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Abstract
Back ground: To access quality of care and overcome catastrophic out of pocket expense nations

working on community based health insurance whereby risk pooling and sharing. To achieve this,
households enrolled in the insurance and also renewed their membership since health insurance is an
instrument in achieving universal health coverage. Even if the amount of the initial up take and
enrollment is important, high dropout rate endangers the sustainability of community based health
insurance (CBHI) and enhances the existing enrollment problems.

Objectives: To asses factors affecting dropout of community based health insurance (CBHI)
members from community based health insurance (CBHI) scheme.

Methods: Community based cross sectional study design was employed using interviewer
administered questioners and supplemented by qualitative in-depth interviewer questioners to assess
factors affecting dropout of CBHI in Yirgalem town. 3 kebeles were selected by using simple
random sampling method .And the study participants were selected by using systematic random
sampling technique. The sample size required for the study is 376.Quantitative data was entered in to
SPSS version 24 for analyses. Qualitative data was transcribed, analyzed manually using the

thematic area analysis approach.

Results: The study found that educational statuses of respondents were found to be an associated
factor for drop out of CBHI. Households who are illiterate were 1.73 times more likely to drop out
from CBHI than those who were sinor and above, AOR = 1.73, 95% CI (0.365, 0.566). Socio
economic status of households also affect dropout. Household with wealth status of low income
were 2.5 times less likely to drop out from the CBHI than those medium wealth statuses, AOR = 2.5;
95% CI (1.89, 3.40). While households with higher income group were 1.58 times more likely to
drop out than those middle income groups, AOR = 1.58; 95% CI (2.04, 4.89). Limited scope of
illness covered by the scheme is also reason and positively correlated with members to drop out from
their membership (r=0.474 at p=0.00).

Conclusion: This study brings reasons and factors for drop out of CBHI membership. It is found
that education, socio economic status, limited scope of illness, distance from health facility, quality
of health care services were correlated with dropout of CBHI.

Recommendation: Regional Health Bureau, Zonal and woreda health office should work to
improve quality of health care service, availability of drugs and functionality of laboratory
instruments.

Key words: community based health insurance, dropout, universal health coverage



1. INTRODUCTION

1.1  Background
To access quality of care and overcome catastrophic out of pocket expense and also to strength health

care finance, nations working on community based health insurance whereby risk pooling and sharing.
To achieve this, households could be convinced and enrolled in the insurance and also renewed since a
crucial aspect of achieving universal health coverage is develop a financial risk pooling system that
cross subsidization in health system ,which is health insurance. It is an instrument in achieving
universal health coverage. So to expand risk poling, to move towards universal health coverage user out

of pocket payments must be reduced and level of prepayment must be increased (1).

Universal healthcare coverage (UHC) has been problematic to achieve in many developing countries.
The large populations of these countries are dependent on direct out of pocket (OOP) expenses, which
include payments for medicine and other health services (2). The World Health Organization (WHO)
views medical fees as a significant obstacle to health care coverage and stated that the only way to
reduce direct payments governments are encouraged community based health insurance (CBHI) as an
alternative to user fees (2). Community based health insurance scheme has designed to insure that
sufficient resource are available for members to access effective health care (3).Contributions are

accumulated and managed to spread the risk of payments for health care among all scheme members.

Annually 150 million peoples face catastrophic direct out of pocket health expenditure (OPE), from
these over 90% occurred in low and middle income countries (LMICs). Most developing countries were
promised to achieve universal health coverage (UHC) by minimizing out of pocket expenditure (OPE)
through risk pooling mechanism established community based health insurance (CBHIs) for their rural

and informal worker segment of citizens (4).

Although initial enrollment is important scheme sustainability clearly requires renewal of membership.

But low enrolment of peoples in to the CBHIs is common problems for most LMICs. Those studies that
dealt with the renewal of CBHI membership revealed that the dropout rate is very high. For instance, in
Gujarat and Mabharashtra district of India the drop-out rate from community based health insurance

(CBHI) was 49% and 67% respectively(5).



Limited benefit packages, exclusion of out-patient services, slow claims processing times and the gaps
between the amounts claimed and amounts paid out by insurance, low level of awareness about the
CBHI schemes, affordability and no-claim in the previous term were the primary reasons for dropping

out of community based health insurance (CBHI) scheme (5).

In Africa from 900 million peoples would be a member, only 2 million or 0.2% is enrolled. In sub-
Saharan countries, exception of Ghana and Rwanda membership ratio is below 10%. (3, 6-8). In Guinea-
Conakry, the initial enrolment rate of community based health insurance (CBHI) in 1998 was 8% but
this enrollment rate was declined to 6% a year later in 1999. The main reasons for non-enrolment and

drop-out were scheme affordability, Poor quality of care and inability to pay the premium (5).

In the Nouna district of Burkina Faso, the enrollment rate was between 5.2% and 6.3% in 2004 to 2006
respectively. However, in 2005 and 2006, the dropout rate was 30.9% and 45.7% respectively (9). The
study done in this area shown the reason for drop out were female household head, higher age or lower
education of a household head, lower range of illness episodes in the past three months, fewer children or
elderly in a household, poor perceived health care quality, less seeking care in the past month positively

effected on drop-out, increasing the rate (9).

In Senegal, in three CBHI schemes that were established between 1997 and 2001, in 2009 their dropout
rate was between 58 and 83%. Perception of poor quality of health services is identified as the most

important determinant of drop-out. (10).

In Ethiopia, the enrolment ratio of 13 first piloted woredas, in June, 2015 is 48 %( 41% payers and 7%
fee waiver. And the dropout rate from CBHI stands at 18% reason for dropped out of community based

health insurance CBHI) were affordability of premiums and expected returns from the insurance(9, 11).

The study area Yirgalem town which is located in Sidama zone of SNNPR the enrollment rate were 57

% in 2014/15.But this enrollment was decreased by 23% (CBHI) as the scheme report 2016/17).

Even though the government of Ethiopia endorsed and launched CBHI pilot in some selected woredas of
different region, still its dropout in Yirgalem town, remain the main challenge. Socio-economic,

demographic as well as scheme related factors takes a great share for high dropout of CBHI.



Moreover, there was no study conducted in Yirgalem town that documented the factor which affects

dropout of community based health insurance scheme.

1.2  Statement of the problem

There is growing world attention on moving towards universal health coverage, and health insurance is
instrumental in that endeavor. As a prepaid financing system, health insurance ensures collective
pooling of risks and the redistribution of financial resources in a way that guarantees financial protection

against the cost of illness (12).

Health problem leads to direct expenditures for medicine, transport and treatment as well as to indirect
costs related to a reduction in labor supply and productivity (3). Lack of financial protection lead to
elimination from health care and impoverishment, trapping families in a cycle of poverty and ill health is

the main challenge in low and middle income country (4).

Many low and middle income countries including Ethiopia are faced with the challenge of rising
sufficient funds to finance health service in equitable way (2). Many of these countries are dominated by
direct out of pocket payments for healthcare financing (6). Out of pocket payments for health care lead
to decreased use of health services and catastrophic health expenditure. Many households lack adequate

financial protection and face financial catastrophic (1).

To reduce out of pocket payments and improve access to health care services most developing countries
has introduced community based health insurance (CBHI) schemes especially for those in rural

community or who work in the informal sector (14).

Community based health insurance (CBHI) has become a primary way of financing health care in
several developing countries including Ethiopia (2). To achieve this, households could be convinced and
enrolled in the insurance. In June 2011, the Government of Ethiopia launched a pilot Community-Based
Health Insurance (CBHI) scheme. The scheme was rolled out in 13 rural districts located in four main
regions (Tigray, Amhara, Oromiya and southern nations, nationalities and people (SNNPR) (15). And
48% of households were enrolled in June 2015) but 18% of households who had enrolled in the first year

discontinuing their subscription in the second year (16, 17).



Even if initial enrollment is important higher dropout rate endangers sustainability of community based
health insurance (CBHI). Because it is not only reduce the size of the insurance pool, but also it bears a

negative impact on further enrolment and drop-out and enhances the existing problem(17).

According to Ethiopian health insurance report in the study area, 5000 households are eligible and
expected to be enrolled in community based health insurance (CBHI) in 2011. Out of these households
in 2015 only 2853 (57%) of them were enrolled. Out of enrolled households, 2398(84%) of them were
payers while 455 (16%) of them were user of fee waivers of scheme. According to the scheme report
from 2853 member households 2169 were remains in 2016 and also from these member households

1015 households remains in 2017.

It is the only town set up among the first 13 piloted woredas and what makes it different for high
dropout rate and dropout of community based health insurance which is done in Ethiopia didn’t see
specifically for yirgalem town it saw as the national level for 13 piloted woredas and also when they did
drop out of community based health insurance of Ethiopia they did not include the variable types of
informal occupation. The entire above mentioned dropout rates indicate that the sustainability of CBHI
is endangered. This study will try to investigate the main factors for dropout from community based

health insurance (CBHI) in Yirgalem.

1.3  Significance of the Study

Community based health insurance (CBHI) is an instrument in achieving universal health coverage and
to reduce the impact of catastrophic health expenditure. To sustain community based health insurance
households should be enrolled and dropout rate must be low. So the findings of this study will provide
evidence for the pertinent decision makers regarding the reasons for dropout from community based
health insurance (CBHI) so that they will design appropriate system to reduce the dropout rate and to

make the scheme sustainable.



2 LITERATURE REVIEW

2.1  Theoretical Aspects Community Based Health Insurance (CBHI)

Health safety is increasingly being recognized as integral part of any poverty reduction effort. (2). How
to finance and keep this safety is the question of most developing countries. Many governments of lower
and middle income countries (LMICs) have not been able to fulfill health care needs of their citizens and
faced challenges of raising sufficient funds to finance health services in equitable way. It reflected by
inefficient public health provision and by imposition of user fee charges for unacceptable quality of
service. (2, 3). To overcome the challenge, in recent years community based health insurance has been
promoted and implemented as part of health financing reform in many developing countries. (8).

