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Terms of Reference 

                     
 

 

 

NIGERIA BASIC HEALTHCARE PROVISION FUND PROJECT (THE HUWE PROJECT) 

 
TERMS OF REFERENCE FOR CONSULTANCY FOR EXTERNAL AUDIT SERVICES TO SUPPORT THE 

IMPLEMENTATION OF THE BHCPF  

A.  INTRODUCTION 

1. The National Health Act of 2014 is a visionary response to improving human capital accumulation 
in Nigeria: The GoN enacted a potentially transformative National Health Act (NHAct), implemented 
through the Basic Health Care Provision Fund (BHCPF) in 2014. The NHAct was approved by the 
National Assembly, signed into law by the President and gazetted in 2014. An operation manual for the 
BHCPF approved by the GoN provides the basis for implementing the BHCPF.  

2. The Fund as stipulated in the Act shall be financed by contributions from the following sources - 1) 
the Federal Government annual grant of not less than 1% Consolidated Revenue Fund, (2) Grants 
received from donor agencies, (3) and funds from other sources.  The Act stipulates that 50% of the 
Fund shall be implemented through the NHIS gateway whilst 45% shall be implemented through the 
NPHCDA gateway and the remaining 5% for the provision of emergency services through the emergency 
medical treatment (EMT) and NCDC gateways.  

3. The BHCPF addresses key constraints in the delivery of quality health services by ensuring that 
services are procured from qualified providers through the NHIS gateway where beneficiaries can 
choose to access service from either accredited private or public providers; it also protects beneficiaries 
from financial ruin when accessing services as the services are delivered free of charge at the point of 
use. Through the NPHCDA gateway the BHPCF transfers operating funds directly to the bank accounts of 
public primary healthcare facilities giving such public service providers autonomy and flexibility in how 
they respond to local operational challenges. 

4. The BHCPF will be implemented in all 36 states + FCT. As part of program implementation of the 
BHCPF the Federal Government of Nigeria (FGN) has received a grant from the World Bank/Global 
Financing Facility (GFF) and partners including Bill and Melinda Gates foundation. To assure judicious 
use of funds and in keeping with global best practices, an external audit will be carried out on the 
BHCPF. The Office of the Auditor General for the Federation (OAuGF) and the FMoH will jointly engage 
an External Auditor, using this Terms of Reference (ToR). 

5. The External Auditor to be recruited will ensure a compliance with financial functions in keeping 
with program and financial manual dictates.  
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B. BACKGROUND   

1. Returns on investments in health can be staggering, both in terms of national and personal 
income. Macro-economic studies suggest that reductions in mortality accounted for about 11% of 
recent economic growth in low and middle-income countries1.  Likewise, high returns on investing 
in health have been demonstrated at the household level.  Rigorous studies in Nigeria, for example, 
showed that malaria testing and treatment increases worker earnings by approximately 10 
percent2.  Similarly, deworming during childhood increased the likelihood of employment in the 
formal sector as well as average earnings by 20 percent. 

2. To turn health into an engine of growth, however, Nigeria needs to drastically improve the health 
status of its people.  Maternal and child mortality rates remain well above the targets of the 
Millennium Development Goals and unfavorable in comparison to much poorer nations in Africa.  
Indeed, mortality in Nigeria constitutes 14 percent of all maternal and 13 percent of all child deaths 
globally. High mortality rates are largely the result of low population coverage with essential health 
services.  Nigeria is among the few countries worldwide that have yet to provide half of its 
population with the most basic health services, such as immunization (23%), contraception (13% 
met need) and skilled birth attendance (43%).  Worse, great socio-economic disparities prevail; for 
instance, children born into families belonging to the lowest income quintiles are eight times more 
likely to die before the age of five compared to those in the highest income quintile.  

3. The poor state of health is primarily the result of steadily declining public investments in health.  
Between 2008 and 2014, the public share of health spending fell from 40% to 25%.  Likewise, the 
share of government expenditure dedicated to health fell over the same period from 9% to less 
than 3%, a far cry from the Abuja target of 15% endorsed by member states of the African Union in 
2001.  Similarly, low levels of public spending and prioritization of health are common only to 
fragile and conflict affected countries; yet, they are likely to deteriorate without decisive measures 
to stop the prevailing trends.  The recent drop in oil prices has resulted in a sharp decline of 
government revenues to a level that is – in comparison to the size of the economy - among the 
lowest in the world.  At the same time, economic growth over the past decade has pushed Nigeria’s 
income level above eligibility thresholds for grants and highly concessional credits from 
development partners, which still constitute a significant share of total health expenditure. 

