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ABSTRACT
Affordable healthcare remains one of the most critical issues for low- and middle-income nations aiming to realize Universal Health Coverage (UHC). In Zambia, the policy to implement the National Health Insurance Scheme (NHIMA) in 2019 was expected to increase equitable access to healthcare and lower out-of-pocket costs. However, informal sector workers have not been participating in large numbers, as most of the country's workforce, which also makes up the majority, has expressed concerns about inclusiveness, affordability, and the scheme's sustainability. This research was motivated by the persistent challenge of low enrolment among informal workers despite NHIMA's mandate to provide universal health coverage. Guided by Andersen's Behavioral Model of Health Services Use and the Health Belief Model (HBM), the study employed a mixed-methods design. Quantitative data were collected from 159 marketeers using structured questionnaires, while qualitative data were gathered through three Focus Group Discussions and ten Key Informant Interviews. The study revealed that informal sector workers face significant challenges in registering for NHIMA due to low, unstable, and seasonal incomes. The flat-rate premium is often perceived as unaffordable, leading to irregular contributions and delayed registration. Many workers only seek enrolment when they are already ill and require healthcare services. The study further disclosed that registration is constrained by operational challenges, including the 2022 system upgrade backlog that left over 21,000 registrations pending approval. In addition, limited digital infrastructure, inadequate access to registration centers, low computer literacy, and poor awareness of registration procedures reduce enrolment, particularly in rural areas.



Study Objective
The study objective was to identify challenges that hinder Marketeers participation in the National Health Insurance Management Authority (NHIMA) in Kabwe District.

Methods
Guided by Andersen's Behavioral Model of Health Services Use and the Health Belief Model (HBM). A concurrent mixed-methods cross-sectional study was conducted among marketeers operating in Green Market, Railway Market, and New Market in Kabwe District. Quantitative data were collected from 159 respondents selected using multistage sampling. In contrast, qualitative data were obtained through ten key informant interviews and three focus group discussions. Quantitative data were analyzed using SPSS, employing descriptive and inferential statistics. In contrast, qualitative data were analysed using thematic analysis. 

Results
The study found that several connected challenges limited participation in NHIMA among marketeers. The main barriers were irregular income, inability to afford monthly payments, low awareness of NHIMA procedures and benefits, complicated registration, limited access to registration services, and concerns about healthcare quality. Qualitative results supported these findings, as participants said the current contribution model does not fit well with the realities of informal work. 
Conclusion
Participation in NHIMA among informal sector workers is shaped by economic, institutional, and behavioral factors. Improving enrolment will require flexible contribution mechanisms, simplified registration procedures, sustained community engagement, and strengthened confidence in the scheme. These findings provide evidence for policymakers seeking to improve inclusion in the informal sector and accelerate progress toward Universal Health Coverage in Zambia.
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1.0 [bookmark: _Toc215132389]Introduction

Background 
Universal Health Coverage (UHC) is now a global priority, aiming to ensure everyone can access quality healthcare without financial difficulties. Sustainable Development Goal (SDG) 3.8 highlights the importance of financial protection and fair access to healthcare through mechanisms such as social health insurance (United Nations, 2015). The World Health Organization (WHO, 2023) reports that countries that have expanded health insurance have reduced catastrophic health costs and improved healthcare use among vulnerable groups.
In many low- and middle-income countries, extending health insurance coverage to informal-sector workers remains difficult. The International Labor Organization (2021) reports that informal workers make up over 60% of the global workforce and are often excluded from formal social protection. The ILO also notes that these workers are very vulnerable to financial problems from illness because they usually lack health insurance and rely on irregular income. Research in Ghana, Kenya, and Rwanda shows that informal workers’ enrolment in national health insurance depends on their awareness, ability to afford premiums, perceptions of service quality, and trust in the institutions that run the schemes (Agyepong et al., 2016; Chemouni, 2018).
In Zambia, the National Health Insurance Scheme (NHIS) was established under the National Health Insurance Act No. 2 of 2018 and is managed by the National Health Insurance Management Authority (NHIMA). The scheme aims to improve access to healthcare and reduce out-of-pocket payments. However, few informal-sector workers have been included so far. The Zambia Statistics Agency (2022) estimates that over 70% of employed Zambians work in the informal sector, underscoring its importance to NHIMA’s long-term success. Still, NHIMA reports show that enrolment among informal workers is much lower than among formal employees, whose contributions are taken directly from their pay (National Health Insurance Management Authority Annual Report, 2023). 
NHIMA is an important step forward in Zambia's health financing reforms, but enrolment among informal workers is still lower than expected. Studies show that factors such as affordability, awareness, administrative barriers, and perceptions of healthcare quality can affect participation. However, there is little research on these barriers at the district level, especially for marketeers, who are among the largest organized groups in Zambia's informal economy.
It is important to understand these challenges because expanding NHIMA among informal workers is key to Zambia reaching Universal Health Coverage. This study examined the factors that affect marketeers' participation in NHIMA in Kabwe District.

