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Abstract

To address the health workforce deficit in underserved communities, the Federal Government of
Nigeria is contemplating a licensing policy to delegate the provision of some basic health services to
patent medicine vendors (PMVs) manned by a skilled health workforce. However, it remains unclear
whether residents of underserved communities intend to receive these healthcare services through
PMVs. We, therefore, sought to assess the intention to receive basic healthcare from PMVs among 665
heads of households from randomly selected 40 underserved communities in two northern Nigeria
states. We used an interviewer-administered questionnaire to collect data between December 2021 and
February 2022 for this cross-sectional study. The data were analyzed with STATA version 16. We used
the Chi-square test to investigate the factors associated with ‘intention” and Binary logistic regression
to identify its predictors. The level of statistical significance was determined at P<0.05. We found that
38.8% of the underserved intend to receive basic health services through PMVs and that respondents
who reside in rented buildings or temporary shelters and those who have a high level of trust in PPMVs
had higher odds of intending to receive healthcare through PMVs. These findings suggest that PMVs
can reach slightly above one-third of the underserved with healthcare. We recommend that healthcare
administrators should consider designing additional complementary interventions that can be
coherently implemented alongside this initiative to significantly improve healthcare access among the
underserved.
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mortality in Nigeria, combined with the under-

five child deaths in India, accounts for 49% of
Despite persistent efforts, Nigeria has global child deaths.

Introduction

witnessed slow improvements in its health Similarly, Nigeria has one of the highest
indices and i_ndi(,tatorsf [1]. Over 28 years _(1990 maternal mortality ratios in the world (with 512
to 2018), Nigeria witnessed a decline in the maternal deaths per 100,000 live births), higher
under-five mortality rate from 193 child deaths than both averages for Least developed countries

live births [2] The united nations inter-agency the world (212 deaths per 100,000 livebirths),

group for Child Mortality Estimation [3] accounting for about 20% of the total maternal

indicates that 858,000 under-5 children in deaths across the globe [4, 5]. The situation is

Nigeria died in 2019. The prevailing child much worse in the northern parts of Nigeria,
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where the maternal mortality ratio was estimated
to be as high as 890 deaths per 100 000 live
births [6]. The report on the National
Demographic and Health Survey.? further
revealed marked regional variation in the health
indices of Nigeria, with the Northwest zone
exhibiting the worst state: 53.9% of antenatal
care (ANC) visits were attended by a skilled
provider (lower than the national average, 67%);
only 18.2% of births were attended by a skilled
provider (far below the 43.3% at the national
level), and 19.9% of children 12-23years had
received all basic vaccination (lower than 31%
national average).

The health indices are typically worse in rural
areas than in urban areas. For instance, the
proportion of pregnant women who did not
attend or visit any hospital for ante-natal care in
their last pregnancy was 10.1% in urban and
33.8% in rural [2]. Also, Abimbola and
Colleagues [7] reported maternal mortality in
rural communities to be as high as 1000 deaths
compared to 351 per 100,000 live births in urban
areas. The poor health indices in Nigeria and its
disparities have been attributed to an acute
shortage of skilled medical personnel (health
workforce density estimated at 1.95 per 1000
population) [8] as well as inadequate
infrastructure (including essential medicines and
equipment) [9].

Equitable access to basic health services is at
the core of the universal health coverage (UHC)
concept. According to the World Health
Organization, “UHC means that all individuals
and communities receive the health services they
need without suffering financial hardship” [10].
This goal is enshrined within Sustainable
Development Goal 3(SDG3) as an objective to
be achieved by 2030 [8]. Nigeria has
demonstrated a long-standing commitment to
delivering UHC, evidenced by the establishment
of the national UHC policy framework, which is
annexed with several other national health policy
thrusts. In fairly recent past, Nigeria revised its
national health policy (2004), provided for a
formal sector social health insurance program

