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Abstract 

The country to achieve its millennium development goals, it has to devise appropriate 

mechanism that can ensure that her people are healthy enough to steer their own economic 

development. Due to the rampant poverty level in Kenya, schemes like NHIF are the only hope 

for the less fortunate populace within the country if they were to get high quality, affordable and 

accessible health care services in order to remain relevant in the social and economic activities. 

Basically this study sought to establish factors affecting uptake of national hospital insurance 

fund among informal sector workers in Nyatike Sub- County.. There is need to sensitize workers 

in the informal sector on the benefits of being a member with hospital insurance fund. There is 

need to ensure NHIF offices are easily accessible by opening of more regional offices within the 

county, there is need to review the current terms of registration in order to eliminate some of the 

unnecessary requirements which makes that processes lengthy and tedious, the government 

through the ministry of labor should liaise with trade unions to make sure that all policies 

governing employment of casual workers are followed by all employers.  
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INTRODUCTION 

Globally there is growing international consensus on the importance of extending social 

protection in health to the whole population (Carrin and Preker, 2004; WHA, 2005) in order to 

reduce financial barriers to health care services for the needy and to avoid catastrophic health 

expenditures (Kawabata et al., 2002). The option of social health insurance as a financing 

mechanism generating additional resources in typically chronically underfinanced health 

systems is receiving increasing attention (Carrin and James, 2004), for the informal sector too 

(WHO, 2006). However, one of the major challenges to social health insurance in developing 

countries is integration of the expanding informal sector and inclusion of the poor. Various low-

income countries (Ghana, Kenya, Kyrgyz Republic, the Philippines, Tanzania and Viet Nam) 

and mid-income countries (South Korea, Mexico), which have introduced or are in the process 

of expanding social health insurance, are being faced with this, (Carrin and James, 2004).  

Promotion of demand and acceptability starts from a sound understanding of factors 

affecting registration among informal sector workers and the poor. However, the literature 

addressing demand-side factors of health insurance in low-income countries are limited (Xu et 

al., 2006).Yet econometric studies do not state why people have joined an insurance scheme, 

and especially why people with lower incomes, in whom we are particularly interested, have not 

joined. Research into people‟s preferences (Monheit and Vistness, 2004) emphasizes the need 

to look beyond demographic and income factors to understand people‟s reasoning and decision 

making. Other studies have tried to assess willingness and ability to pay for health insurance 

(Osei-Akoto, 2003; Dror, 2006). 

Regionally the informal sector is characterized by low and non-regular, non-taxed 

incomes, insecure employment and self-employment without social security (Canagarajah and 

Setharaman, 2001). It is difficult to assess the income of informal sector workers, on the basis of 

which social security contributions can be deducted. Hence policymakers wishing to introduce 

or upscale a national social health insurance for the informal sector and to include the poor are 

faced with a number of questions regarding insurance scheme design with respect to enrolment, 

revenue collection, risk pooling and purchasing of health services. Another critical task is 

promoting demand for and acceptability of social health insurance among informal sector 

workers during the introduction and scaling-up phase. 

Health insurances are now beginning to be popular among countries in Sub-Saharan 

Africa and their contribution to improving health outcomes is increasingly attracting attention 

from governments and donors and Ghana‟s case is a shining example. Tabor (2005) maintains 

that „NHIF provide one reliable way by which poor communities manage health risks in 

combination with publicly financed health care services (Tabor, 2005). 



 International Journal of Economics, Commerce and Management, United Kingdom 

 

Licensed under Creative Common     Page 3 

 

Recognition of NHIF as a mechanism for improving financial access to health care and for 

extending social protection to underserved population is gradually receiving political will and 

support and Ghana happens to be one of the countries to join the wagon having come out with 

its own unique health insurance strategy (Government of Ghana, 2004). Households purchase 

insurance, as a market product, based on the market forces of demand and supply. Often, 

household‟s insurance decisions are informed by factors such as income level, premium rate, 

and information available about the insurance, level of household members‟ involvement in 

health decisions, benefits to get and household needs, constituting demand side. On the other 

hand, these household decisions are again based on the way the insurer and service provider 

package the insurance as regards premium rate, public education, and trust that households 

have in them. 

From the Kenyan perspective fifty-six per cent of the Kenyan population are poor by the 

World Bank definition, namely living on one dollar or less a day per capita (CBS, 2005). 