1.1 Statement of the Problem
The National Health Insurance Management Authority (NHIMA) was established to promote universal health coverage in Zambia by improving access to quality healthcare services and providing financial protection against health-related costs. Despite this objective, participation among workers in the informal sector remains a challenge, even though it constitutes a significant proportion of Zambia's workforce. Achieving universal health coverage, therefore, requires effective inclusion of this population.
Previous studies have largely focused on the legal, financial, and administrative dimensions of NHIMA, which have identified affordability, limited awareness, administrative inefficiencies, and trust in government-run institutions as determinants of health insurance participation. 
While NHIMA aims to provide universal health coverage, the informal sector faces significant hurdles in accessing and participating in the scheme. Efforts to improve compliance, increase awareness, and address socio-economic barriers are crucial for ensuring equitable access to healthcare for all Zambians. Preliminary reports suggest a glaring lack of understanding of NHIMA among informal workers, with many unaware of its benefits, registration processes, and costs involved (NHIMA Annual Report, 2021). 
Relatively few studies have comprehensively examined how these factors interact within the Zambian context using mixed-methods approaches. Furthermore, district-level evidence on market traders' experiences remains scarce. Without empirical evidence identifying the specific challenges faced by informal workers, policy interventions aimed at increasing enrolment risk being inadequately targeted. This study addresses this knowledge gap by examining the challenges influencing participation among marketeers in Kabwe District.
1.2 Research Question
What challenges hinder marketeers from participating in the National Health Insurance Management Authority among informal sector workers in Kabwe District?
1.3 Research Hypothesis 
1.3.1 Null hypothesis (H₀):
There is no statistically significant relationship between perceived challenges and participation in NHIMA among informal sector workers in Kabwe District.
1.3.2 Alternative hypothesis (H₁):
Perceived challenges are significantly associated with participation in NHIMA among informal sector workers in Kabwe District

1.4 Significance of the Study
This study is vital on multiple fronts. First, it will fill the knowledge gap regarding informal sector engagement with NHIMA, providing much-needed empirical data in a largely under-researched area. Second, the findings will support the Ministry of Health and NHIMA in designing targeted communication strategies and inclusive policies that address the specific concerns and needs of informal workers (World Health Organisation, 2021). Academically, the study contributes to the literature on public health policy, social protection, and the informal sector. Practically, it empowers NGOs, local authorities, and community leaders with actionable insights to advocate for and facilitate the inclusion of marginalized groups in national health programs.
1.5 Literature Review
Traditionally, participation in voluntary health insurance was defined from economic, institutional, and behavioral perspectives. In the economic framework, individuals are supposed to balance the perceived benefits of health services against the cost of health insurance before deciding whether to participate in an insurance scheme. Therefore, affordability becomes one of the most important determinants of participation, particularly among households with unstable incomes.
Some studies in Ghana show that premium affordability is a predictor of participation in insurance schemes; households with low incomes are less willing to participate. This finding is supported by studies in Kenya, Uganda, and Tanzania. Low household incomes make regular insurance payments problematic; flexible payment schemes and premium subsidies have been proposed to increase insurance coverage among disadvantaged people.
Health awareness and insurance literacy are key components in determining voluntary participation. Some studies show that individuals who understand the benefits of health insurance, the registration process, and eligibility criteria are more likely to enroll in the programs. On the other hand, misinformation about contribution levels and benefits hinders participation.
Furthermore, institutional aspects of health financing become increasingly recognized. A complex registration process, few registration centers, lengthy registration procedures, and poor communication strategies were shown to reduce enrollment of informal workers. Decentralizing registration centers and facilitating the administrative process lead to higher participation rates.
Trust in governmental institutions becomes another determinant of voluntary insurance participation. Individuals who consider governmental institutions reliable, credible, and capable of providing promised services are more likely to participate in social health insurance programs. Perceptions of corruption, low quality of service, and unavailability of medicines may reduce the participation rate.

2.0 Policy and Theoretical Frameworks

This research is grounded in Andersen's Behavioral Model of Health Services Use and the Health Belief Model. The Andersen's model states that utilization of health services depends on predisposing characteristics, enabling resources, and needs. The Health Belief Model states that health-related behavior is affected by perceptions of susceptibility, benefit, and barriers.

2.1 Policy Framework
The policy framework of NHIMA revolves around the National Health Insurance Act No. 2 of 2018, which seeks to provide health services to all Zambians under the NHIMA. This Act creates the National Health Insurance Management Authority, whose role is to collect contributions and deliver services to the contributors. However, the policy framework provides little on the means of engaging the informal sector (Ministry of Health, 2018).
2.2 Theoretical Framework
To understand the socio-economic, behavioral, and perceptual aspects of the marketers’ engagement in the NHIMA, this study uses Andersen's Behavioral Model of Health Services Use and the Health Belief Model (HBM). The two theories complement each other: Andersen's Model describes the structural and enabling factors affecting access to health services, whereas HBM explains the cognitive and behavioral aspects of the enrollment process.
2.2.1 The Andersen's Behavioral Model of Health Services Use
According to Andersen's Behavioral Model of Health Services Use, need factors, enabling resources, and predisposing characteristics determine utilization of health services. Predisposing factors are demographic and socio-economic characteristics, beliefs and attitudes; enabling factors are financial resources and availability, and need factors are health conditions (Andersen, 1995). Applied to the NHIMA, the model can help explain the impact of informal workers' demographic and socio-economic characteristics, their insurance beliefs, and their financial capacity to enroll in the NHIMA. Essentially, where services are available, attitudes, perceptions, and awareness are critical determinants of utilization.
2.2.2 The Health Belief Model (HBM)
The Health Belief Model (HBM) is the other theoretical foundation for voluntary insurance enrolment in this study. Developed originally by Rosenstock (1974), the model postulates that an individual's decision to take a health action is based on a cognitive cost-benefit evaluation, in which one weighs the threat of disease against barriers to action. Clearly, this implies that the decision to join the NHIMA or any other insurance scheme is not automatic but involves a deliberate cost-benefit calculation. 
Additionally, Jones (2014) states that for a behavior to change, the psychological pull of the benefits must outweigh the push of the barriers. Apparently, this suggests that for the informal sector, merely providing health insurance will not be enough; the perception value must exceed the tangible cost of registration.
The Health Belief Model works through four constructs: perceived susceptibility, perceived severity, perceived benefits, and perceived barriers (StatPearls, 2024). In the context of this study, a trader must perceive that he or she is vulnerable to illness (susceptibility) and that the illness will be financially disastrous (severity) in order to consider the insurance. However, Janz and Becker (1984) expanded the HBM model by incorporating modifying factors such as demographics and cues to action, which trigger the decision-making. Apparently, this modification is important in the Kabwe case because cues to action are directly connected to NHIMA's marketing strategies. On the contrary, where the cues are weak or barriers to enrollment are high, even a trader who perceives himself or herself as susceptible to diseases may not enroll in the scheme.
In recent years, the efficacy of the HBM has been empirically verified. Research conducted by Kebede et al. (2024) and Hussien et al. (2021) confirms that the perceived barriers, especially the premium affordability and administrative complexity, are the strongest determinants of low enrollment. Clearly, this empirical finding reflects the reality of the informal economy, in which complex procedures and paperwork result in a loss of trading time. Furthermore, (Salehe, 2025) shows that an effective communication strategy strengthens perceived benefits, thereby increasing enrolment intentions. Clearly, this empirical observation suggests that the reason for low enrollment in the informal sector may not be the lack of funds but ineffective communication that makes perceived barriers to overshadow benefits.
The Health Belief Model provides the necessary framework for studying the attitudes of Kabwe's informal sector towards NHIMA. This theory assumes that the informal sector will make voluntary contributions to NHIMA only if they perceive that falling ill would cause a financial risk to their livelihood. Therefore, this study assumes that attitude can be measured in terms of these beliefs: where the scheme is perceived as complicated (barrier), or the service is not good (perceived low benefits), the attitude is negative. By incorporating these constructs into the survey instrument, the study will be able to determine whether cost or process is the major obstacle for marketeers in Kabwe District

