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ABSTRACT

Health insurance is one of the major pillars of achieving the Universal Health Coverage, as
emphasized in the Sustainable Development Goals (SDGs). However, in Mozambique, although
the national health system is confronted by several limitations, uptake of health insurance is not
emphasized by stakeholders in the health sector. The study aims to analyze the determinants
of health insurance subscription among women of reproductive age in Mozambique. The data
were the 2022/23 data for the Demographic and Health Survey (DHS) which covered 9788
women in the 15-49 years age bracket. The data were analysed with Probit regression. The
results showed a very low health insurance subscription (1.69%). Additionally, 31.50% of the
women with higher education had health insurance. The Probit regression results showed that
the probability of insurance subscription among the women was significantly promoted (p<0.05)
by access to the internet, reading newspaper, perception of good, moderate and bad health
status, ownership of bank account, working, and wealth index, while residence in some regions
(Inhambane, Gaza, and Sofala), and religion affiliation (Evangelical/Pentecostal and no religion)
reduced it. It was concluded that constraints exist in achieving UHC in Mozambique, there is a
need to create media and internet-based advocacy to promote health insurance subscriptions
with more focus on the rich, working class, urban dwellers, and educated women. For future
research, a qualitative approach could be employed to explore sociocultural and psychological
factors influencing women's decision to enroll in health insurance.

Keywords: Universal Health Coverage, Health Insurance, Women, Reproductive Age,
Mozambique.

ABSTRAK

Asuransi kesehatan merupakan salah satu pilar utama untuk mencapai Cakupan Kesehatan
Universal, seperti yang ditekankan dalam tujuan pembangunan berkelanjutan (SDGs). Namun,
di Mozambik, meskipun sistem kesehatan nasional dihadapkan pada beberapa keterbatasan,
penggunaan asuransi kesehatan tidak ditekankan oleh para pemangku kepentingan di sektor
kesehatan. Penelitian ini bertujuan untuk menganalisis faktor penentu langganan asuransi
kesehatan di kalangan perempuan usia reproduksi di Mozambik. Data yang digunakan adalah
data tahun 2022/23 dari Survei Demografi dan Kesehatan (DHS) yang mencakup 9788
perempuan dalam kelompok usia 15-49 tahun. Data dianalisis dengan regresi Probit. Hasilnya
menunjukkan langganan asuransi kesehatan yang sangat rendah (1,69%). Selain itu, 31,50%
wanita dengan pendidikan tinggi memiliki asuransi kesehatan. Hasil regresi Probit menunjukkan
bahwa probabilitas berlangganan asuransi di kalangan wanita secara signifikan dipromosikan
(p<0,05) oleh akses ke internet, membaca koran, persepsi status kesehatan yang baik, sedang
dan buruk, kepemilikan rekening bank, bekerja, dan indeks kekayaan, sementara tempat tinggal
di beberapa daerah (Inhambane, Gaza, dan Sofala), dan afiliasi agama (Evangelis / Pantekosta
dan tanpa agama) menguranginya. Disimpulkan bahwa terdapat kendala dalam mencapai UHC
di Mozambik, ada kebutuhan untuk membuat media dan advokasi berbasis internet untuk
mempromosikan langganan asuransi kesehatan dengan lebih fokus pada orang kaya, kelas
pekerja, penduduk perkotaan, dan wanita berpendidikan.

Kata Kunci: Cakupan Kesehatan Universal, Asuransi Kesehatan, Perempuan, Usia
Reproduksi, Mozambik.
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INTRODUCTION

The end of Mozambique’s civil war in 1992 marked the beginning of reforms to rebuild
the country’s economy and reposition the different sectors for sustainable development and
growth (Morier-Genoud et al., 2018). Therefore, beyond the euphoria of attendant tranquillity
that followed the Rome General Peace Accords on 4" October 1992, the challenges of
structural restructuring of the different economic sectors were fundamental concerns that
demanded domestic and international interventions (Hastings, 1974; Morier-Genoud et al.,
2018). Given its noteworthy significance in promoting several development indicators, the
primary healthcare system was one of the major targets for permanent destruction during the
civil war (Cliff & Noormahomed, 1988). The ultimate challenge of the Mozambique post-conflict
healthcare reform was perfectly underscored by the need to facilitate a poverty reduction
process which cannot be attained without a proper installation of efficient healthcare service
delivery system (Sulemane & Kayizzi-Mugerwa, 2001; Funada-Classen, 2013). Moreover,
although there was introduction of the Health Bill in 1977 by the Frelimo government with the
goal of promoting a socialised medical care, civil war eroded most of the resources which could
have been channelled towards building a stable social infrastructure (Sulemane & Kayizzi-
Mugerwa, 2001).