4. Against these trends, significant improvements in health have been possible whenever political 
leadership rallied stakeholders behind sustained investments in highly cost-effective 
interventions.  For example, under the leadership of the Federal Ministry of Health, concerted 
efforts by the government of Nigeria, states, and development partners decreased the incidence of 
polio cases close to elimination, from above one thousand new cases in 2006 to only four in 
communities affected by violence.  Similarly, rapid progress has been made in the control of 
malaria with a steep drop in the prevalence of the disease from 42% in 2010 to 28% in 2015. 

                                                 
1 Jamison DT, Lau LJ, Wang J.  Health’s contribution to economic growth in an environment of partially endogenous 
technical progress.  In: Lopez-Casanovas G, Rivera B, Currais L, eds.  Health and economic growth:  findings and policy 
implications.  Cambridge, Ma: The MIT Press, 2005 
2Dillon A, Friedman J, Serneels P. Health information, treatment, and worker productivity: Experimental evidence from 
malaria testing and treatment among Nigerian sugarcane cutters. CBESS Discussion Paper, 2014 
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5. Only similar, but scaled efforts across a broader set of interventions, backed by significant public 
investments will turn health into an engine of growth.  Further, rapid improvements in access to 
malaria prevention and treatment are critical to boost labor productivity in the agricultural sector, 
a mainstay of the economic recovery and growth program.  And increasing access to a set of high 
impact interventions, including family planning, nutrition and immunization, is prerequisite for 
Nigeria to fully capture the extensive dividends of the impending demographic transition – 
increases in per-capita income from 15% to 30%, lifting 32 million Nigerians out of poverty by 2030. 

6. Overall Design Approach – Making Facilities Functional by paying a set amount for a defined 
number of services and providing facilities with regular operational budgets akin to what obtains 
in the Decentralized Financing Facility intervention under the NSHIP program: The BHCPF finances 
primary health care service delivery through two distinct mechanisms: (i) a modified case based 
payment system which purchases high-impact maternal and child health services through 
accredited public and private providers; and (ii) Decentralized Facility Financing (DFF)— lump-sum 
transfers made directly to public providers only to meet their operating expenses. 

7. General Approach to External Audit services of the BHCPF: To assure judicious use of funds and in 
keeping with global best practices, an external audit will be carried out on the BHCPF. The OAUGF 
and the FMoH will jointly engage an external auditor, using this Terms of Reference (ToR). The 
external auditor’s report will form the basis upon which the Auditor General will issue an opinion, 
which will be transmitted to the relevant parliamentary committees as part of the required 
oversight of the operations of the BHCPF. The cost of advertisement and payment of professional 
fees for selected audit firm will be borne by the program. 

C. OBJECTIVES OF THE EXTERNAL AUDIT  

The overall objective of the external audit is to express a professional audit opinion in accordance with 
ISA 800 on whether: - 

 The consolidated financial statements of the BHCPF in all material respects, are in 
conformity with the applicable Financial Rules and Regulations of BHCPF and Agreement 
Terms and Conditions of the financing agreement.  

 The program books of accounts provide the basis for preparation of those financials 
statements and are established to reflect the financial transactions in respect of the 
program and that it maintains adequate internal controls and supporting documentation for 
transactions. 

 The specific objectives of the external auditor will require that the EA verifies funds received and 
utilized at each level of the BHCPF administration, correlate financial statements with disbursements 
made. The assignment will assess the compliance with funds management requirements as prescribed 
in the operations manual and other terms as specified by the Minister of Health and/or the NSC. 

D. AUDITING STANDARDS: The external audit is carried out in accordance with International Standards 

on Auditing (ISA) and includes such tests and auditing procedures as the auditor considers necessary 

for the assignment.  
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E. RESPONSIBILITY FOR PREPARATION OF FINANCIAL STATEMENTS:  

 The responsibility for the preparation of Financial Statements lies with the NSC through its 

Secretariat and is also responsible for: (a) The selection and application of accounting policies. 