(2005); deepened multiple health reforms
between 2010 and 2015 (including the national
strategic health development plan, primary
healthcare under one roof to address the
fragmentation in the primary healthcare system,
National Policy and Strategic Plan of Action on
Prevention and Control of Non-communicable
Diseases in 2013), and the promulgation of the
national health act in 2014 [1]. The National
Health Act has birthed a pro-poor social health
insurance program to address the healthcare
needs of indigent populations [11]. To address
the human resource challenges, which are more
acute in rural settings, the task sharing and task
shifting policy [12] gives more responsibilities
to the Community Health Officers, Community
Health Extension Workers, and Junior
Community Health Extension workers in
offering some basic health services including
diagnosis and treatment of malaria, initiating a
range of family planning methods, community
management of diarrhoea, and acute respiratory
infections, basic antenatal counseling, and
referral for specialized healthcare services
among others.

However, despite these policies, Nigeria still
suffers from both acute shortages and
maldistribution of the health workforce [9]. The
rural population also experiences a deficit of
health workforce-number-wise and skill-wise
[13]. Most of the human resources for health are
concentrated in cities [14]. Though about half of
the Nigerian population lives in rural areas, they
have limited access to healthcare facilities and
providers [15]. Rural dwellers, therefore, suffer
the attendant impact of hidden costs ranging
from longer travel times to higher transportation
costs, and opportunities are forgone to access
healthcare [16].

A proprietary and patent medicine vendor
(PPMV) is defined as “a person without formal
training in pharmacy who sells orthodox
pharmaceutical products on a retail basis for
profit” [17]. There are about 20,000 registered
Patent Medicine Vendors in Nigeria, and they
are more widely distributed in rural areas than



conventional health facilities [18]; sometimes
serving as the only source of healthcare in some
communities [19]; with about 40% of them
operated by a skilled health workforce [20].
Between 14% and 57% of the PPMVs are skilled
healthcare professionals, including Doctors,
Nurses/Midwives, Community Health officers
(CHO), Community Health Extension Workers
(CHEW), and Junior Community Health
Extension Workers (JCHEW) [15, 20-26].

However, the scope of the current patent and
proprietary  medicine vendor’s licensure
prohibits the provision of basic health services at
the patent medicine store even when the operator
is qualified to offer the same services in a formal
clinical setting [20]. Despite this, available
literature suggests that PPMVs, beyond retailing
medicines, provide a variety of healthcare
services, including providing contraceptive
services [17], the first point of care for childhood
diarrheas  (54%) and Fever (57.7%)°
management of cough, catarrh, and diarrhea
[22]; responsible for 35-55% of childhood and
adult malaria diagnosis and treatment [28] and
even post-abortion care and management of
post-partum haemorrhage [29].

As part of the efforts to leverage existing
human resources for expanding access to basic
health services, the Nigerian Federal Ministry of
Health and the Pharmacist Council of Nigeria
(the regulatory body for PMS and community
pharmacists) are in the process of finalizing a
“PPMV Tiering Policy” that seeks to license
Patent Medicine Stores operated by skilled
healthcare providers to deliver, in their outlets,
the basic health services that the existing task
sharing and task shifting policy empowers them
to provide [30].

There is a popular conjecture that the
integration of PMS into the formal healthcare
system could increase access to high-quality
primary healthcare services.’* However, the
processes and considerations involved in
seeking and obtaining healthcare are complex
and never straight-forward [31, 31]. Despite
Chace and Colleagues [33] observing the

preference of some women of reproductive ages
in Lagos and Kaduna states for FP services
received from accredited PPMV within a pilot of
the tiered accreditation system, with the majority
(89%) of them still utilizing FP methods 9
months  after, the optimism that the
implementation of this Tiering Policy can
significantly expand access to basic health
services for those who are currently not being
adequately covered by the health system (the
underserved) remains largely speculatory. This
study, therefore, sought to assess the intention to
receive (and its determinants) the expanded
basic healthcare services through PPMVs among
residents of underserved communities in the
north-western region of Nigeria.

