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ABSTRACT

The objective of this research is to examine the CBHI practice and challenges in the North
Wollo Zone of Meket Woreda. An in-depth interview and open-ended questions were utilized to
collect quantitative data from a simple random sample of 287 respondents (158 males and 129
females). Qualitative information was acquired from a variety of sources as well (IDls, Klls
and FGDs). Descriptive and inferential statistics were used to assess and display quantitative
data, while thematic analysis was used to evaluate and present qualitative data. Findings of
this research disclosed that majority of the surveyed rural households (80.5%), prior to
enrollment in the scheme, were covering their health expenses through out of pocket. Some of
the reported restrictions include gaps in program design and execution, insufficient beneficiary
participation in CBHI administrative activities, insufficient medical supplies, long referral
procedure, and unsatisfactory service delivery by health facilities. According to the findings,
the CBHI program's current practice in the research area resulted in a significant
improvement in improved healthcare provision to rural families despite increased strain on
health experts. Gender of the household, level of education/literacy, and family size were
statistically significant at 0.05. The study would contribute to narrow research gaps, as
feedback for program implementation, and functioning as a source of information or reference
for practitioners -+in the study area.

Key words: CBHI Programme, Health insurance, Out-of- Pocket
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CHAPTER ONE: INTRODUCTION

1.1 Background

Community-based health insurance (CBHI) is currently viewed as a transitional mechanism for
achieving universal health coverage in low-income countries by major international development
agencies (WHO, 2005). Access to affordable healthcare is a key concern in the developing
countries, and out-of-pocket healthcare costs have become a most important source of poverty.
According to Guy (2003), most rural farming communities in Sub-Saharan Africa countries are
found incapable to establish strong health care facilities due to the prevalence of worldwide

catastrophic healthcare costs.

Since the 1980s, most developing nations have used payment-based systems to increase the
performance and accessibility of healthcare institutions (Jacobs et al., 2008). Several people are
unable to seek and receive vital health treatment due to financial limits imposed by out-of-
pocket! expenses. Community-based health insurance programs, according to WHO (2010), are
becoming a promising alternate to a cost-sharing health-care system that improves health-care
utilization, reduces illness-related economic uncertainties, and ultimately leads to a fully

operational health-care system for a longer period.

Anagaw (2015) claimed that Ethiopia's health service is mostly relied on out-of-pocket
payments and somewhat pricey healthcare costs and causes consumers to forego health-care
services. It makes it more difficult for the impoverished, who live in rural areas to get and use
essential health care. Health care necessitates government spending, donor contributions, and
hefty out-of-pocket payments. According to the Ethiopian Ministry of Health (2014), household
out-of-pocket spending increased from 33% in 2010 to 42% in 2015. Inadequate government
investments and underdeveloped private-sector involvement, however, have impacted health-

care finance.

According to EHIA (2015), the Ethiopian government has launched a Community Based Health

Insurance scheme as a potential alternate to healthcare empowerment in the informal economy in

! Out of pocket expenditure (user fees) for healthcare services ~: defined as direct payments made by individual to health service providers

at the time-of-service use; that will not reimburse and share risk.



response to the existing out-of-pocket expenses. The demand for behavioral change and outreach
programs is increasing. In 2011, the CBHI plan was implemented in numerous locations with the
objective of boosting the quality of healthcare services for rural and urban residents (Hilina, 2014).

Accordingly, the pilot CBHI scheme was tested in 13 districts across four regions of Ethiopia
(Tigray, Amhara, Oromia, and SNNPR) with the purpose of improving access to health care
services, lowering out-of-pocket expenses, and improving service quality to balance high
demand for health care and low supply of medical services, primarily for rural households and

people in the urban informal sector (Anagaw, 2015).

A study by FMoH (2016) stated that the designing of the Ethiopian CBHI scheme builds on the
assumption of certain features including voluntary household membership, help for the
economically marginalized people, a monthly-based fee, targeted financial assistance and
benefit package, administration of the scheme with the participation of the community, and
linkage between referrals. Rural households in the study Woreda, Meket should pay an annual
fee of 180 Birr (8.57 US$) to participate in the program. All curative and preventative services
that are part of the basic health care program are covered by the benefit packages. Community-
based health insurance schemes have the potential to achieve universal coverage of health
services by pooling risks and protecting rural households and the informal sector from high
health-care costs (Jutting 2003). Many developing countries, like Ethiopia, are unfamiliar with
the scheme. As a result, an investigation regarding CBHI and its impact on the health-care
system is critical, as it has affected households' access to healthcare and the quality of services

provided.

The aim of this research was to examine how CBHI program is implemented in Meket Woreda,

as well as what challenges it encounters and what types of lessons could be learned.
1.2 Statement of the Problem

Since 2005, the World Health Organization (WHO) has urged all healthcare system to move
toward universal coverage in order to improve everyone's access to appropriate and affordable
health care (WHO 2010). Several high- and middle-income countries have attained universal
coverage over the course of a century by implementing various health-care financing methods,

such as tax-based financing and/or social health insurance programs. Low- and middle-income



countries, on the other hand, have gone some way in covering persons in the informal sector,
especially poor and vulnerable families, who frequently make up the majority of the population.
Furthermore, millions of people in many developing nations are currently suffering because they
cannot access cheap health care services or because paying for health care causes great financial
hardship or pushes them into deep poverty (USAID,2011). Findings of the World Health
Organization (WHO, 2010) revealed that around 150 million individuals face catastrophic health

expenditures every year, and 100 million people fall into poverty after paying for health care.

Despite the fact that health insurance has arisen as a means of supplementing financial resources
available for health care as well as a means of providing services, particularly in developing
countries (Hsiao 2001), health insurance is very restricted in Africa. CBHI is only used in a few
countries. Although, in most poor countries, such as Ethiopia, community-based healthcare
finance through schemes can be a very essential strategy in providing financial protection,
access, quality, and usage of healthcare services. Ethiopia rates low even when compared to
other low-income countries in terms of access to modern health care and a variety of other
health metrics. The user fee charges are one of the reasons for poor performance in healthcare
services (FMoH 2014). CBHI scheme becomes one approach for developing countries such as

Ethiopia to address difficulties linked to access, quality, and utilization of health services.

Various studies have been conducted on the impact of CBHI on health-care access, quality, and
change in healthcare-seeking behavior. Escobar et al., (2010) examined many studies from
developing countries and found that seven of the ten studies evaluate the link between health
insurance and access and use; nine of the ten studies find that health insurance has a positive and
significant impact on access and change in health care seeking behavior. According to Jutting
(2003), the majority of research (39 of 51) examine the impact of health insurance on access,
usage, and quality of health care services, implying that health insurance improves access,

quality, and use of health care services.

Anagaw et al., (2015) stated in Ethiopian that community-based health insurances have been
advocated as a feasible alternative due to the inadequate capacity of publicly financed health
care in Ethiopia to provide appropriate and affordable access to health care. Melaku, Shimeles,
and Berhane (2014) conducted another study on willingness to join a community-based health

insurance scheme, finding that social, economic, cultural, and awareness levels were the most



important factors in determining enrollment in a CBHI scheme, resulting in low health-care
utilization. Similarly, according to an EHIA (2015) study, 72.3 % of CBHI members visited
health facilities, and CBHI members were 26.3 % more likely than non-members to visit a
health facility while they were sick. Hellina (2014) investigated socio-economic determinants of
CBHI in Kilte Awlaelo Woreda of Tigray Region, and she concluded that cultural, economic,
and social factors are pillars that determine CBHI scheme participation and health care seeking
behavior. Also, Fitsum, Challi, and Belaineh (2007) conducted a study in Jimma zone on health
service utilization and associated factors and found that the level of utilization was insufficient.
The finding revealed that sex, marital status, household income, and distance to the nearest
healthcare institution were the most relevant factors influencing study participants' healthcare

consumption.

Despite the fact that there has been research on CBHI and health-seeking behavior in Ethiopia,
the planning and implementation of the CBHI program has received little attention.
Furthermore, the relationship between the CBHI scheme and other social protection programs
(PSNP) was not well recognized. Furthermore, earlier research that focused on the health-
seeking behavior of a specific geographic community were unrelated to the implementation of
the CBHI scheme (Fitsum, Challi and Belaineh 2007). Other studies focused on how rural
Ethiopians seeking health care in general, regardless of their socioeconomic or cultural
circumstances (Anagaw 2015; EHIA 2015).

Furthermore, a number of studies on the CBHI scheme and healthcare utilizations relied on
literature reviews (Escobar et al. 2010). From a public health perspective, the majority of studies
used quantitative methods. The researcher was motivated to perform the study in Meket Woreda
because there were no empirical works that showed the adequacy of the plan and
implementation of the CBHI scheme, and the linkage between CBHI and PSNP implementation

had not been explored before.

1.3 Objectives of the Study

1.3.1. General Objective of the Study

The overall objective of the study was to examine at the practices and challenges of Community
Based Health Insurance in Meket Woreda/North Wollo Zone of Amhara Region.