Community based health insurance (CBHI) basically has the following characteristics among others.

a. It is established based on voluntary membership
b. It does not have the objective of making profit
c. Itsaim is to pool risks

d. Its ethics relies on mutual aid and solidarity.

e. Its main objective is to provide financial protection to members against the catastrophic out of

pocket expenditure.

In spite of these marvelous characteristics, community based health insurance (CBHI) could not be well
expanded and did not bring significant changes due to the fact that the membership enrollment is still at

lower level (6, 8).

The sustainability of community based health insurance (CBHI) scheme depends on the amount of
member the scheme have, the risk profile of the enrolled members, contract on providers, scheme
management and level of community participation but lower income countries face challenges to sustain
their community based health insurance (CBHI) schemes due to the schemes serve small proportion of

the eligible population with limited financial pool (1, 15).

Low enrollment rate reduce the opportunity of cross subsidization, affect financial sustainability,
endanger scheme sustainability and reduce the power to negotiate from health service providers on
quality of care. This situation back hinders the enrollment of communities in community based health

insurance (CBHI) schemes(9).



In Africa have 900 million community based health insurance (CBHI) membership eligible population
but only 2 million have enrolled that is 0.2% of the eligible population. The study conducted in 580
community based health insurance (CBHI) schemes show from which 95% have less than 1000 member
only cover 10% of the population. The study carried in sub-saharan countries also shows except Gahna
achieving 34% and Rwanda limited the enrollment rate on 10%. The scheme in addition to low

membership ratio challenged by fluctuation of membership status (3, 8, 13, 18).
Community Based Health Insurance in Ethiopia

Ethiopia has started CBHI program since 2011 with selected 13 piloted woredas. The pilot woredas
covered more than 1.6 million people, from which 90% are eligible for CBHI program. According to
Abt association report of 2015, in piloted woreda 46% of the eligible population enrolled in to the
scheme. The longitudinal study on penal data conducted on piloted woreda show the membership rate

reached 48%. From these membership 41% were payers while 7% were fee waivers of the scheme(11).

Majority (82%) of those who enrolled in the first year renewed their subscriptions, while 25% who had
not enrolled joined the scheme(19). Now the piloted program expand and cover around 198 woreda from
which 136 woreda schemes officially launch and register 33% of their eligible population and have been
started service(11). The study town has 5000 eligible households in 2011 and in 2015 have 2853
registered members which means 57 % of the eligible population from Ethiopian health insurance

agency report and they are expected to pay premium monthly.

2.2 Empirical Results of Community Based Health Insurance (CBHI) Dropout

The study conducted in different countries and region shows community based health insurance (CBHI)

enrollment affected by many factors with different significance and dimension.

In china farmers in high community reciprocity were 1.4 times more likely to join community based
health insurance (CBHI) than farmers in low reciprocity (20, 22). Feature health risk affect health
insurance enrollment. In china farmers who worry about feature health expenditure were 1.6-2.51 times
more likely to join the scheme than farmers didn’t worry. In accessibility of it might affect enrollment. It

determines quality of care and perception of households in health care delivery quality (23).



The cross sectional study conducted in Tanzania show the wealthy households were between 1 -12%

more likely to enroll than non wealthy(8).

The review of 25 studies conducted in seven countries reviewed the similar results in Cameron, Burkina
Faso and Malaysia but study conducted in Nigeria shows opposite result wealthy households and

individuals were less likely to enroll than less wealthy households (1, 8).

And also these study revealed that farmers have luxurary asset are 1.37-1.66 times more likely to join
the scheme than farmers don’t have. The farmers with junior education were 1.37-1.45 times more likely
to join the program than the illiterates (20). Households have additional member were 4.3% high chance
to enroll than those didn’t have. The same result on systematic review conducted in Nigeria but the

opposite on Burkina Faso (3, 8). Christians were 6.7% more likely to join the scheme than other religions.

The qualitative part of the study indicate quality of care in public service ,Jlow income level of the

community, occupation of the household and the premium level affect membership (8).

The descriptive cross sectional study in carried in Cameron results knowledge on the concept of
community based health insurance (CBHI) determines the enrollment decision of the households.
Awareness about community based health insurance (CBHI) scheme also associated with level of
education but not associated on sex, age, marital status, and monthly income of households. The

systematic review result on studies conducted Burkina Faso and Rwanda shows the same result (3, 7).

Education about health insurance affect level of membership .The study conducted in Cambodia shows
communities got education about the insurance were 33.8% more chance to participate in the program
(21).A systematic review of 25 studies conducted in different countries produced opposite results that
the studies conducted Nigeria, Gahna ,Mali, Senegal, Cameron and Burkina Faso young age(30-40 years)

individuals were more likely to pay than old age (3, 5).

Affordability of health insurance contribution rate is the major barrier to enroll specially for the poor’s.
The cross sectional studies conducted in Ghana shows 64% of uninsured communities are uninsured
because of they didn’t afford the premium. Among them 100% were in first and second income quintile,

52% lived in rural areas and 85% are male(13).



A study conducted in Ghana, Mali and Senegal showed that the contribution rate mostly regressive flat
rate it makes contribution expensive for the poor’s and lay the burden on the rich (13, 18). The discrete
choice experiment study in Cambodia indicate the change the premium price, the change in hospital fee
coverage rate ,communication frequency of the scheme with the community were highly affect the

larger size families than small household size families (24).

Occupations of individuals have association. The studies in Burkina Faso showed the urban dwellers
were less likely to join than rural dwellers (25). The opposite result showed in study conducted in Gahna
(3). Individual gender affects membership. Men’s were found to be willing to pay than women in studies
conducted on Burkina Faso and Nigeria (25, 26). The different result of studies conducted in Ghana ,Mali

and Senegal which revealed women leads were more likely to join the scheme (3).

Health related factors highly affect membership. Individuals or households perceived quality of care
were more likely to uptake than not perceived as reported in Burkina Faso and Nigeria, illness experience
negative relation on Burkina Faso study(25, 26) Health status also determinant as seen in studies
conducted in Cameroon and Nigeria (3). Distance from the health center positive determinant in up

taking the program as seen a studies conducted in Nigeria and Burkina Faso (1).

The study conducted in different method and region shows CBHI drop out affected by many factors with
different significance and dimension. An assessment of the literature suggests that there are four broad
sets of factors affecting dropout rate of CBHI enrollment. These are scheme affordability, the low
quality of care that may be accessed through the scheme, the health status of individuals and information
failures, which include poor understanding of insurance in general and inadequate information on how

to use the insurance scheme (10).

Two exceptions come from West Africa. One is a quantitative study of a community based health
insurance (CBHI) scheme in Burkina Faso which had been operational for three years and had a drop-
out rate of 30.9 to 45.7%. The study focuses entirely on demographic, economic and health-related
indicators and finds that female household head, increased age, lower education, fewer illness episodes,
fewer children or elderly in a household, poor health care quality, less seeking care, higher household

expenditure and shorter distance to the contracted health facility were correlated with increased drop-out

).



Other paper is a qualitative study from Guinea-Conakry where CBHI population coverage fell from 8%
of the target population to about 6% in the following year. The main reasons for non-enrolment and

drop-out were poor quality of care and inability to pay the premium (9, 10).

More recently, a study in Senegal showed that the more active the mode of participation, episodes of
illness the lower was its drop-out and, on the other hand, people who dropped out were less inclined to
actively participate, to trust management or to endorse the principles of risk-sharing (27). While a
negative perception of quality of care increased scheme drop-out. Perception of poor quality of health

services is identified as the most important determinant of dropout (15).

Health related factors highly affect drop out of CBHI. Member households were twice as likely to have
had an illness, accident or injury, and nearly twice as likely to have a disability, than drop out members.
They were more than twice as likely to be situated closer to a health service provider than drop out

members(19).

Quality of health care service is one of determinant for drop out of CBHI. Members were three times
more likely to report that health care access is an advantage of membership than dropout members. And
had a much higher probability of reporting that the quality of health service providers was satisfactory.
Three quarters of members felt that the quality of care of all the providers contracted by the scheme was

satisfactory, compared to half of drop out members(10).

Rates of active participation ranged between 8% and 48% for drop out members and 20% and 65% for
members. Members being more likely than drop out members to have heard of the scheme from a family

member or friend compared to another source(10).

Socio demographic characteristics affect drop out of CBH. Series of studies conducted in Burkina Faso
showed that factors resulting in high drop-out rates are similar to those resulting in low enrolment;
female household head, higher age or lower education of a household head, lower range of number of
illness episodes in the past three months, fewer children or elderly in a household, poor perceived health
care quality, less seeking care in the Past month positively effected on drop-out(9). Quality of care is an

important factor influencing enrolment and decision to drop-out of CBHI(21, 28).



The qualitative study revealed that those living far from the facility felt that they faced higher non
medical costs when seeking care (due both to the cost of transport and to the opportunity cost of seeking
care) and had therefore come to value community based health insurance (CBHI) as a tool to relieve
them at least of part of the financial burden they faced when sick (28). Since the study identified that

people living closer to the facility was also more likely to drop out.

The other studies also shows high dropout rate has been caused from factors of lack of adequate
customer information, lack of understanding of insurance concept and benefit package ,lack of trust in
insurer, perceived quality of health service, un affordability of contribution, time and frequency of
payment, level of education of household, gender of household ,religion and exemption service (8, 13,

20, 21).

Differently, a higher household expenditure and a shorter distance to the contracted health facility
increased the drop-out. The household heads in the drop-out group had a significantly lower education
than in the non-drop-out group. The households in the drop-out group also had a significantly higher

household size, were more likely to live in the town (9) .

