
Universal Journal of Public Health 13(2): 433-443, 2025 http://www.hrpub.org 

DOI: 10.13189/ujph.2025.130215 

Determinants of Health Insurance Subscription among 

Women of Reproductive Age in Mozambique

Thonaeng Charity Molelekoa*, Abayomi Samuel Oyekale 

Department of Agricultural Economics and Extension, North-West University Mafikeng Campus, South Africa 

Received November 13, 2024; Revised December 18, 2024; Accepted February 19, 2025 

Cite This Paper in the Following Citation Styles 

(a): [1] Thonaeng Charity Molelekoa, Abayomi Samuel Oyekale , "Determinants of Health Insurance Subscription among 

Women of Reproductive Age in Mozambique," Universal Journal of Public Health, Vol. 13, No. 2, pp. 433 - 443, 2025. 

DOI: 10.13189/ujph.2025.130215. 

(b): Thonaeng Charity Molelekoa, Abayomi Samuel Oyekale (2025). Determinants of Health Insurance Subscription 

among Women of Reproductive Age in Mozambique. Universal Journal of Public Health, 13(2), 433 - 443. DOI: 

10.13189/ujph.2025.130215. 

Copyright©2025 by authors, all rights reserved. Authors agree that this article remains permanently open access under 
the terms of the Creative Commons Attribution License 4.0 International License 

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. This paper therefore analysed 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 in the 

light of prevailing constraints confronting attainment of 

UHC in Mozambique, there is the need to create media and 

internet driven advocacies to promote health insurance 

subscription with more focus on the wealthy, working class, 

urban residents and educated women. 

Keywords  Universal Health Coverage, Health 

Insurance, Women, Reproductive Age, Mozambique 

1. Introduction

The end of the 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 [1]. Therefore, beyond the 

euphoria of attendant tranquillity that followed the Rome 

General Peace Accords on 4th October 1992, the challenges 

of structural restructuring of the different economic sectors 

were fundamental concerns that demanded domestic and 

international interventions [1,2]. 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 [3]. 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 [4,5]. 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 [4]. 

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, 
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the national health system can be divided into four levels 

of administration [6]. The Japan International Corporation 

Agency [6] noted that the first is the primary level of care, 

which consists of health posts and health centres. The 

second level operates the district hospitals, rural hospitals, 

and general hospitals, which deliver some secondary forms 

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 [6]. 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) [6]. 

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 [7]. 

    

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 [8]. Moreover, some improvements 

in the funding model can be highlighted given that foreign 

aid dominated the health expenditures in 2013 [8]. 

Although the budgetary allocation to the health sector is 

below the 15% benchmark that was emphasized in the 

Abuja Declaration [9], 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 [8]. However, due to the COVID-19 pandemic, 

budgetary allocations to the health sector increased to 

10.20% in 2021 [10]. 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 [11]. 

There are still some 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 [12]. 

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 

[13,14]. In one of the previous geographical mappings of 

healthcare facilities in Mozambique, about 66.7% of the 

areas were underserved by primary healthcare services [15]. 

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 [16, 17, 18] 

Another major concern in healthcare service utilization 

in Mozambique is the issue of catastrophic healthcare 

expenditure [19]. This may result from shortage of public 

healthcare facilities [18], 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 on 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 Mauritania, 

Dowou et al. [20] 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 [21] 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. [22] 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 [23] 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. [24] 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 objective of this paper is to analyse the determinants 

of health insurance 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 influencing 

two important health indicators – child mortality and 

maternal mortality – in Mozambique. Their overall health, 
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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. 

2. Materials and Methods

2.1. The Data 

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 between27 July 2022 and27 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 (USAID), 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 EAs. However, 

16,045 households were sampled, which is lower than the 
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 residents or visitors in 

the night before the interviews were conducted. The data 

comprised of 9788 women [25]. 