4



1.3.2. Specific Objectives of the Study
In line with the general objective, the following specific objectives were formulated. These are: -

e |dentify the extent to which rural households participate in the CBHI program
e Assess how participation in the CBHI scheme benefits the rural households
e Investigate the challenges encountered during enrollment in CBHI scheme

e Examine the linkage between CBHI scheme with PSNP implementation in the study area

1.4 Research Questions
The purpose of the study was to find answers to the following outlined questions:

e What is the level of participation of rural households in the implementation and
management of CBHI scheme?

e What are the current practices of CBHI scheme in the study area?

e How CBHI users are received benefits from enrolling in CBHI programme?

e What type of challenges are facing during establishing the CBHI program in place?

e How is the implementation of CBHI scheme link with PSNP in the study area?

1.5 Significance of the Study

This study provides basic information about the nature of designing and implementations of the
recently established alternative healthcare financing/CBHI scheme in Meket Woreda.
Additionally, the study has a wide range of implications for enhancing affordable healthcare
services and program formulation, which eventually contributes improvements of the health
status of the community. The outcome of the study adds some insights to the existing gap in

literature on community-based health practices in the study area.

Finally, this study will also serve as a way in and be helpful in initiating other researchers and
local development experts who will work on the issue of CBHI scheme for further in-depth

analysis. Also, it will give feedback to the responsible government bodies to address concerns.



1.6 Scope and Limitations of the Study

1.6.1 Scope of the study

This thesis analyzed the community-based health Insurance practices and Challenges in Meket
Woreda. Therefore, the scope of the study was rural-based focused on the informal sector,
specific to beneficiaries. Besides, this thesis analyzed the complementarities between CBHI
scheme with PSNP implementation in the study area. Moreover, methodologically this thesis

employed descriptive statistics using SPSS combined with various qualitative techniques.
1.6.2 Limitations of the study

This study was theoretically limited to looking at CBHI practices and limitations rather than
integrating to other social assistance services. The researcher disproportionately applied the
representative sample for the total number of households from three agro-ecologically diverse
kebeles to the size of the entire kebeles in the Woreda, resulting in the study's first weakness: it
didn't adequately represent the study area. Due to considerable staff turnover and poor
recording, acquiring disaggregated data on scheme performance was also a major challenge for

this research (inadequate secondary data).

It would be crucial to use regression analysis to assess the use of accessible health care services
in relation to various socio-demographic characteristics. However, no data on a specific predictor

of health-care consumption was found, and the association could not be measured.
1.7 Conceptual Definition and Terminology

Community Based Health Insurance: a scheme in which community members prepaid for
healthcare services based on solidarity and voluntary collective pooling of resources to share the
financial risks of health care services and to be entitled to own and govern the scheme
(Wiesmann and Jutting 2000).

General subsidy: the central government of Ethiopia provided 10% of the premium collected

in CBHI implementing woredas (CBHI guideline, 2010).

Healthcare Institutions are healthcare service-oriented institutions that have been formally

established in the studied area, including health centers/clinics, pharmacies, and hospitals.



Household is defined as, according to Jutting (2003), a person or group of persons who are

formally connected or adopted and reside together again and shared a pot of food.

Indigents are poorest of the poor and found unable to afford the annual premium payment of
CBHI scheme, directly supported (10% from the total population of the Woreda).

Insured Household: household who share the same membership in community-based

health insurance card or are dependents of the same principal member.

Kebele/Village is the smallest administrative unit established in management and

administration of CBHI scheme.

Risk Pooling: is a method of sharing health-care resources by providing cross-subsidies to the

sick and impoverished from the healthy and rich (CBHI guideline, 2010).

Traditional Medicine: is the total of traditional practices, abilities, and knowledge based on
diverse cultures' world perceptions and perspectives, and applied in the protection, treatment, care,
and level of physical and/or mental disorder (EHIA,2015).

Universal Health Coverage: access to adequate health-care service for all at an affordable
price (WHO, 2005).

Woreda/District: one of the portions into which an entire state or country divided for

judicial, political, or administrative purpose (Black’s Law Dictionary).
1.8 Organization of the Thesis

This thesis was organized into five chapters. Chapter one introduced and set out the background
information, statement of the problem, research objectives, research questions, significance of
the study, scope and limitation, concepts and definitions of terminology, and organization of the
study. Chapter two stated a review of related literature (theoretical and empirical evidence).
Chapter three explained to introduce a description of the study area, research methods, and
materials such as location, the socio- demographic profile of the study area; research design,
sampling size determination and approach; types and sources of data; sampling techniques, and
data collection tools; techniques of data collection and ethical consideration. Chapter four
described result reports and related discussions. Chapter five summarize the finding and

suggested relevant recommendations.



CHAPTER TWO: LITERATURE REVIEW

2.1 Concept of Community Based Health Insurance

Health insurance is a means of boosting the financial risk coupled with the unpredictability in
individual healthcare costs by pooling spending throughout time including across individuals
using risk sharing (OECD, 2004). In the face of escalating healthcare costs, health financing
systems based on general taxation, or the establishments of social health insurance are often
viewed as effective means to achieving national healthcare and adequate financial stability for
everybody. People and corporations usually participate in social health insurance schemes
through salary-based contributions, whereas in tax-funded programs, the population contributes
informally through taxation (WHO, 2010).

Given the limited capability of publicly sponsored health services in underdeveloped countries to
deliver effective, accessible healthcare, community-based health funding has been suggested as a
potential alternative. According to the study, the ultra-poor are frequently omitted, as are markers
of unfavorable shortlisting. According to Anagaw (2015), access to CBHI is linked to greater
health-care consumption, especially when it comes to the use of cost-effective outpatient care
rather than inpatient care. Furthermore, the programs appear to reduce devastating healthcare
costs. There are substantial relationships between scheme design and success, demonstrating the

importance of integrating the target group in the planning process (Adane et al.,2014).

CBHI's methodology adapts insurance principles to communities' social settings, directed by
their choices and based on current institutions and processes. CBHIs can assist communities
in managing healthcare expenditures and ensuring that the impoverished and other
vulnerable people get access to adequate healthcare. According to Calapar(2011), the
programs are particularly successful in reaching rural inhabitants and the informal economy.
It includes self-employed persons who are challenging to insurance (farmers, petty-traders,
and laborers). These individuals are generally unable to pay critical healthcare out-of-pocket
(OOP) charges at the time-of-service provision, which, if not managed, could lead them into

going bankrupt.



CBHI is often formed and administered by a local community organization (USAID,
2011). The CBHI strategy calls for the creation of a network of facilities through the
negotiation of contracts with various health care providers. The majority of health-care
packages include basic treatments including prenatal, labor, and childcare, as well as
family planning and, in certain circumstances, hospitalization costs. CBHIs were
advantageous because they enlist and engage residents, ensuring that health care services
suit local requirements and creating primary healthcare available and inexpensive to
members by sharing resources and complementing them with external resources (Meghan,
2010).

CBHls are distinguished by their members' voluntary participation and contributions provided in
advance to cover possible medical bills. Premiums are paid on a regular basis by members in the
schemes, usually when their revenues are sufficient (Hilina, 2014). Typically, such programs are
started with the assistance of non-governmental organizations (NGOs), after which the
community assumes full responsibility for the program's governance and administration. Local
governments may also be able to assist in the promotion and funding of such initiatives.
According to Watkins (2003), the community is involved in the establishment of the system and
determines on the benefit level and payment. Members must also participate actively in the

management and oversight of the organization.

2.2 Fundamental Assumptions of Community Based Health Insurance

Scheme

The ideal CBHI model comprises community health care finance that prepays for healthcare
services and is founded on two key assumptions: solidarity and voluntary communal pooling of
resources to share the financial risks of health care services. First, governments in low- and
middle-income nations, such as Ethiopia, lack the funds or tax revenue to adequately fund

healthcare costs for the economically marginalized people (FMoH, 2011).