[bookmark: _Hlk217805438][bookmark: _Hlk217805982][bookmark: _Toc215132390]3.0 Study Methodology
[bookmark: _Toc226672712][bookmark: _Toc233147403]3.1 Research Design
[bookmark: _Toc226672713][bookmark: _Toc233147404]The study adopted a concurrent mixed-methods cross-sectional design to identify and examine the challenges hindering participation of marketeers in the National Health Insurance Management Authority (NHIMA) among informal sector workers in Kabwe District, Zambia. 
This research design enabled the integration of qualitative and quantitative data to provide a comprehensive picture of the obstacles to marketeers' participation. While quantitative data helped to reveal the number of those who faced these problems, the qualitative data explained more about their nature.
3.2 Study Setting
The study was conducted in the Kabwe District of Central Province, Zambia, specifically at the Green Market, Railway Market, and New Market. These markets were purposively selected because they are the largest trading centers in the district and host a diverse population of informal-sector workers whose livelihoods depend primarily on daily trading activities. The markets also serve as important locations where NHIMA sensitization activities have previously been conducted, making them suitable settings for assessing participation challenges.
[bookmark: _Toc226672714][bookmark: _Toc233147405]3.3 Study Population
The target population for this study comprised marketers from Green, Railway, and New Markets in Kabwe. Participants included market traders involved in selling agricultural produce, clothing, groceries, household goods and other commodities.  In addition to the marketeers, key informants, such as NHIMA district officers, market association leaders, and local health administrators, were involved to provide institutional perspectives on NHIMA implementation.
[bookmark: _Toc233147407]3.4 Sample Size
A total of 159 marketers formed the sample used for quantitative data collection. Sample size determination was performed using Cochran’s formula, which is commonly used to estimate sample sizes for large or unknown populations. Cochran’s formula calculates the minimum sample required to achieve a specified confidence level and margin of error when estimating population proportions (Cochran, 1977). For this study, a 95 percent confidence level, an assumed population proportion of 0.5 when unknown, and a margin of error of 0.08 were used.
For the qualitative component, ten key informant interviews and three focus group discussions, each comprising eight participants, were conducted using purposive sampling. Participants were selected based on their knowledge and experience regarding NHIMA implementation and informal sector participation.
[bookmark: _Toc226672717][bookmark: _Toc233147408]3.5 Data Collection Methods
Data collection for this study was strategically operationalized through a parallel mixed-methods approach to ensure empirical breadth and deep contextual validation. The process began with the standardized deployment of a closed-ended questionnaire, distributed by the sample market traders. Simultaneously, semi-structured Key Informant Interviews (KIIs) and Focus Group Discussions (FGDs) were conducted with institutional officials and community leaders to elicit narratives underlying the qualitative and quantitative patterns.
a. Structured Questionnaire - Quantitative data from informal sector workers were collected using a self-administered structured questionnaire. The instrument consisted mainly of five-point Likert-scale items ranging from "Strongly Disagree" to "Strongly Agree." 
b. Interview Guide -The key informant interviews (KIIs) were conducted using a semi-structured interview guide developed with NHIMA officers, the leaders of the market associations, and the administrators of healthcare facilities. This guide consisted of open-ended questions on perceptions of policy implementation, obstacles to enrolment in the health scheme for the informal sector, and strategies to improve enrolment.
c. Focus Group Discussion (FGD)-The focus group discussions with informal workers were conducted using a discussion guide. The FGD guide captured shared experiences, community perceptions, and attitudes that might not emerge in structured surveys.
By initiating these distinct instruments within the same fieldwork timeframe, the study minimized temporal bias, established a strong foundation for subsequent data triangulation, and produced a highly verifiable dataset capable of answering the core research questions. All instruments were developed in English, translated into Bemba for fieldwork, and explained to ensure clarity and accessibility for participants with limited English proficiency before they appended their thumbprints or signatures. These multiple instruments were chosen to deepen and increase the reliability of the data through methodological triangulation (Creswell and Plano Clark, 2018). 
3.6 Data Analysis 
The quantitative data were coded in SPSS version 27 for analysis. The descriptive statistics, such as frequency, percentage, mean, and standard deviation, were generated to determine respondents' perceptions of the difficulties affecting participation in NHIMA. These findings were reported through tables and narratives.
On the other hand, the qualitative data were recorded and transcribed verbatim to undergo thematic analysis. The transcription process involved reading the data several times before coding. Similar codes were grouped into categories, and the themes emerged. This integration of both quantitative and qualitative data was done during the interpretation process.
[bookmark: _Toc226672721][bookmark: _Toc233147412]3.7 Ethical Considerations
This study adhered to both national and international ethical research standards, guided by the principles of respect for persons, beneficence, and justice as outlined in the Belmont Report (2024). The researchers ensured that ethical principles of social research were upheld. The main ethical issues addressed in the course of the research were: approval, permission, access and acceptance, informed consent, confidentiality, the right to privacy and anonymity, the right to withdraw, beneficence, justice, and fairness. The ethical approval number for the study is MU/DRI/REC/2026/006.

