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Abstract

Background: Health care delivery has remained crippled in most third world countries. In Nigeria, various attempts by
subsequent governments to improve on it has at best been on paper.Method: Analysis of hospital data for the period spanning 7
years before the onset of the revolving fund and eleven years after its onset was done. Method of application was also
documented.Result: Service delivery was improved. Morbidity was reduced. Workers moral were better. However, improved
services brought in more patients, resulting in increase mortality. Conclusion: An improved revolving fund scheme practiced by
many establishments may improve the general status of our institutions.
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INTRODUCTION

Adequate health-care delivery has remained a mirage for
most of the developing countries. Despite funding from
government, external financing, insurance, individuals,
corporate donations, community financing and user charges,
our health-care delivery has remained comatose with
resultant high morbidity and mortality ' . Inadequate
manpower development and poor infrastructures, absence of
basic facilities and utilities have not made things better.
With the general poverty status of our people and poor
leadership, the future of the health industry seems hopeless.

The Nigerian health budget for 2008 was N138.17billion *
.In Nigeria, the national assembly has consistently made
budgetary allocation to the tune of at least 4.5% of federal

3,4
.In

government recurrent expenditure to the health sector
2004, statistics from organization for economic co-operation
and development (OECD) showed that the total public health
expenditure in Nigeria amounted to only 1.2% gross
domestic product (GDP). This is grossly inadequate for the

health burden of a nation such as Nigeria **

In many African countries, the public spending on health
care is well below the levels needed to achieve the

millennium development goals over the next decade >

In developed countries health care is better financed. Spain’s
health budget for 2008 was greater than 1billion euros.
Japans health success implementation is rooted in its
adequate financing .Here, local governments assumed the
main responsibility for financing health promotion *"'
Japans fiscal year 2008/2009 starting in April had
21.78trillion yen budgeted for medical services and pensions
1% Health package for their citizens are obviously better

and advanced.

The introduction of a hospital revolving fund scheme in the
University of Port Harcourt Teaching Hospital about ten
years ago (1997) where the various departments collect user
fees and recycle it back into the system has improved health-
care delivery.

MATERIALS AND METHOD

Records of hospital activities between 1990 and 2007 were
retrieved from records department, various wards and the
administrative unit of the hospital. These records were
analysed.

REVOLVING FUND SCHEME

The pilot scheme was started by the department of obstetrics
and gynaecology. Take-off seed money of N250, 000.00 (US
dollars 1,623.00) was loaned to the department by the
University of Port Harcourt Teaching hospital management.
This money was used to purchase the immediate
consumables and materials needed for the take off of the
project. It has since been paid back. This is to make the
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department relatively autonomous. A project committee was
set up, made up of a project manager (Head of Department
of obstetrics and gynaecology), a project accountant, project
secretary, three other consultants in the department, the
department’s chief resident or resident doctors’
representative, the chief medical director’s representative,
the director of clinical services and training, the chairman,
medical advisory committee, the chief nursing officer
obstetrics and gynaecology, the head of pharmacology
department or his representative.

The committee meets monthly or more frequently if the need
arises. The day to day running of the project is done by the
project manager, project accountant, chief resident and chief
nursing officer. The signatories to the account are those of
the project manager, project accountant, and the chief
medical director. Due process is followed in awarding
contracts and there is a ceiling on the amount of money the
committee can approve.

By the year 2000 all the departments in the hospital had
started the revolving fund scheme. Presently the hospital
management has changed the method of fund management
by getting all funds collected daily paid into a dedicated
account in a bank situated in the hospital premises. Monthly
budgetary allocations are then made to each department after
the due process committee had scrutinized their budgets and
seen evidence of previous retirements.

RESULTS

In 1997, resident doctors were 15 at the onset of the
revolving fund scheme in obstetrics and gynaceology
department, 14 in pediatrics department and 15 in surgery
department. By the year 2000 when all the departments had
started revolving, there were 28 residents in obstetrics and
gynecology department, 21 in pediatrics department and 26
in surgery department. All the revolving departments had
new account staffs employed by the hospital management.
Other units have new staffs employed to cope with increased
patients load.

Industrial disputes (labor strikes) were common before the
onset of the revolving fund scheme. In 1995, the hospital
was shut down for 2 months (January to February). In 1996,
it was shut down for 6 months (January to March and July to
September). In the month of March 1997, the hospital was
shut down for 1 week. Since the year 2001, there has not
been any local industrial dispute leading to a shut down of
the hospital.