The second assumption is that the poor and those who reside in the informal sector spend a
substantial amount of money on health care from both public and private providers, resulting in
high health-care spending, which often pushes rural families into poverty. As a result, CBHI is
widely recognized as one of the potential ways to extend health-care insurance to the rural



community and low-income informal sector segment of the population, allowing households to
protect against significant healthcare expenditures due to a high reliance on out-of-pocket
payments (Hsiao 2005). According to an empirical study conducted by Zelalem et.al., (2015), the
CBHI scheme separates the payment period for health care from the time-of-service usage,
which is more appropriate to rural households due to seasonal differences in income and
expenditures. Poor people are less likely than wealthy person to seek health care because they do

not have the financial resources to do so.
2.3 Factors Influencing CBHIs Performance

i. Affordability of Contributions: Flat payments are common, because they penalize the
poorest: flat contributions are discriminatory, with a flat-rate contribution as a proportion of

income being larger for the poor than for the non-poor (Guy, 2003).

ii. Unit of Enrollment: When households, communities, businesses, or mutual benefit groups
serve as the foundation of participation, achieving proper membership percentages is
considerably simpler. The household was the cornerstone of enrollment in more than half of the
WHO-audited programs (WHO, 2010).

iii. Distance: Membership costs are increasingly affected by the gap between the family's income

position and the nearby health facility where (covered) services are available (Demiste,199).

iv. Timing of Collecting: Repayment timelines were maintained adjustable, with monthly,
quarterly, semi-annual, and annual payments based on earnings. Greater flexibility was granted
since very some families could manage to pay for a one-year or even six-month participation in
ahead (MoH, 2016).

v. Quality of Care: One of the arguments for non-beneficiary is that the public healthcare
institutions do not provide quality healthcare. However, only government health service was

included under the insurance coverage program (USAID, 2011).

vi. Trust: The availability of entry in the population, such as a micro-credit program, a
developmental collaboration, or other social groups, according to Krishnan (2001), may aid in
the construction of CBHI. If current initiatives have gained public trust, it may be possible to

implement a scheme. It's critical to take note of data from several distinct systems.
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2.4 Community Based Health Insurance in Ethiopia

Most developing nations, including Ethiopia, have implemented the CBHI scheme to provide
universal coverage and equitable access to health care, protecting the poor and destitute from
high out-of-pocket costs. Since the late 1990s, the CBHI scheme has served as an alternate
means of achieving universal coverage, primarily for people in the informal sector (Anagaw,
2015). In June 2011, as part of the Ethiopian government's health sector financing reform
program, a pilot CBHI scheme was launched in 13 districts across the country's four main
regions (Tigray, Amhara, Oromia, and SNNPR) in an attempt to increase access to health care

and reduce household vulnerability to out-of-pocket health care costs (FMoH 2011).

According to EHIA (2015), regional administrative bodies nominated these Woredas based on
Federal Ministry of Health directives. Household enrolment is voluntary after kebeles have
been chosen, although it does involve active engagement in management and oversight.
Enrollment is done at the household level rather than individual level to prevent adverse
selection. Within areas, benefit packages, registration costs, and premium payment methods
are similar, however they differ slightly between them (FMoH 2016). In the administrative
referral program, the benefit package comprises both outpatient and inpatient service
utilization at public and private facilities. As a result, participating households are prohibited
from seeking care in private institutions unless a certain service or drug is inaccessible in a
public facility. Treatment overseas, kidney dialysis, and therapies with a high cosmetic value,
such as artificial teeth and plastic surgery, are not covered by the scheme (WHO,2010). Before
being referred to a hospital, members must first visit a health center (district or regional).
Those who do not follow the referral procedure are responsible for 50% of their medical care

costs.

A survey of households in the rural community of Fogera Woreda found that 94.7 % were
willing to pay for community-based health insurance, with the impoverished willing to pay up
to 5% of their monthly income; this is more hopeful than experiences of other countries’
experiences (Adane, 2014).
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2.5 Complementarities Between CBHI Scheme with Other Social Protection
Programme (PSNP)

The term "social protection™ refers to government policies aimed at reducing poverty and risk,
as well as protecting vulnerable people (African Union, 2008). Social security programs are
seen as a better long-term alternative to sporadic humanitarian aid in addressing the core
causes of poverty in developing countries. Such programs are likewise growing in popularity
around the world (ILO, 2014). In practice, social protection policy covers a wide range of
issues, from food security to social assistance for the poor and health care. The National Social
Protection Policy emphasizes the potential for linkages between different types of

vulnerabilities and urges for a coordinated set of efforts to be implemented (GFDRE, 2016).

PSNP is Ethiopia's major social protection program, with the purpose of strengthening rural
households' livelihoods, food security, and nutrition in parts of the country that are chronically
food insecure. CBHI, which began in 2011, is seen as Ethiopia's first step toward universal
health insurance, which the Ethiopian government hopes to achieve by 2035(GFDRE 2016).
The previous study examined into the collaborations that exist between PSNP and CBHI- a
two key social protection programs in rural Ethiopia. CBHI operated in almost one-third of the
PSNP Woredas, according to FMoH(2016). CBHI is being expanded even more, but it is still
falling short of the goals set forward in the National Social Protection Strategy, which calls for
an equitable geographic distribution of social protection resources and instruments to ensure
that poor households have access to all of the protection they require. Nearly 22% of all PSNP
beneficiary families are enrolled in CBHI in PSNP Woredas where it is operating.

Given that PSNP users are among the poorest and most food insecure households, and that
health insurance might provide major benefits, the low enrollment rate among PSNP
beneficiaries is concerning. The proportion of indigent households in PSNP households and
other poor households is relatively similar. This implies that the selection criteria for PSNP
users and CBHI indigents are slightly different. The limitation of focusing on out-of-pocket
payments is that it only includes households that have incurred them — not those that have
had health problems but were unable to afford treatment. As a result, it is crucial to figure out
how many poor households in these chronically food insecure Woreda would potentially

benefit from CBHI participation.
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2.6 Limitations and Constraints of Community Based Health Insurances

Leading to inadequate use rates in some countries, community-based health insurance schemes
have been hampered in their ability to recruit and integrate significant numbers of people who
are expected to share the risk of sharing health-care bills (Hsiao, 2003). There is a low demand
despite high expectations for people to join such schemes due to the voluntary nature of
membership. The main causes for the failure of previous CBHI initiatives were administrative
issues such as poor design, misuse of resources, a lack of supervisory procedures, inadequate
community engagement in the scheme's management and administration, and corruption
(WHO,2010).

Another issue to solve is the self-selection of people with poor health into the CBHI program,
which has a negative impact on the program's long-term viability. People with chronic
illnesses, as well as those with inadequate financial resources, are typically included.
Furthermore, according to a study conducted in Nigeria, the following factors influenced
people's decision to join the CBHI: affordability, lengthy distances traveled to the health care
center, members' socioeconomic position, inadequate health care services, and cultural views
and customs (Jutting, 2003). People were prevented from joining such CBHI schemes due to a
lack of proper education and previous negative experiences with such schemes. There should
be adequate and transparent communication and information flow between those in charge of
the initiatives and those who benefit from them. A sufficient prerequisite for poor members to

receive a larger share of scheme benefits has been described as adequate communication.
2.7 Conceptual and Theoretical Framework of the Study

This section provides assessments of the most common theoretical literature related to
community-based health insurance practices in order to formulate frameworks for identifying

gaps and guiding principles.

Access to health care service: CBHI is an emerging concept for providing financial protection
against the cost of illness and enhancing access to health services for low-income rural
households and those who are not covered by formal insurance (Jutting 2003). For low-income

rural households and those in the informal sector who are not covered by formal insurance, the
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CBHI program has become a promising model for providing financial protection against the cost

of illness while also enhancing access to health services.

Quality of health care service: One of the first issues was that certain health facilities lacked
the essential infrastructure (potable water and power), which hampered the delivery of high-
quality health care (Anagaw, 2015). In Ethiopia, the FMoH and its counterparts made public
funds available to assist catchment health facilities in meeting the essential infrastructure
standards. Community-based health insurance may improve care after a significant health event,
as well as routine and preventive care (Jutting 2003). Due to free access to health care at the
time of service, the use of health facilities is likely to expand. Better care will raise people's
expectations of getting good value for money in the event of an illness, increasing demand for
insurance once more. As a result, at least some of these pooled resources could be used to
increase access and improve service quality (EHIA 2015).

Health information access and awareness level: the level of education of CBHI participants
and access to health information provided incentive for prevention and health-care utilization.
Even if a person is a member of the scheme, the absence of signals to action will lower the
possibility of preventive and service utilization (USAID,2011). On the other hand, the lack of

expense at the moment of service increases the use of advanced healthcare services.

Socio-economic and demographic factors: According to WHO (2010), socio-demographic
variables and attitudes, interact with economic driving factors (including family income, wealth,
and service fee), CBHI membership, and distances from health care facilities to produce the
conditions under which a person is or is not likely to seek healthcare when need factors such as

symptoms of illness are experienced.

In general, results from the previous studies showed that most component of the framework

correlated with households’ use of healthcare services.
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FIGURE 1: Conceptual framework (adopted from USAID, 2011)
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CHAPTER THREE: RESEARCH METHODOLOGY

The research methodology section covers the following topics: study area description, research
design and strategy, data collection tools and methods, sample and sampling procedure, data

collection procedure, data processing and analysis, and ethical issues.
3.1 Description of the Study Area

Meket Woreda is located in the North Wollo Administration Zone of the Amhara region. It is
670 kilometers north of Addis Ababa, 222 kilometers from Bahirdar, and 145 kilometers from
the zonal town (Woldia). It is bordered to the north by Bugna and Lasta Woreda, to the south
by Wadla Woreda, to the east by Gidan and Gubalafto Woredas, and to the west by Lay-and
Tach Gayint Woredas (Woreda Administrative Office, 2018). Geographically, it is located
between latitudes 11°30'-12°10'N and longitudes 38°30'-39°30'E, according to Meket Woreda
Administration Office (2018). The altitude ranges from 1,458 to 3,460 meters above sea level,
with agro-ecology zones of kola (25%), Woina Dega (55%) and Dega(20%). According to
Woreda Agriculture Office (2018), the total area is 191,148 hectares with varied land use
classifications (cultivated land 49,450 ha, pasture 15,152 ha, forest and shrubs 54,000 ha,
built-up area 39,528 ha, degraded or eroded land 8,659 ha, valleys and rugged topography
8,659 ha, and grassland 15,700 ha).