4.0 Results 
4.1 Introduction
In this section, findings are presented on the challenges hindering marketeers' participation in the NHIMA program in Kabwe District, Zambia. In this chapter, the findings will be discussed systematically in line with the research objective set out in this study, specifically concerning participation challenges. The findings will be presented in line with the research objectives and will draw on qualitative and quantitative data collected from the questionnaire (n=159), Focus Group Discussions (FGDs), and Key Informant Interviews (KIIs).  Quantitative data will include descriptive analyses of frequencies, while qualitative data will help interpret the findings on challenges to participation in NHIMA.
[bookmark: _Toc233380550][bookmark: _Toc228457824][bookmark: _Toc233380579]Demographic Characteristics of Respondents 
Table 1: Distribution of Respondents by Sex 
	Sex
	Frequency(n)
	Percentage (%)

	Female
	85
	   53

	Male
	74
	   47

	Total
	159
	 100


Table 1 shows that the majority of respondents were female (n=85), while males constituted (n=74). 



Distribution of Respondents by Age Group  
[bookmark: _Toc228457825][bookmark: _Toc233380580]Table 2: Distribution of Respondents by Age Group
	Age Group (Years)
	Frequency (n)
	Percentages (%)

	18-25
	17
	11

	26-35
	43
	27

	36-45
	58
	36

	46-55
	29
	18

	55 and above
	12
	8

	Total
	159
	100


As shown in Table 2, the largest age group among respondents was the age 36-45 years, accounting for (n=58) of the sample. This was followed by the 26-35 years age group (n=43), and the 46–55 years age group (n=29). The 18–25 years age group constituted (n=17), while the smallest proportion was the 55 years and above age group at (n=12).
Educational Level of Respondents
[bookmark: _Toc233380581]Table 3: Distribution of Respondents by Educational Level (n = 159)
	Educational Level
	Frequency (n)
	Percentage (%)

	None
	47
	30

	Primary
	79
	50

	Secondary
	29
	18

	Tertiary
	4
	2

	Total
	159
	100


Table 3 indicates that the majority of respondents (50%; n = 79) attained primary education. This was followed by an uncompleted education level, representing 30% (n = 47). Respondents with secondary education constituted 18% (n = 29), and only a very small proportion had attained tertiary education.

Monthly Income Distribution of Respondents
[bookmark: _Toc228457829][bookmark: _Toc233380583]Table 4: Distribution of Respondents by Monthly Income (ZMW) (n=159)
	Monthly Income (ZMW)
	Frequency (n)
	Percentages (%)

	Less than 1,000
	58
	37

	1,000-2,500
	40
	25

	2,500-5,000
	38
	24

	5,000+
	23
	14

	Total
	159
	100


Table 5 shows that the largest proportion of respondents (37%, n=58) reported a monthly income of less than 1,000 ZMW; 25% (n=40) for those in the 1,000-2,500 category, 24% (n=38). For those in the 2,501-5,000 ZMW range. Those earning above ZMW 5,000 constituted 14% (n = 23).
[bookmark: _Toc233380551]Awareness of NHIMA Among Marketeers
[bookmark: _Toc228457830][bookmark: _Toc233380584]Table 5: Awareness of NHIMA
	Response
	Frequency (n)
	Percentage (%)

	Yes
	131
	82

	No
	28
	18

	Total
	159
	100


As shown in Table 5, the majority of respondents (82%, n=131) reported hearing about NHIMA, while 18% (n=28) reported not hearing about NHIMA. This finding suggests that awareness of NHIMA among marketeers in Kabwe District is relatively high at a superficial level.

[bookmark: _Toc228457835]Willingness to Register for NHIMA
[bookmark: _Toc233380588]Table 6:  Perception on "I Am Willing to Register for NHIMA"
	Response
	Frequency (n)
	Percentage (%)

	Strongly Agree
	61
	38

	Agree
	54
	34

	Neutral
	30
	19

	Disagree
	10
	6

	Strongly Disagree
	4
	3

	Total
	159
	100


[bookmark: _Toc229330410]As shown in Table 6, the largest proportion of respondents, 38% (n=61), Strongly Agreed that they were willing to register for NHIMA. This was followed by Agree at 34% (n=54), and Neutral at 19% (n=30). Meanwhile, 6% (n=10) Disagreed, and 3% (n=4) Strongly Disagreed.
Distribution of Respondents by Enrollment Status
[bookmark: _Toc233375518]Figure 1: Current Enrollment in NHIMA Among Marketeers 

Figure 1 shows that (82%) are not enrolled in NHIMA, with only 18% currently enrolled
[bookmark: _Toc233380592][bookmark: _Toc229328065]Reasons for Non-Enrollment in NHIMA 
Table 7: Reasons for non-enrollment of marketeers in NHIMA
	Reason
	Frequency (n)
	Percentage (%)

	Lack of information
	146
	92

	Irregular income
	5
	3

	Not affordable for me
	3
	2

	Other
	4
	2

	Lack of trust
	1
	1

	Total
	159
	100


As shown in Table 7, the most frequently cited barrier was lack of information, reported by 146 respondents. This was followed by irregular income (cited by 5 respondents), unaffordability (cited by 3 respondents), and other reasons (cited by 4 respondents). Lack of trust was cited by only 1 respondent.
Qualitative Findings
[bookmark: _Toc233380553]The findings suggest that enrolment into NHIMA was influenced by an array of interlinked challenges. Four key themes were identified through thematic analysis of Challenges Hindering Marketeers’ Participation in NHIMA.