In the case of Ethiopia's CBHI scheme, it was found that households that had greater knowledge about
the community based health insurance (CBHI) scheme and those who had actually used services through
the scheme were more likely to renew their contracts (29). There is longitudinal study conducted in 13
piloted woredas. This study was conduct in a cross sectional study design, with household survey
because of time of study and financial barrier. The study area has high dropout rate among 13 piloted
woreads. This study will identify the main factors enhancing households to drop out of CBHI in
Yirgalem town and it will useful to woreda scheme to better plan and decision and to working

strategically
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3 Objectives
3.1 General objective of the study

To identify the main factors associated with the dropout of community based health insurance (CBHI)

members from community based health insurance (CBHI) scheme.

3.2 Specific objectives

1. To determine the effects of demographic trait on dropout rate from community based health

insurance (CBHI) schemes.

2. Effects of socioeconomic status on dropout rate from community based health insurance (CBHI)

schemes.

3. To determine effects of scheme related factors on dropout rate of community based health insurance

scheme.

11



4. Methods and materials

4.1 Study areas
The study was conducted in yirgalem town which is one of piloted town among13 first piloted woredas,

located in the sidama zone of SNNP Regional State. It is located about 260 Km from Addis Ababa, the
capital city of Ethiopia and 60km to the south west of Hawassa town, the capital of SNNPR; it has 13
kebeles and 5000 households who are eligible for community based health insurance (CBHI). According
to the Central Statistical Agency’s 2007 population census, the 2017 projected population estimation is
76,000 of which the female population accounts for 36,000 and the male population is 40,000.
Regarding the health care facility, the town has one public hospital and one government health centers
and 20 different levels of private clinics and non-governmental clinics. The town is one of the piloted in
SNNP region and has been started CBHI since 2011and give health service by make agreement with

health center and hospital.

4.2 Study period
The data collection was conducted during the period of January 1-15, 2018

4.3 The study design

Community based cross sectional study design was employed using interviewer administered

questioners and supplemented by qualitative in-depth interviews.

4.4 Source of study population
All households who were members of community based health insurance (CBHI) and now dropped out

from community based health insurance (CBHI) after one year of scheme function started and who

renewed their subscription for at least one year in Yirgalem town.

4.5 Study population
Households who are drop out from community based health insurance (CBHI) scheme and who

renewed their subscription for one year in Yirgalem town.

4.5.1 Inclusion criteria
Sampled respondents who were members of community based health insurance (CBHI) but now

drop out and who renewed their subscription for one year.
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4.5.2 Exclusion criteria
New members of community based health insurance (CBHI) during the time of data collection. i.e

Whose enrolment is less than one year and also those households who are user of fee waivers of

scheme.

4.6 Sample size determination
The sample size determination was done by using a formula for double population proportion as per the

following assumption: 95% confidence level with margin of error (0.05).
Proportion: proportion pl of dropout of CBHI and p2 proportion of renewed from pilot sample study
p1=0.75 and p2=0.65 were taken from pilot study respectively.

r

(:" al2 Wﬁ T g *i.r'!l.P: Gy T Prs }
A2

=1y =

g =1—p.

A\2=P1-p2

n= sample size required
7= 95% confidence interval (1.96)
d= margin of error (5%)

Considering the above assumption, the sample size, n1=n2 was calculated as shown below:

nl=n2=(1.96v2 x 0.1 X 0.9+0.84+/0.75 X 0.25 + 0.65 X 0.35)?

1.96v2 x 0.1 X 0.9 + 0.84v0.75 X 0.25 + 0.65 X 0.35)?
0.12
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(1.9610.18 + 0.84v/0.1875 + 0.2275)2
0.12

(0.8316 + 0.5411)?
0.12

(1.373)2
(0.1)2

nl=n2 =188 I need approximately 188 subjects in each group
And the total sample size = 376

4.7 Sampling procedure

For quantitative study, since six kebeles were introduced community based health insurance (CBHI)
among 13 kebeles three kebeles were selected by using simple random sampling method from the
introduced six kebele. Then proportionate allocation of the sample for the respective kebeles, and lastly
systematic sampling technique used for each kebele and applied to identify the required sample after
determining the eligible groups in the respective kebele households. For selecting the study participants,

the households were selected every 4" interval for selected kebeles.

Qualitative study; using purposive sampling method six in-depth interviews with community based
health insurance scheme officers and four kebele managers were interviewed. This is because of the
assumption that they have the greater and detailed information about the issue in question. In-depth
interview provide much more detailed information about community based health insurance. It also may
provide a more relaxed atmosphere to collect information. People feel more comfortable having

conversation with the researcher about their program.
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Three kebele and total sample size 376 and 188 for each group

Figure: 1 sampling procedure

15



4.8 Study variables

4.8.1 Dependent variable

Drop out of CBHI membership

Dropped out=1 and Renewed =0

4.8.2 Independent variable

By considering different literatures studied on dropout from community based health insurance

in different countries the independent variables that affect the dependent variable were listed

below. So I used this variable by hypnotizing them.

Demographic variables (age, gender, marital status and household size)

Scheme related variables (contribution amount, benefit package, contribution collection
time and frequency, scope of illness covered by the scheme, distance of the contracted

health facility from members home,)

Socio-economic variables (income, social practice experience and educational level)
Quality of health service

Trust of the program

Types of informal occupation

Distance from contracted health facility

Year of enrollment

Hypothesis

HO: above the mentioned independent variables will not affect the dependent variables CBHI

drop out vs H1: the above mentioned independent variables will affect the dependent variable

CBHI dropout.
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4.9 Data collection procedures:

For quantitative study a comparative based cross-sectional study design was employed, using an
interviewer-administered structured questionnaire and for qualitative study open ended in depth
questions to dig out additional information’s which did not cover the questioner .The questionnaire were
prepared by investigator, First prepared in English and then translated to Amharic language and then
again back translated to English by expert knows both language to check the translation consistency.
And also the scheme’s reports of drop out, membership data and other relevant registration books were

review.

The data collection was carried after getting permission from CBHI office of Hawassa district and
woreda CBHI scheme. Data were collected at respondent’s home for households and work place CBHI
scheme workers and kebele managers. The data collection was carried out with the time period January

2018.

4.10 Personnel /data collectors
The number of data collectors and the time need for complete interview was estimated based on sample

size. Four data collectors in community based health insurance scheme were recruited as data collectors
for 15 days and training was given for two days on the objectives, relevance of the study and data
collection techniques such as, interview techniques, confidentiality of the information, participants'
right, information consent, and practical demonstration of the interview. Finally, the structured
questionnaires were used for data collection. Two CBHI scheme officers were assigned as supervisors.
The supervisors followed all the data collection procedures and reviewed all questionnaires on daily
basis for completion, clarity, and proper identification of the respondents. Supervisors and data
collectors were daily discussed, on faced problems during data collection until the data collection was

accomplished.

4.11 Operational definition
o Benefit package :expected returns from the insurance
e Community based health insurance: one segment of health insurance initiated by government

to serve communities engaged in informal sector
e Contribution : behalf of the calculated premium rate which the household should be paid to

being a member
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e Dropout: house hold who don’t renewed their membership after a year(HHs who discontinue
their membership)

¢ FEligible households : households working in informal sector and living permanently

e Member: households join to CBHI by paying the pre-set contribution and receive the scheme
identification card

e Household: head of the family

e Permanent: households living greater than 6 month in the study area

4.12 Data quality management
To attain data quality, the questioner was pre-tested, the data was checked for completeness, accuracy,

and those find missing in addressing important variables like the outcome and other important variables
was discarded. The data were stored in a secure place for confidentiality and in time when the data was

need for a backup of the data.

4.13 Data analysis procedure
The collected data were cleaned, coded and entered into SPSS version for descriptive and regression

analysis. Two step (bivariable and multivariable) logistic regressions analysis were done for objective
one and two i.e to determine effects of demographic traits and socio economic status on dropout
respectively while for the third objective to determine effects of scheme related factor I used Pearson
correlation analysis to see its linear associations of dependent variable dropout with scheme related
variables; 95% confidence interval and p-value <0.05 power 80%. Potential predictors of dropout
community based health insurance were assessed by using contingency table. The results were presented
in the form of tables, figures, and text using frequencies and percentage to describe the study population
in relation to relevant variables. The degree of significance and magnitude of bivariate association was
assessed using binary logistic regression and its corresponding odds ratio and 95% confidence interval.
All independent variables with p-value <0.25 in bivariate analysis were subjected to fit a multivariable
logistic model for dropout/renewed and identify the independent contribution of each variable for the
out-come variable. Finally, variables identified as associated (P < 0.05) with dropout CBHI through

multivariable logistic regressing analysis were reported as predictors of dropout.
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4.14 Model

community based health insurance(CBHI) involves dichotomous decision renewal of their subscription
or dropped out from community based health insurance (CBHI) This situation will result in the outcome
variable (variable of interest) to be binary in nature. When the outcome variable is dichotomous, the
possible binary regression model is the linear probability model (LPM) in which the binary response
variable is regressed on the relevant explanatory variables by using the standard OLS methodology. But
linear probability model (LPM) suffers from several estimation problems due to its restrictive
fundamental assumption that the probability of something happening increases linearly with the level of
the explanatory. This very restrictive assumption can be avoided if we use the logit and probit
models(30).

Logit models impose the condition that predicted values must be on the unit interval, and produce
consistent covariance matrix estimates assuming the distributional assumptions are correct. On the other
hand, linear regression models have the disadvantages that predicted values may by less than zero or
greater than one, and that the OLS covariance matrix estimate is inconsistent (31).

Therefore, this study will use logit model where the dependent variable is the log of the odds ratio, which
is a linear function of the predictors. If the data are available at the individual or micro level, nonlinear-
in-the-parameter estimating procedures (maximum Likelihood) can be employed to estimate the
parameters of predictors.