A total of 217,044 people live in Meket Woreda (107,899 male and 109,145 females). A total
of 26,095 people live in the two urban kebeles (males 12,760 and females 13,335) of the
Woreda (Woreda Administration Office,2018). Meket Woreda has a total of 36 kebeles (34
rural and 2 urban kebeles). The main source of livelihoods in the study area are subsistence
agriculture and small-scale trading. On average, a 0.5 ha of farmland is owned by a family of
five people. The principal crops grown are teff, barely, wheat, bean, sorghum, and soya bean.
Winter irrigation is also used to produce a variety of cereals and fruits in this location (Meket
Woreda GTP1 Report, 2016). When it comes to animal husbandry, it is also popular in the
research area. More than half of the population, according to the Woreda Administrative
Office (2018), is illiterate, meaning they are unable to read or write. Despite the fact that there
are 36 health posts (one for each kebele), eight health-care centers, and a newly constructed

primary district hospital (Shedeho Meket), facilities and supplies are still in short supply.
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FIGURE 2: Location of the study area (Source: Ethiopian Mapping Agency, 2020)

3.2 Research Design and Approach

The actual data was collected from 287 household heads (respondents) and randomly selected
informants using a cross-sectional study approach. The design of the study was the best for
stimulating responses to the research question (Diriba, 2014). The major survey tools used to
gather qualitative data includes focus groups, key informant interviews, in-depth interviews and
observation, and questionnaires were taken as instruments to collect quantitative data for this
study.

This study employed mixed research approach; it included both qualitative and quantitative
approaches. Mixed approach encompasses both quantitative and qualitative data helps to

comprehensively understand a research problem and address the issue under study in holistic
17



perspective (Kothari, 2004). The triangulation method allows for the extraction of quantitative
data from a representative household survey, while CBHI scheme participants and health care
professionals can probe or investigate qualitative data for more in-depth information. A
household survey was conducted to collect quantitative information on the CBHI scheme's
practices and health-care utilization. On the other hand, qualitative data was gathered through in-
depth interviews, key informant interviews, and focus group discussions to supplement
quantitative data on the issue under study. Furthermore, one of the key sources was secondary
data, which was gathered through a review of published and unpublished sources (evaluation

checklists, government official documents and performance reports).

3.3 Eligibility Criteria
3.3.1 Inclusion criteria

The study included all beneficiaries over the age of 18 who had joined and benefited from the
CBHI scheme in Meket Woreda since 2014 and had signed an informed consent form indicating

their willingness to participate.
3.3.2 Exclusion criteria

Non-beneficiaries of the CBHI scheme and beneficiaries who refused to participate in the
interview were among the exclusion criteria. Children under the age of 18 were also not allowed

to participate.
3 4 Method and Tools for Quantitative Data Collection

3.4.1 Household survey

Simple random sampling was considered relevant to collect quantitative data from a
representative sample using a semi-structured questionnaire that includes close ended questions
supplemented with open-ended questions in order to give each respondent within the population
an equal and/or measurable chance (Saunderes et al., 2009). The purpose of the survey of
sampled heads of households was to examine into scheme practices, implementation challenges,
service quality, and so on. The Woreda's diverse agro-ecology was represented using a
multistage stratified sampling technique. An updated list of CBHI member households was used
as a sample frame for selecting sample head of households for the study.
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3.4.2 Study population and sampling design for household survey

A multistage proportionate stratified random sampling technique was used to select participant
heads of households based on the proportion of each subgroup in the overall population, with a
simple random sample selected within each subgroup. The main sampling units were called
kebeles. Thirty-four rural kebeles in the Meket Woreda were also divided into three agro-
ecological zones to account for variations in CBHI implementation. To obtain representative
samples from each community, three ecological zones (Kola, Woyina Dega, and Dega) were
considered. Because the numbers of kebeles are quite small and lottery is applicable, sample
kebeles from each ecological Zone were selected for representation to each agro-ecological zone.

Then three kebeles were chosen at random, one from each ecological zone: kebele 012 (Arabal)
from ten kolla kebeles, kebele 03 (Kurisa) from fourteen Woyina Dega kebeles, and kebele 029
(Warkaye) from ten Dega kebeles. In addition, there were 200 payer insured households in
kebele 012 (Arabal), 348 payer insured households in kebele 03 (Kurisa), and 477 payer
households in kebele 029 (Warkaye). The total number of paying households in the three kebeles
is then (N) = 1,025. Sample size of the study was calculated using simplified proportion sample
size estimation formula, to determine the required sample size at a confidence level of 95 %, and
a 5% margin of error (Yamane, 1967). The sample size was then calculated using the 95%

confidence interval and a 5% margin of error as follows:
n=__N
1+Ne®
Where,
n is the sample size to be selected
N is the population size of the study = 1,025

e is the margin of error (acceptable sampling error) = 5% (0.05)

Accordingly, applying Yamane’s sample size calculation,
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n=_1,025 = 287
1+1,025 (0.05)?

Following the determination of the sample size, the samples (287 head of households) were
allocated into proportions for each kebele using the formula (nk= (NK*n)/N); where, nk= sample
for each kebele, NK= total number of paying insured household in the population for each kebele,
N=total population ( paying insured households for three kebeles ) *=sign for multiplication. As a
result, 77 sample households from Arabal(012) kebele, 87 sample households from Kurisa(03)

kebele, and 123 sample households from Warkaye(029) kebele were selected.

A non-response is a failure to gather information from a targeted individual for any reason
(death, absence, or refusal to respond) in a sample survey, and the non-response rate is the
proportion of such individuals in the sample aimed at. As a result, 10% of the 287 household

heads are considered contingency (which is 29 HHs).
3.5 Method and Tools for Qualitative Data Collection

Qualitative research is a method of investigating and comprehending the meaning that individual
s or groups attribute to a social occurrence they are witnessing (Creswell, 2009). The quality of
health care services, as well as the attitudes of frontline health care workers about the CBHI

system, were investigated using a qualitative approach.

i. In-depth Interview (IDI): It is a sort of interview that helps a researcher to develop a full
understanding of the respondents’ viewpoints on the subject being investigated (Saunders et al.,
2009). Insured patients were interviewed to generate narratives about how they respond to
service utilization and quality. Along with probing questions, open-ended questions were
prepared to allow participants to be as flexible as possible. The researcher had conducted five in-

depth interview and acquired data from scheme users for triangulation purpose.

ii. Key Informant Interview (KII): A guide designed expressly for this purpose was used to
perform Klls as part of the qualitative survey. Participants(experts) who had a better grasp of
how the CBHI plan was implemented were interviewed, with a focus on key components
(EHIA,2015). Key informant interviews with people who know what's going on in the specific
area, who have first-hand knowledge of the problem at hand, who can provide insights into the

nature of the problems, and who can offer recommendations for solutions. In order to acquire
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information from various perspectives, four key informant interviews had conducted with the
Woreda CBHI Coordinator, Kebele managers, Woreda Administrator, Head of Woreda Health
Office, and Woreda PSNP Coordinator.

iii. Focus Group Discussions (FGDs): Focus group discussion (FGD) used to better understand
communities’ perspective and consensus regarding the CBHI scheme practices and how people
benefit through receiving quality of services that the participant provides and acquire wider
scope of validity data. FGD is vital to use when the goal is to better understand how people
think about an experience, idea, or event, according to Freitas (1998), because the discussion in
the meetings is effective in delivering information about what people think. Accordingly, in
each study kebele, one FGD was conducted. FGDs were formed with the participation of
selected heads of households to ensure that all parts of the community were represented (male,
female, youth and elder). Considering the study homogeneity of participants in terms of income
status and awareness (education) level, the researcher conducted five focus groups: three mixed
gender FGDs with eight participants, and two female FGDs with six participants. Participants
were from kebele CBHI task forces, beneficiaries, Health Extension Workers/HEWS, and
Agricultural Development Agents.

3.6 Data Processing and Analysis

The researcher employed both qualitative and quantitative data analysis approaches, depending
on the nature of the data. Before being analyzed, quantitative data was cleaned, encoded, and
ready for entry. The analysis was carried out using the statistical package for social science
(SPSS) version 23. Descriptive statistics were utilized to describe the socioeconomic and
demographic features of the respondents’ using percentages, graphs, and tables. As Yilma et al.,

(2015) claimed that statistical tests and models are based on assumptions.