Although not without noticeable lapses, the Mozambique government had over the years
made substantial progress in revamping the healthcare sector and positioning it for efficient
service delivery. Specifically, the national health system can be divided into four levels of
administration (Japan International Corporation Agency, 2021). The Japan International
Corporation Agency, (2021) noted that the first is the primary level of care, which consists of
health posts and health centres. At the second level operates the district hospitals, rural
hospitals, and general hospitals, which deliver some secondary form of healthcare services.
The third level comprises of hospitals which operate at the provincial level of governance for
the delivery of tertiary medical services. The fourth level comprises of specialized hospitals,
central hospitals, and military hospitals which are positioned for quaternary level of healthcare
services (Japan International Corporation Agency, 2021). Moreover, over past few years,
Mozambique government had implemented some changes within the national health systems
to facilitate Universal Health Coverage (UHC) as outlined in the Sustainable Development
Goals (SDGs) (Japan International Corporation Agency, 2021). Specifically, the Mozambique
government expanded the number of health workers from 1000 in 2018 to 8300 in 2022. This
expansion implied an estimated increase in the number of people to be reached from 240,000
in 2018 to about 2 million in 2022 (World Bank, 2023).

However, with about 21% of the annual health expenditures being funded by international
bodies in 2019, the country’s healthcare financing is highly susceptible to global financial
shocks (UNICEF, 2019). Moreover, some improvements in the funding model can be
highlighted given that foreign aids dominated the health expenditures in 2013 (UNICEF, 2019).
Although the budgetary allocation to the health sector is below the 15% benchmark that was
emphasized inthe Abuja Declaration (Ukeje, 2015). The government is utilizing several
available fiscal measures to expand funding allocation to the health sector. It should be noted
that healthcare budgetary allocations declined from 12% in 2018 to 8.8% in 2019 (UNICEF,
2019). However, due to the COVID-19 pandemic, budgetary allocations to the health sector
increased to 10.20% in 2021 (UNICEF, 2021). Similarly, international funding increased by
more than three times from MT 2.1 billion to MT 6.8 billion in 2020 and 2021, respectively.
Since 2019, there is a wide adoption of a decentralized healthcare governance model with
more involvement of community health workers in attending to health problems at the grassroot
level. Consequently, some progress had been made in some important health indicators such
as child mortality and maternal mortality (World Health Organization, 2024).

There are stillsome fundamental bottlenecks confronting healthcare administration in
Mozambique. Specifically, the goal of UHC as amplified in the SDGs can be hampered by
systematic regional and geographical inequity in the distribution of healthcare services (USAID,
undated). Although Mozambicans are constitutionally eligible to access free healthcare
services, medication stock-out and growing pressure on the limited facilities may undermine
effective delivery of some required healthcare services (Wagenaar et al., 2014; Bravo et al.,
2020). In one of the previous geographical mappings of healthcare facilities in Mozambique,
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about 66.7% of the areas were underserved by primary healthcare services (Audet et al.,
2010). The growing problems of HIV and malaria, coupled with persistent distributional inequity
and dwindling quality of care are issues of concern in healthcare service administration (Llop-
Gironés et al., 2019; Luis & Cabral, 2016; Cane et al., 2023)

Another major concern in healthcare service utilization in Mozambique is the issue of
catastrophic healthcare expenditure. This may result from shortage of public healthcare
facilities (Cane et al., 2023), and the fact that some patients sometimes require highly
specialized medical services that are only available in some privately owned specialized
hospitals. This situation has prompted healthcare policy makers to concentrate efforts in
ensuring reintegration of medical insurances within the principal domains of healthcare service
delivery. The fundamental intuition is that the medical needs of insured individuals are
comprehensively covered without any worry of catastrophic healthcare expenditures and their
associated welfare impacts.