According to the national health accounts, more than a third of the poor who were ill did not 

seek care, compared with only 15% of the rich. Fifty-two per cent of poor households cited 

financial difficulties as the principal reason for not accessing health care (MoH, 2005a). 

Furthermore, 7.7% of poor households were faced with catastrophic health expenditure, i.e. out-

of-pocket payments exceeding 40% of disposable household income (Xu et al., 2006). 

Expanding access to health care for the informal sector and the poor is therefore an important 

objective of the Kenyan health sector strategy (MoH, 2005). Household survey data show that 

the large majority of Kenyans (98% of the lowest, 96% of the 2nd and 95% of the 3rd quintile) 

have no health insurance, whereas 12% of the 4th and 25% of the highest quintile do have 

insurance (Xu et al., 2006). Private health insurance specifically is only accessible to the higher-

income segment (Vinard and Basaza, 2006). Community-based health insurance (CBHI) is not 

yet far developed in Kenya. Since its introduction in 1999, about 32 schemes has been set up 

so far with about 170 000 beneficiaries covered, as data from the Kenya Community-Based 

Health Financing Association of 2012 show. Under the current law of the 1998 NHIF Act, NHIF 

membership is mandatory for all civil servants and formal sector employees. The formal sector 

comprises those employers registered with the registrar of companies.  

In 2005, an estimated 1.5 million primary contributors were enrolled in this population 

group, thus accounting with their dependents for an estimated total of about 5 million Kenyans 

(NHIF, 2005). Monthly contribution rates through payroll deductions range from 120 Kenyan 

Shillings (KES) (USD 1.60) for a monthly income of KES 5000–5999 (USD 66.67–80.00) to KES 

320 (USD 4.27) for an income above KES 15 000 (USD 200.00) (as of 2006).The self-employed 

and informal sector workers, i.e. all persons who are not formal sector employees, can join the 
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scheme on a voluntary basis. They pay a flat-rate contribution of KES 160 (USD 2.13) per 

month for their entire nuclear family. This contribution rate corresponds to an income range of 

KES 7000–8000 (USD 93.33–106.67) for formal sector workers. The informal sector is very 

heterogeneous, including some better-off income groups with a much higher income than those 

formal sector employees with the corresponding contribution rate of KES 160, but also many 

poor people with an income far below KES 7000 (Kimani et al., 2004).  

Previously, the contribution covered primarily the costs of bed occupancy („bed costs‟) 

for inpatient care, whereas the remaining costs had to be borne directly by the patient. Since 

2004, extension of the benefit package has been underway to cover up to 100% of inpatient 

care, depending on the hospital‟s services and the negotiated daily rebate. Co-payment rates 

thus vary across hospitals, which send their claims to the NHIF to be reimbursed 

retrospectively. 

 

Statement of the problem 

The NHIF‟s current strategy aims at increasing registration of the informal sector considerably 

(NHIF, 2012). The current package therefore of 160 KSH per family per month would seem 

likely to attract more workers. However, only 10885 have been registered in Migori County out 

of 26784 targeted beginning 30th June 2011 to 31st July 2014 where by Nyatike subcounty is 

contributing the least numbers of about 978. This translates to only 0.3% NHIF registration rate 

among the informal sector. Despite being tipped as the cheapest scheme that could salvage the 

citizens against the ever exorbitant medical expenses, the scheme has hitherto registered few 

members and is perceived by many as a scheme for the employed. This has forced a high 

number of citizens to suffer solely with the burden of footing these high medical bills, making 

them even more vulnerable and despondent given the high level poverty that has continued to 

bedevil this County. Settling of hospital bills indeed has become a problem for some patients 

who don‟t have an insurance cover. This calls for family members to organize for fundraising or 

sell home property to clear the hospital bill. For those who may be unfortunate enough they 

overstay in the hospital to wait for hospital waiver system to waive them thus the need to 

establish factors affecting uptake of national hospital insurance fund among informal sector 

workers in Nyatike Sub-County  in Migori county and the country as a whole. 

 

Objectives of the study  

i. To establish how accessibility influences uptake of national hospital insurance fund 

among informal sector workers in Nyatike Sub- County. 