BHCPF Secretariat will prepare the Financial Statements in accordance with applicable 

accounting standards that comply with appropriate international standards in all material 

respects; and (b) Implementing accounting, administrative and financial procedures 

documented in manuals.  

 The auditors are responsible for the formulation of an opinion on the Financial Statements 

based on their audit conducted in accordance with ISAs (International Standards on Auditing) 

promulgated by the IFAC (International Federation of Accountants). In accordance with these 

standards, the auditors will request the NSC through its Secretariat to make available the 

prepared Financial Statements, books of accounts and every other relevant documents that 

maybe required by the external auditor in forming his opinion on whether there is adequate 

internal controls and the reliability of the financial statements 

 

F. SCOPE OF THE EXTERNAL AUDIT 

 

The external auditor will independently assess the extent to which the BHCPF is being implemented 
according to the BHCPF Operational Manual (OM). This will involve the following:  

1. Conduct financial audits of BHCPF including sources and use of funds from the BHCPF designated 

account to the accounts of the management secretariat of the NSC, NHIS, NPHCDA, EMT 

subaccounts, and the accounts of the SSHISs and SPHCDAs and using such tests and procedures as 

the consultant will consider necessary under the circumstances;  

(i) That payments were transferred from the NHIS and NPHCDA sub accounts (or/and state 

equivalent) to the designated account of the health facilities (and that the right amounts 

were transferred and at the stipulated time); 

(ii) The payments transferred to the health facilities under the NHIS and NPHCDA gateways 

have been used in accordance with the conditions in the Operational Manual (OM). Health 

facilities to be audited will be selected using an approved sampling method; 

(iii) Goods, works and services financed at all levels have been procured in accordance with the 

procurement policies and procedures as stated in the OM and PPSD; 

(iv) All necessary supporting records and accounts have been maintained in respect of all 

project activities, including expenditures reported using Statement of Expenditure (SOE). 

The auditor is expected to verify that respective reports issued during the period were in 

agreement with the underlying books of accounts. The auditor would check the activities of 

the designated account: (i) deposits received from SPHCDA; (ii) interests that may have been 

earned on the accounts; (iii) withdrawals related to project expenditures. The auditor would 

examine the eligibility of the financial transactions during the period under review and funds 

balances at the end of such period and the operation and use of the designated account in 

accordance with the OM; 
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(v) Sampled health facilities designated accounts have been maintained in accordance with the 

provisions of the relevant financing agreements and funds disbursed out of the account 

were used only for the purpose intended according to the OM; 

(vi) Financial performance of the management secretariat and the national and state level 

agencies is satisfactory; 

(vii) Assets procured from project funds exist and there is verifiable ownership by the 

implementing agencies. 

(viii) Carry out such tasks as the NSC of the BHCPF reasonably requests to facilitate the successful 
implementation in the participating states. 

2. The audit will be carried out in accordance with the standards specified in iii above and will include 
such tests and verification procedures as the auditors consider necessary under the circumstances. 
In conducting the audit, special attention should be paid to the following: 

i. Carry out tests of transactions as are necessary, in order to obtain an understanding of the 
accounting system, to assess its adequacy as a basis for the preparation of the financial 
statements and to establish whether adequate records have been maintained as required by 
the BHCPF Financial Rules and Regulations; Financial Manual and applicable rules of the 
donors; 

ii. Conduct an in-depth and exhaustive review of the internal control systems to have sufficient 
knowledge of the procedures underpinning the systems, as contained in the BHCPF OM; 
Financial Manual and the applicable rules of the concerned donors; 

iii. Confirm that although responsibility for preventing irregularity and fraud remains with the 
Secretariat, the audit has been planned so as to have a reasonable expectation of detecting 
material misstatements in the financial statements; 

iv. State the extent to which it has relied on the work of the Internal Audit;  

v. Confirm that funds have been used in accordance with the applicable rules of the concerned 
donors, NSC -BHCPF decisions with due attention to economy and efficiency, and that they 
have only been used for the purposes for which they were intended for and in accordance 
with the conditions under which the funding was provided; 

vi. Confirm that Goods and services financed have been procured in accordance with sound 
procurement procedures spelled out in the BHCPF PPSD; Financial Rules and Regulations 
and applicable rules of the donors; 

vii. Confirm that all necessary supporting documents, records and accounts have been kept in 
respect of all activities. Clear linkages should exist between the books of accounts and the 
financial statements presented;  

viii. Confirm that the Financial Statements have been prepared in accordance with acceptable 
accounting practice and give a true and fair view of the financial position of the Secretariat 
as at the end of the financial year; and 

ix. Confirm that where designated accounts have been used, they have been maintained in 
accordance with the provisions of the relevant Memorandum of Understanding and 
Agreements. 