Evidence-based policies have greater
prospects of success and addressing the
problems they seek to address. Implementation
failure, on the other hand, has negative
consequences, including a waste of financial and
human resources in pursuing ill-conceived
policy directions. This study, by providing
evidence from formative assessment of adoption
(through intentions) of the PPMV tiering policy,
offers an opportunity to know whether and how
to deliver the policy to maximize the benefits of
the initiative and by extension, contribute to the
growing body of evidence on interventions for
improving access to basic health services among
the underserved populations in low- and middle-
income countries.

Materials and Methods

This cross-sectional study was conducted
between December 2021 and February 2022
among heads of household in North-western
region of Nigeria. The North-west region is one
of the six geopolitical zones of Nigeria
comprising 7 states (including Jigawa, Kaduna,
Kano, Katsina, Kebbi, Sokoto, and Zamfara
states). The region is native to Hausa and Fulani
tribes. North-Western states account for about
15% of Nigeria’s population [2]. The region is
said to be poorly developed economically, with



a low literacy rate, a high concentration of rural

communities, and low population density[34].
We calculated the sample size for the study

using the formula in equationl below:
Minimum sample size (per state),

N= Des * # = 318 head of households -
--------- equation 1.

Where:

Z= Z-score corresponding to the level of
statistical significance desired (0.05) = 1. 96.

P= Proportion of rural dwellers diagnosed by
formally trained PPMV= 0.078 (Prach et al.,
2015).

d = Desired level of precision= 0.05.

Dett = Design effect= 2.5.

The respondents were selected using a multi-
stage sampling method involving a simple
random selection of two states (Kaduna and
Jigawa) and then a systematic random sampling
of 40 underserved communities (20 per state)
with probability proportionate to size from 8
purposively selected Local Government Areas
(3 in Kaduna, 5 in Jigawa), based on the density
of underserved communities they are made up
of, from these selected states. Available
literature suggests there is no universal
definition for medical under-service. Weitz and
colleagues [35] define underserved communities
as “populations that face systemic and
institutional barriers which prevent them from
accessing health care and/or receiving the same
quality of health care as people not facing those
barriers”. Warigon [36] previously described
underserved in Nigeria as residents of hard-to-
reach communities with limited access to
primary healthcare services. According to the
Minimum standards for primary healthcare in
Nigeria [37], every community of up to 500
residents should have a health post/dispensary
headed by at least a JCHEW, who supervises
Community Resource Persons (CORPSs) to meet
the residents’ health needs. For this study, we
defined an underserved community as any rural
community designated “hard-to-reach” by the
local health authority and lacks a government-

owned health facility or has a government-
owned health facility with less than 2 staff.

A minimum of 17 households were then
selected from each of the 40 underserved
communities, and the household heads were
interviewed by trained data collectors using a
semi-structured questionnaire that was digitized
and deployed on the KOBO toolbox (an open-
source platform for field data collection in
challenging environments). The questionnaire
adopted the 3-item Likert-like scale developed
and validated by Fishman and colleagues [38]
for assessing the potential adoption of new
initiatives. We also asked questions adapted
from Haddad and colleagues’ 20-item
questionnaire to measure the underserved’s
perception of the quality of care provided by
PPMVs; the Health perception questionnaire
[39] and the revised healthcare relationship trust
scale [40].

The data were analyzed with STATA version
16. The primary outcome variable for the study
(Intention to receive expanded basic health
services from PPMVs) was computed from the
responses to the three item-scale: (a) | intend to
request these expanded services from the trained
chemist (PPMV) in my community; (b) | will
request these expanded services from the trained
chemist (PPMV) in my community; (c) How
likely are you to request these expanded services
from the trained chemist in your community. For
ease of interpretation, after ascertaining the
distribution of the intention scores using the
Shapiro-Wilk test, the total intention scores were
dichotomized into “Favorable” and “Non-
Favorable” following the technique described by
Barua and colleagues [41]. The Chi-square test
was used to investigate the relationship between
the characteristics (individual and household) of
the respondent and ‘intention.” We used
Person’s Spearman Ranked correlation to
ascertain the relationship between intention
scores and general health perception scores,
healthcare relationship scores, and perception of
quality of care provided by PPMVs. Binary
logistic regression was thereafter used as the



predictor of intention. The level of statistical
significance was determined at P<0.05. The
study was reviewed and approved by the ethics
review committees of the two study states.