Figure 1
Table 1a: Admission and mortality from 1990 — 1997

Year 1950 1551 1592 1953 1554 15595

Admisgios " B84 ETEI 3344 4754 &141 5332 BE1E 10752

Momalicy 152 04 I =z Z66 i} 30 | 364

Figure 2
Table 1b: Admission and mortality from 1998 — 2008

Year L9978 1959 200 001 o0z 2 2004 2005 2008 w7 2008

Admisibon [TE] s RE T [T 10500 10530 [H13E36 13048 §2953 14400 [E k2
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Figure 3

Table Ila: Federal Government allocation to the hospital
from 1992- 1999 (in Naira)

Budge 1992 1593 1734 1995 1936 1597 1778 195%

Capind 7.5m 3.T5m LT 1135m L 135m L35m

Pesvonnel oo 29 14m &715m T Tim § 86.5m ¥ 4m
PECUITERS

Overhead oo
Recument

Ome dollas is equivalent o 154 naim (Javsary 3008)
&= hiillen, b = hillios

Capital project money is for major jobs like construction of
buildings, purchase of heavy equipments and vehicles

Personnel cost covers workers salaries.

Overhead cost was introduced in the year 2001. This is for
the purchase of minor equipments and consumables used
daily also for repairs and services. This money is provided
by the federal government of Nigeria through the federal
ministry of health.

Naira is the Nigerian currency.
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Figure 4

Table IIb: Federal Government allocation to the hospital
from 2000- 2008 (in Naira)

Budget 2000 2001 2002 2003 2004 2003 2004 27 2008

1 142.7%m 12435m

Capital project money is for major jobs like construction of
buildings, purchase of heavy equipments and vehicles

Personnel cost covers workers salaries.

Overhead cost was introduced in the year 2001. This is for
the purchase of minor equipments and consumables used
daily also for repairs and services. This money is provided
by the federal government of Nigeria through the federal
ministry of health.

Naira is the Nigerian currency.

Figure 5

Table 111. Internally generated revenue (Revolving Fund
Scheme) from 2002 to 2008. (In Naira)

2002 2003 2004 2005 2006 2007 2008

T8 8831 129 81 | 16,005 673 BT | 263 177,020 70 | 258,550 998 34 | 285 197, 1R7 o4 | W45, 395, 9133 | 525 BO0 3669

DISCUSSION

The financing of health-care in developing countries is
difficult and most times contentious * . Attempts at raising
health resources have been varied with little success *’ .

Poor funding and inadequate manpower capacity have kept
the health facilities of most developing countries in near non
functional status.

At the onset of the revolving fund scheme in our teaching
hospital, we had few resident doctors. This number increased
when the workload increased and services improved. The
increased numbers including those of other staffs have a
positive effect on faster response time to emergencies and
decreased morbidity. Workers salaries including those of
residents are paid by the federal government.

Industrial disputes (labour strikes) which were common
before the onset of the revolving fund, dropped and even
stopped after the onset of the scheme. Workers morale were

improved, salaries which hitherto were irregular, now were
paid even before the end of the month. While waiting for the
federal government subvention, monies were recouped from
the revolving fund for salary payment. Other needed
consumables and minor equipments were also bought from
this fund. The hospital is clean. Regular and clean water and
emergency drugs are available. Light refreshments are
provided sometimes in the course of duty. All these added to
the reduction in morbidity though mortality increased. Many
patients that other wise would have died were saved.
Indigent patients are cared for promptly when before now,
they were neglected for want of materials to manage them
with. Mortality increased from 6.3% in 1992 to 7.9% in
1997 and 10.4% in 2004 to 12% in 2008[Tablesla and 1b].
This is like more money for worse outcome. Factors
contributing to this include the increased rate of dumping
very ill patient on us by the private hospitals, peripheral
hospitals and traditional health attendants.

These are those too ill for them to manage or those that have
exhausted their money and could not pay. Also, with the
improved services more patients are attracted to our facilities
even from other states. Our facilities are over stretched and
though more staffs are being employed, the patients load
outweigh our capacity. Fatigue for both men and machine is
a regular feature. Mortality may be a response to some of
these.

The federal government allocation to the hospital is shown
in Tables lla and 11b. It has been on the increase. This is to
meet up with the increased staff strength, more facilities and
structures and general overhead cost.

The revolving fund scheme which some institutions have
tried has its advantage but may be a problem in having many
funds outside the central administration * This we have
solved by having a central paying pool from which monthly
budgetary allocations are made after passing through due
process. With the institution of the revolving funds, there is
a better scrutiny of income. The various departments
actually known on daily basis what comes in and therefore
the monthly financial reports by the project accountant can
almost always be projected. This has reduced or probably
eliminated pilfering of money. It has increased money
available for health delivery. Table III shows revenue
accrued over the years from the user charge revolving fund
we are practicing. Research, training and service, the tripod
on which a teaching hospital stands now has a noticeable
positive change. The extra money garnered from the user
charge revolving fund scheme is now put into this tripod.
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In a developing economy such as ours with all intent aimed
at achieving the millennium development goals, financing
health care with user fees employed in a revolving fund
scheme can change the face of health care delivery.

More institutions, not just hospitals can give it a try while
waiting for such a time when government and non-
government financing will transport them to such ideals as
seen in most developed economies.
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