The above-defined scope does not in any way restrict the audit procedures or the techniques that the 
auditor may wish to use in forming an opinion on the Financial Statements being audited. 
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G. FINANCIAL STATEMENTS 

The Financial Statements to be audited, among others, include:  

(a) A Statement of Income and Expenditure;  

(b) A Statement of Financial Position;  

(c) A Statement of Changes in Accumulated Funds;  

(d) A Statement of Cash Flow;  

(e) The Accounting Policies Adopted and Explanatory Notes;  

(f) Where applicable, a Financial Report compliant with the terms and conditions of agreements with the 
donors. 

 

H. AUDIT REPORT 

i. The auditor is expected to present two types of reports: An opinion on the Financial 

Statements prepared by the Secretariat and a Management Letter.  

ii. The opinion on the Financial Statements shall contain: (a) A professional opinion on the 

financial statements and supporting schedules as regard to their true and fair view; (b) 

Accounting standards and BHCPF Financial Regulations that have been applied indicating the 

effect of any deviations from them; (c) The International Audit standards that were applied; 

(d) Include all other requirements of cooperating partners as stated in the various 

cooperating agreements.  

iii. The Management Letter, among others, shall contain: (a) Comments and observations on 

the accounting records, systems and controls that were examined during the course of the 

audit; (b) Specific deficiencies and areas of weakness in systems and controls and make 

recommendations for improvement; (c) The degree of compliance of each of the 

development partner funding agreement and give comments, if any, on internal and 

external matters affecting such compliance; (d) Matters that have come to their attention 

during the audit which might have a significant impact on the implementation and 

sustainability of the funding; (e) Report on the implementation status of recommendations 

pertaining to previous period audit reports; (f) Areas of risk that need to be flagged out to 

management; (g) Any other matters that the auditors consider pertinent to be brought to 

the attention of the Secretariat.  

iv. Ideally, the Management Letter will include reactions/comments from the BHCPF 

Secretariat on the weaknesses noted by the auditors. 

 

 

I. LOCATION AND DURATION OF SERVICES 
 
The auditor will conduct the audit at the FMOH and its implementing entities – NHIS, NPHCDA and EMT 
and state level implementing entities in all 36 + 1 States. However, in the kick off phase, the audit will 
take place in a sub-set of States as determined by the NSC.  
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All implementing entities in the BHCPF are required to provide official written response to all external 
audit queries or findings affecting them within 5 working days of receipt of such queries. The response 
shall be forwarded to the NSC and copied to the office of the Federal Minister of Health. 

 
It is expected that the contract will have a duration of two years. However, this is subject to a mid-term 
review and satisfactory delivery of services. 
 
J. DELIVERABLES 
 
 The firm/ organization selected to be the External Auditor will produce the following 
deliverables: 
 

(i) An inception report submitted to the NSC within 30 days of commencement of the 
services;  

(ii) An opinion on the Financial Statements prepared by the Secretariat and a Management 
Letter. Both documents will be submitted as follows 
a. A report shall be prepared at the end of each audit and submitted to the National 

Steering Committee.  
b. The audit report shall be published on the FMoH website and submitted to the National 

Council on Health, Senate Public Accounts Committee and other relevant committees as 
part of the overall audit of the health sector. 

c. To funding donors as part of agreed funding agreements. 
 

K. SELECTION CRITERIA 
 
The selection of the firm will be based on the following Minimum Qualifications:  
1. Must be a Chartered Accounting/Consulting firm with Services in Accounting, Budgeting and 

Financial Management; 
2. Possess key staff the size and staff with cognate experience (Please see Annex A for key personnel). 
3. Key staff possesses minimum required basic academic and professional qualifications and 

specialized experience on the assignment. 
4. Capacity Building Experience; 
5. The firm has worked in Nigeria and had undertaken such assignment before in the public sector – 

experience in the health sector will be an advantage. 
6. The firm had undertaken at least an assignment in budgeting reforms (MTEF) and public-sector 

accounting (IPSAS implementation), have a good understanding of ongoing GoN PFM reforms 
including TSA administration amongst others.  