However, information on health insurance uptake in Mozambique is not easily found in
academic literature. In some previous studies, several variables have been found to influence
health insurance subscription among women of reproductive age (henceforth WRA). In Dowou
et al., (2024) analyzed the determinants of health insurance subscription among women of
reproductive age. It was found that health insurance coverage was 8.7% and the factors that
increased the likelihood of being health insured were education, wealth index, working,
watching television and use of internet. In a study that was conducted in Ghana, Amu and
Dickson (2016) found that among WRA, health insurance was promoted by wealth, religious
affiliation, marital status, region of residence, and age. However, subscription reduced with
urban residence and education levels.

In another study which was conducted in Ghana, Ayanore et al., (2023) reported health
insurance subscription rate of 51.90%, while the likelihood of health insurance subscription was
promoted by secondary education, higher education, listening to radio, being pregnant and
regions of residence. Aregbeshola and Khan, (2018) found that in Nigeria, health insurance
subscription rate among WRA was 2.1% and the predictors of the probability of being health
insured were education, employment, residence in some zones, economic status and age of
women of reproductive age. Ramos Rosas et al., (2020) found that in a study among Peruvian
WRA, 25.3% had not form of health insurance. Also, using the multinomial logit regression
model, the choice of Standard Insurance scheme was promoted by households’ wealth,
education and being a Spanish.

The study aims to analyze the determinants of health insurance subscription among
women of reproductive age in Mozambique using the 2023 Demographic and Health Survey
data. The paucity of study on health insurance issues in Mozambique provides a significant
justification for this study. In addition, women in Mozambique are at the centre of healthcare
policy discussion because of their primary role in influence two important health indicators —
child mortality and maternal mortality — in Mozambique. Their overall health, which can be
positively influenced by health insurance, is therefore of importance in several policy
discourses. In addition, the policy response of this study will feed into Mozambique’s health
policy interventions for the promotion of UHC.

RESEARCH METHODS

This study used the 2022/23 Demographic and Health Survey (DHS) dataset for
Mozambique. The data comprised of the listed women of reproductive age (15-49 years) as
provided in one of the data files. The survey was implemented between 27 July 2022 and 27
February 2023. The Mozambique’s National Institute of Statistics implemented the survey,
although fundings were received from the “Government of Mozambique, the United States
Agency for International Development (USAI D), the World Bank, UNICEF, the FCDO, the
Office of the High Commissioner of Canada, and Gavi’. The DHS and ICF assisted with some
professional inputs. The data collected adopted two stage sample design. At the first stage,
enumeration areas (EAs) were identified following the 2017 General Population Census. Using
the probability proportional to size, 619 EAs were selected with 232 from urban and 387 from
rural areas. However, due to security concerns, some districts were excluded from the survey.
The second stage involved a systematic selection of 26 households from each of the selected
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EAs. However, 16,045 households were sampled, which is lower than expected 16,094
because security issues led to exclusion of two households (one in Cabo Delgado and one in
Zambézia Province, both rural). Prior to data collection, complete listing of all the households in
each of the EAs was done by visitation. The task also afforded them to collect the GPS data of
the selected EAs. The women, 15-49 years of age, who were usual resident or visitor in the
night before the interviews were conducted. The data comprised of 9788 women.

The probit regression model was used to analyse the determinants of health insurance
subscription among the women. This model is the ideal choice for estimating the correlates of a
binary dependent variable which was generated in this model as 1 for the insured and O
otherwise. The Probit model uses the normal Cumulative Distribution Function (CDF). The
model is specified by assuming that the decision to be health insured is a function of
unobservable utility index Yi, which can be expressed as:

36
j=1

Where Y; is the insurance variable denoted as 1 for yes and 0 otherwise. The Z; are the