Following that, each outcome variable was examined, with a 95% confidence interval
assumed. The significance of the findings was determined using the P < 0.05 significance
level. More importantly, a T-Test and One-Way ANOVA (Analysis of Variance) was used to
examine if any statistically significant differences (or correlations) existed between the means
of independent groups of socio-demographic characteristics, as well as between independent

and dependent variables.
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The formulas for one-way ANOVA are as follows:

F = MS between/MSwithin; MSbetween = SSbetween/dfbetween; and MSwithin =
SSwithin/dfwithin.

Where: F stands for f- distribution/value
MS stands for Mean Sum of Squares (Variance)
SS stands for Sum of Squares
df stands for drees of freedom, an estimation of sample size

The purpose of qualitative data analysis was to organize information, break it down into
manageable pieces, synthesize it, analyze for trends, and determine what was important and what
needed to be taught (kothari,2004). Then, based on the closeness of the themes, qualitative and
quantitative data were integrated concurrently based on themes in sequences of the study's

objective.

3.7 Ethical Consideration

Data collection was timely begun with submitting a formal letter of support request written by
Addis Ababa College of Development Studies/Center for Food Security addressing to the Meket
Woreda Administrative Office. Following that, the Woreda Administration issued a formal letter
to each study kebele and Woreda CBHI Coordination Office. Those eligible participants were
randomly selected from the existing lists after obtaining approval from each kebele
administration, and administrative facilitation was provided throughout the data collecting

period.

Respondents and informants were given a brief explanation of the purpose of the study and the
problem of privacy by the researcher and trained data collectors. People should be assured that
their comments wouldn't be used against them, and also that they will not be compelled to write
their names or any other personal information. The respondents and informants gave their
informed verbal consent, which resulted in an oral agreement. The researchers and data
collectors encouraged the respondents to give honest responses in open areas to avoid any
disruptions after getting their consent. The information was gathered in a way that did not affect

the safety or privacy of the participants. The researcher hired four data collectors with experience
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in the CBHI scheme, two of whom have a M.Sc. Degree in Agro-economics and Development
Studies, whereas others were attending their Post-Graduate Degree in Public Health at Wollo
University. They were trained and familiarized with the research procedure. Finally, the actual
data collection process was undertaken from 17 to 27 March 2020. Quantitative and qualitative
data were collected at the same time. The researcher collected data from Klls and IDIs, while the

researcher collected data from FGDs with the help of a professional facilitator.
3.8 Explanation of the Study Variables

The variables employed in the analysis, as well as their theoretical knowledge of how they relate
to the CBHI scheme. As stated below, these variables were generated based on the reviewed

literature and experience:
Dependent variable: the dependent variable for this research is CBHI scheme practice.

Independent variables: based on literature review and past experience, the following factors are

expected to influence the practice of CBHI scheme in the study area.

Age of the heads of HHs: Older household heads are expected to participate in the CBHI
scheme as one of the independent variables assumed to influence the scheme's practice. As
household heads gets older, it is assumed that they will require security, in the form of health
insurance, in order to protect themselves from the biggest financial risk.

Sex of the heads of HHs: Households headed by women are more vulnerable to health issues.
Last but not least, the household's economic status is on their shoulders, and as more load is

placed on their shoulders, they prefer to be a member.

Education level: If family heads received educational opportunities that enabled them to read

and write, they would be more likely to participate in the scheme.

Household size: Households with more active family labor would be eligible for the CBHI
program. Because a family is more likely to be made up of people in their working age group,

there is a greater chance that they will engage in labor work.

Distance to the nearest health center: The distance between the nearest health center and the

participation of heads of the households in the CBHI scheme is also an important factor. They
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will be motivated to participate in the scheme since a health facility is within their reach. The

proximity of a health facility will encourage them to engage in the CBHI.

Participate in PSNP: family members who participate in productive safety net programs will
have a positive impact on CBHI involvement.

Attend local meeting: Different meetings in kebeles and Woreda will have a positive impact on
the scheme's practice and management. These gatherings are successful in disseminating health

insurance program information to the local population.

Out-of-pocket payment: This is because, despite being members, program beneficiaries are
required to pay for health services out of pocket. This will have a negative impact on their future
enrollment, as well as those who are already enrolled, as they may not continue or drop out.

3.9 Data Quality Assurance

Reliability of the research ensures that the findings of the study would be replicated if the
process or instrument were used in another investigation (Creswell 2013). The tool was tested for
internal consistency and reliability with 15 interviewees from the three study kebeles. Validity of
findings or data, on the other hand, is defined as the accuracy or precision of study findings.
Furthermore, the pilot study was utilized to improve the quality of the questions, as well as the
formats, arrangements, scales, and language employed, so increasing the data's validity.

Various methods were used to ensure the quality of the qualitative data. Building a good
relationship with respondents, explaining the research objectives to them, approaching
respondents in a nice manner and gaining trust, and honoring the cultural values of the
participants were only a few of the procedures used to improve the data's trustworthiness.
Furthermore, verify with colleagues to see who is presenting the data to the colleague. To prove
the data's dependability, triangulating the data acquired through several methods of data
collecting was also used. The initial version of the questionnaire was translated into local
language (Amharic version) by health professionals to ensure the instrument's validity. A
colleague from the statistics department confirmed the consistency of the statistical
measurements. Following that, the translation was carefully examined in order to avoid any

ambiguity.
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CHAPTER FOUR: RESULTS AND DISCUSSION
The major findings of the study are presented, analyzed, and interpreted in this chapter, based on
data gathered through household survey, in-depth interview, key informant interview, and focus
group discussion. To incorporate all of the necessary material gathered from the field, the chapter
is divided into five sections with several sub-sections. Secondary data from several sources was

also used to enhance the source data.

4.1 Socio-demographic Characteristics of the Respondents

A total of 287 household respondents (see Table 4.1 below) were interviewed with a 100%
response rate, males accounting for 55.1 % and females (including housewives) 44.9 %. And
66.2 % were between the ages of 18 - 48, 27.5 % were between the ages of 49 - 69, and 6.3 %
were beyond 70, according to the age distribution. This indicates that the majority of households
responding are made up of people between 18-69 years old aged. Male-headed households
accounted for 55.1% of all respondents, followed by mothers (42.5%) and other family members
(2.1 %).

According to the findings, marital status is an important factor in continuing to practice CBHI
and renewing membership on a regular basis in order to reap the benefits of the program. As a
result, 79.8% were married, 2.1 % were still single, and 8.4 % and 9.8 %, respectively, were
widowed and divorced. Married households make up a large portion of the scheme's participants.
Single-person households require more security and insurance than families with children and

grandchildren.

Considering the interviewee employment categories, 71.4 % are farmers, 11.6 % are housewives,
13.2 % are traders, and 1.7 % are daily laborers. The results clearly demonstrated that the CBHI
scheme's primary focus is on the rural participants. 54.7% of those polled were illiterates (unable to
read and write), 28.6% were literates, 11.8% had completed secondary school, and 4.9% had not
completed their middle-schooling. As a result, education had a positive impact on the CBHI

scheme's enhanced understanding.

According to the responses given by the respondents, 78.4 % had between one and five people, 17.8
% had between six and eight members, and 3.8 % had more than eight members. The majority of

the respondents were registered and actually participated in the programme with one to five family
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members. Furthermore, 88.5 % had children under the age of 18 years, compared to 44.6 % who had

children over the age of 18.

TABLE 1: Background Characteristics of Respondents (N=287)

Characteristics of respondents (socio-economic and demographic) Percentage (%0)
Sex of respondents Male 55.1
Female(including housewives) 44.9
Total 100
/Age group (years) of respondents |18 —48 66.2
49 — 69 27.5
Above 70 6.3
Total 100
Relationship of respondents Father 55.1
Mother 42,5
Child 2.1
Others (parent siblings and child-in-law) 0.3
Total 100
Marital status Married 79.8
Single 2.1
\Widowed 8.4
Divorced 9.8
Total 100
Occupation Farming 71.4
Housewife 13.6
Petty-trading 13.2
Daily laborer 1.7
Total 100
Educational status Illiterate (can’t read and write) 54.7
Can read and write 28.6
Grade 1- 8 11.8
Secondary school (grade 9 — 12) 4.9
Total 100
Family size of the respondents 1-5 78.4
(Including children) 6_7 178
Above 8 3.8
Total 100

Source: sample survey (2020)
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4.2 Designing CBHI Scheme in Meket Woreda

According to Jutting (2003), community-based health insurance is emerging as an innovative and
attractive approach to achieving public healthcare that has caught the interest of governments,
particularly in developing countries including Ethiopia. There were a few inconsistencies in the way
some design elements were applied. People's choice involvement, benefit categories inclusion, prior
payment, a not-for-profit purpose in forming the program, community-based program
administration, and possibly some level of risk sharing is all given high priority in most CBHI
initiatives, which can be easily verified (EHIA,2015). The CBHI scheme in Ethiopia, according to
USAID (2011), has important features such as membership choice and enrollment status, level of
involvement, support for the very poor, annual payment, general subsidy, and services payment

system.