7. The accounting firm must be properly registered with the office of the Auditor General for the 
Federation 
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ANNEX A 

AUDITOR’S QUALIFICATION AND EXPERIENCE  

(a) The auditor must be completely impartial and independent from all aspects of management or 

financial interests of the organization;  

(b) The auditor shall not, during the period covered by the audit nor during the undertaking of the audit, 

be employed by, serve as advisers or mentors for, or have any financial or business relationships with 

the organization; and  

(c) The auditor shall be registered with the OAGF and must demonstrate that he employs adequate staff 

with appropriate professional qualifications and suitable experience in accounting and auditing the 

accounts of entities comparable in size and complexity to the entity being audited;  

(e) Curriculum Vitae (CVs) must be provided to the client by the Partner of the firm of auditors who shall 

be responsible for signing the opinion, together with the CVs of managers, supervisors and key 

personnel proposed as part of the audit team. The CVs shall include details of audits carried out by the 

concerned staff, including ongoing assignments indicating capability and capacity to undertake the 

audit.  

Qualification and Experience: 

The Auditor will employ adequate staff with appropriate professional qualifications and suitable 

experience with IFAC standards, in particular International Standards on Auditing and with experience in 

auditing the accounts of entities comparable in size and complexity to the Entity. In addition, the audit 

team as a whole will have: 

i. Appropriate experience with audits of GON and external aid operations financed by the donors. At 

least one senior member of the fieldwork team either a manager/supervisor should have such 

experience; 

ii. Demonstrate sufficient knowledge of relevant laws, regulations and rules of Nigeria. 

  

TEAM COMPOSITION 

The team of auditors required for this engagement will be composed of an Auditor who is a Partner in 

the firm who has the ultimate responsibility for the audit and signing of the opinion and an audit team 

which is composed of an appropriate mix of auditors (see below) and who have the qualifications and 

experience as set out below.  

i. Audit Partner: An audit partner must be a highly qualified expert with a relevant university 

or professional qualification and assuming or having assumed senior and managerial 

responsibilities in public audit practice. He/she should be a member of international 

accounting or auditing body or institution (or a member of a national accounting body 

recognized by an international auditing body). He/she must have at least 15 years of 

professional experience as a professional Auditor or accountant in public audit practice and 

experience with working with the recipient countries of donor aid will also be taken into 

account.  

ii. An audit partner, or another person in a position similar to that of a partner, is the person 

of the audit firm who is responsible for the audit and its performance, and for the report 

that is issued on behalf of the firm. He/she has the appropriate authority from a 
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professional, legal or regulatory body and is authorized to certify accounts by the laws of 

the country in which the audit firm is registered.  

iii. Senior Audit Manager: A Senior Audit manager must be a qualified expert with a relevant 

university or professional qualification. He/she must have at least 12 years’ experience as a 

professional auditor or accountant in public audit practice including relevant managerial 

experience of leading audit teams.  

iv. Audit supervisor: An auditor supervisor must be a qualified expert with a relevant 

university or professional qualification and at least 10 years professional experience in 

external aid audits or audit practice.  

v. Senior Auditor: A senior auditor must be a technical and administrative staff of at least 10 

years standing with the audit firm or a qualified expert with a relevant university or 

professional qualification and at least 8 years professional experience in public audit 

practice.  

Curricula Vitae of key personnel: The Auditor will submit the CV's of key personnel listed out in this ToR 

staff proposed as part of the audit team. CVs will include appropriate details on the type of audits 

carried out by the staff indicating capability and capacity to undertake the audit as well as details on 

relevant specific experience. The CV of the partner or other person in the audit firm who is responsible 

for the audit and for signing the report must be indicated. 