explanatory variables denoted as region (Niassa is the reference group) [Cabo Delgado (yes
=1, 0 otherwise), Nampula (yes =1, 0 otherwise), Zambezia (yes =1, 0 otherwise), Tete (yes
=1, 0 otherwise), Manica (yes =1, 0 otherwise), Sofala (yes =1, 0 otherwise), Inhambane (yes
=1, 0 otherwise), Gaza (yes =1, 0 otherwise), Maputo (yes =1, 0 otherwise), and Citade de
Maputo (yes =1, 0 otherwise)], religion (Catholic is the reference group) [Islamic (yes =1, 0
otherwise), Zion (yes =1, 0 otherwise), Evangelical/Pentecostal (yes =1, 0 otherwise), Anglican
(yes =1, 0 otherwise), and No religion (yes =1, 0 otherwise)], male household headship (yes
=1, 0 otherwise), household head age (years), frequency of reading newspaper (none is the
reference) [less than once a week (yes =1, O otherwise) and at least once a week], access to
internet (yes =1, 0 otherwise), health status (very good is the reference group) [good (yes =1, 0
otherwise), moderate (yes =1, 0 otherwise), and bad (yes =1, 0 otherwise)], bank account
ownership (yes =1, 0 otherwise), age at first birth (years), currently pregnant (yes =1, O
otherwise), number of living children, terminated pregnancy (yes =1, 0 otherwise), emergency
contraceptive (yes =1, 0 otherwise), breastfeeding, slept with mosquito net (yes =1, 0
otherwise), does not smoke tobacco (yes =1, 0 otherwise),working (yes =1, 0 otherwise),
wealth index, urban residence and years of education.

RESULTS

Table 1. Distribution of demographic characteristics of women of reproductive age in
Mozambique.

Variables Mean Std. Err.
Insured .0168742 .0012909
Region

Niassa .0917035 .0028926
Cabo Delgado .1093813 .0031282
Nampula 1148051 .0031951
Zambezia 0711129 .0025759
Tete .094315 .0029293
Manica .0950181 .002939
Sofala .0919044 .0028954
Inhambane .0746284 .0026338
Gaza .0887907 .0028508
Maputo .0883889 .002845
Citade de Maputo .0799518 .0027183
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Variables Mean Std. Err.

Religion

Catholic .2337284 .0042416
Islamic 1927481 .0039535
Zion .1666332 .0037349
Evangelical/Pentecostal .309763 .0046344
Anglican .0201888 .0014096
No religion .0722178 .0025943
Others .0047208 .000687
Household head sex .6583969 .0047532
Household head age 41.40157 .1405985
Frequency reading newspaper

Not at all .9035757 .0029584
Less than once a week .0617718 .0024128
At least once a week .0346525 .0018331
Access to internet .2289072 .0042108
Health status

Very good 1432302 .003511
Good .6041583 .0049013
Moderate 2343311 .0042454
Bad 0175773 .0013171
Very bad .0007031 .0002657
Bank account 1167135 .003218
Age at first birth 18.53757 .0381179
Currently pregnant .0710125 .0025743
Living children 3.111892 .0197381
Terminated pregnancy .1348935 .0034238
Emergency contraceptive .009542 .0009744
Breastfeeding .3050422 .0046146
Slept with mosquito net 4791081 .0050069
Does not smoke tobacco .9806147 .0013819
Working .3974488 .0049048
Wealth index 3109.468 989.9127
Urban 3915227 .0048919
Years of education 2.940237 .0243126

Table 1 shows the distribution of women’s demographic characteristics in Mozambique.
The results showed that 16.87% had health insurance. In terms of regions, most of the women
were from Nampula (11.48%), followed by Cabo Delgado (10.94%), Manica (9.50%) and Tete
(9.43%). When it comes to religion, majority were Evangelical/Pentecostal (30.98%), followed
by 23.37% of Catholics, 19.27% of Islams and 16.66% of Zion Christian denomination. The
Table further shows that 65.84% of the women’s household were male-headed and the
average household head age was 41.40 years. The frequency of reading newspaper was also
observed.The results revealed that 90.36% of the women did not read newspapers, compared
to 6.18% and 3.45% of those that read newspapers less than once a week and at least once a
week, respectively. The results also showed that 22.89% of women had access to internet.

In terms of their perceived health status, 60.42% of women perceived good health
condition. However, 23.43% perceived moderate health condition, 14.32% indicated they had
very good health condition, 1.76% perceived bad health condition and 0.07% perceived very
bad health condition. The results showed that there were 11.67% of the women who owned a
bank account. The average age at first birth was 18.54 years and 7.10% of the women were
pregnant. It was also revealed that the average number of living children was 3.05, while
13.49% of the women had terminated pregnancy. There was 0.95% of the women who used
emergency contraceptives, while 30.50% of the women was breastfeeding. Women who slept
under a mosquito net were 47.91% and there was 98.06% that did not smoke tobacco. Also,

192



39.74% of the women was working and the average wealth index was 3109.47. There was
39.15% of women who resided in urban areas and the average year of education was 2.94.