 International Journal of Economics, Commerce and Management, United Kingdom 

 

Licensed under Creative Common     Page 5 

 

ii. To establish how awareness influence uptake of national hospital insurance fund among 

informal sector workers in Nyatike Sub- County. 

iii. To examine how registration process affects the uptake of national hospital insurance 

fund among informal sector workers in Nyatike Sub- County. 

iv. To establish the relationship between terms of employment and uptake of national 

hospital insurance fund among informal sector workers in Nyatike Sub- County. 

 

THEORETICAL FRAMEWORK 

There are several theories that explain why people opt to take any insurance cover. A few are 

explained below.    

 

Consumer theory 

This theory assumes that consumers who are perfectly informed maximize their utility as a 

function of consuming various goods, given relative prices, their income and preferences. 

According to Begg et al. (2000), „changes in prices and income influence how much of different 

goods rational consumers will buy‟. They argue that „health insurance is expected to be a 

normal good with a positive income elasticity of demand, implying that the people are less likely 

to insure, given a lower price‟. They further maintain that „a price increase of a substitute for 

insurance such as user fees is expected to raise the insurance demand, as is a decrease in 

insurance premium‟. In the researcher‟s view, consumers‟ reaction to the price changes 

depends upon their socioeconomic status since the rich, in particular, are likely to be insensitive 

to price changes, provided they are still getting quality of health care they expect at that 

exorbitant price. Cameron et al. (1988) also criticized the theory by arguing that „since there are 

uncertainties about health insurance, choice is not made based on utility alone but on 

consumers‟ expectation about factors such as their health status. Thus, theories on decision-

making under uncertainty better describe insurance registration. 

 

Expected Utility (EU) Theory 

Manning and Marquis (1996) stated that, „under expected utility theory, insurance demand is a 

choice between an uncertain loss that occurs with a probability when uninsured and a certain 

loss like paying a premium‟. The theory assumes that people are risk averse and make choices 

between taking a risk that has different implications on wealth. At the time of insurance choice, 

households are uncertain whether they will be ill or not, and of the related financial 

consequences. Insurance reduces this uncertainty. Explaining this further, Hsiao et al. (2006) 

argue that „the choice of rural residents to join or not join a CBHI is a discrete decision process 
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consistent with qualitative choice model‟ and that the farmers‟ choice of joining a community-

based health insurance scheme in rural China was grounded in the comparison of the expected 

utility of having health insurance versus having none.‟ Despite these criticisms, expected utility 

is most commonly used in models of decision making under risk, (Marquis and Holmer, 1996).  

 

State-Dependent Theory 

The state-dependent theory suggests that consumers‟ utility level and taste are guided by their 

health or socio-economic status. As such differences in degree of risk aversion influences 

insurance decision and magnitude of what they expect as insurance pay-offs. Most people 

insure when they are healthy and this shows how central socio-economic status is in insurance 

decisions as in consumer theory. Where a healthy person optimistically expects to remain 

healthy in the future insurance coverage may be below full loss coverage, if the anticipated 

insurance pay-off is below the real loss in case of illness. Hence, the anticipated need for 

medical care, given the current state, and the magnitude of the related insurance pay-off in case 

of sickness, will affect household demand (Schneider 2004). The state-dependent theory posits 

that the insurance decision of a household is influenced by both demand and supply factors as 

income level and supply and insurance pay-offs.  

Similar view is shared by the prospect theory posits that households are risk-preferring 

and that their decisions to register based on the prospect of gaining when sick. It identifies 

supply factors such as premium and benefits as issues to inform households‟ insurance 

decisions. 

 

Endowment Effect Theory 

The endowment effect theory assumes that decision-making is affected by households‟ risk 

aversion about something new. People perceive greater costs in giving something up than 

benefit in acquiring something new. According to Schneider (2004) „households would rather 

stay with the old if they do not know whether the benefits of an unknown alternative exceed the 

cost of giving up something well known‟. Households will insure if they are of the perception that 

benefits of insurance are higher than the cost related to giving up being uninsured and vice 

versa. In brief, the endowment theory is of the assumption that to replace an old thing with a 

new depends on how promising the new one is compared to the old one. In this vein, opting for 

insurance depends upon the extent to which it gives a better alternative to out-of-pocket 

payment. 
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Conceptual Framework 

Conceptual framework is a scheme of concept (variables) which the researcher operationalizes 

in order to achieve the set objectives, Mugenda & Mugenda (2003). A variable is a measure 

characteristic that assumes different values among subject, Mugenda & Mugenda, (2003). 