Scheme registration has been done on a household-by-household basis rather than on an individual
basis to minimize the potential for inappropriate selection, according to the Meket Woreda CBHI
Coordination Office Report (2018/19). The Woreda then identifies suitable homes after Kebeles
examine applications based on pro-poor eligibility criteria. All registered outpatient and inpatient
services at the health-care centers would be covered by the insurance plan, with the exception of
dental implants, eyewear, cosmetic operations, and dialysis. If they get a referral from a health
facility, individuals can now go to hospitals without incurring a charge.

4.2.1 Awareness Level and Membership Condition

Programme participants were interviewed how underrating regarding the CBHI scheme. When
asked, "Do you know about Community Based Health Insurance?" 92 % replied Yes, whereas 8% of
respondents claimed that they had inadequate awareness on what CBHI meant. Accordingly, the
data revealed that majority of participants had a well understanding on the concept and objective of
the program. This is due to Woreda's conviction that they were doing a better job of spreading

awareness in the rural county.

Respondents were also asked about their overall knowledge and understanding of the CBHI
program. According to the responses, 19.5 % of recipients have a good understanding of the CBHI
program, while 63.1 % have a fair understanding. On the other hand, 17.1 % indicated they were

less aware of the scheme.
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FIGURE 3: Level of understanding of responders regarding CBHI scheme

Furthermore, a FGD participant (male, 50 years old, 029 Kebele) bolstered the idea by saying,
"Creating awareness among the public is one of the numerous elements that lead to an enhanced
level of participation in CBHL." This enables the program to cover a greater number of rural
populations, minimize member dropout, and keep individuals in the scheme even during poor

harvesting period.'
4.2.2 Sources of information on CBHI scheme

Beneficiaries were asked how they learnt about CBHI at the outset of the program's implementation.
As a consequence, 17.4 % claimed they learnt regarding CBHI via their neighbors, while 1% stated
they heard about it from their locally formed groups (idir and equb). The majority of responders
(76.7%), on the other hand, got their information from government personnel. The remaining 4.9 %
learned about the program from their local religious bodies (church). As a result, it has been
determined that local government officials played a significant role in raising awareness and

encouraging action.

28



When asked about the terms of participation in the CBHI program, the majority of respondents
(83%) responded it was voluntarily, whereas the others 17% claimed that it was somewhat

influenced by local administration and government bodies.
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FIGURE 4: Sources of information regarding CBHI scheme

Participants in the FGD agreed with the above statement, saying that members were occasionally
forced to pay premiums even if they did not want to. Kebele leaders pushed members to pay both
the premium and other payments together unless they refused to take other payments (land tax,
fertilizer) unless the CBHI program was paid first. This type of mechanism for collecting
payments for the scheme caused suspicion; some people assumed the CBHI scheme was a way
for the government to collect revenue (taxation). Despite the fact that membership in the scheme
is supposedly voluntary, according to data from surveys and focus groups, there are conditions in

which households in the study area are forced to pay the premium payment.

4.3 Current Practices and Benefits of Enrollment in the CBHI Scheme

4.3.1 Time of enrollment in the scheme

The region began piloting the program in 2010/11 within some targeted Woredas, according to the
ANRS CBHI report (2017) claimed by Woreda CBHI Coordinator, with the purpose of establishing
community—based risk safeguarding mechanisms among rural communities. Meket has been found
as one of the potential areas to cascade the scheme since 2014. As a result, the region has opted to

expand the initiative into further areas.
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Meket Woreda Administrator was offered open-ended questions on the program's key driving

factors. As a result, he was quoted as saying:

“The regional administration took the lead and decided to undertake a prior field
work based on the selection requirements (high population size, Woreda Council's
competence to successfully implement programs, and repeated drought
occurrence). The program was to be implemented across all kebeles, benefiting
35% of all rural HHs. The region funded 70% of the cost of poor people, with
Woreda contributing 30%. Then, it was decided that the program would launch in
2014, and execution commenced following all of the requisite criteria.”

Furthermore, the CBHI Coordinator claims that Meket is becoming a good scheme performing
Woreda in the region. At the beginning of 2014, it was predicted that 35% of all HHs would
participate. It is, however, progressing by reaching 64.5 % of Woreda's total population (2020). The
target is to achieve 90% of the people by the end of the year (2020). When asked when they initially
started engaging in the CBHI program, 86.8% of the respondents replied that it had been more than
three years. Only 13.2 % claimed they had been registered in the CBHI system for less than three

years.

4.3.2 Medical coverage of beneficiaries prior to enrollment

Respondents were asked about their previous medication spending experience before being invited
to participate in the CBHI system. As a result, 80.5 % of interviewees paid for their medical costs
with their own money, while 9.1 % borrowed money from family or friends. Furthermore, they pay
for health-care expenses in 7.3%, 1.7 % and 1.4 % of cases by employing traditional therapies,
which are funded by local groups and provided for free by government, respectively.

T
Prior Medical Coverage enroliment

B Out-of pocket

17.3,7%
gl H Borrowed from others
Neeighbours
80.5, 81% H lkub and Idir

FIGURE 5: Medical Expense of Respondents Prior to Scheme Enroliment
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Furthermore, a Warkaye kebele resident (male, 45) bolstered the case by saying, "Prior joining the
CBHI program, | was charged Birr 890 for a one-time medicine at a private clinic." If extra
finances were needed, though, selling out animals on the marketplace took longer. We'll have had to
await a long before we have sufficient funds. We came to the treatment center that after illness had

deteriorated to something like a chronic stage.”
A female FGD participant (age 50, Kebele 03) supplemented to the above information as

"We used to avoid attending the healthcare center if we were extremely sick
prior joining the CBHI plan. We had gone to a church and consumed holy
water or were baptized while we had illnesses (a headache or a common cold).
We used either traditional treatments or white eucalyptus leaves as a fumigant.’

4.3.3 Health-care services received being membership

When asked if they had ever used the CBHI package while sick, 79.4% of the participants said
yes. Despite paying their premiums on time, 21.6 % of those interviewed have yet to use their
benefits. When asked why they have not started utilizing packages because there is not a
condition in the family, 17.8% said there isn't one, and 2.8 % said it is because of poor
prescription and customer service at healthcare centers.
"Some people prefer to travel to private clinics for better medical services, even
though members pay an annual fee,” FGD participants said. "Due to the scarcity
of qualified personnel, insufficient medicine supplies, an underequipped
laboratory, and maladministration, the government health facility is unable to
provide the required health care.” The residents were pushed by officials from the
Kebele to pay the fee, and we ended up paying for extra services from the local

government. Despite paying the price, some persons have not received
membership cards. They had no idea whether they were members or not."

Also the female focus group discussant (kebele 03, Kurisa) witnessed and supported the above
statement during home-to home visiting in March that few programme beneficiaries (17) are still
not yet received their membership identification cards though they had paid the premium.

4.3.4 Health status improvement after enrolling in the CBHI programme

Beneficiaries were asked Do you agree that your health status is improved after enrollment within
the CBHI scheme? Accordingly, 1.1 % and 53.3 %, respectively responded as they are strongly
agreed and agreed that their wellbeing and health condition was found good after joining in the

scheme. However, 27.2 % of them were neutral, feeling it was difficult to tell whether or not
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conditions had progressed. Also, they responded that no illness faced since their enrollment in the
scheme). A total of 8% of respondents disagreed, with one participant strongly disagreeing,
implying that nothing has changed since he or she enrolled in the program. As a result, the majority
of respondents said their health was improving and that they were aiding families in reducing

healthcare spending.
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FIGURE 6: Health statuses of respondents observed after enrollment

'Program users are increasingly attending their local treatment center to assess their
health status and receive medical advice, including for mild to moderate pain that
they usually addressed with medicinal herbs, FGD participants said at 03
kebele(kurisa). However, it has been proven to be creating a burden on the health
facility, as health experts have highlighted."

4.3.5 Types of CBHI scheme membership

A key informant discussion was made with Woreda CBHI staffs focused on the procedures used to
categorize rural HHs as poor and better-off members. Among the total registered 33,089 enrollees in
Meket Woreda, there are 4,935 impoverished people (poor or unable to pay a premium) and 28,154
non-indigent users (covering the premium). According to the CBHI rules, underprivileged people
should make up roughly 10% of the recipient Woreda's total household population. As a result, the
total number of households (including poor and non-indigent) was 33,089, accounting for 64 %.
With supplement to the premium paid by better-off members, the region subsidizes 10% of the total
sum collected. By 2020, the Woreda intends to increase engagement from 64.5% to 90% of all HHs
(from 33,089 to 39,973 HHSs). In this circumstance, the Woreda CBHI Coordination Office has

determined to work with a wide range of stakeholders to engage in and making campaign possible.
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‘What type of membership do you want to join for?' beneficiaries were questioned. As a result, 48.4
% of them were classified as poor (freely treated), while 51.6 % were categorized as economically
better-off HHs. The number of non-indigent participants must exceed the number of impoverished
HHSs (90% paying and 10% poor) in order for the program to be financially realistic.