The logit model can be as:

Y=0+BXi +ujeeooo 1

Where:

Y= is a dichotomous dependent variable

[1= constant

;= parameter of X; predictor

X;=1s it independent variable in the model

u;= 1s the error term

More specifically for this study the above stated model can be written as follows to express CBHI

dropped out from CBHI scheme
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CBHI dropout = By + P,AG; + BsED; + B,FS; + BsGHH; + B4CCTF; + B,QHS; + BeTP; + PoCPHS; + ByoFHEI +
Buali + B1oSPEi + Py3CAi + By4BPi + BysTIO: + B1DHF + u;..... 2

Where:

CBHI dropout = The outcome variable taking a value of 1 if members of CBHI dropped out from CBHI
scheme and 0 other wise.

AG =Age of the households

ED =Educational level of the households

FS =Family size

GHH = Genders of house hold head

CCTF = Contribution collection time and frequency)
QHS =Quality of health service

TP = Trust of the program

CPHS = Current and past health status

FHE =Feature health expectation

I = Income,
SPE = Social practice experience
CA = Contribution amount,

BP = Benefit package
TI10 = Types of informal occupation
DHF = distance of health facility
From the above stated model the probability of dropped out from CBHI scheme is given by the

expression p; = 1_1 where z; = f; + B,X; and the probability of renewal of their subscription is

e %

given

asl—p; = Hence, the log of the odds ratio is the natural log of the two probabilities i.e. (i).
1-p;

1+e%i’
However, the basic disadvantage of the logit model is the coefficients it is difficult to interpret the
coefficients of the estimated model and we depend our interpretation on the odds of occurrence of an

event by estimating the odds ratios.
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4.15 Analysis of qualitative data:
Qualitative data was transcribed, analyzed manually using the thematic area analysis approach

4.16 Ethical consideration
The actual data collection was started after ethical clearance letter obtained from AAU of Ethical

Review Committee (ERC) of college of health Sciences, School of Public Health, and support letter was
obtain from SNNPR Health Bureau regional state and Yirgalem town CBHI scheme. Formal letter of
cooperation were taken to each Kebele from town CBHI scheme and verbal consent was obtain from
individual participant by explaining the aim of the research. Participants were inform that participation
are voluntary, they have full right to refuse from participation or withdraw from the study at any time
they want, without losing any of their right not force to stay in study and individual confidentiality is

secure.

4.17 Dissemination of results
The final study report is submitted to yirgalem town of CBHI scheme and SNNP Regional Health

Bureau, sidama administrative zone and Ethiopian health insurance agency and thesis will also be

submitted to AAU College of Health Sciences, School of Public Health and as hard and soft copy.
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5 Results

In this chapter, the major findings of the study based on the data obtained through household
interview and in-depth interview for CBHI scheme officers and kebele managers are presented,
analyzed and interpreted. The data are presented and organized in a sequential order in line with the

specific objectives stated under the first chapter of the thesis.

5.1 Background Characteristics of Respondents

The background characteristics of respondents consisting of their sex composition, age group,
marital status, household size, educational level of head of the household, religion, ethnicity,
occupation and income of households.

Out of 376 respondents identified for the study, 188 were for households who renewed their
memberships while the rest 188 were households who did not renew their CBHI membership. All of
376(100%) were responded to the interview.

5.2 Sex, Age Composition and Marital Status of the Respondents
Of the total head of household respondents, majority of the respondents were females 295 (78.5%).

The mean ages of the respondents were 47.7, while the minimum and the maximum age was 24 and
81 respectively. About 225 (60%) of households were in the age group 24-49 while 151 (40%) of
them was 50 and above 50 years. In line with marital status of households majority of the
respondents were married constituting 349(93%). The dominant religion was orthodox173 (46%)
followed by Protestant religion followers 145(39%). And also the dominant ethnic group was
sidama, constituting 172 (46%).

5.3 Educational Level of Respondent
Regarding to educational status of households 93 (25%) of the respondents were junior secondary

(5-8), 106 (28%) of the study participants were elementary (1-4), 59 (16%) of households were
reads and write only and 52 (14%) of households were illiterate,43(11%) of households were

secondary (9-10) and 23 (6%) of households were sinor secondary and above.

5.4 Family Size of the Respondent
Concerning family size of respondents, 220 (59%) of households have five and less than five family

members and 156 (41%) of households have more than five family size.
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5.5 Respondents Level of Income
With regard to wealth status of study participants were determined by dividing the respondents based

on their total assets into three status as low income, middle income and higher income after
determining the asset amount ceilings; The classification of households into three wealth groups’
considered the assets of the entire sample. 203 (54%) of households were low income, 88 (23%) of

households were middle income and 85 (23%) of households were high income households.

5.6 Respondents’ occupations
Concerning to their occupation 113(30%) of households were daliy labour, 128(34%) of households

were merchants, 30(7%) of householdd were farmer and 47(13%) of households were house wife.

5.7 Years of enrollement
The respondents were asked about their year of enrollment and according to their responses, 206(55%)

of households were enrolled for less than three years and 170(45%) of households were enrolled for
more than three years.

Table 1 Socio-economic and Demographic Characteristics of Respondents

Independent Category Dropout Total Total
variables No Yes Frequency percent
Sex Male 42(11.1%)  41(10.9%) 81 22
Female 146(38.8%)  147(39%) 295 78
Age 24-49 116(31%) 109(29%) 225 60
>50 72(19%) 79(21%) 151 40
Education Illiterate 10(3%) 40(10%) 50 13
Read and write only ~ 37(8.85%) 32(8.5%) 69 18
Elementary (1-4) 56(15%) 40(10.5%) 96 25.5
Junior secondary (5-  50(13.5%)  43(11.5%) 93 25
8)
Secondary (9-10) 23(6%) 22(5%) 43 11
Sinor secondary (11- 12(3%) 11(3%) 23 6
12) and above
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Religion

Ethnicity

Marital

status

Occupation

Family size

Wealth

status

Year of

enrolled

Orthodox
Protestant
Catholic
Muslim
Sidama
Amhara
Guragie
Oromo
Selita
Welayita
Single
Married

Divorced/separated

Widower/widowed

Farmer

Petty trader

Daily labour

Merchant
Others
<5

>5

Low
Medium
High

1-3

3-7

86(23%)
66(17.5%)
2(0.5%)
36(8.5%)
76(20%)
57(15%)
29(8%)
8(2%)
11(3%)
7(2%)
7(1.5%)
170(45%)
4(1%)
7(1.9)
12(3.2%)
27(7.2%)
56(15%)
55(14.5%)
38(10.3%)
113(30%)
75(20%)
111(30%)
44(11.5%)
33(8.7%)
93(25%)
95(25)

87(23%)
79(21%)
0(0%)
20(6.5%)
96(26%)
41(11%)
19(4%)
13(3%)
5(1%)
14(3%)
2(0.5%)
179(47.6%)
2(0.6%)
5(1.1%)
18(3.8%)
4(1.8%)
57(15%)
73(19.5%)
36(9.85%)
107(28.5%)
81(21%)
92(24%)
44(11.5%)
52(14%)
113(30%)
75(20%)

173
145

56
172
98
46
21
17
21

349

30
31
113
128
74
220
156
203
88
85
206
170

46

38.5

30
34
20

58.5
41
54
23
23
55
45
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5.8 Demographic taits of households
From the total study participants 148(39%) of households were female and 40(10.9%) of households

were male that were dropped from CBHI scheme while 147(38.8%) were female and 41(11.1%) were
male from households who renewed their CBHI membership.

Additionally 109(29%) of households were in the age group of 24-49 years and 78(21%) of households
were above 50 years were from dropped out households while 116(31%) of households were in the age

group of 24-49 and 72(19%) were above 50 years old were households who renewed their CBHI cards.

The main aim of community based health insurance is to help members to meet costs of treatment when
the family member fell ill, and this was important because of the uncertainty associated with illnesses
and the high costs of treatment. Household head who is members of community based health
insurance(CBHI) whose family members are above 18 years old did not renewed community based
health insurance (CBHI) cards because the program excludes their children of this age group to use the
health care service from the contracted health facility. (In depth interviewee kebele manager man age

50)

Concerning to their marital status of households 179 (47.6%) of households were married, 2 (1%) of
households were single, 5 (1.1%) of households were widowed and 2 (0.6%) of households were
divorced from the dropout households while 170 (45%) of households were married, 7(1.9%) of
households were single, 7 (1.9%) of households were widowed, 4 (1%) of households were divorced

households who were renewed their CBHI cards.

Community based health insurance is introduced to reduce out of pocket payments and improve access
to health care services especially for rural community and for those informal sectors. But from the
marital status of married family groups one of the household head is informal sectors worker and his
wife is employers of the government office worker and there is no clear rule to enroll; even if they enroll
and his wife cannot use the services because her job prevents to use health care service from the
contracted health facility by using community based health insurance card. When this condition happen
house hold head did not renew his service card and discontinued from CBHI programs. (In depth

interviewee kebele manager man age 45).

From study participants concerning to their family size 107 (28.5%) of households have five and less

than five family members and 81(43%) of households have more than five family size from dropout
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household members where as 113 (30%) of households have five and less than five family members and

75 (20%) of households have more than five family size in renewed household groups.

And also community based health insurance members that have large family size said that even though
the premium payment is equal irrespective of family size it is difficult to us to renew CBHI card as we
have large family size it is difficult to eat them to buy cloths school materials such as uniform, exercise
book, pen , pencil etc and it’s better to eat them rather than paying premium.( In depth interviewee
kebele manager man age 45)

Table 2: Demographic traits of respondents

Independent Category Dropout Total Total
variables No Yes Frequency percent
Sex Male 42(11.1%)  41(10.9%) 81 22
Female 147(38.8%)  148(39%) 295 78
Age 24-49 116(31%) 109(29%) 225 60
>50 72(19%) 79(21%) 151 40
Marital Single 7(1.5%) 2(0.5%) 9 2
status Married 170(45%)  179(47.6%) 349 92.6
Divorced 4(1%) 2(0.6%) 6 1.6
Widower/widowed 7(1.9) 5(1.1%) 12 3
Family size < 5 113(30%) 107(28.5%) 220 58.5
>5 75(20%) 81(21%) 156 41

5.9 Socio economic status households
From the total study participants 43 (12%) of the respondents were junior secondary (5-8), 40 (11.5%)

of the study participants were elementary (1-4), 32 (8.5%) of households were reads and write only and
40 (11.5%) of households were illiterate from the households who were dropped from CBHI scheme 56
(14.5%) of households were elementary(1-4), 50 (13%) of study participants were junior secondary (5-
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8), 37 (8.85%) of households were who reads and writes only were from the households who were

renewed their CBHI membership.