The OAGF/ BHCPF Secretariat will examine the CVs before it signs a contract for the engagement and 

will reject them if they are not considered suitable for the requirements of the engagement. 
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Terms of Reference 

                     
 

 

NIGERIA BASIC HEALTHCARE PROVISION FUND PROJECT (THE HUWE PROJECT) 

 
TERMS OF REFERENCE FOR AN INDEPENDENT VERIFICATION AGENT (IVA) TO 

SUPPORT THE IMPLEMENTATION OF THE BHCPFP 

A.  BACKGROUND   

6. Returns on investments in health can be staggering, both in terms of national and 
personal income. Macro-economic studies suggest that reductions in mortality accounted for 
about 11% of recent economic growth in low and middle-income countries3.  Likewise, high returns 
on investing in health have been demonstrated at the household level.  Rigorous studies in Nigeria, 
for example, showed that malaria testing and treatment increases worker earnings by 
approximately 10 percent4.  Similarly, deworming during childhood increased the likelihood of 
employment in the formal sector as well as average earnings by 20 percent. 

7. To turn health into an engine of growth, however, Nigeria needs to drastically improve 
the health status of its people.  Maternal and child mortality rates remain well above the targets 
of the Millennium Development Goals and unfavourable in comparison to much poorer nations in 
Africa.  Indeed, mortality in Nigeria constitutes 14 percent of all maternal and 13 percent of all child 
deaths globally. High mortality rates are largely the result of low population coverage with essential 
health services.  Nigeria is among the few countries world-wide that have yet to provide half of its 
population with the most basic health services, such as immunization (23%), contraception (13% 
met need) and skilled birth attendance (43%).  Worse, great socio-economic disparities prevail; for 
instance, children born into families belonging to the lowest income quintiles are eight times more 
likely to die before the age of five compared to those in the highest income quintile.  

8. The poor state of health is primarily the result of steadily declining public investments in 
health.  Between 2008 and 2014, the public share of health spending fell from 40% to 25%.  
Likewise, the share of government expenditure dedicated to health fell over the same period from 
9% to less than 3%, a far cry from the Abuja target of 15% endorsed by member states of the 
African Union in 2001.  Similar low levels of public spending and prioritization of health are 
common only to fragile and conflict affected countries; yet, they are likely to deteriorate without 
decisive measures to stop the prevailing trends.  The recent drop in oil prices has resulted in a 
sharp decline of government revenues to a level that is – in comparison to the size of the economy - 
among the lowest in the world.  At the same time, economic growth over the past decade has 
pushed Nigeria’s income level above eligibility thresholds for grants and highly concessional credits 
from development partners, which still constitute a significant share of total health expenditure. 

                                                 
3 Jamison DT, Lau LJ, Wang J.  Health’s contribution to economic growth in an environment of partially endogenous 
technical progress.  In: Lopez-Casanovas G, Rivera B, Currais L, eds.  Health and economic growth:  findings and policy 
implications.  Cambridge, Ma: The MIT Press, 2005 
4 Dillon A, Friedman J, Serneels P. Health information, treatment, and worker productivity: Experimental evidence from 
malaria testing and treatment among Nigerian sugarcane cutters. CBESS Discussion Paper, 2014 
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9. Against these trends, significant improvements in health have been possible whenever 
political leadership rallied stakeholders behind sustained investments in highly cost-
effective interventions.  For example, under the leadership of the Federal Ministry of Health, 
concerted efforts by the government of Nigeria, states, and development partners decreased the 
incidence of polio cases close to elimination, from above one thousand new cases in 2006 to only 
four in communities affected by violence.  Similarly, rapid progress has been made in the control of 
malaria with a steep drop in the prevalence of the disease from 42% in 2010 to 28% in 2015. 

10. Only similar, but scaled efforts across a broader set of interventions, backed by 
significant public investments will turn health into an engine of growth.  Further, rapid 
improvements in access to malaria prevention and treatment are critical to boost labour 
productivity in the agricultural sector, a mainstay of the economic recovery and growth program.  
And increasing access to a set of high impact interventions, including family planning, nutrition and 
immunization, is prerequisite for Nigeria to fully capture the extensive dividends of the impending 
demographic transition – increases in per-capita income from 15% to 30%, lifting 32 million 
Nigerians out of poverty by 2030. 

11. Visionary government response – The National Health Act: The GoN has enacted a 
potentially transformative National Health Act (NHAct), implemented through the Basic Health 
Care Provision Fund (BHCPF), The NHAct was approved by the National Assembly in 2014, signed 
into law by the President and gazetted in 2014. An operation manual for the BHCPF has been 
prepared by the Government which provides the basis for implementing the BHCPF. Further to this 
the GON requested support from the World Bank in 2017 to implement a project which will support 
the implementation of the BHCPF in three states of the federation using part of the resources 
received from the Global Financing Facility. 