Independent variables are variables that a researcher manipulates in order to determine its 

effect of influence on another variable, while the dependent variable attempts to indicate the 

total influence arising from the influence of the independent variable, Mugenda & Mugenda, 

(2003). 

 

Figure 1: Conceptual Framework 

 

 

 

 

 

 

 

 

 

  

 

      

 

Research Gaps  

A review of the literature indicates that many studies have examined the determinants of 

demand for health insurance with most of them focusing on the socio-economic determinants 

(Propper, 2000; Liu & Chen 2009). In an attempt to identify the determinants of enrolment in the 

NHIS in Ghana, recent research identified income, age, marital status, employment status, self -

rated health status and the perceived quality of health care services to positively influence the 

demand for the NHIS (Nketiah-Amponsah, 2009). The literature is also emphatic that people 

living in rural areas are most likely to lack access to quality health care services as compared to 

those living in urban areas (Lu et al, 2010).  

This study sought to establish the effects of accessibility, awareness, registration 

process and terms of employment on uptake of national hospital insurance fund by informal 

sector workers in Nyatike Sub- County.  

Accessibility 

 

Awareness 

 

Registration Process 

Terms of Employment 

 

Informal Sector uptake 

with NHIF 
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RESEARCH METHODOLOGY 

This study adopted a descriptive research design since the study was intended to gather 

quantitative and qualitative data that sought to establish the factors affecting uptake of National 

Hospital Insurance Fund among informal sector workers in Nyatike Sub- County. There was no 

manipulation of data.  According to Mugenda (2003) descriptive research design is used to 

obtain information concerning the current status of the phenomena to describe "what exists" 

with respect to variables or conditions in a situation.  

The target population composed of 160 in the informal workers in Nyatike Sub- County. 

This included the transport industry, business industry and beauty and cosmetic giving a target 

population of 160 informal workers 

Stratified random sampling was used to select respondent from various categories, the 

study selected 50% of the respondent from each strata which generated 80 respondents as the 

sample size of the study. The sampling technique employed was stratified random sampling. 

This is because the respondents were stratified into three categories namely: transport industry, 

business industry and beauty industry. Primary data was gathered using semi-structured 

questionnaires where the respondents were issued with the questionnaires. Questionnaires 

were preferred because according to Cox (2000), they are effective data collection instruments 

that allow respondents to give much of their opinions in regard to the research problem. 

According to Festing (2007) the information that was obtained from questionnaires was free 

from bias and researchers‟ influence and thus accurate and valid data was gathered. Secondary 

data was gathered from past published scholarly articles explaining theoretical and empirical 

information on diversity management issues. Descriptive statistics was used to summarize the 

data. This includes percentages and frequencies. Tables and other graphical presentations 

were appropriately used to present the data that was collected for ease of understanding and 

analysis. Inferential statistics through the use of Pearson correlation was carried out to establish 

the relationship between the research variables. 

 

EMPIRICAL RESULTS AND DISCUSSION 

Descriptive and inferential statistics have been used to discuss the findings of the study. The 

study targeted a sample size of 80 respondents from which 74 filled in and returned the 

questionnaires making a response rate of 92.5%. This response rate was satisfactory to make 

conclusions for the study as it acted as a representative. According to Mugenda and Mugenda 

(2009), a response rate of 50% is adequate for analysis and reporting; a rate of 60% is good 

and a response rate of 70% and over is excellent. Based on the assertion, the response rate 

was excellent. 
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Accessibility  

 

Table 1: Statements relating to accessibility and its influence on NHIF uptake 

Statement  
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Earnings differentials between men and women 

are apparent across the various forms of 

informal work. 

31 39 3 1 0 1.65 0.25 

Women are disproportionately represented in 

lower paying forms of employment often with 

fewer social protections and less stable 

incomes. 

28 40 2 2 2 1.78 0.24 

Incomes of many men are spent outside their 

legitimate households on either purchasing 

drinks for friends or spending on their surrogate 

wives. 

26 44 1 0 3 1.78 0.26 

At times, it‟s erroneous to use the income of a 

wealthy member of the household as a proxy to 

determine the poverty level of that household. 