Results

Profile of Respondents and Households in
Underserved Communities

In total, 665 (326 in Kaduna and 339 in
Jigawa) heads of households in underserved

communities participated in this study. Tablel
shows that of the respondents were male (541,
84%), aged between 25 and 54 years (513,
77.1%). More than half of the respondents (366,
51%) had completed a primary level of
education at the time of the survey, and 431
(65.7%) were farmers. Islam was the most
predominant religion among the respondents
(600, 90.2%), and slightly above half (341,
51.3%) were Hausa. Only 33 (5.5%) of the
respondents were single (not married).

Table 1. Sociodemographic Profile of Respondents and Households in Underserved Communities

Characteristics | Kaduna State Jigawa State Total
Frequency (%) | Frequency (%) | Frequency (%)
Sex
Male 313(96.0) 228(67.3) 541(81.4)
Female 13(4.0) 111(32.7) 124(18.6)
Age-group
18-24 5(1.5) 46(13.6) 51(7.7)
25-34 58(17.8) 111(32.7) 169(25.4)
35-44 111(34.10 96(28.3) 207(31.1)
45-54 94(28.8) 43(12.7) 137(20.6)
54-64 34(10.4) 25(7.4) 59(8.9)
65+ 24(7.4) 18(5.3) 42(6.3)
Highest Level of Education
None 5(1.5) 42(12.4) 47(7.1)
Qur’anic 67(20.6) 31(9.1) 98(14.7)
Primary 136(41.7) 230(67.9) 366(55.0)
Secondary 96(29.5) 30(8.8) 126(19.0)
Tertiary 22(6.7) 6(1.8) 28(4.2)
Occupation
Unemployed 18(5.5) 55(16.2) 73(11.0)
Self-employed 34(10.4) 32(9.4) 66(9.9)
Artisan/Petty 22(6.8) 31(9.1) 53(8.0)
trading
Farming 229(70.2) 208(61.4) 437(65.7)
Labourer 12(3.7) 10(3.0) 22(3.3)
Civil service 11(3.4) 3(0.9) 14(2.1)
Religion
Christianity 65(19.5) 0(0.0) 65(9.8)
Islam 261(80.1) 339(100.0) 600(90.2)
Tribe
Hausa 205(62.9) 136(40.1) 341(51.3)
Fulani 47(14.4) 47(34.8) 165(24.8)




Kanuri 2(0.6) 84(24.8) 86(12.9)
Others 722(22.1) 1(0.3) 73(11.0)
Marital Status

Married 319(97.8) 313(92.3) 632(95.0)
Single 7(2.2) 26(7.7) 33(5.0)
Total 326(49.0) 339(51.0) 665(100.0)

Table 2 shows that most (377, 56.7%) of the
665 households represented in the study had 10
or fewer members, and 604 (90.8%) reside in
owned family residences. Of the total
households, 116 (17.4%) possess a means of

mobility. Less than half (291,43.8%) of the
households had a member who was pregnant at
survey time, while most (618, 92.9%) had at
least one child less than 5 years old.