Total me——— 1 60
Citade de Maputo I 8 20
Maputo DS 4 43
Gaza mmssmm (90
Inhambane mm Q27
Sofala mssm 0 87
Manica m—— 1 06
Tete m—— 117
Zambezia mE————— 1 55
Nampula = 0,26
Cabo Delgado === (0 46
Niassa mmmm (Q 55

0,00 1,00 200 300 400 5,00 6,00 7,00 8,00 9,00
% Insured

Regions

Figure 1. Distribution of health insured women across regions

Figure 1 shows that the distribution of insured women across the regions of residence.
The results revealed that women with health insurance in Mozambique were mainly from
Citade de Maputo (8.29%), followed by 4.43% from Maputo and 1.55% from Zambezia. The
Figure also showed that Nampula, Inhambane and Cabo Delgado were among the least
regions with 0.26%, 0.27% and 0.46% of health insured women, respectively.

Male mmm 1,77
Female mm 153

Higher M 31,50
Secondary s 2 69
Primary 1 0,27
No education | 0,07

Demographic Variables

Urban meesss 3 51
Rural m 0,51

0,00 5,00 10,00 15,00 20,00 25,00 30,00 35,00
Percentage

Figure 2. Distribution of health insured women of reproductive age across gender, education
level and geographical type.

Figure 2 shows that the distribution of health insured women of reproductive age across
gender of household heads, education level and geographical type. The results showed that
1.77% of those from male-headed households were health insured compared to 1.53% of their
female-headed counterparts. The Figure further shows that 31.50% of women with higher level
education had health insurance, followed by 2.69% of women with secondary level of
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education, 0.27% with primary level and 0.07% with no education. In terms of geographical
type, 3.51% of women from urban areas were health insured compared to 0.51% of women
residing in rural areas.

Table 2. The correlates of wealth and health insurance uptake among women of reproductive
age in Mozambique.

Variables Coefficient  Std. Err.  t- statistics P>t
Region (Niassa is the reference group)

Cabo Delgado -.2709336 .2833241 -0.96 0.339
Nampula -4177076 .2941303 -1.42 0.156
Zambezia .209852  .2496735 0.84 0.401
Tete -.0268601 .2475043 -0.11 0.914
Manica -.3463893 .3071791 -1.13 0.260
Sofala -.564573 .2906514 -1.94 0.053
Inhambane -.9025844 .3934485 -2.29 0.022
Gaza -.5501537 .2660653 -2.07 0.039
Maputo -.4232396 .2782174 -1.52 0.129
Citade de Maputo -.2175962 .255369 -0.85 0.395
Religion (Catholic is the reference group)

Islamic -.253015 .1753843 -1.44 0.150
Zion -.2817184 .1691524 -1.67 0.096
Evangelical/Pentecostal -.2263194 .1097679 -2.06 0.040
Anglican -.0063515 .2985031 -0.02 0.983
No religion -.6046525 .2948832 -2.05 0.041
Male household headship 1471392 .0978367 1.50 0.133
Household head age -.0048676 .0042302 -1.15 0.250
Frequency newspaper (none is the reference)

Less than once a week .0423545 .1378601 0.31 0.759
At least once a week 4439984 1369224 3.24 0.001
Access to internet .2629568 .1279585 2.06 0.040
Health status (very good is the reference group)

Good 2939205 .1419114 2.07 0.039
Moderate 3112982 .1532348 2.03 0.043
Bad .9444886 .3500811 2.70 0.007
Bank account ownership 7413576 .1117234 6.64 0.000
Age at first birth .0164238 .0092352 1.78 0.076
Currently pregnant -.0046889 .310162 -0.02 0.988
Living children -.0016504 .0316706 -0.05 0.958
Terminated pregnancy .1466732 .0982372 1.49 0.136
Emergency contraceptive .0510319 .2365996 0.22 0.829
Breastfeeding -.2270049 .1572788 -1.44 0.149
Slept with mosquito net .0131848 .0869034 0.15 0.879
Does not smoke tobacco 1353494 .3148661 0.43 0.667
Working 4129609 .1104968 3.74 0.000
Wealth index 5.35e-06  1.10e-06 4.87 0.000
Urban residence -1774755 .1367718 -1.30 0.195
Years of education .0116885 .023092 0.51 0.613
Constant -3.40146  .4612273 -7.37 0.000
Sampling design