29 41 1 2 1 1.72 0.26 

NHIF offices are easily accessible from my 

place of work  

0 0 4 31 39 

4.47 0.25 

 

On the  extent to which respondents agree with the above statements relating to accessibility 

and its influence on National Hospital Insurance Fund uptake by informal sector workers in 

Nyatike sub-county, from the findings majority of the respondents agreed that; earnings 

differentials between men and women are apparent across the various forms of informal work 

as shown by a mean of 1.65,  at times, it‟s erroneous to use the income of a wealthy member of 

the household as a proxy to determine the poverty level of that household  as shown by a mean 

of 1.72, earnings differentials between men and women are apparent across the various forms 

of informal work as shown by a  mean of 1.65, women are disproportionately represented in 

lower paying forms of employment often with fewer social protections and less stable incomes, 

incomes of many men are spent outside their legitimate households on either purchasing drinks 

for friends or spending on their surrogate wives as shown by a mean of 1.787 in each case, the 

study also established that NHIF offices are not  easily accessible for most of the employees 

work place as shown by a mean of 4.47.  
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Awareness 

 

Table 2: Statements relating influence of awareness on NHIF uptake 

Statement  
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Awareness is perhaps the basic component since 

it shapes future occupational opportunities and 

earning potential 

30 36 4 2 2 1.78 0.23 

awareness provides knowledge and life skills that 

allow better-educated persons to gain more ready 

access to information and resources to promote 

health 

32 36 0 2 4 1.78 0.24 

awareness is key to health inequality, policies 

encouraging more years of schooling and 

supporting early childhood education may have 

health benefits 

27 42 4 1 0 1.72 0.25 

collateral benefits such as decreasing health care 

costs, might emerge from increased investment 

awareness  

33 36 3 2 0 1.65 0.24 

NHIF employees rarely visits our places of work to 

enlighten us on the benefits of NHIF program  
26 44 2 0 2 1.76 0.26 

There is lack of advertisement from NHIF on print 

media and radios 
29 42 1 1 1 1.69 0.26 

 

The study sought to establish  the extent to which respondents agreed with the above 

statements relating to the level of awareness and its influence on National Hospital Insurance 

Fund uptake by informal sector workers in Nyatike sub-county, from the research findings, 

majority of the respondents agreed that;  collateral benefits such as decreasing health care 

costs, might emerge from increased investment awareness as shown by a mean a mean of 

1.65, There is lack of advertisement from NHIF on print media and radios as shown by a mean 

a mean of 1.69, awareness is key to health inequality, policies encouraging more years of 

schooling and supporting early childhood education may have health benefits as shown by a 

mean a mean of 1.72, NHIF employees rarely visits our places of work to enlighten us on the 

benefits of NHIF program as shown by a mean a mean of 1.76, awareness is perhaps the basic 

component since it shapes future occupational opportunities and earning potential, awareness 

provides knowledge and life skills that allow better-educated persons to gain more ready access 

to information and resources to promote health  as shown by a mean a mean of 1.78 in each 
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case. The above findings concur with (Pierre-Andre, & Salanie 2000).who asserts that; biasness 

in informal sector persons may be biased against in regard to insurance product like life 

insurance as compared to formal sector. 

 

Registration process 

 

Table 3: Statements relating to registration process 

Statement  
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Government regulation of registration conditions 

is also a domain fraught with political conflict 
30 37 5 2 0 1.72 0.23 

Among the employed, occupations differ in their 

prestige, qualifications, rewards, and job 

characteristics, and each of these indicators 

influence registration process  

29 41 2 1 1 1.70 0.26 

being unaware  and the length of the 

registration process affect health insurance 
33 38 1 2 0 1.62 0.26 

some types of requirements for the registration 

process can buffer the registration process 
34 36 2 2 0 1.62 0.25 

Threat of unemployment and job insecurity can 

affect registration process as well 
24 44 3 2 1 1.81 0.26 

 

The study sought to establish  the extent to which respondents agreed with the above 

statements relating to the  influence of registration process on National Hospital Insurance Fund 

uptake by informal sector workers in Nyatike sub-county, from the research findings, majority of 

the respondents agreed that; being unaware  and the length of the registration process affect 

health insurance , some types of requirements for the registration process can buffer the 

registration process as shown by a mean of 1.62 in each case, among the employed, 

occupations differ in their prestige, qualifications, rewards, and job characteristics, and each of 

these indicators influence registration process as shown by a mean 1.70, government regulation 

of registration conditions is also a domain fraught with political conflict as shown by a mean 
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1.72, threat of unemployment and job insecurity can affect registration process as well as shown 

by a mean 1.81. The above findings concur with Shaw (2002) that being unaware  and the 

length of the registration process affect health insurance. 