And also from study participants 92 (24%) of households were low income, 44 (11.5%) of households

were middle income and 52 (14%) of households were high income households from dropout household

members while 111 (30%) of households were low income, 44 (11.5%) of households were middle

income and 33 (8.5%) of households were high income households were from renewed household

groups.

When CBHI members fill ill and go to the contacted health center and if there is no laboratory

instrument and drug in the pharmacy of health center they must refer to yirgalem hospital but this was

not done instead they order to private clinic incurred for un expected catastrophes health care

expenditure. (In-depth interviewee man kebele manager, age- 55).

Table 3: Socio economic status of respondents

Independent Category Dropout Total Total
variables No Yes Frequency percent
Education Illiterate 10(3%) 40(11.5%) 50 14.5
Read and write only ~ 37(8.85%) 32(8.5%) 69 18
Elementary (1-4) 56(14.5%)  40(11.5%) 96 25.5
Junior secondary (5- 50(13%) 43(12%) 93 25
8)
Secondary (9-10) 23(6%) 22(5%) 43 11
Sinor secondary (11- 12(3%) 11(3%) 23 6
12) and above
Welayita 7(2%) 14(3%) 21 5
Wealth Low 111(30%) 92(24%) 203 54
status Medium 44(11.5%)  44(11.5%) 88 23
High 33(8.7%) 52(14%) 85 23
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6 Scheme related characteristics of households and single most important reasons not to
renewed CBHI membership

Households who did not renew their CBHI membership were asked to state their reasons why they drop
out their CBHI membership. Out of 188 study participants 53(28%) of households said since scope of

illness covered by the scheme is limited we still pay other additional costs for the treatment.

The contracted health center has limited health care services most of the time have no drug in the
pharmacy and un functional laboratory instruments; so members are ordered to private clink without

reimbursement. (In-depth interviewee man kebele manager, age- 40).

39(20.8%) of study participants said that we dropout becuse the contracted health facility is far away

from our home.

CBHI members whose home is far from the contracted health facility incurred for additional cost of
transportation. Especially those members whose home is near to Yirgalem hospital have no interest to
renew because the contracted health facility is Yirgalem health center if the case is beyond the health
center they may be refers to Yirgalem hospital. But members whose home is near to Yirgalem hospital
but far from Yirgalem health center wants directly to go Yirgalem hospital without reference system
which is impossible with the rule and regulations of CBHI. That is why households whose home is near
to Yirgalem hospital became dropout from the scheme. (in-depth interviewee woman CBHI office

worker, age- 40)

37(19%) of households said that because of time and frequency contribution is not optimum to me,
Both the poor and the rich contribute the same amount in premium .One of the challenges to renew
was time and frequency of contribution. the time of premium payment is collapsed with the start of
school of their children so members have incurred for additional expenditures to buy school materials
for their children, and also it is around holiday celebration time especially the poor were unwilling to

renew because they cannot afford it easily.(in-depth interviewee man kebele manager , age- 65).

30 (16.8%) of study participants were because of community based health insurance (CBHI)

contribution premium is expensive for me.
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Payment to CBHI scheme was 126 ETB per year when the scheme starts but this payment increases to
300 ETB per year because of the CBHI income and its expenditure is not balanced as the scheme said
and now members have to pay 250 ETB per year even if they did not use any service at that time the
increment of the premium forced the members to discontinue the program. (In-depth interviewee woman

scheme officer, age- 28).

29(15.4%) of study participants were because of the health facility contracted do not give proper health
care service.

In yirgalem town there is only one government health center s and its population is around 7760083which is
beyond its capacity ,always crowded by the patients and give low quality of health care services. Because of low
health care services members do not renewed membership card. (In-depth interviewee man CBHI scheme

officer, age- 35).

In the contracted health facility CBHI members are not treated equal as non members were especially in
pharmacy room if members of CBHI and non member of CBHI come to buy drug on the same time,; non
member will get the service first because they pay directly from out of pocket; and the members think as
health professionals have negative attitude for us because we are not pay directly from out of pocket and

they discontinued CBHI program. (In-depth interviewee man kebele manager, age- 65)

Table 4: Scheme related and single reasons not to renewed CBHI membership

Single Reason for not renewed membership Frequency Percent
CBHI premium is expensive for me 30 16.8
The health facility contracted do not give proper /sufficient health 29 15.4

care service
Since Scope of illness covered by the scheme is limited we still 53 28

pay other additional costs for the treatment

Since the contracted health facility is far away from our home 39 20.8
Time and frequency contribution is not optimum to me 37 19
Total 188 100
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Figure 2: Reasons contributed to not to renewed CBHI membership

6.1 Single most important reasons for renewing CBHI membership

Concernig reasons why households renewed their membership for this year out of 188 study
participants 69 (36.7%) of them were to protect their family from unexpected catastrophic health
expenditure, 39 (20%) of households said the amount of CBHI contribution is cheaper than out of
pocket payments to get health care services, 26 (14%) of study participants said because of perception
of good quality of health care services, 23 (12%) of them since The benefit package of CBHI is good
and I benefit from the scheme, 21(12%) of them said that at least one household member used health
care service in this year and

10 (6%) in order to use modern health care services.

Table S Reasons for renew membership

Single Reason for renewing membership frequency Percent
To use modern health care services 10 6
At least one household member used health care service 21 12
Perception of good quality of health care 26 14
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The amount of CBHI contribution is cheaper than out of pocket 39 20

payments to get health care services

To protect my family from un expected catastrophic health 69 36.7
expenditure
The benefit package of CBHI is good and I benefit from the 23 12
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Figure 3: Reasons contributed for renewing CBHI membership

6.2 Bivariate analysis

The result of bivariate analyses of socio-demographic variables in binary logistic regression showed that
age, educational status, wealth status of respondents, types of occupations and years of enrollment were

found to be significantly associated with drop out of CBHL

The result of bivariate analysis revealed that dropout of households with age group 24-49 was similar
with /no difference/ renewal of households with the same age group. COR = 1.00; 95% CI (1.00, 1.00).
Educational status had association with dropout of CBHI membership. Illiterate households were 1.7 times more
likely to dropout from CBHI than sinor secondary (11-12) and above, COR= 1.7; 95% CI (0.365, 1.00).
Occupations of households have association with dropout of CBHI. Dropout of merchant households were

2.8 times more likely than farmer households, COR= 2.8; 95% CI (1.4,-5.6).
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Households® wealth status has association with dropout of CBHI. Houscholds with wealth status of low
income were 2 times less likely to drop out from CBHI than those medium wealth statuses, COR= 2.02; 95% CI
(1.17, 3.50). While households with higher income group were 1.96 times more likely to drop out than those
middle income groups, COR = 1.96; 95% CI (1.04, 3.69).

Time of enrollments have association with dropout. Those households who were enrolled for 1-3 years were 1.3
times more likely to drop out their CBHI membership than those members enrolled for 3-7 years, COR= 1.3;
95%CI (1.07, 1.45).

Table 6: Bivariate analysis of dropout of community based health insurance

Independent Category Dropout Crude P-
variables No Yes OR(95%CI) value
Sex Male 42(11.1%)  41(10.9%) 1.00 1.00
Female 147(38.8%)  148(39%) 1.35(0.724,2.53)  0.455
Age 24-49 116(31%) 109(29%) 1.0(1.00,1.00) **  0.047
>50 72(19%) 79(21%) 1.00 1.00
Education  Illiterate 10(3%) 40(11.5%)  1.3(0.365, 1.00) **  0.02

Read and write only ~ 37(8.85%)  32(8.5%)  1.060(0.617,1.819)  .180
Elementary (1-4) 56(14.5%)  40(11.5%)  0.381(0.038,3.78)  .873

Junior secondary (5-  50(13%) 43(12%)  1.506(0.871,2.606)  .469

8)
Secondary (9-10) 23(6%) 22(5%) 1.619(0.704,3.722)  0.667
Sinor secondary (11- 12(3%) 11(3%) 1.00 1.00
12) and above

Marital status  Single 7(1.5%) 2(0.5%) 0.833(0.186,3.73) 0.756
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Married 170(45%)  179(48.4%)  2.085(0.983,4.42) 0.899
Divorced/separated 4(1%) 2(0.6%) 0. 870(0.293, 2.58) 0.657
Widower/widowed 7(1.9) 5(1.1%) 1.00 1.00
Occupation  Farmer 12(3.2%) 18(3.8%) 1.00 1.00
Petty trader 27(7.2%) 4(1.8%) 1.2(0.55,2.65) 0.188
Daily labour 56(15%) 57(15%) 1.9(1.431,4.60) 0.123
Merchant 55(14.5%)  73(19.5%) 2.8(1.4,-5.6) ** 0.022
Others 38(10.3%)  36(9.85%)  0.56(0.592,0.836)  0.345
Familysize <5 113(30%) 107(28.5%) 1.00 1.00
>5 75(20%) 81(21%) 1.06(0.938,1.19) 0.34
Wealth status Low 111(30%) 92(24%)  2.03(1.17,3.50) **  0.022
Medium 44(11.5%)  44(11.5%) 1.00 1.00
High 33(8.7%) 52(14%)  1.96(1.04,3.69) **  0.02
Year of 1-3 93(25%) 113(30%)  1.25(1.08,1.45) **  0.01
enrolled 3-7 95(25) 75(20%) 1.00

6.3 Multivariate analysis
In the multivariate logistic regression analysis associated variables was performed to identify

independent predictors’ for drop out of CBH. Educational status of respondents, wealth status, types of
occupations and years of enrollment were factors affecting drop out of CBHI. Educational statuses of
respondents were found to be an associated factor of drop out CBHI. Households who are illiterate were
1.73 times more likely to drop out of CBHI than those who were sinor and above, AOR = 1.73, 95% CI
(0.365, 0.566).
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Dropout of merchant households were 2.6 times more likely than farmer households, AOR = 2.6; 95%
CI (1.7,3.5) Households with wealth status of low income were 2.5 times less likely to drop out from the
CBHI than those medium wealth statuses, AOR = 2.5; 95% CI (1.89,3.40). And also households with
higher income group were 1.58 times more likely to drop out than those middle income groups, AOR =
1.58; 95% CI (2.04, 4.89).