Income Stability 
Respondents frequently pointed out that income instability hinders the consistent payment of contributions. It was indicated that the costs of needs such as food, school fees, and rent often outweigh contributions to health insurance. 
"Businesses are unpredictable; some days you make good sales while others you cannot even recover the cost of purchasing the goods." (FGD participant, Green Market, May 2026)
"Inconsistent income, money is a challenge, and business is hard.” (FGD participant, New Market, May 2026)
A key informant also noted that most informal workers are aware of the benefits of health insurance but lack stable incomes to maintain consistent contributions. 
"Informal workers often have irregular incomes, leading to sporadic contributions and moral hazard where individuals only register or contribute when they are already sick and need services," and " notably, income is not stable enough for most marketeers."  (NHIMA KII, May 2026)
"Many informal workers find the premium rates, often a flat fee, prohibitively expensive due to their low and irregular incomes."  (NHIMA KII, May 2026)
These brief responses highlight the main structural barrier found in the study. Unlike formal employees with steady monthly salaries, marketeers' daily earnings vary due to factors such as sales, weather, market days, and seasonal demand.
Registration, Lack of Information, and Misconceptions
Participants described mixed experiences with registration, varying levels of NHIMA knowledge, and misconceptions about it.
"Registration is okay and good, though the officers from NHIMA only came here just once." (FGD participant, Green Market, May 2026)
"No proper information." (FGD participant, Railways Market, May 2026)
"A significant portion of informal workers are unaware of registration procedures or do not know where to obtain enrollment forms." (Market Chairman, Green Market, May 2026)
"Although only a small percentage of informal workers are registered, a large majority express willingness to join if affordability and information gaps are addressed." (FGD participant, Green Market, May 2026) 
"Many people think NHIMA is only for government workers." (FGD participant, New Market, May 2026)
The registration process itself was described as acceptable, but the infrequent outreach and the lack of proper information pose barriers: NHIMA officers have visited the marketers only once since the scheme's inception, leaving them without adequate and credible information to make informed decisions about joining the scheme.
Service Delivery
“They should not give prescriptions, but give us medicines at the hospital.” (FGD participant, Green Market, May 2026)
 “There is Low trust in the scheme, beneficiaries often complain that despite paying premiums, they experience delays in accessing medication, or that accredited facilities lack essential medicines, causing them to still pay for drugs out-of-pocket, which causes many to view it as a financial burden rather than a valuable service." (KII, May 2026)
Administrative Barriers and Bureaucratic Inefficiency
“They should improve the services and how they attend to people.” (FGD participant, Railways Market, May 2026)
"It takes time, it's a long process from NHIMA. (Many seconded)." (FGD participant, Railways Market, May 2026)
They don't handle us well in hospital offices. They shout at us." (FGD participant, New Market, May 2026)
"A 2022 system upgrade caused significant backlogs, with over 21,000 registrations pending approval as of late 2024. In rural areas, lack of digital infrastructure, limited access to registration points, and low computer literacy hamper enrolment." (KII, May 2026)
The study found that there were various challenges that influenced marketeer’s participation in NHIMA. Main challenges include unpredictable income, inability to pay monthly contributions, poor understanding of how to register, perception that NHIMA processes are complicated, lack of trust in government agencies, limited information about NHIMA's advantages, a lengthy registration process, and concerns about the quality of care in accredited health facilities.
5.0 Discussion 
This chapter is thematically aligned to discuss results on the challenges hindering marketeer participation. The discussion integrates quantitative survey findings with qualitative insights from Focus Group Discussions and Key Informant Interviews. These results confirm previous research conducted in Ghana, Kenya, and Rwanda on national health insurance enrollment being affected not only by the ability to pay. In line with the Health Belief Model, the perception of barriers, such as the cost and bureaucracy associated with it, reduced the likelihood of enrollment. Similarly, Andersen's Behavioral Model sheds light on enabling factors.
Demographic Factors and their Effect on the Participation of marketeers in NHIMA
The demographic analysis of the study highlighted distinct patterns in gender distribution, age distribution, educational attainment, monthly income, and awareness among the participants.
The gender distribution table showed a higher representation of women (53%) than men (47%). This gender distribution reflects the demographic reality of informal trading in Kabwe District, where women predominantly engage in marketeering activities. The majority of female marketeers are more likely to understand attitudes towards NHIMA, as women often have greater healthcare utilization needs, related to maternal and child health services. This gender composition may influence uptake of the insurance scheme.
The age group revealed that the largest age group among respondents was the age group 36-45 years, accounting for (n=58) of the sample. This was followed by the 26-35 years age group (n=43), and the 46–55 years age group (n=29). The 18–25 years age group constituted (n=17), while the smallest proportion was the 55 years and above age group at (n=12). The findings indicate that the majority of marketeers in Kabwe District are within the economically active age range of 26 to 55 years (cumulatively 81.76%). This age distribution is significant for understanding attitudes towards NHIMA, as individuals in this age bracket are more likely to have dependent children and greater healthcare needs, and may also face competing financial priorities.
Regarding educational attainment, the majority of respondents (50%; n = 79) had primary education. This was followed by an unattained education level, representing 30% (n = 47). Respondents with secondary education constituted 18% (n = 29), and only a very small proportion had attained tertiary education. The low educational attainment among respondents (80% had no formal education or only primary schooling) further compounds awareness challenges. Krüger and Doh (2021) argued that individuals with limited literacy struggle to understand written information materials and abstract insurance concepts such as risk pooling. The implication for NHIMA is that awareness campaigns must move beyond mass-media announcements to provide repeated, face-to-face, vernacular communication tailored to low-literacy audiences, as recommended by the World Bank's Universal Health Coverage communication guidelines (World Bank, 2021).
The income distribution data (Table 4) showed that the largest proportion of respondents (37%, n=58) reported a monthly income of less than 1,000 ZMW; 25% (n=40) for those in the 1,000-2,500 category, 24% (n=38). For those in the 2,501-5,000 ZMW range. Those earning above ZMW 5,000 constituted 14% (n = 23). For this lowest-income group, the monthly contribution of approximately 40 ZMW (as mentioned in FGDs) represents 4% or more of monthly income, which exceeds the World Health Organization's recommended threshold of 3% of household income for catastrophic health expenditure protection (WHO, 2021).
As McIntyre et al. (2019) argued in their analysis of health financing in Africa, willingness to pay for health insurance is fundamentally a function of perceived value for money rather than absolute cost. When service quality is poor, even small contributions feel burdensome. Marketeers with irregular incomes may find it difficult to maintain regular contributions despite recognizing the scheme's potential benefits. The findings indicate that the majority of marketeers in Kabwe District (25%) earn 2,500 ZMW or less per month, with over a third (37%) earning below 1,000 ZMW. This low-income profile is consistent with the nature of informal sector work, which is often characterized by irregular earnings and limited financial buffers.