Number of strata = 21

Number of PSUs = 616

F (36, 560) = 13.60***

Table 2 presents the correlates of health insurance uptake among women of reproductive
age in Mozambique. The results showed that the model produced a good fit for the data given
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the statistical significance of the F- statistics (p<0.01). The parameter of the wealth index is
statistically significant (p<0.01) with positive sign. This implies that as wealth index increases
by a unit, the probability of being health insured also increases. The parameters of Inhambane
and Gaza regions are statistically significant (p<0.05) and with negative sign. This implies that
women from Inhambane and Gaza regions had lower probability of being health insured, when
compared with those from Niassa region. The parameter for Sofala marginally showed
statistical significance (p<0.10) and implies that compared to those from Niassa, women from
Sofala had lower probability of being health insured.

The influence of religion affiliation on health insurance revealed that the
Evangelicals/Pentecostals and those with no religion had significantly lower probabilities of
being health insured (p<0.05). The parameter for reading newspapers at least once a week
showed statistical significance with positive sign (p<0.01). This implies that women who read
newspapers at least once a week had higher probability of being health insured, when
compared with those who never read newspapers. In addition, the parameter of access to
internet is statistically significant (p<0.05). This result showed that women with access to the
internet had higher probability of being health insured. The models also included variables to
capture the perceived health status of women. The results indicated that perceived health
status had positive and significant impacts (p<0.05). These results imply that compared to
those women who perceived their health to be very good, women with good, moderate and bad
perceptions about their health had higher probabilities of being health insured.

Ownership of bank account parameters showed statistical significance (p<0.01) with
positive sign. This implies that the women who owned bank account had a higher probability of
being health insured when compared to those without bank accounts. In addition, the women
who were working had a higher probability of being health insured (p<0.01). The parameter of
wealth index also showed statistical significance (p<0.01). This implies that increase in wealth
index increases the probability of being health insured.

DISCUSSION

A proper understanding of the correlates of health insurance uptake among women of
reproductive age in Mozambique is of paramount importance for health policy and programme
design. This is fundamental for enhancing the UHC for Mozambique and improving some
health-related indicators like maternal and child mortality. The results showed a very low rate of
health insurance subscription (1.69%). This can be compared to the health insurance coverage
for Rwanda (78.7%), Ghana (58.2%) and Gabon (40.8%) (Barasa et al., 2021). However, the
coverage level of health insurance in Mozambique is higher than those reported by Barasa
(2021) for Chad, Burkina Faso and Benin with 1.2%, 0.9% and 1.2%, respectively. Our findings
also revealed regional differences in the rate of health insurance subscription with Citade de
Maputo and Maputo having the highest rates with 8.2% and 4.43%, respectively. The finding is
showing the lopsidedness of health insurance coverage across the regions in Mozambique
which may have some ethnic connotations which Osei-Akoto and Adamba (2011) have
highlighted to have impacts on health-related choices.

This goes in line with expectation since Citade de Maputo is the capital of Mozambique
and expected to have a high concentration of private and public healthcare facilities that
participate in health insurance schemes. In addition, in terms of affordability, the capital city is
concentrated with high income earners who may be able to afford monthly subscription for
health insurance. It should be noted that primary healthcare facilities dominate the
Mozambique National Health System and utilization of health insurance may not be feasible at
this level of service delivery (Luis and Cabral, 2016). Statistics have shown that in 2018, out of
the 1643 health facilities in Mozambique, 95.9% was at the primary-level, 99.5% was owned by
government and 84.4% was in rural areas (Luis and Cabral, 2016).