12. The Project will finance the early implementation of the BHCPF in 3 states. Based on the lessons 
learned it is envisaged that the Federal Government will provide most of the financing for the 
nationwide scale-up of the BHCPF. The project will finance two components: Component 1: 
Payments for service delivery through a modified case based mechanism (NHIS gateway) and a DFF 
mechanism (NPHCDA Gateway); and Component 2: Health systems management strengthening to 
support BHCPF implementation.      

13. Overall Design Approach – Making Facilities Functional by paying a set amount for a 
defined number of services and providing facilities with regular operational budgets akin to 
what obtains in the Decentralized Financing Facility intervention under the NSHIP program: 
The BHCPF finances primary health care service delivery through two distinct mechanisms: (i) a 
modified case based payment system which purchases high-impact maternal and child health 
services through accredited public and private providers; and (ii) Decentralized Facility Financing 
(DFF)— lump-sum transfers made directly to public providers only to meet their operating 
expenses.  

14. General Approach to Independent Verification of the program: Independent Verification 
Agents (IVAs) will be recruited by the Federal Ministry of Finance, in order to ensure a sensible 
separation of functions in keeping with global best practices, The IVAs will be recruited to carry out 
and coordinate ex-post facto quantity and quality verification of health centers and hospitals.  

B.  OBJECTIVES OF THE IVA  

15. The IVAs will independently assess the extent to which the BHCPF is being implemented 
according to the OM. This will involve: (i) verification of the quantity of health services provided 
under the NHIS gateway; (ii) verification of the quality of care and the reliability of the supervisory 
system; (iii) assessing whether the processes described in the OM are being implemented at state 
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and facility levels.  The IVA will be responsible for sharing the collected information with the 
secretariat and the States. It is proposed that this verification of claims under NHIS Gateway be 
carried out by independent verification agents (IVA) using a three-tiered approach involving:  

(i) In collaboration with the SSHIAs and the secretariat of the NSC, profile claims submitted 
through an electronic payment system using an algorithm that looks for suspicious 
reports (e.g. unlikely increases, end-digit preference, or excessive numbers given 
catchment populations);  

(ii) an ex-post verification of suspicious claims from above, in addition to a routine survey 
of randomly selected patients through phone calls or visits to their homes to see 
whether they; (i) exist; (ii) received the service specified in the claim at the time 
stipulated; (iii), were satisfied with the care, and (iv) whether they were asked to pay 
for services that should have been free. The operations manual (OM) of the BHCPF 
specifies strict sanctions for facilities that submit false claims. Sanctions will also be 
applied to supervisors in the SPHCDA who fail to prevent fraudulent claims by public 
facilities.    

 
C.  SCOPE OF SERVICES  
 
The scope of services for the IVA includes the following: 

 
9. Quality of Care: Every quarter, carry out ex-post verification of the quality of care and 

quality of supervision by LGA and SPHCDA staff in 10% random sample of public 
facilities receiving DFF funds under the NPHCDA gateway. This will use the standard 
quantitative supervisory quality checklist (QSQC) deployed by the BHCPF. This will 
involve: (a) identifying certified verifiers with the requisite skills; (b) ensuring verifiers 
are expert at the use of the QSQC;(c) ensuring the ex-post assessment is carried out 
within 2 weeks after SSHIA and SPHCDA officials carry out their quarterly assessment. 
Analyze the differences between the ex-post QSQC scores and the ex-ante scores and 
determine if there are substantial differences by facility, supervisor, and by indicator 
(by percentage point difference). Provide the results of the analysis to the SSHIA and 
State Primary Health Care Development Agency (SPHCDA), The Secretariat of the 
National Steering Committee (TS-NSC) and the World Bank. 
 