Determinants of Participation in NHIMA among marketeers
The study found that 131 out of 159 respondents (82%; n=131) were aware of NHIMA, indicating that a majority of marketers have heard of the scheme, while 18% (n=28) remain unaware. However, qualitative data from Focus Group Discussions (FGDs) revealed that NHIMA officers' awareness efforts were limited: only one awareness meeting had been held since NHIMA's inception, and it was described as “not detailed.” Key informants further confirmed that “awareness exists but is not profound” and that “many informal workers do not understand the eligibility criteria and full range of benefits.” These findings suggest that while passive awareness (having heard of NHIMA) is relatively common, active knowledge (understanding eligibility, benefits, and procedures) is low among marketeers.
To investigate whether the participants have favorable attitudes towards NHIMA, the respondents were asked to indicate their level of agreement with the statement: "I am willing to register for NHIMA. "Responses were measured on a 5-point Likert scale. Table 6 presents the distribution of responses. The findings indicated that a substantial majority of respondents (72%; n=115) either agreed or strongly agreed that they were willing to register for NHIMA. Only 9% (n=14) expressed disagreement, while 19% (n=30) remained neutral.
Regarding current enrolment in the National Health Insurance Management Authority (NHIMA), Figure 1 shows that the majority of respondents (82%) were not enrolled in the scheme, while only 18% reported being currently enrolled. Among those who were not enrolled, the most frequently cited reason was lack of information about NHIMA, reported by 146 respondents. Other reasons included irregular income (5 respondents), the perceived unaffordability of contributions (3 respondents), and other miscellaneous reasons (4 respondents). Lack of trust in the scheme was the least frequently reported barrier, cited by only one respondent. These findings suggest that inadequate awareness of NHIMA, rather than financial or trust-related factors, was the predominant reason for non-enrolment among marketeers in Kabwe District.
Challenges Hindering Marketeer Participation in NHIMA
Income Instability 
The study identified income instability as one of the major barriers to NHIMA participation among marketeers in Kabwe District. Reasons for non-enrolment included irregular income (3%) and lack of information (92%), with the latter being the primary barrier. Marketeers reported that fluctuating daily earnings made it difficult to consistently contribute to the scheme.
In the interview, one key informant succinctly stated: "Income is not stable enough for most marketeers," while FGD participants elaborated: "Inconsistent income, money is a challenge," and "the business is hard, so it's a challenge." The key informant's observation about moral hazard is particularly concerning: "Informal workers often have irregular incomes, leading to sporadic contributions and moral hazard where individuals only register or contribute when they are already sick and need services."
This finding aligns with a body of literature from Sub-Saharan Africa, which found that income irregularity was the most frequently cited barrier to enrolment in voluntary health insurance schemes among informal workers (Ocean et al., 2019), surpassing even premium costs. Unlike formal-sector employees, who receive predictable monthly salaries, informal workers experience daily fluctuations in earnings driven by sales, weather, market days, seasonal demand, and unexpected shocks. Since most marketeers depend on daily sales, financial commitments such as insurance contributions often become secondary to immediate household needs. 
According to Arrow's (1963) classic analysis of health insurance markets, adverse selection occurs when those most likely to need healthcare are the most likely to enroll, leading to unsustainable cost spirals. In Zambia, (Masiye and Mwale, 2021) estimated that informal workers who enroll only when sick generate claims that are 3.5 times their contribution payments, cross-subsidized by regular-paying members.
Lack of Information and Misconceptions 
A high number of participants (146, representing 92%) cited a lack of information as the primary barrier to non-enrolment. Many respondents were unaware of contribution requirements, benefits, and registration procedures. Some also misunderstood NHIMA as a free government program rather than a contributory scheme. The misconception identified by key informants is that "many view NHIMA as a free government service rather than a contributory program." This misconception is deeply problematic because it leads to unrealistic expectations. When marketeers believe healthcare under NHIMA is free, they may not budget for contributions, and when they discover they must pay, they feel misled. Conversely, if they enroll under the impression that it's "free," they may default on payments, leading to disenrollment and negative word-of-mouth.
This misconception has historical roots. Zambia, like many post-colonial African nations, maintained a policy of "free" public healthcare (though in practice, informal fees and drug shortages have long compromised this promise) (Moseson et al., 2019). The transition to contributory health insurance represents a fundamental policy shift from tax-funded to social health insurance, but public communication has not adequately conveyed this change. Similarly, Lagomarsino et al. (2021) reported that inadequate public understanding of social health insurance programs negatively affects enrolment and participation.
The finding that only 11% of respondents received information directly from NHIMA staff and only 2% from market leaders indicates that NHIMA's formal communication channels are underutilized. This is particularly significant because FGD participants preferred "meetings" as an information channel, aligning with research on oral cultures and low-literacy populations. In their study of health communication in rural Zambia, Zulu et al. (2020) found that face-to-face community meetings, when conducted by trusted local figures, were 4.2 times more effective than radio in changing health behaviors.
Administrative Barriers and Bureaucratic Inefficiency
The study identified administrative barriers that, although perhaps less visible than income instability, nonetheless significantly undermine trust in NHIMA's management. FGD participants stated: “It takes time, it's a long process from NHIMA,” and “officers at the hospital shout at us.” Key informant reported that a “2022 system upgrade caused significant backlogs, with over 21,000 registrations pending approval as of late 2024.” The backlog of 21,000 registrations is alarming. 