Table 2. Household Characteristics of Respondents

Characteristics Kaduna State Jigawa State Total
Frequency (%) | Frequency (%) | Frequency (%)

Household Size

1-10 165(50.6) 212(62.5) 377(56.7)

11-20 126(38.7) 113(33.3) 239(35.9)

>21 35(10.7) 14(4.2) 49(7.4)

Type of Abode

Permanent(owned) 280(85.9) 324(95.6) 604(90.8)

Semi-Permanent(rented) | 43(13.2) 4(1.2) 47(7.1)

Temporary(make-shift) 3(0.9) 11(3.2) 14(2.1)

Ownership of a Means of transport

Yes 29(8.9) 87(25.7) 116(17.4)

No 297(91.1) 252(74.3) 549(82.6)

Pregnant Member

Yes 156(47.9) 135(39.8) 291(43.8)

No 170(52.1) 204(60.2) 374(56.2)

Child Under-5 Member

Yes 302(92.6) 316(93.2) 618(92.9)

No 24(7.4) 23(6.8) 47(7.1)

Health insurance Cover

Yes 77(23.6) 41(12.1) 118(17.7)

No 249(76.4) 298(87.9) 547(82.3)

Total 326(49.0) 339(51.0) 665(100.0)

Description of Intention(to Received
health services from PPMV) Scores

The mean intention score among the
underserved was 11.58 (x1.8) out of a maximum

of 15 points. The intention scores ranged from 4
to 15, and 38.8% of the underserved expressed
favourable intention for receiving expanded
basic healthcare services through the PPMVs
(Table 3).



Table 3. Descriptive of Respondents’ Intention Score by the State of Residence

Correlates of

State Mean (SD) Median (IQR) | Min, Max

Kaduna 11.80 (1.66) | 12 (11-13) 5, 14

Jigawa 11.38 (1.91) | 12 (11-13) 4,15

Total 11.58 (1.80) | 12 (11-13) 4,15

Intention to Receive residence and sex of the head of household

Healthcare Services from PPMVs

(Table 4).

Findings revealed that the intention to receive
healthcare services is correlated with the state of

Table 4. Relationship between Sociodemographic Characteristics and Intention to receive Basic Health Services

from Medically trained PPMVs

Intention
Non-favorable Favorable Total
Characteristics Frequency (%) | Frequency (%) | Number | y2-value P-value
State
Kaduna 185(56.8) 141(43.3) 326
Jigawa 222(65.5) 117(34.5) 339 5.344 0.021*
Age-group
<25 38(74.5) 13(25.5) 51
25-34 109(64.5) 60(35.5) 169
35-44 129(62.3) 78(37.7) 207
45-54 73(53.3) 64(46.7) 137
55-64 33(55.9) 26(44.1) 59
65+ 25(59.5) 17(40.5) 42 9.042 0.107
Sex
Male 317(58.6) 224(41.4) 541
Female 90(72.6) 34(27.4) 124 8.31 0.004*
Education
None 31(66) 16(34.0) 47
Quranic 228(62.3) 138(37.7) 366
Primary 51(52.0) 47(48.0) 98
Secondary 80(63.5) 46(36.5) 126
Tertiary 17(60.7) 11(39.3) 28 4.377 0.357
Religion
Christianity 43(66.2) 22(33.8) 65
Islam 364(60.7) 236(39.3) 600 0.744 0.388
Tribe
Hausa 203(59.5) 138(40.5) 341
Fulani 102(61.8) 63(38.2) 165
Kanuri 56(5.1) 30(34.9) 86
Others 46(63.0) 27(37.0) 73 1.083 0.781

Marital status




Married 390(61.7) 242(38.3) 632
Single 17(51.5) 16(48.5) 33 1.373 0.241
Total 407(61.2) 258(38.8) 665

Table 5 also revealed that the household’s
type of abode is statistically associated with the

Table 5. Relationship between Household Characteristics and Intention to try to Receive Basic Health Services

from Medically Trained PPMVs

intention to receive expanded basic health
services from medically trained PPMVs.