4.3.6 Time of membership renewal

According to information from the Woreda CBHI Coordination Office, several factors influence
regular membership renewals. Poor harvest, insufficient awareness raising and information sharing,
HHSs health status, premium pricing, fees charged for various reasons at the same time (land tax,

fertilizer purchase, and local festivity cost), and a lack of income sources are among the challenges.

Members were asked if they had renewed their membership in a timely manner. As shown in the
graph below, 95.1 % have said they had kept their participation on time, while 4.9 % have said they
did not. As a result, the majority of respondents had an outstanding track record of renewing their

membership in the scheme.

Membership Renewal
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FIGURE 7: Membership renewal of respondents
"Renewal of membership involves being insured until next year's healthcare service,” one of the
FGD participants (male, 39 years old, 029 Kebele) adding to the preceding information. If we don't
extend our membership on time, we won't be able to access the necessary medical services (from
January to February). In conjunction with the relevant parties in the vicinity, payment and ID
renewals were completed at same time. Individuals who do not make the payment within the

specified period may be penalized with a postponed service."
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4.3.7 Resignation from CBHI membership

With the exception of delayed payments, the proportion of dropping out of beneficiaries from the
scheme over the last few years has indeed been null, as per evidence from Woreda CBHI
coordinator. The fact that a majority of clients pay and extend their membership on time confirms to
this. This showed that the program'’s participants were dedicated to remaining in it and earning from
it. Despite the fact that participants had paid their premiums, service providers sometimes handled
CBHI participants and non-beneficiaries unevenly, as female FGD participants (03 Kebele)

witnessed.
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Ficure 8: Choice of Respondents Whether to Resign or Stay in the Scheme

According to the above figure, 8 % strongly agree and 10.8 % agree to withdraw from the
CBHI program, respectively. 7.3% stated they were uncertain about resigning. Whereas the
majority of respondents (73.9%) who disagreed or strongly disagreed were committed to
remaining members. As a result, dropping is not a concern for the program, which helps to

ensure its long-term success.

"The dropping rate of members from the program in the previous few years was
essentially null unless a few delays in paying the premium within the timeframe and
also the self-supporting culture of the societies were increasing from time to time,"
the Woreda CBHI Coordinator complemented to the above information.

4.3.8 Benefits of enrollment in the CBHI scheme
Out of pocket payments (OOP) by individual families cover more than half of health expenditure in
underdeveloped countries (Meghan, 2010). The program reduced out-of-pocket expenses for 62.7

%, as seen in the graph below. 18.8% of those polled said their health has improved as a result of
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joining up for the insurance (checking their health status at a nearby health center). Following
participation in the plan, respectively 3.5 % and 15% of respondents were observed gaining benefits
(through enhanced labor productivity with a greater number of working days per year) and reducing
health risks. (insured family members can go to the health facility at any time if they are ill).

Enrolilment Benefits

B reduced OOP
B Improved health
Increasesd productivity

B Reduced health risks

FiGURE 9: Benefits received from enrollment

"We are somewhat secured from costly care delivery, our health status has improved
while risks had already reduced, that we are more productive than it was before; we
were also allocating so much time and labour on agricultural production tasks than
ever, so we were able to minimize expenditure and achieve health treatment by
having paid a minimum amount to all family members,” said one of the FGD
participants (Female HHs, age 53, 029 Kebele).

Additionally, in-depth interview with 029 kebele (Warkaye) Manager complemented the above

information as:

"The insurance fee is relatively cheap, and | believe that individuals can handle
the premium payment and benefiting from it, | was hospitalized three months ago
at Shedeho Meket Primary Hospital. The doctor suggested me to immediately
travel to Dessie Specialized Hospital for further treatment after an assessment.
However, an expert was summoned to obtain the essential medications, and a
diagnostic was made utilizing an X-ray machine and a laboratory analysis at a
privately held facility. Despite the fact that I did not have any pocket money, I
acquired the appropriate treatment and was hospitalized for 7 days of impatient
service. | was relieved but the total payment came to Birr 12,500 birr, which was
far too much for me. However, the money made at Dessie was refunded to me after
| talked with the Woreda CBHI Coordination Office. Thanks to the CBHI system; |
eventually received my money."
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The following statements have been also underlined by a key informant (medical auditor) from the
Woreda CBHI Coordination Office: "The CBHI encourages health-care providers to offer basic
health-care packages to their beneficiaries. All Woreda-signed treatment contracts comprise
outpatient, hospitalization, surgery, and diagnostic facilities, which are all recommended by
healthcare practitioners. The scheme's participants are advised on a regular basis on how to lower
their direct healthcare expenditure and some other health-related difficulties, as well as how to
obtain the best medical care at the cheapest cost."”

4.3.9 Affordability and premium collection time

Respondents were asked about the price of the insurance and the payment schedule in this area.
Both of these variables were found to be important drivers of CBHI success. When calculating the
points for each vital component, the rating and weighting factors for each element were taken into
account. A score of "5" (strongly agree) will get you a full 5 for that element; a score of "4" (agree)
will earn you a 4; a score of "3" (neutral) will earn you a 3; a score of "2" (disagree) will earn you a
2; and a score of 1 (strongly disagree) will earn you a 1. The table below illustrates how participants

answered questions and how they were grouped.

TABLE 2: Beneficiaries Response on the Current Premium Level

Responses Percent | Cumulative Percent | Mean | Standard deviation
Strongly agree 19.9 19.9 4.106 0.241
Agree 47.0 66.9
Neutral 27.9 94.8
Disagree 4.5 99.3
Strongly disagree v 100.0
Total 100.0

Source: Own Computation (2020)

According to the results shown above, 19.9% and 47% of participants respectively, were evaluated
as strongly agree and agree, suggesting that the existing payment is viewed reasonable and that the
essential collecting period was used to obtain the requisite healthcare. In the meantime, 27.9% of
them were neutral about the affordability of the scheme, and its payment collection time. This is

because of the area is prominently know by drought reoccurrence and high rate of poverty, as a
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result beneficiaries had requested the government to include all their family members or subsidize it.
The remaining 4.5 % and 0.7% respectively, indicated dissatisfaction and significant disagreement
with the cost and timing of the premium. Respondents are happy with the current premium and
collection schedule, with a mean score of 4.106 and a standard deviation of 0.241. The collecting of
premiums has been recommended in coordination with beneficiaries for the months of February and
March, as per Woreda CBHI employees, because farmers may more readily pay the premium using
cash.

"Whenever we have fantastic cash in February and March, we pay and extend our

membership as well as other payment accruals,” the aforementioned statement was

backed up by an in-depth interview. The government decided the payment rate based

on family size (families of 1-5 members pay Birr 240, families with 6-7 members pay

Birr 290, and families with greater than 8 received Birr 340). We have no right to

receive CBHI assistance if we can't charge. As a result, we pay upfront for the products
we need."

"In deciding the amount of payment, the central government could take into
consideration rural households' payment capacity, family size, and medical costs,"
Woreda Administrator witnessed about his CBHI pricing perspective. HH's payment
could be the same across the region, irrespective of family size. He asserted that the
federal government had the right to provide consistent payments across the country. It
would be difficult to manage effectively if remuneration differed across the region."

4.3.10 Satisfaction level of beneficiaries on the CBHI service delivery

Good health-care service delivery improves the program's long-term survival. The quality of service
offered by contracted health care businesses has a significant impact on the recipients' responsibility
and participation (EHIA,2015). The research findings revealed that 2.1 % and 23.7 %, respectively,
thought medical services provided by health institutions were very good and good. In contrast,
28.6% of beneficiaries indicated they were dissatisfied. Health-care service delivery by health-care
centers, on the other hand, was rated unsatisfactorily by 45.6 %. Overall, the findings revealed that,

in order to satisfy program users, service delivery must be considerably enhanced.

"The quality of health-care services offered by private clinics is clearly better to that
supplied by public institutions,” an IDI participant (male, 50 years old, Kebele 029)
contributed to the aforementioned data. We were driven to seek prescribed drugs from
private firms at excessive costs because they were not accessible in the government-run
pharmacy. Clients taught that government had affiliations to a specific private clinic and
drug store, leading the medicines to be scarce at a fair price. ”
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4.3.11 Health institution nearest to residence of the beneficiaries

According to the research findings, respectively, the government-owned health centers and
hospital (Shedeho Meket Primary Hospital) could serve 17.1 % and 33.8 %. Privately managed
clinics are used by 8% of the interviewees. Health-care services are provided by health posts
accounting for 41.1 % of beneficiaries. However, according to discussions with Woreda health
experts and HEWSs, the majority of clients receive the required healthcare services from the
primary hospital via referral linkages but travel long distances for medical advice and additional
examination.