This represents approximately 21,000 individuals who have completed the registration process, sacrificing time, traveling to registration points, and completing forms, but whose membership has not been activated. The practical consequence is that these individuals cannot access services despite having applied. For each such individual, there are likely several potential enrollees who have heard about the backlog and decided not to attempt registration. 
These administrative failures directly erode trust in NHIMA's management. When marketeers and other informal workers invest time and effort in registering but face prolonged delays without communication or resolution, they begin to perceive NHIMA as inefficient and unresponsive. 
As Herd and Moynihan (2018) demonstrated in their analysis of administrative burdens, processing delays function as a hidden tax on participation, disproportionately affecting those with limited time flexibility (such as informal workers who lose income when not trading) and low literacy (who struggle with follow-up procedures). For marketeers who rely on daily income, waiting months for their membership to be activated signals that NHIMA management does not value their time or needs, which diminishes confidence in the authority’s ability to deliver on its promises.
The report that “officers shout at us” further indicates a problem with customer service culture that directly undermines trust. While seemingly a minor issue compared to drug shortages or registration backlogs, poor interpersonal treatment has significant effects on participation and institutional credibility. Schneider and Hanson (2020) found that in South Africa’s social health insurance pilot, negative interactions with enrolment officers were cited as the primary reason for non-renewal by 31% of informal-sector participants. 
This shows that disrespectful treatment in administration is not merely a courtesy issue but a critical policy instrument: when citizens are treated with dignity, they are more willing to engage with public programs and trust their management. 
Conversely, when they are shouted at or treated dismissively, they perceive NHIMA management as uncaring and unprofessional, reducing their willingness to enroll in or remain in the scheme. Thus, both systemic delays and poor interpersonal treatment contribute to a culture of distrust in NHIMA management, which is a key challenge identified under Objective 3 (to identify challenges that hinder marketeers’ participation in NHIMA) and highlights the need for improved administrative processes and respectful service delivery.
Service Quality Concerns
Drug shortages and concerns about the quality of services offered at accredited facilities were frequently mentioned by participants. Such concerns reduce confidence in NHIMA and affect willingness to contribute.
The findings are consistent with previous studies indicating that perceived service quality is a critical determinant of health insurance enrolment and retention (Kimani et al., 2020).
6.0 Conclusion and Recommendations
6.1 Conclusion
This section presents the study's conclusions and recommendations on the attitudes of informal-sector workers (marketeers) towards the National Health Insurance Management Authority (NHIMA) in Kabwe District, Zambia. This chapter presents conclusions drawn from the findings and discussions, in line with the objective of this study, to identify challenges that hinder marketers’ participation in NHIMA. Finally, the recommendation will be presented. The study concludes that participation in NHIMA among marketeers in Kabwe District is constrained by several interrelated factors. Lack of Income instability emerged as a significant barrier, with many respondents reporting earnings of less than ZMW 1,000 per month, making it difficult to consistently meet contribution requirements. Consequently, many informal sector workers perceive the cost of participation as a financial burden.
The study further concludes that inadequate information remains a major obstacle to enrolment. Many respondents lacked sufficient knowledge regarding NHIMA contribution requirements, benefits, eligibility criteria, and registration procedures, limiting their ability to make informed decisions about joining the scheme. In addition, administrative challenges, particularly lengthy registration processes and approval delays, undermine participation by discouraging potential enrollees and reducing confidence in the scheme. The findings also indicate that concerns regarding the quality of services provided at accredited health facilities influence marketeers’ attitudes towards NHIMA. Participants reported challenges such as drug stock-outs, which often require beneficiaries to incur out-of-pocket expenses, perceived inequities in service provision, and poor customer care from some service providers. These experiences diminish confidence in the scheme and contribute to negative perceptions of the value of NHIMA membership.
6.2 Recommendations
Based on the findings, discussion, and conclusions of this study, the following recommendations are offered for policy and practice. Recommendations are organized by target audience.
· NHIMA Policymakers and Implementers
There is a need for NHIMA to immediately redesign its communication strategy for informal workers, moving beyond mass media announcements to multi-channel, repeated, face-to-face engagement. Specifically, NHIMA should: (a) recruit and train 20-30 marketeer peer educators across Green Market, New Market, and Railways Market to conduct weekly information sessions using pictorial guides in vernacular languages (Bemba, Nyanja, Tonga); (b) conduct community meetings at each market every two months (as recommended by FGD participants), not annually or once; (c) develop and distribute laminated pictorial guides showing enrolments procedures, required documents, covered services, and contribution options; and (d) explicitly and repeatedly address the "free healthcare" misconception with the clear message: "NHIMA is insurance, not charity. You pay a small amount when you are well so that you are covered when you are sick."
· [bookmark: _Toc233147469]Implement Flexible Contribution Mechanisms