2.2. The Estimated Model 

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 0 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: 

𝑌𝑖 = 𝛽 +  ∑ 𝜃𝑗𝑍𝑖𝑗
36
𝑗=1 +𝜖𝑖  (1) 

Where 𝑌𝑖 is the insurance variable denoted as 1 for yes

and 0 otherwise. The 𝑍𝑖  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, 0 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, 0 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. 

3. Results

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, the 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 households were male-headed and the 

average household head age was 41.40 years. The 

frequency of reading newspapers 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% 
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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, 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. 

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

% (mean) Std. Err. 

Insured 1.69 - 

Region - 

Niassa 9.17 - 

Cabo Delgado 10.94 - 

Nampula 11.48 - 

Zambezia 7.11 - 

Tete 9.43 - 

Manica 9.50 - 

Sofala 9.19 - 

Inhambane 7.46 - 

Gaza 8.88 - 

Maputo 8.84 - 

Citade de Maputo 8.00 - 

Religion 

Catholic 23.37 - 

Islamic 19.27 - 

Zion 16.66 - 

Evangelical/Pentecostal 30.98 - 

Anglican 2.02 - 

No religion 7.22 - 

Others 0.47 - 

Household head sex 65.84 - 

Household head age (41.40) .1405 

Frequency reading newspapers 

Not at all 90.36 - 

Less than once a week 6.18 - 

At least once a week 3.47 - 

Access to internet 22.89 - 

Health status 

Very good 14.32 - 

Good 60.42 - 

Moderate 23.43 - 

Bad 1.76 - 

Very bad 0.07 - 

Bank account 11.67 - 

Age at first birth (18.55) .0381 
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Table 1 continued 

Currently pregnant 7.10 - 

Living children (3.11) - 

Terminated pregnancy 13.49 - 

Emergency contraceptive 0.95 - 

Breastfeeding 30.50 - 

Slept with mosquito net 47.91 - 

Does not smoke tobacco 98.06 - 

Working  39.74 - 

Wealth index (3109.46) 989.9127 

Urban resident 39.15 - 

Years of education (2.94) .0243 

Note: means are in the parentheses 

 

Figure 1.  Distribution of health insured women across regions 

3.1. Distribution of Women across Health Insurance 

Subscription 

The results presented in Figure 1 show 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. 

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

3.2. The Results of Probit Regression 

Table 2 presents the correlates of health insurance uptake 

among women of reproductive age in Mozambique. The 

independent variables were selected based on some 

previous studies. Although many of them were statistically 

insignificant (p>0.05), the results showed that the model 

produced a good fit for the data given the statistical 

significance of the F- statistics (p<0.05). This implies that 

estimated parameters cannot be said to be jointly equal to 

zero. The parameter of the wealth index is statistically 

significant (p<0.05) 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 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<0.05). 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<0.05) 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<0.05). The parameter of wealth index also 

showed statistical significance (p<0.05). This implies that 

increase in wealth index increases the probability of being 

health insured. 
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Table 2.  Results of Probit regression model of health insurance uptake among women of reproductive age in Mozambique 

Variables Coefficient Std. Err. t- stat P>t 

Region (Niassa is the reference group)     

Cabo Delgado -0.2709 0.2833 -0.96 0.3390 

Nampula -0.4177 0.2941 -1.42 0.1560 

Zambezia 0.2099 0.2497 0.84 0.4010 

Tete -0.0269 0.2475 -0.11 0.9140 

Manica -0.3464 0.3072 -1.13 0.2600 

Sofala -0.5646 0.2907 -1.94 0.0530 

Inhambane -0.9026 0.3934 -2.29 0.0220 

Gaza -0.5502 0.2661 -2.07 0.0390 

Maputo -0.4232 0.2782 -1.52 0.1290 

Citade de Maputo -0.2176 0.2554 -0.85 0.3950 

Religion (Catholic is the reference group)     