Those households who were enrolled for 1-3 years were 1.9 times more likely to drop out their CBHI

membership than those members enrolled for 3-7 years, AOR = 1.9; 95%CI (1.29,3.44)

Table 7: Multivariate analysis of dropout of CBHI

Independent Category Dropout Crude P-
variables OR(95%CI
No Yes (95%CI) value
Education  Illiterate 10(3%) 40(11.5%) 1.73(0.365, 0.566)  0.01

Read and write only ~ 37(8.85%)  32(8.5%) .675(0.818,2.819)  .360
Elementary (1-4) 56(14.5%)  40(11.5%)  0.381(0.038,3.78)  .523

Junior secondary (5- 50(13%) 43(12%)  .506(0.671,3.806) 444

8)
Secondary (9-10) 23(6%) 22(5%) 1.32(0.904,5.22) 0.767
Sinor secondary (11- 12(3%) 11(3%) 1.00 0.336
12) and above

Occupation  Farmer 12(3.2%) 18(3.8%)  1.4(1.561,2.10) 0.344
Petty trader 27(7.2%) 4(1.8%) 2.1(0.577,1.65) 0.238
Daily labour 56(15%) 57(15%) 1.00 0.546

34



Merchant 55(14.5%)  73(19.5%)  2.6(1.4,-5.6) ** 0.01

Others 38(10.3%) 36(9.85%) 0.56(0.592,0.836) 0.345
Wealth status Low 111(30%) 92(24%) 2.5(1.89,3.40) ** 0.00

Medium 44(11.5%) 44(11.5%) 1.00 1.00

High 33(8.7%) 52(14%) 1.58(2.04,4.89) **  0.01
Year of 1-3 93(25%) 113(30%)  1.9(1.29,3.44) ** 0.00
enrolled

3-7 95(25) 75(20%) 1.00

6.4 Analysis of Pearson correlation of dropout of CBHI with scheme related characteristics

To examine relationship between dropout of CBHI and scheme related characteristics such as limited
scope of illness covered by the scheme ,distance from health facility, un optimum time and frequency
contribution, quality of health care service Pearson correlation was employed. As a result, the test
statistics showed that there is statistically significant slightly week positive relationship between dropout
of CBHI and those variables. Limited scope of illness covered by CBHI scheme is one challenge in
CBHI because members will pay other additional payment for treatments. Limited scope of illness
covered by the scheme is positively correlated with members to drop out from their membership
(r=0.474 at p=0.00). Similarly, to drop out from CBHI, households consider distance of health
institution from their home. As distance of health institution from home increases, people opened for
additional transportation and other health related costs like bedroom and food, then increase their
interest of drop out from the program. There is slightly week positive relationship between distance and
drop out from CBHI (r=0.405 at p=0.00). Additionally, for CBHI members time of premium
contribution and frequency contribution is important factor either to renew or dropout from CBHI. There
is also slightly week positive relationship between dropout of CBHI and un-optimum time and
frequency(r=0. 294 at p=0.00). Finally members will perceive proper health care service with pre
payment they pay. But they may get improper health care service i.e long waiting time, no drug in the

pharmacy, no functional laboratory instruments in the contracted health institution.
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Improper health care service forced members to drop out from CBHI, there is also slightly week positive

relationship between dropout of CBHI and quality of health care services (r=0. 289 at p=0.00)

Table 8: Analysis of Pearson correlation between dropout of CBHI and scheme related variables

Scheme related characteristics

Reasons to dropout

Frequency & percentage

Dropout of CBHI

Test statistics

Significances at

p=<0.05
Scope of illness covered by 53(28%) Pearson 0.00
the scheme is limited correlation
Distance health facility 39(20.8%) Pearson 0.00
correlation
Un -—optimum time and 37(19%) Pearson 0.00
frequency contribution correlation
Improper health care service ~ 29(15.4) Pearson 0.00
correlation
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7 Discussions

This study tried to identify reasons and factors affecting drop out of CBHI membership in Yiregalem
town 2018. Series of studies conducted Burkina Fas shows that factors resulting in high dropout rate are similar
to those resulting in low enrollment (25). Educational statuses of respondents were found to be an
associated factor of either to drop out of CBHI. Households who are illiterate were 1.73 times more
likely to drop out from CBHI than those who were sinor and above, AOR = 1.73, 95% CI (0.365,
0.566). The finding of this study is comparable with studies conducted in Nouna, Burkina Faso where

the households in dropout group had a significantly lower education than non drop out group(25).

Socio economic statuses affect households to dropout from CBHI. People get more power to define and use
different alternatives if his income is high. If people have enough money or income, they are not interested to
renew their membership from the fact that they have the power and resistance for any occurrence of health shock
in the future. Households who were renewed indicate that they are not quite sure about the future and want to
protect themselves from unexpected occurrence of health shock at any time. This study found that, households
with wealth status of low income were 2.5 times less likely to drop out from the CBHI than those medium wealth
statuses, AOR = 2.5; 95% CI (1.89,3.40). While households with higher income group were 1.58 times more
likely to drop out than those middle income groups, AOR = 1.58; 95% CI (2.04, 4.89). The finding of this study is
comparable with studies conducted in Nigeria where wealthy households were less likely to enroll than less

wealthy households. But opposite result was conducted in Tanzania (8, 26).

Occupations’ of households have associations with dropout of CBHI. Most of the time merchant
households are urban dwellers. Dropout of merchant households were 2.6 times more likely than farmer
households, AOR = 2.6; 95% CI (1.7, 3.5). The finding of this study is comparable with studies

conducted in Burkina Faso and Gahna where urban dwellers were less likely to join (25, 32).

The finding of this study also revealed that one of the reasons for drop out of CBHI were scope of
illness covered by the scheme is limited and members are incurred for additional expenditure for
treatment.

Limited scope of illness covered by CBHI scheme is one challenge in CBHI because members will pay
other additional payment for treatments. Limited scope of illness covered by the scheme is positively

correlated with members to drop out from their membership (r=0.474 at p=0.00).
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The finding of this study is comparible with studies conducted in India, where limited benefit package

were the primary reasons for dropping out of CBHI (17)

Distance from health institution is one of the reasons and is correlated with dropout of CBHI. As
distance of health institution from home increases, people opened for additional transportation and other
health related costs like bedroom and food, then increase their interest of drop out from the program.
There is slightly week positive relationship between distance and drop out from CBHI (r=0.405 at
p=0.00). The finding of this study is comparable with studies conducted in Nigeria and Burkina Faso but

opposite result seen in india where the nearest household where dropped out than the far (17, 25, 26).

Moreover, the time scheduled by CBHI committee members and the frequency of premium collection
were one of the reason to dropout of CBHI. Respondents reported that it is not convenient to settle the
payment on time. This situation forced them to drop out their membership There is also slightly week
positive relationship between dropout of CBHI and un-optimum time and frequency(r=0. 294 at
p=0.00).. The finding of this study was also comparable with studies conducted in Tanzania, Ghana,

Bangladesh, and China (8, 13, 20).

The findings of this study also showed that community based health insurance contribution premium is
expensive cannot be affordable and is reason for drop out of CBHI. 30(16%) of households dropout
because of un- affordable of premium; The finding of this study is comparable with studies conducted
with studies conducted in Ghana shows that 64% of communities are un insured because they did not
afford the premium. the study is comparable with studies conducted in Ethiopia, Tanzania and
Bangladesh (8, 11).

Additionally, one of the main reasons for dropout of CBHI is quality of health care service.29 (1.4%) of
study participants reported because of quality of services for CBHI members were not as good as out of
pocket paying patient and there were limited availability of drugs in the pharmacy and no functional
laboratory instruments in the contracted health institution and long waiting time, there is also slightly
week positive relationship between dropout of CBHI and quality of health care services (r=0. 289 at
p=0.00). The finding of this study is comparable with studies conducted in Ethiopia, Burkina Faso,
Guinea-Conakry, Senegal where poor health care quality increasing the dropout from the scheme (16,

19, 25)
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8 Strengths and limitations

8.1 Strengths
» Two days training was given for the data collectors.

» Pretest were performed for 30 households that increases the study’s validity and reliability
» The study subjects were selected using systematic random sampling technique help to avoid
selection bias.

» The mixed method (quantitative and qualitative) data collection enables us to have better
information.

8.2 Limitations
» Because of systematic sampling over or under representation may occur

» Since based on estimation, determination of household income may lack accuracy

» The factors expected to influence dropout of community based health insurance was may not be

exhaustive. There could be other influencing factors which this study did not reveal
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9 Conclusions
The study was conducted to assess factor affecting drop out of community based health insurance. The

findings of the study indicated that, factor affecting drop out of community based health insurance were
level of education, socio economic status of households, types of occupation and years of enrollment.

In this study the reasons that induce CBHI members to drop out their membership were mainly due to
the narrowness of the scope of illness covered by the scheme followed by the contracted health facilities
that will provide treatment are very far from the place where respondents were living. Moreover, the
time scheduled by CBHI committee members and the frequency of premium collection were not
convenient and because of these members could not settle their payment on time. Others also drop out
their membership because they contracted health institution do not give proper health care service. This
situation forced them to drop out their membership and also these reasons were correlated with dropout
of CBHI.

