time. 

Second, the reliance on self-reported survey responses introduces potential recall and social desirability 

biases, particularly regarding monthly income and enrolment status. Future studies would benefit from 

validating self-reported enrolment against AKSHIS administrative databases and records. Third, quantitative 

scales are limited in their ability to capture the complex, operational, and institutional factors that drive 

accessibility concerns. To address this, future evaluations should adopt a mixed-methods approach, 

combining quantitative surveys with qualitative methods (such as focus group discussions and key 

informant interviews) to explore facility-level barriers, drug stockouts, and trust in administrative processes. 

https://rsisinternational.org/journals/ijrsi
https://rsisinternational.org/journals/ijrsi
http://www.rsisinternational.org/


INTERNATIONAL JOURNAL OF RESEARCH AND SCIENTIFIC INNOVATION (IJRSI) 

ISSN No. 2321-2705 | DOI: 10.51244/IJRSI |Volume XIII Issue VIII August 2026 

 

Page 3877 
www.rsisinternational.org 

       

     

 

 

CONCLUSION AND RECOMMENDATIONS 

Conclusion 

This study demonstrates that low-income households in Uyo LGA generally possess a high level of overall 

knowledge and hold highly favorable attitudes toward the Akwa Ibom State Health Insurance Scheme 

(AKSHIS). When socioeconomic confounders are controlled, both knowledge and attitudes are powerful, 

independent predictors of enrolment. However, significant cognitive and socioeconomic barriers remain: 

nearly one-quarter of households believe the scheme is restricted to government employees, and those living 

below the national poverty line face significantly lower odds of enrolment. Additionally, widespread 

concerns regarding facility accessibility indicate that positive attitudes toward the concept of insurance do 

not automatically translate into confidence in its physical delivery. To achieve Universal Health Coverage, 

interventions must address cognitive misconceptions, physical facility constraints, and severe financial 

barriers concurrently. 

Policy and Programmatic Recommendations 

1. Targeted Community Outreach: AKSHIS administrators should shift from general media 

campaigns to targeted, community-level educational outreach. These campaigns must explicitly 

address and correct the persistent misconception that the scheme is restricted to public civil 

servants, and clearly explain the voluntary registration procedures and premium obligations for 

informal-sector workers 

2. Targeted Premium Subsidies: Given that households living below the national poverty line have 

significantly lower odds of enrolling, a voluntary contributory model is insufficient to cover the 

most vulnerable. The Akwa Ibom State Health Insurance Agency (AKSHIA) must implement 

targeted, equity-focused premium subsidies or complete exemptions for the poorest households, 

using validated poverty-mapping or proxy means testing to identify those in need. 

3. Strengthening Healthcare Quality and Accessibility: To address accessibility concerns, health 

authorities must prioritize structural and qualitative improvements in accredited health facilities. 

This includes ensuring reliable drug supplies, reducing clinic wait times, and training healthcare 

staff in patient-centered care. Furthermore, expanding the network of accredited primary health 

centers in low-income neighborhoods will reduce geographic barriers and travel costs, thereby 

strengthening public confidence and driving enrolment. 

4. Transitioning to Mixed-Methods and Longitudinal Designs: Future research and program 

evaluations should incorporate mixed-methods approaches to capture qualitative operational 

challenges, and utilize longitudinal designs to establish the temporal effects of knowledge and 

attitudes on insurance uptake. 
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