10. Quantity Verification: The IVA will employ three approaches to quantity verification: 
(a) review of claims data, at least on a quarterly basis to look for suspicious activities 
and outliers; ((b) ex-post verification of the quantity of services on a quarterly basis 
using the community client satisfaction survey (CCSS) techniques employed under 
NSHIP and according to the OM. This will involve taking a sample of 20% of contracted 
facilities under the NHIS gateway, visiting the facilities to take a sample of 60 patients. 
Facilities with suspicious claims (from the claims review) will be given priority during 
facility sample selection. The sampled patients will be either telephoned (not more than 
40%) or visited in their homes to determine whether: (i) the patients exist; (ii) they 
visited the health facility during the period under review and received the services 
listed; (iii) they were satisfied with the care; and (iv) did not have to pay for any 
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services deemed to be free. The sample selection will use a mix of random and risk-
based approaches.  

 
11. Process Verification: The IVA will take advantage of visits for quality and quantity 

verification to assess whether the processes in the OM are actually being implemented. 
This will include: (i) whether the health facility management committee (HFMC) has 
been established and is working properly; (ii) if financial management practices are 
being implemented; (iii) whether other contractual obligations of facilities (such as 
signs and registration of beneficiaries) are being adhered to.  

 
12. Reporting: The IVA will carry out the data collection, analysis, and report writing in 

response to the above scope of work. The IVA will be responsible for transparently 
disseminating the reports widely to various stakeholders. The reports will: (a) Analyze 
the differences between the ex-post quantity verification and the claims submitted by 
the facility. The IVA will determine if there are substantial differences by facility, LGA, 
and by indicator; (b) determine if there are/ have been additional user-charges levied 
on patients; (c) suggest sanctions in keeping with the OM; etc.  

 
13. Carry out such tasks as the TS-NSC reasonably requests to facilitate the successful 

implementation in the participating states.    
 

D.  LOCATION AND DURATION OF SERVICES 
 
 Six (6) successful firms/organizations will be contracted to cover the six (6) geo-political 
zones. They will provide the services in all 36 + 1 States, which are currently covered by this 
BHCPF. It is expected that the contract will have a duration of three years.  
 
However, in the kick off phase, one (1) of the six (6) will be commence work in a sub-set of States as 
determined by the secretariat.  
 
E. DELIVERABLES 
 
 The firm/ organization selected to be an IVA will produce the following deliverables: 
 

(iii) An inception report submitted to the TS-NSC within 30 days of commencement 
of the services;  
 

(iv) A quarterly summary report of ex-post quality and quantity CCSS verifications 
detailing results from the random sample of contracted HFs for which the ex-
post quality and quantity was carried out. If large discrepancies are found, the 
report should include proposed penalties by HF, GH and LGA. This should be 
submitted within 7 days after the quarterly assessment by LGA.  
 

(v) Quarterly reports to the TS-NSC copying all the relevant institutions including 
the relevant SPHCDA and SSHIA, within 30 days of the end of the previous 
quarter. This should include: 
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a. Comparison between ex-post quality and ex-ante quality verification. Results 
of this analysis should also be provided to the SSHIA/SPHCDA. 

b. Comparison between ex-post and ex-ante quantity verification. Results of 
this analysis should also be provided to the states.  

c. Scores from both the SPHCDA and SSHIA Performance framework, alongside 
given feedback and recommendations. 

 

(vi) A quarterly briefing note (when applicable) to NPHCDA copying SPHCDA 
detailing any incidents where extra charges have been levied on patients for 
those LGAs implementing a selective free care policy for maternal and child 
health services. These briefing notes should be submitted within 14 days of the 
evaluation; 

 
(vii) Annual reports, submitted to TS-NSC including NPHCDA and NHIS, copying the 

participating SPHCDA and SSHIA. The report will contain, amongst other data, 
analysis comparing health facility, LGA and indicator performances; 

 
(viii) An end of project report to TS-NSC and copying concerned SPHCDA and SSHIA, 

on the summary findings comparing ex-post to ex-ante verification.  
 

(ix) All reports are sent to the WB. 
 

 
 
F. SELECTION CRITERIA 
 
1. The selection of the firm/organization will be based on the following criteria:  
 

(i) Understanding of the Primary Health Care sector in Nigeria; 
 

(ii) A strong history of conducting applied social science research; 
 

(iii) Demonstrable community based experience; 
 

(iv) A good track record of working as an IVA will be useful; 
  

(v) A team of highly talented individuals with at least:  
a.  Project Manager with a medical degree or specialization in public health;  
b. M&E/Data Specialist  
c. Field Manager.  

 

(vi) Higher institutes of learning with required competences are encouraged to apply 
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