Intention
Non-favorable | Favorable Total
Characteristics Frequency (%) | Frequency (%) | Number y2-value | P-value
Number in household
1-10 239(63.4) 138(36.6) 377 1.797 0.407
11-20 140(58.6) 99(41.4) 239
21+ 28(57.1) 21(42.9) 49
Type of abode
Permanent 386(64.1) 216(35.9) 602
Semi-perm(rented) | 16(32.7) 33(67.4) 49 22.808 0.000*
Temporary 5(35.7) 9(64.30 14
Have pregnant women in HH
Yes 186(63.9) 105(36.1) 291 1.098 0.295
No 212(59.9) 142(40.1) 354
Child Under-5 Member
Yes 372(60.2) 246(39.8) 618 3.748 0.053
No 35(74.5) 12(25.5) 47
Health insurance Cover
Yes 64(54.2) 54(45.8) 118 2.931 0.087
No 343(62.7) 204(37.3) 547
Total 407(61.2) 258(38.8) 665
We also found that Healthcare trust, PPMVs, and General Health rating index were

Perception of quality of care provided by

correlated with intent- scores (Table 6).

Table 6. Other Correlates of Intention
Intention to try | Healthcare Perception of General health
trust quality of care rating index
Intentionto try | 1.000 - - -
Healthcare trust | 0.491, 0.000 1.000 - -
Perception on 0.206, 0.000 0.422, 0.000 1.000 -
guality of care
General health 0.217, 0.000 0.434, 0.000 0.310, 0.000 1.000
rating index




Predictors of Intention to try to Receive
Expanded Basic Health Services

The study also found that the intention to
receive expanded health services from this cadre
of health providers was significantly higher
among  respondents  from  underserved
communities in Kaduna, those living in rented or
temporary shelters, and those who had a higher
level of trust in PPMVs, than others (Table 6).

Those who reside in the underserved
communities of Jigawa State are 2.2 times less
likely to intend to receive expanded services
from PPMVs than those in Kaduna (AOR=0.45,
95%Cl:0.29 — 0.69). Underserved who reside in
a rented building have 2.4 times more chances of
expressing favourable intentions for receiving
expanded services from PPMVs than those who
live in owned houses (AOR=2.41, 95%CI: 1.20

—4.81). Similarly, those who reside in temporary
shelters are 4.2 times more likely to intend to
receive expanded basic health services from
PPMVs than those in owned houses (AOR=4.17,
95% CI: 1.22-14.24). Those who have a high
level of trust in PPMVs are 5.8times more likely
to try to receive expanded basic health services
from them than those who have low trust in the
PPMV (AOR=5.80, 95% CI:3.72 — 9.02). Only
38.8% (258/665) of the respondents perceived
the services provided by PPMV to be of good
quality. Although not statistically significant
(P=0,054), perceived quality of care appears to
strongly influence intention. The underserved
who perceived the quality of care provided to be
good had a 27% higher chance of expressing
favourable intention than those who do not
(AOR=1.127, 95% CI: 0.759 — 1.672).

Table 6. Determinants of Intention to try to receive expanded Basic Health Services

Characteristics ’ Favorable intention (n, %) | Odds Ratio (95% CI) \ P-value
State

Kaduna 141(43.3) 1.00 -
Jigawa 117(34.5) 0.449 (0.292 — 0.691) 0.000
Sex

Male 224(41.4) 1.000 -
Female 34(27.4) 1.024 (0.600 — 1.746) 0.931
Type of abode

Permanent 216(35.9) 1.000 -
Semi-perm(rented) 33(67.4) 2.406 (1.202 — 4.814) 0.013
Temporary 9(64.3) 4,174 (1.224 - 14.239) | 0.022
Under-5

Yes 246(39.8) 1.000 -

No 12925.5) 1.536 (0.749 — 3.151) 0.241
Health insurance

Yes 54(45.8) 1.000 -

No 204(37.3) 0.900 (0.568 — 1.426) 0.654
General health rating

Poor rating 175(67.8) 1.000 -
Good rating 83(32.2) 1.05 (0.698 — 1.578) 0.815
Perception of quality of care

Poor perception 165(64.0) 1.000 -
Good perception 93(36.1) 1.127 (0.759 — 1.672) 0.554
Health care trust