 

Terms of employment 

 

Table 4: Statements relating to influence of terms of employment on NHIF uptake 

Statement  
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some of the reasons that contribute to women‟s lack 

of access to health include lack of proper health 

centers and personnel poverty, lack of government 

commitment and funding 

21 48 2 2 1 1.84 0.28 

Women, especially the poor die because of serious 

exclusion from health care due to barriers that are 

always difficult for them to overcome.‟ 

24 44 4 0 2 1.81 0.26 

health financing schemes do not necessarily bring 

positive outcomes, at times, excluded from the 

scheme due to high premium rate, power relations 

within the households, class structure, political and 

geographical reasons. 

21 51 1 1 0 1.76 0.30 

the processes of deprivation in the society also serve 

as a barrier to the accessibility of interventions like 

health insurance 

25 46 2 1 0 1.72 0.27 

within the class structure, health interventions often 

reach the rich rapidly than the poor‟ 
24 46 2 1 1 1.77 0.27 

employment inequalities in the society least prioritize 

the poor even within the society when it comes to 

health provision 

26 46 0 1 1 1.72 0.28 

 

On the respondents level of agreement with the following Statements relating to terms of 

employment and its influence on National Hospital Insurance Fund uptake by informal sector 

workers in Nyatike sub-county, majority of the respondents agreed that; the processes of 

deprivation in the society also serve as a barrier to the accessibility of interventions like health 

insurance, employment inequalities in the society least prioritize the poor even within the society 

when it comes to health provision as  shown by a mean of 1.72 in each case, health financing 

schemes do not necessarily bring positive outcomes, at times, excluded from the scheme due to 



 International Journal of Economics, Commerce and Management, United Kingdom 

 

Licensed under Creative Common     Page 13 

 

high premium rate, power relations within the households, class structure, political and 

geographical reasons as  shown by a mean of 1.76, within the class structure, health 

interventions often reach the rich rapidly than the poor‟  as shown by a mean of 1.77, women, 

especially the poor die because of serious exclusion from health care due to barriers that are 

always difficult for them to overcome.‟ shown by a mean of 1.81, some of the reasons that 

contribute to women‟s lack of access to health include lack of proper health centers and 

personnel poverty, lack of government commitment and funding as shown by a mean of 1.84. 

The above findings concur with Osei-Akoto, (2003).That threat of unemployment and job 

insecurity can affect health as well.  

 

CONCLUSIONS  

The study established that NHIF offices were not easily accessible from most of the employee‟s 

work place; therefore the study concludes that inaccessibility of NHIF offices had a negative 

influence on the uptake of national hospital insurance fund among informal sector workers in 

Nyatike sub-county. 

The study established that awareness provides knowledge and life skills that allow 

better-educated persons to gain more ready access to information and resources to promote 

health thus the study concludes that  awareness had a positive  influence  on the uptake of 

national hospital insurance fund among informal sector workers in Nyatike sub-county. 

The study established that being unaware and the requirements of the registration 

process affect health insurance thus the study recommends that long tedious registration 

process had a negative effect on the uptake of national hospital insurance fund among informal 

sector workers in Nyatike sub-county. 

 

RECOMMENDATIONS  

In order to improve on the uptake of national hospital insurance fund among informal sector 

workers in Nyatike sub-county the study recommends that: 

The county government of Migori with NHIF management should take initiatives of 

organizing programmes/campaigns to sensitize informal sector workers on the health benefits of 

being a member with NHIF. There is need to ensure accessibility of NHIF offices by opening of 

more regional offices within the county, this will help to ensure that employees in informal sector 

can have immediate access to NHIF services whenever they required.  

There is need to review the current terms of registration this should be done with a view 

of eliminating some of the unnecessary requirements which makes that processes lengthy and 

tedious.   
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The government through the ministry of labor should liaise with trade unions to make sure that 

all policies governing employment of casual workers are followed; this will help to reinstall 

confident and security among casual workers thus enabling them to take steps of enrolling with 

NHIF.  