On the other hand, CBHI members were encouraged to renew their membership mainly to avoid any
potential catastrophic health expenditure because the premium they paid for CBHI is much lower than

the expected health care expenditure.
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10 Recommendations

Regional Health Bureau, Zonal and woreda health office should work to improve quality of health care
service, availability of drugs, functionality of laboratory instruments and reduced waiting time for
clients to reduce dropout and so as to attract new and more members in community based health
insurance scheme. If there is no drug and laboratory service in Yirgalem health center they should refer

to Yirgalem hospital rather than private clinics; unless their payment should be reimbursed.

The population growth of the town is high so one health center is not enough to meet the requirements
of the members so it’s important to construct additional government health centers. And also it is
important to construct public pharmacy in the town because drug payment from public pharmacy is

cheaper than private pharmacy

Health sector of the town and managers of Yirgalem as well as stake holders of CBHI should work

together based on the rule and regulation of CBHI and should answer the question of the members.

The premium payment time schedule should different from starting year of school and the premium is

paid twice a year. And referral linkage with hospital should need much improvement

And finally CBHI committee members and other stakeholders should work moreover; these committee
members should try to do a lot to encourage members to extend their enrollment as the more they

enrolled for more years, the probability to drop out will decline.
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Annexes

Annex 1 Consent form English version

Information sheet and consent form for assessment of reasons for drop out of HHs from CBHI in
yirgalem town SNNP regional state, Ethiopia.
Contact person:

Name Cell Phone Email
1. Yitayish worku 4251913370434 yitayshhe2016(@gmail.com
Name of organization: Addis Ababa University College of Health Sciences school of Public Health
Information sheet and consent form prepared to determine why enrolled HHs dropout of CBHI.
Introduction: First of all I would like to introduce myself. I am........................... and collecting
data/interviewing you for determining factors for drop out of HHs from CBHL
An investigator is from Addis Ababa University College of Health Sciences, School of Public Health.
Purpose of the study: to identify what are the main factors to CBHI drop out in yirgalem town.
Significant of the study: CBHI is an instrument in achieving universal health coverage and to reduce
the impact of catastrophic health expenditure than out of pocket health expenditure.
The findings of this study will provide input to policy makers to design appropriate policy, and helps
local administration to take action by formulating strategies to address the problem of dropout of CBHI
in yirgalem town.
Procedure: Data will be collected using predesigned questioners for assess. The sample will be
collected face to face interviewing at house hold level. Data will be collected and submitted to the
investigator daily. It is not necessary to write the name of respondents instead we use code.
The right to refuse and withdraw: Participant has full right to refuse from participation or withdraw

from the study at any time they want in this study, without losing any of their right.
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If you volunteer, I am going to ask you some questions about yourself. I kindly request you to answer
the following questions. May I continue ..... ? Yes or No

Consent form [ have been briefly informed about the study and clearly understood the objective of the
study. So I here approve my consent with my signature to take part in the study.

Name of the respondent Signature Date

Risk and discomfort: No any known risk and discomfort associated with the study.
Benefits: there is no any benefit due to participating in this study.
Incentive: the participants will not be provided by any incentive to take part in this study
Annex2. Questionnaire for quantitative studies English version
Addis Ababa University College of health sciences, School of Public Health
Questioners to determine factors of CBHI dropout in yirgalem town, SNNP Regional state, Ethiopia
2017.
Questionnaire Code Kebele Got/Area Name

Date of interview DD /mm /2017

Name of data collector

Name of Supervisor signature
Code Questions Responses Skip to
SECTION I:DEMOGRAPHIC SOCIOECONOMIC SECTION
101 Sex 1. Male |
2. Female
102 How old are you years
103 What is your educational 1. Illiterate D
status? 2. Read and write only 7I:|
3. Elementary D
4. Junior secondary(5-8)
5. Secondary (9-10)
6. Sinor secondary (1 1-12)ﬂ
7. Diploma and above I:I
99. Other specity I:l
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104

What is your religion?

P »wbdh o=

Orthodox

Protestant

Catholic

Muslim

99. Other specity

105

To which ethnic group do

you belong?

Sidama

Ambhara

Guragie

A

Oromo

Selita

Welayita
99. Other

UUU Onooooon

specify

106

What is your current

marital status?

P wbdh o=

Single

[ ]
Married D
[ ]

Divorced

Windower/windowedﬂ

107

What is your occupation?

A e

7.

99. Other specify

Farmer El
Petty trader

Daily labour

House wife |:|

Government office employee |:|

Employee of private

business

organizations [ ]
Merchant ]

108

Family size of the

respondent

1n no

109

What is your total income

per month from different

birr
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sources?

110 How many of these animal 1. Milk cows oxen or bulls
& coffee do you own? 2. Sheep
3. Chickens
4. Horse
5. Donkey
6. Mule
7. Coffee
99. Other specity

201 When you started enrolling years
CBHI?

202 Have you renewed your 1. Yes If your
CBHI membership for this 2. No ] answer is no
year? skip to Q no

204
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203

If you renew membership

what was the reason?

10.

99. Other specify

To use modern health care service

—

At least one household member used
health care service |:|
Perception of good quality of health

care service

Premium payment is cheaper than
out of pocket payments to get health

care service

To protect my family from un
expected catastrophic health care
expenditure [ ]

Due to pressure /advocacy from

CBHI/government office [ ]

Confidence in the management of
CBHI ]

The benefit package of CBHI is good
and 1 benefit from the scheme [ |

Large dependents (more children that
need health care [ ]

Time and frequency of contribution

is good for me

204

If you do not renew your
membership for this year,

what was the reason?

1.

CBHI preimum is expensive for

me
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2. Lack of informaion about renewal

process

3. The health facility contracted do not

give proper/sufficient health care

service |:|

4. Since I am the members of

community based  organizaiton
(CBO)that will cover me and my
family health expenditure and I do
not need CBH17|:|

5. T'have small family size

6. Sithe scope of illness coverd by the
scheme is limited we still pay other
additional costs for the
treatment I:l

7. Since the contracted health facility
far away from homeil:|

8. CBHI committee members are not
trust worthy [ 1]

9. Time and frequency contributtion is
not optiumum to m67|:|

10. We use traditional medicine [ |

11. Money aside for health care may be
percived as attracting disease [ ]

12. When some one becomes sick they
ask the community to contribute
finacially to healp aperson _|:|

99. Other specify
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Annex 3 Interview guide in English form
Dear informants the aim of this interview is to collect data for the study entitled why do households
dropout of community based health insurance in yirgalem town of south nation’s nationalities and
people of Ethiopia. Generally this interview is formulated to determine effects of socio economic and
effects of perceived benefit package on dropout of community based health insurance. Trust that the
information you will honorably provide is strictly confidential and serve for academic purpose. This
study is indispensible in providing information about why households drop out of community based
health insurance in yirgalem town.To this end, your participation and genuine response to the questions
is invaluable to the success of the study. No need of writing your name or any personal identification.
Thus, I kindly ask your cooperation in responding the responses truthfully.
1. In-depth Interview Guide Developed to Collect Data from CBHI scheme officers
Starting time (hh-mm) /

Termination time (hh-mm) ) /
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Annex 4 In -depth interviewee questionnaire in English form

Date: Interviewer: Position:
Interviewee: Education status: ---------------—--- Duration of interview: -----------—--
------ Telephone: Place: Woreda& Name of Kebele: --

------------------ Time of interview:

In-depth interview questions
1. Can you tell me about the current status of CBHI groups? How many were last and before last

year?

2. How is the trend of membership enrollment? Do new members enrollment increased or

decreased? What were the possible reasons?

3. How many members drop out or discontinue since the last three years? What were their major

and common reasons? What measures your organization took?

4. Do you think that income of household affect renewal in your kebele? And why?

5. When collection of premium is takes place (Timing of colleting the premium)?
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6. Do you think that family size of household and age affect renewal of membership in your

kebele? And why?

7. Do you think that health care service given for members and non members of CBHI is similar? if

not why?

8. Do you think that the CBHI benefit package meets the requirement of your community?

9. What are the major socioeconomic and demographic as well as the perceived benefit package
that affect renewal in your kebele?

Supply side (From your office side)

Demand side (From member’s or household’s side)

10. What strategies/ method*s you are using in order to handle the above listed problems?

11. What motivates households to renew their membership in general in your kebele?
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12. What is the level of drooping rate of the household’s from the program in your kebele?& what is

the immediate reason for it?

13. What activity is performed by your office in order to reduce even to stop the droppingrate of the

member?
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Annex5 Information sheet and consent form in Amharic version
Nagn0 AN 2LOCHT PmS A0 hAE 2700400 H9°VCT HvE AP 3é62TF 276
hPC avlB

+o.m.P

MG SONTAT At @/C &2 L0 OCE AMAAU-: NASN AND LLACHT MG AL PAE PTG (27
AMA i PTG (&7 AOA TY PTG (&7 AOA TR PHY TS AAYT N7700LON APE MG
a7 TRI° NF s AL NBCIA° h19T @o-0T A POALT NALTAR HL& (hovlme POAPTS
A%IDe- RS hWOEPT PININT oo FOECTOT CP1LALNNT 9200 T ATTOP KAS ooeiY
AaoM$9® CTHUIE ooM@P 102 A ovlB@T WL APTF ovYN A7S AT 0770040
aPE MG ooLY7 TR NFPéol AOAT AL PAMATT oo @ECT7 17020 AT N71LALNT AL
0 NPT AaoAP T (FevAnt OFHOB TLELTT AMBEPIAU:: PACAL ANV TGT @.0T
At qE NI APE MG VT FEI° PNRYTT ARSI OC PTLLR TIACT ATLHAA
NAZ°LE ATL7ANGT 04 ALCIND-:

0TG-k AL PoLw-téat NFATTHL A7 Noo-A9° 1 (héA LAANFE oo P CTmd .
0TG-k AL PAANTL oo TP OHNLS P7LAF4-9° hPh °0TCP P212an7 ooP'r7 ACTIME
LU PAoomOe 10 LEPLTT PN PULONE AP7 0775 ®9° 1M 9149° L7TAN:: AdhU-7
MFLICTVF®. 82T AL LANNLTS IAR LAVP'T 11C hA oomPP BTFAN:: AP Fmmmmemmemeeee
hGLAIC--mmmmee- ARLAT® D1 19ae0 1] @L NP AOMPL DLI° A%TDé L'15

ATt PR

At 077 hHY 03T CH1AAD. 2000 CTGE AA°T NNE@. OH11475 7S CHLE8oq T WP PoLAM.
aolB TINTEPrE LA O Tm0e AT NATLAD. NTGE AL AgvA+q (FATE N9 TFAU-::
aolB@.7 COM@. A@. OF°-----mmmmmmmmmmmmmmem oo &CM

aolBm.7 CONNN®. A@. (9° &C

aolB@. C-HONANNT 7
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Annex6 Amharic (local language) version questionnaire
NAL0 AN RriZivt: mS AL bAE PoUNE-P TST  ATA NLCIA9° n21 1P4 (WP WDE-S
AZIO4-PTF NANNLLST@ MA@ “TVNLAN AdE MG o7 +£9° O-OT hd+4 VLA CAININT
NWCST7 P212ALNNT 9018 AToP PHHIE aom@P 10-::

ao\¢ T

+0h

1

o/l 8@ CHwawNNT ¢3-—--0C

aolB@7 CANNND- (@ (9°G 4CM

PA-TCALHS N9° AS 4C71

t.k

TS®

ao\Q

oL

HENAW WS

AmPAL, 89°VL-4:F

TINE-RGT ADL7LEPR o0l KT Ctavaht

101

o3

1. 07
2. O :I

102

6L P Ol 10?7

Ygo-t

103

PHIPUCT LLED?

. PN |:|

. o099 AS 70N NF

CILTA

. WIRE RLE (1-4) [ ]

. WILES avpd T LR (5-

8) [ ]
Aty 248 (9-10__ [ ]

6. NGTES v-nTE 248 (11-

12) [ ]

. RTho7 AS hig 0ag [ ]

99. AA hA

104

PO TS @7 AT

thr @ 17

—

. hACT£n0

T(f'-i;(‘l.d"?'?‘ I:I
o ]

M w0 D
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105

nerEm- NLC

=
kY
3

Loo0A-? 2. h99¢- %
3. ¢ ]
4. hACT® ]
5. hAm [ ]
6. MRS
99. AA hA T
106 e TH4C VB3 ? 1. 2410 !_l
2. £ [ ]
3. TLFIONT PéS E
4. L0 F/0A ?@+n+ﬂ
107 Pav 84PNt 1. Mé | |
9°reT 107 2. ?rACH 7,990/?1‘(:5‘44|:|
3. P77 wetE
4. 0T Aoof |:|
5. oyt O6bF [
6. PN LCET hets__ [
7. 1.0% :I
99. AA hA LT dh
108 AN ANAT O NETC
STFm-?
109 oC1e 0N NG

MLE Ayt 107
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110

Ay N 41 TN | PAY

ahe P17

—

N o Ok D

Né& AS AT
07T

LCPT

XA

hvg

Neahe

9 NA7C

99. A hA ST

NFRA2 AmPAL CUINLON APE MG o7 +£9° oolKT ¢tovhht

201 ao’f NG POTVNLON Abe Yavt-
PMG o0&} 19> hOA
P06 +?
202 CAONTT oo @EL P 1. a2 ] ao\OPT-
hLLAF°
NHY hoot AALAPA? 2. hLLAS” ] U
oL TeE
4. 204
203 CAONTT oo @EL P

hiw 9ovt 0é1T hNLND-
W ek I
NAD- £I°GN7

. HaoG® vn9°S7 haom+9® |:|
. 0O @-AT LN ATE Ao

ms +£9° +me

AN

. PO Q9T PHLLINT  MS
AN BOMA N
A0 |:|

. PUNLON AP MG a0 I

ACO7 hivh A%e IC A190C AChT

rmu":_|:|
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. HO0ES hatmne hevHg
PUNgeS e, AU15T_ [ |

. PTINLON APE MG oo fd9C
JYALDT @RI eeNn e
aN22T NATLLN1L 5.7 I:I

. PTINLON APE MG oo fd9C
ONGAT 9% QAP AS ARY°
NATIG T ]

. hPNLAN APE: MG ao&F A+ R9°
COITID TP T4 DALY AS
Abg® Ty Pl WAPTI] ]

111 7 V) S 1 A1 || O ) K

AN 0T Po.204.0 T o-NH-
ALT hAA- |—|

10. PmG ov&7 ACOT hNG-bA\ U3
A% o pary_ [ |

99. A hA ST
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204

PAOAYT a3 O¢L P
LY hool WALA 9°n%.0-k
1@ NA@- LI°GA?

. fmS av &7} aC0y -
Y T B Y I

. @A QT CTLLINT  MS

. PALS  POAHO0T  PVASCS @

. P0AON a-0T vno°a

. N770NLAN APEe MG ao7

AT, eam [ ]

CPard DT PRRLIAT PMS
9o noosLe 0k
NATLCP [ ]

T

+RI° T¢  WININT
NA77120T

PUAGTT PN A
TE® (W18 AECT Al
AP AR e AGA
AAPINT TIONLON APE MG
T AR hENLATI |

PLLNLATD  AETI Ak

NAALY ]

T£9° PULAMD AIAINT @07
NAPY_hPLar Aef®- NTaT14
AN PURPG HeR 714 6D,

]

. P7UNLON APEe MG oo

+RI° Ne+ET

NATINT T O F @~ I:I

59




9. PPLov NEL MG UBT@O AL
IE DAAUY

10. VAP vag°q hh?"'}m‘}’?";I

11.19 A av?AU- 1% PLav NEL)
aond NN FT  AIRoOTeT
nn"?.ovnn";il:l

12. 4% @29 0o N73aog°
TVNLAN 177010 neypa-i-
NA%7 LAnar7

99..4A hA
LT e0

hao(\°19A U-!

60




a. Annex 8 in-depth interviewee guide in Amharic form

M5 LOATAY A O/C L3210 OCE AMAAY-: NAZN AN RLICHTE PMS ALTN DAE PTGT (&7
AMA I PTG (7 AN TIPTST 077 AN 7T

@& LPA-ooMeE TAFLPT CPA-oomLEe AT NLCIN° hhol 7154 A% ®6-S
ANOELT N7TVNLNN 0P MG ao&V7 +&I° h+d N7IA PavIN1e "CHSFDT A1SLAL N
POLLLCIOTOT TICT AIOP 10+ PACHES AHY TGT @NT ooA+q 17TLON A+E MG
oo&Y7 e PAORYTT AISGLO IC CHLLH TACT ATLAAN NACLSE ATLOLNGT N4
HALCINY-:
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b. Annex 9 in-depth interview questioner Amharic form

+% mgee

PNé- &CA +med

CTIVCT LLE TN T [T X0 T ] | R ——
nAn €1TC L R
@LG AS NN PhaoMBE CHLLINT (G v

HCHC aomL4T+
1. N770NLAN 0FPF MG ao&VTF TR9° AON LANTT VB3 A1747 LTAN? hI°GS

FTF A%°S NETChTTHSTFar -
?

2. PaL.0 ANAT 9°HI0 9°F LavNAAN?  APchhavl 10 L0 APPIN? 9°nLe-kh 9°L -
NA®- LONA-?-

3. MA4-F PO GaodF 9°7 PO F0AT Lav N1 NCST®7 hAALNI°? LAALANT
N TN 907 10? MNC LLE 9°7 oo&Y @NSTETN?

4 NPNALE @0T LA PPINLNN ALe MG ao&VT T9° AN PP T A%106-PTF AS
hOEPT CavIN1f avF@+€f AT1ALON A% POC MET@ +RT L4TCUFPA
NA®- £OOA-? AP hh- AF°7?

5 NPOALE @0T A POTIUNLNN AdE: MG oo VT T£9° WA PP T A%106-PF hS
A@OELPT PPLov AEP oo NNNE OF T oo’F 10 7IRG VB3 @ 7100 AL 16T
h@-? A9°7?
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6 PIIVNLAN APE MG ao&VF +29° AOA PP $0A 1PLPT PavlN1f
a3 OELLTFO7 AN PN ANAT RTC AS ALTLET@ 105 LLTEA?KL i
A9°7 L.avANEAN A9°3?

7 PUNLAN APE MG aoLVT FRI AN AP AG AMA AAPT IMS +£9° 00T
FavdAL WIATNT £15A NAY LOOA? WAUPIN A9°F LovdNFEUA?

8 PTIUNLAN APE MG avfVTF TEI° PULAMMD AINTNT ChOAET FATT ATIN LA
NA®- £O0A- FN0AV? hAP'IN A9°7?

9 NPNALTE PIIUNLNN AdeE MG ao&VT +RI° P bd 1PLPT CavIN1f
a3 @EETFO7 A%T0LN +HOT PULLLCTHT PS PGS “TUNERF AhSTTLER WS
L.9°1-6: 2R TIACT 9°% 9°% SFo-? HCHET £94-

10 hAL Phmetet aG-HF7 AZINHhhA 9°7 88T HSPF7 AmPoTEPN?
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11 0PNALE 0T A POTINLNN APE MG oo VT F%9° WA PP A%10EPT S
A@OELT CavIN® avdOEf ATIALN PULLe1P P T@- 9°71L7 ST NA@- £AOA-?

12 NPNALE @0 T £A POINLNN APE: MG oo VT T£9° AN CUP'rT PavIN1f
aF3@Ee LATIALN ETrT 9°7 PUA 1@+ PIF I°NIEeEN 9T 107

13 LU7T7 CovIN1P ovF@+P LATTIALN ST Agodih AS ATI$9° 057 N 9°7
NPT TACTPA?
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