Low trust | 135(52.3) | 1.000 | -




| High trust | 123(47.8)

| 5,795 (3.724-9.019) | 0.000

Discussion

This study revealed that only about 38.8% of
the underserved indicated an intention to receive
healthcare services from the PPMVs. This
confirms the fact that bringing the point of care
closer to the people isn’t the only consideration
that drives the uptake of healthcare services.
This agrees with the submission by Adam and
Awunor [42] in their study on perception and
factors affecting the utilization of healthcare
services in a rural community in Nigeria, where
they conclude that “the presence of health
facilities alone is not enough to guarantee use as
other socioeconomic factors could influence
access and utilization”. These factors have been
variously described in previous studies,
including operating hours, quality, and cost of
service [43], attitude of health workers [44-46],
and sociocultural, traditional, and religious
beliefs [47].

The present study found that those who live in
rented houses or temporary shelters have a
higher level of intention to receive services from
the PPMVs. This emphasizes the role
socioeconomic status plays in the choice of
where to seek care, agreeing with the finding of
Goudge and colleagues [48] and Akande and
Owoyemi [49], who both reported that low-
income persons patronize drug sellers for
treatment than people in higher-income strata.
Prach and colleagues [22] had also earlier
established that care-seeking behavior differs
across wealth strata even among individuals who
seek care from informal healthcare providers.
This could mean that a fraction of the 60.2% who
recorded non-favorable intention towards
receiving expanded services from PPMVs either
have been outrightly refusing to seek care at all
or patronize other informal healthcare providers
options® or travel to long distant health facilities
of their choice [42].

The lower proportion of underserved
intending to receive expanded healthcare service

10

found in this study is not surprising given the
paltry proportion of respondents who perceived
the quality of healthcare provided by PPMVs as
good. Other authors in Nigeria and elsewhere
have established the fact that most people will
seek care in places where they perceive the
quality of care to be good [51, 52].

We found trust in PPMVs predicts intention
to receive expanded healthcare services from
PMMV, and this agrees with the finding of
Ensor and Cooper [52], who established
healthcare trust relationship as a correlate of
healthcare-seeking. Though not found as
predictors of intention in this present study, the
perception of the quality of healthcare provided
by PPMV and health status perception were
positively correlated with intention. The concern
about the quality of care offered by PPMV was
earlier reported in a study conducted in the
North-central region of Nigeria[53], where both
clients and regulators highlighted serious
regulatory infractions in service provided by
PPMVs. The interconnectedness between the
perception of quality, trust, and intention to
receive expanded basic health services can be
explained by the Levesque conceptual
framework for healthcare access [54]. Levesque
predicted that the ability to perceive (trust and
expectations) leads to the ability to
seek(intention) healthcare and this, in turn,
culminates in the ability to reach (healthcare
reaching) that eventually influences health
outcomes. This underscores the fact that the
tiering policy can contribute to improvement in
the health outcome profile of the underserved
communities in Northern Nigeria, but the
magnitude of this influence will depend on how
this initiative is coherently scaled to complement
other initiatives and policies (especially the basic
healthcare provision fund and the state social
health insurance schemes).

The finding that state of residence predicts the
level of intention among the underserved implies
that a “one-size fit all” approach to the design



and rollout of the tiering policy can only yield
minimal success. There is a need to pay very
close attention to demographic, administrative,
cultural, religious, and other state-specific
contexts when rolling out the initiative to fully
realize its value.

Overall, this initiative can help reach a little
above one-third (38.8%) of the underserved in
the North-west region of Nigeria. However, the
health administrators at all levels need to
cautiously design and implement the initiative
and complement it with more targeted
interventions that can further guarantee larger
coverage of the underserved in Northern Nigeria
with the needed basic health services.

Conclusion

We concluded, based on the finding of this
study, that the implementation of the patent
medicine vendors® tiering, and licensing
initiative, can potentially reach almost two-fifths
(38.8%) of the underserved with basic health
services. However, the health administrators at
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