NHIMA should abandon the monthly fixed-premium model for informal workers and implement flexible contribution mechanisms that align with marketeer income patterns. Priority actions include: (a) negotiate with the Kabwe Municipal Council to add a daily 2 ZMW NHIMA contribution to existing market levies (market levy piggybacking), enabling automatic, seamless collection; (b) develop a mobile money micro-payment system (USSD-based for basic phones) allowing daily deposits as low as 2 ZMW, with automatic accumulation and monthly deduction; (c) implement a two-month grace period for missed payments before coverage lapses, with re-enrolment without penalty; and (d) pilot a contribution holiday policy allowing marketeers to pay 50% of premiums for up to three months per year during documented low-income seasons.
· [bookmark: _Toc233147470]Address Service Quality Deficits
NHIMA should revise its provider accreditation standards to include quantitative metrics on drug availability. Specifically: (a) require accredited facilities to maintain essential medicines in stock at least 90% of the time, verified through quarterly unannounced audits; (b) issue warnings and technical assistance to facilities falling below threshold, and revoke accreditation for facilities remaining below threshold for two consecutive quarters; (c) implement mystery shopper exercises to assess whether informal enrollees receive different treatment than formal enrollees or private patients, and publicise results; (d) establish anonymous complaints mechanisms (WhatsApp number, free SMS short code, physical suggestion boxes) at registration points, with a requirement to investigate and respond within 14 days; and (e) implement mandatory customer service training for all front-line staff, reinforced through performance management and customer feedback ratings.
· [bookmark: _Toc233147471]Clear the Registration Backlog and Simplify Procedures
NHIMA should prioritize clearing the 21,000-registration backlog as a matter of urgency. Actions include: (a) hire temporary data entry staff or contract with a private data processing firm to clear the backlog within three months; (b) implement provisional registration, where applicants receive an immediate provisional membership number (valid for three months) while full processing occurs, enabling immediate healthcare access; (c) simplify registration forms to require only essential information (name, ID number, contact details, dependent information); (d) implement change management protocols for future system upgrades, including piloting in a small district before national rollout; and (e) establish assisted registration through trained CBVs who complete forms on behalf of illiterate applicants.
· [bookmark: _Toc233147472]Formalise Partnerships with Market Associations and Local Authority 
NHIMA should formalise and expand its partnerships in Kabwe District through: (a) a memorandum of understanding (MOU) with the Kabwe Market Association (and individual market committees) establishing quarterly mobile registration drives, designated market leaders as NHIMA focal persons, use of market communication channels (loudspeakers, WhatsApp groups), and a structured feedback mechanism; (b) an MOU with the Kabwe Municipal Council for daily market levy piggybacking. data sharing on levy payers (with data protection safeguards), and training of council revenue collectors to distribute registration forms and answer basic questions; and (c) recruitment and training of 10-15 community-based volunteers specifically for Kabwe's markets to conduct assisted registrations.
· [bookmark: _Toc233147473] Recommendations for the Ministry of Health
The Ministry of Health should support NHIMA's service quality improvement efforts by: (a) addressing systemic drug supply chain problems at the national level, including strengthening Zambia Medicines and Medical Supplies Agency (ZAMMSA) distribution capacity and improving inventory management at facility level; (b) ensuring that public health facilities prioritise NHIMA enrollees for drug dispensing, avoiding the situation where NHIMA members are turned away while private patients receive service; and (c) integrating NHIMA performance metrics (enrolments rates, member satisfaction, drug availability) into district health management team performance assessments for Kabwe District.
· [bookmark: _Toc233147474]Recommendations for the Kabwe Municipal Council
The Kabwe Municipal Council should: (a) negotiate and implement the daily market levy piggybacking arrangement with NHIMA including adding a 2 ZMW NHIMA line to daily levy collections and remitting funds to NHIMA monthly; (b) share anonymised data on market levy payers with NHIMA for targeted outreach, subject to data protection and privacy safeguards; (c) train council revenue collectors to serve as points of contact for basic NHIMA information and referral; and (d) allow NHIMA to conduct mobile registration drives at market entry points during levy collection hours, minimising disruption to marketeer trading.
· [bookmark: _Toc233147475]Recommendations for Market Associations and Market Leaders
Market associations (including committees for Green Market, New Market, and Railways Market) and market leaders should: (a) designate specific market leaders as NHIMA focal persons, trained by NHIMA to answer basic questions and distribute information materials; (b) allow NHIMA to use market communication channels (loudspeaker systems, association WhatsApp groups, notice boards) for regular NHIMA announcements; (c) facilitate quarterly mobile registration drives at the market, including providing space and announcing dates in advance; (d) collect and transmit marketeer feedback on NHIMA experiences to NHIMA management through a structured feedback channel; and (e) consider integrating NHIMA contribution collection with existing market levy collection systems, subject to formal agreement with NHIMA and the Council.
6.3 Conclusion
Participation of marketeers in the National Health Insurance Management Authority (NHIMA) among informal-sector workers in Kabwe District is constrained by interconnected economic, institutional, and behavioral challenges. Factors such as irregular income, perceived unaffordability of premiums, limited awareness, complex registration procedures, and concerns about service quality significantly reduce participation. The convergence of quantitative and qualitative findings suggests that increasing enrolment requires more than awareness campaigns. Effective reforms should include flexible contribution schedules, decentralized registration processes, enhanced communication strategies, and initiatives to build trust in NHIMA. Addressing these barriers would promote inclusion in the informal sector, strengthen NHIMA's financial sustainability, and advance Zambia's progress toward Universal Health Coverage.
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