Islamic -0.2530 0.1754 -1.44 0.1500 

Zion -0.2817 0.1692 -1.67 0.0960 

Evangelical/Pentecostal -0.2263 0.1098 -2.06 0.0400 

Anglican -0.0064 0.2985 -0.02 0.9830 

No religion -0.6047 0.2949 -2.05 0.0410 

Male household headship  0.1471 0.0978 1.50 0.1330 

Household head age  -0.0049 0.0042 -1.15 0.2500 

Frequency newspaper (none is the reference)      

Less than once a week 0.0424 0.1379 0.31 0.7590 

At least once a week 0.4440 0.1369 3.24 0.0010 

Access to internet 0.2630 0.1280 2.06 0.0400 

Health status (very good is the reference group)     

Good 0.2939 0.1419 2.07 0.0390 

Moderate  0.3113 0.1532 2.03 0.0430 

Bad 0.9445 0.3501 2.70 0.0070 

Bank account ownership 0.7414 0.1117 6.64 0.0000 

Age at first birth 0.0164 0.0092 1.78 0.0760 

Currently pregnant -0.0047 0.3102 -0.02 0.9880 

Living children -0.0017 0.0317 -0.05 0.9580 

Terminated pregnancy 0.1467 0.0982 1.49 0.1360 

Emergency contraceptive 0.0510 0.2366 0.22 0.8290 

Breastfeeding -0.2270 0.1573 -1.44 0.1490 

Slept with mosquito net 0.0132 0.0869 0.15 0.8790 

Does not smoke tobacco 0.1353 0.3149 0.43 0.6670 

Working  0.4130 0.1105 3.74 0.0000 

Wealth index 0.0000 0.0000 4.87 0.0000 

Urban residence -0.1775 0.1368 -1.30 0.1950 

Years of education 0.0117 0.0231 0.51 0.6130 

Constant -3.4015 0.4612 -7.37 0.0000 

Sampling design     

Number of strata = 21     

Number of PSUs = 616     

F (36, 560) = 13.60***     
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4. 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 in 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%) [26]. However, the coverage level of 

health insurance in Mozambique is higher than those 

reported by Barasa [26] 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 shows the lopsidedness of health insurance 

coverage across the regions in Mozambique which may 

have some ethnic connotations which Osei-Akoto and 

Adamba [27] 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 [17]. Statistics have shown that in 2018, out of 

the 1643 health facilities in Mozambique, 95.9% were at 

the primary-level, 99.5% was owned by government and 

84.4% were in rural areas [17]. 
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’ decisions towards health investment 

is complex [28]. In Mozambique, the distribution of 

religious beliefs is biased towards Christians with Roman 

Catholic accounting for the highest percentage [29]. 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 

individual holds can be a factor in advancing the requisite 

mindset for engaging with health promoting behaviours 

[30,31]. Individual’s perception of health risk is often 

influenced by their religious beliefs [27]. Other scholars 

noted the social security promotional influence that 

religion can have within a society [32,33]. Therefore, 

depending on individual’s belief, medical services may be 

abandoned or conditionally embraced [34]. 
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 on investment in health 

enhancing behaviours [35]. 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 

[36,37,38]. 

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 [39,40,41]. We also found that the majority of 

the health insured women had a 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. 

[20], Ayanore et al. [22], Aregbesola and Khan [23] and 

Ramos Rosas et al. [24]. However, the finding is contrary 

to that of Amu and Dickson [21]. 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. [20]. Similarly, a positive association 

between wealth index and health insurance subscription 

had been reported by Ramos Rosas et al. [24], Aregbesola 

and Khan [23], Amu and Dickson [21] and Dowou et al. 

[20]. 

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. [20]. 

Finally, we found that resident in urban areas had a higher 
proportion of 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 [21]. 

5. Conclusions

Promotion of health insurance is a fundamental 

requirement for preventing catastrophic health expenditure 
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and a viable option to ensure UHC. This study analyzed the 

determinants of health insurance subscription among 

women of reproductive age in Mozambique. The findings 

have shown a very low uptake of health insurance. 

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 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. 
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