Our results also showed the impact of religion affiliation in explaining the decision to be
health insured among women of reproductive age. The role of religion in defining households’
decision towards health investment is complex. In Mozambique, the distribution of religious
beliefs is biased towards Christians with Roman Catholic accounting for the highest
percentage. It should be noted that the influence of religious beliefs on health insurance had
been emphasized from different perspectives. Some authors noted that the belief that an
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individual holds can be a factor in advancing the requisite mindset for engaging with health
promoting behaviours (Bonelli & Koenig 2013; Walters & Benjamins 2022). Individual’s
perception of health risk is often influenced by their religious beliefs (Osei-Akoto & Adamba,
2011). Other scholars noted the social security promotional influence that religion can have
within a society (Scheve & Stasavage 2006). Therefore, depending on individual’s belief,
medical services may be abandoned or conditionally embraced (Chai & Wu, 2024).

The results also showed that access to the internet and newspapers promoted uptake of
health insurance. Access to information from different media houses had been found to have
positive influence of investment in health enhancing behaviours (Kansanga et al., 2018).
Inadequate knowledge about health insurance schemes will prevent potential subscribers from
making positive decision. It had been emphasized that although few studies had integrated
access to information in explaining health insurance subscription, the positive role being played
by media in promoting positive perception of health policies cannot be over-emphasized
(Durkin & Wakefield, 2010; Meng et al., 2011; Smith et al., 2002).

The influence of perceived health status of women in promoting their subscription to
health insurance was also highlighted by the findings. Our findings are in line with the
theoretical propositions of adverse selection and moral hazards. Precisely, adverse selection
hypothesizes a high likelihood of individuals who are prone to some health risks to subscribe to
health insurance, while some insured individuals may be morally hazardous after being
subscribed (Browne, 1992; Cutler & Zeckhauster, 1998; Simon, 2005). We also found that the
majority of the health insured women had higher level of education. This is expected because
education facilitates positive health behaviour and can promote subscription to health
insurance. This finding is in line with those of Dowou et al., (2024), Ayanore et al., (2018),
Aregbesola and Khan, (2018) and Ramos Rosas et al., (2020). However, the finding is contrary
to that of Amu and Dickson (2016). The result for education can as well be perceived from the
tendency of educated women to be gainfully employed. In our findings, the women who were
working were more prone to be health insured. This can also be linked to the finding that wealth
index increased health insurance. Specifically, working class women will have the financial
means to pay for health insurance subscription and this goes in line with the finding of Dowou
et al. (2024). Similarly, a positive association between wealth index and health insurance
subscription had been reported by Ramos Rosas et al., (2020), Aregbesola and Khan, (2018),
Amu and Dickson, (2016) and Dowou et al., (2024).

The results further revealed the health insurance promoting tendency of reading
newspapers and access to the internet. Information is a primary promoter of decision making,
and this is of paramount relevance when it has to do with health. Therefore, awareness about a
health promoting programme like health insurance can be promoted through access to news
media and internet. This finding goes in line with that of Dowou et al. (2024). Finally, we found
that resident in urban areas had higher proportion being health insured. Urban centres may be
favoured in terms of hospital concentration, especially private operators who may be involved
in delivery of healthcare services to health insured people. Our finding is however contrary to
that of Amu and Dickson (2016).

CONCLUSION

It was concluded that constraints exist in achieving UHC in Mozambique, there is a need
to create media and internet-based advocacy to promote health insurance subscriptions with
more focus on the rich, working class, urban dwellers, and educated women. Therefore, given
the heavy reliance of Mozambique on international donors to meet its annual health budget,
and concurrent lapses on healthcare coverage, the need for a comprehensive reform that
focuses on promotion of health insurance cannot be jettisoned. The findings of this study are
emphasizing some policy directions to enhance health insurance subscription among women.
There are differences in health insurance uptake across the regions, with majority of the
subscribers resident in the capital city of Mozambique. It is therefore important to promote
health insurance awareness creation across the regions. This should also evaluate the
distribution of healthcare facilities and assess their eligibility to participate in health insurance
schemes. Efforts to promote health insurance among women should also target educated and
wealthy women. However, the role of education in understanding the operation and benefits of
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health insurance can be promoted through engagement with some media houses and the use
of internets. The role of religion affiliation was also found. Specifically, proper education of
religious leaders on the role of health insurance can have some influences on their
subscription. This implies that promotion of positive health behaviour can be integrated within
the functionality of some religious teachings in Mozambique. For future research, a qualitative
approach could be employed to explore sociocultural and psychological factors influencing
women's decision to enroll in health insurance.
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