 

Limitation of the study & further studies 

The current study was interested to the informal sector workers who are residents in Nyatike 

Sub county in Migori County for the last five years. The study assumed that the informal sector 

sampled provided an adequate and relevant data which was analyzed to generate reliable 

findings. However, these findings were not generalized to the whole country because NHIF 

registration is all over the country. 

This study recommends that a further study should be done on the challenges facing 

NHIF enrolment by the informal sector. 
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APPENDIX: Questionnaire 

Accessibility 

Using a scale of 1-5, please indicate your agreement/ disagreement levels with the following statements 
relating to accessibility and its influence on National Hospital Insurance Fund uptake by informal sector 
workers in Nyatike sub-county? The rating scale indicates agreement levels as follows: 1- Strongly Agree, 
2 – Agree, 3- Neither Agree nor Disagree, 4 – Disagree, 5 – Strongly Disagree. 

Statement  1 2 3 4 5 

earnings differentials between men and women are apparent across the 
various forms of informal work 

     

women are disproportionately represented in lower paying forms of 
employment often with fewer social protections and less stable incomes 

     

incomes of many men are spent outside their legitimate households on either 
purchasing drinks for friends or spending on their surrogate wives 

     

at times, its erroneous to use the income of a wealthy member of the 
household as a proxy to determine the poverty level of that household 

     

NHIF offices are easily accessible from my place of work       

 

Awareness 

Using a scale of 1-5, please indicate your agreement/ disagreement levels with the following statements 
relating to the level of awareness and its influence on National Hospital Insurance Fund uptake by 
informal sector workers in Nyatike sub-county. The rating scale indicates agreement levels as follows: 1- 
Strongly Agree, 2 – Agree, 3- Neither Agree nor Disagree, 4 – Disagree, 5 – Strongly Disagree. 

Statement  1 2 3 4 5 

Awareness is perhaps the basic component since it shapes future occupational 
opportunities and earning potential 

     

awareness provides knowledge and life skills that allow better-educated 
persons to gain more ready access to information and resources to promote 
health 

     

awareness is key to health inequality, policies encouraging more years of 
schooling and supporting early childhood education may have health benefits 

     

collateral benefits such as decreasing health care costs, might emerge from 
increased investment awareness  

     

NHIF employees rarely visits our places of work to enlighten us on the benefits 
of NHIF program  

     

There is lack of advertisement from NHIF on print media and radios      

 

Registration Process 

Using a scale of 1-5, please indicate your agreement/ disagreement levels with the following statements 
relating to registration process and its influence on National Hospital Insurance Fund uptake by informal 
sector workers in Nyatike sub-county. The rating scale indicates agreement levels as follows: 1- Strongly 
Agree, 2 – Agree, 3- Neither Agree nor Disagree, 4 – Disagree, 5 – Strongly Disagree. 

Statement  1 2 3 4 5 

Government regulation of registration conditions is also a domain fraught 
with political conflict 
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Among the employed, occupations differ in their prestige, qualifications, 
rewards, and job characteristics, and each of these indicators influence 
registration process  

     

being unaware  and the length of the registration process affect health 
insurance 

     

some types of requirements for the registration process can buffer the 
adverse effects on health 

     

Threat of unemployment and job insecurity can affect registration process as 
well 

     

 

Terms of Employment 

Using a scale of 1-5, please indicate your agreement/ disagreement levels with the following statements 
relating to terms of employment and its influence on National Hospital Insurance Fund uptake by informal 
sector workers in Nyatike sub-county? The rating scale indicates agreement levels as follows: 1- Strongly 
Agree, 2 – Agree, 3- Neither Agree nor Disagree, 4 – Disagree, 5 – Strongly Disagree. 

Statement  1 2 3 4 5 

some of the reasons that contribute to women‟s lack of access to health 
include lack of proper health centers and personnel poverty, lack of 
government commitment and funding 

     

Women, especially the poor die because of serious exclusion from health 
care due to barriers that are always difficult for them to overcome.‟ 

     

health financing schemes do not necessarily bring positive outcomes, at 
times, excluded from the scheme due to high premium rate, power relations 
within the households, class structure, political and geographical reasons. 

     

the processes of deprivation in the society also serve as a barrier to the 
accessibility of interventions like health insurance 

     

within the class structure, health interventions often reach the rich rapidly 
than the poor‟ 

     

employment inequalities in the society least prioritize the poor even within 
the society when it comes to health provision 

     

 