"Health posts are largely considered to give assistance on family planning as well
as other health extension services,’ according to Woreda Administrator's
statement. Health centers and hospitals, on the other hand, are commonly
referred towards for medical service delivery. Two referral hospitals (Bahirdar
and Dessie Hospitals), three general hospitals (Woldia, Boru, and Debre Tabor),
three primary hospitals (Shedeho Meket, Lalibela, and Nefas Mewucha), and nine
health centers have already signed contracts with the Woreda CBHI Coordination
Office."

4.3.12 Socio-demographic characteristics (predisposing factors) and scheme practices

This study used a One-Way ANOVA ("analysis of variance™) to compare the means of two
independent study populations to see if there was statistical evidence indicating they were
significantly different (kothari,2004). With a 0.05 threshold of significance, there's a 5%
possibility of detecting a difference when none occurs. The T-test and a One-Way ANOVA were
used to compare the two groups. Male and female-headed households were compared using the
T-test to check if there was a statistically significant difference in CBHI scheme enrolment or
activities. According to the results of the test, the test statistics are significant at 0.01. The results
of the test indicated that in the previous three years, men and women headed HHs had different
practices/enrollment status.
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TABLE 3: Respondents’ socio-demographic characteristics and scheme practices

CBHI practices/enrollment status
Pre-disposing factors Percentage (%) Test statistics | Significances at
Sex of respondent | Male 55.1
HHSs 0.001*
Female 44.9
Total 100
Marital status Married 79.8
Single 2.1 One-way ANOVA
Widowed 8.4 (F-test) 0. 188**
Divorced 9.8
Total 100
Educational status | Tlliterate (can’t read 54.7
of HHs and write)
Can read and write 28.6 One-way ANOVA
Grade 1- 8 11.8 (F-test)
0.034*
Secondary school 4.9
Total 100
Family size of the | 1-5 78.4 One-way ANOVA
respondents 6-7 17.8 (F-test) 0.002*
Above 8 3.8
Total 100

* significant at P< 0.005, significant ** at P< 0.001

Source: sample survey (2020)

A one-way ANOVA was employed to analyze the major socio-demographic variables and evaluate
group variances in CBHI practices. As a result of the study, the gender of the household, the level of
education/literacy, and the size of the family were found statistically significant at 0.05. Due to
differences in family size and education, the test statistic revealed that varied levels of CBHI

enrolment were observed for each group.
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4.3.13 Community meeting and discussion framework with key local partners

According to EHIA (2015), strong participation of the local community in the CBHI program's
planning and implementation could assist in achieving with greater levels. The research
findings revealed that, correspondingly 7.7% and 3.1 % of respondents indicated they had the
opportunity to discuss with Woreda/Zonal officials and experts regarding the scheme plan and
rules/regulation. Whereas 38 % of interviewees responded in a conversation in which service
delivery was a top priority, with 27.5 % of those who took part emphasizing premium payment.
23.7 % participated other types of gatherings (local election, good governance, paying event
fees and other development issues). Thus, the higher percentage of people who responded

witnessed that delivering proper healthcare services was remained a major question for the

program.
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FIGURE 10: Opportunity of respondents for discussion with officials

'Holding multiple levels of meetings at the kebele level, according to focus group
participants (kebele 029), helped to promote awareness and enhance community
knowledge of the program intervention. They also witnessed how participatory debate
may assist in the provision of timely answers to challenges, the development of
ownership rights, and the long-term survival of the program.”
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4.3.14 Role of beneficiaries in the management of the CBHI scheme

Finding of this research revealed that 42.5 % of those interviewed revealed that they were greatly
involved on paying the mandatory premium. Whereas 29.6% and 19.9% of individuals were
actively engaged in awareness creation for non-beneficiaries and sharing experiences,
correspondingly. Only 1% of participants were CBHI board members active in kebele decision-
making, while 7% of users were recognized as engaging in various locally organized rituals and
assemblies. In addition to the previously mentioned information, it was revealed that program
participants meet the basic membership criteria by contributing the membership fee. On the other
hand, according to EHIA (2015), programme beneficiaries were required to engage in all
components of the program, including circulating information, capacity building via experience and
awareness raising for non-beneficiaries, attending gatherings and decision-making occasions,

assessing program intervention and give advice, and so on
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Ficure 11: Participation of beneficiaries in running the CBHI program

Moreover, one of the informant among the Klls (Manager, 029 kebele)
strengthened the preceding claim, saying: "In terms of the types of health
services that should be provided, the community has minimal influence on the
program's decision-making processes. A kebele manager/administrator,
religious leaders, women, and youth's advocates are among the members of the
CBHI taskforce. They could entail a variety of decision-making processes, such
as negotiating premium payments, mobilizing the community, increasing
awareness, and exchanging experience. ”
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4.4 Challenges of Implementing the CBHI Programme

4.4.1 Challenges raised from the program perspective

Serious challenges related to uneven demand and supply have hindered the operation of the CBHI
program (USAID,2011). The program was established to provide the recipient with essential health-
care services (in-patient, out-patient, surgery, and laboratory assessment), as well as timely
membership renewals. According to Jutting (2003), community participation in the CBHI scheme
design and implementation varies significantly and is usually more if funds are administered and
possessed by program participants themselves rather than by health institutions in order to reduce
moral threats.

a) The program does not cover all aspects of healthcare

Beneficiaries paid payments in order to get appropriate healthcare services from hired health
institutions, but many were disappointed when they did not receive the service. Despite being
members, some people with better income sources prefer to go to private clinics and pay for their
health care from user free payment. CBHI then took a lengthy time to refund the funds to the
recipients. According to the data collected through FGDs and Klls, the study area faces a number of

challenges including a lack of proper laboratory equipment and limited pharmaceutical supplies.

The above statement complemented by one of the Klls(health experts at Filakit Healthcare center)

as:

“Regarding drug supply, in our health center drug stock out become limited
especially in each quarter year due to high utilization, patients come frequently
but they did not use the drug properly. Some patients even through it away
because they are not interested to take drug rather prefer to get injections. More
importantly, contracted health facilities, especially in hospitals, experience drug
stockouts and so patients often must buy items from outside private retailers.
Limited stockouts in Pharmaceutical Fund and Supply Agency (PFSA) hubs have
been the major reason that brought drug shortages.”

One of the KII (health professional at Shedeho Meket Primary Hospital) stated the laboratory
services as follows:
“The number of instruments available for laboratory services is minimal. The
majority of the instruments we had in the past are no longer in use; they are

not repaired or replaced with new ones. New equipment purchases take time
and require a procedure. As a result, as service utilization rises, we must work
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harder to provide services to all rather of focusing on quality. Serving a large
number of clients exhausts us and causes us to lose concentration, which has
an influence on service quality.”

b) Gaps in community and service provider awareness have been identified

Before initiating the CBHI scheme in the area, the regional government was supposed to provide the
local administration and population with appropriate information and raise knowledge about how to
operate and administer the program (EHIA,2015). In practice, however, it was revealed that the
government was involved for the program’'s conception, implementation, and administration.
According to field observations and information gather from informants, the research area exhibited
the following gaps: a lack of awareness, local councils forcing rural HHs to pay a premium early
(despite voluntarily gathering of the payments), and a few health centers mistreating customers.

According to one of the FGD participants(kebele 029, male) strengthened the above information as:
"Inadequate understanding and awareness of beneficiaries regarding the scheme, limited
participation in decision-making processes, gaps in timely renewal of membership ID cards, some
beneficiaries are delayed in paying the premium, unable to fully register the entire family members
by some HHs, kebele leaders influenced some HHs paying the premium, which is contrary to the

CBHI governing principle"”.

4.4.2 Challenges posed by program participants
i) There is a lack of adequate awareness and understanding of the scheme

According to WHO (2010), local public knowledge is a critical aspect in managing the CBHI
scheme for longer period of time. During the study period, however, it was found that the level of
community participation being limited. Despite having registered for the program, some households
were unable to obtain a membership card or receive health-care services covered by the program.
Some limitations include membership renewal delays, an increasing number of hospital visits for
common illnesses (which increased service provider workload), registering few members among
large families (only including the commonly ill family members), and users' lack of understanding

of their roles and responsibilities.
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One of the IDIs (kebele 029, male) supplemented the above arguments as:

"A small number of households deliberately reduce their family size in order
to save money on insurance premiums and include family members who have
illnesses on a regular basis. Families with 1 to 5 members pay 240 birr,
families with 6 to 7 members pay 290 birr, while households with more than 8
members pay 340 birr."

i) Participation in decision-making procedure is limited

The local community played a specific role in decision-making actions, according to focus group discussants
and Klls. Minimal participation in determining on the program's health packages, premium level and
contracts made with better health institutions are among these. The administrative obligations of the scheme
are only held accountable by the local administration (both kebele and Woreda).

One of the FGD participants (kebele 012, male) stated that holding many local meetings to review the
program's implementation is critical in raising beneficiary awareness and improving their level of
comprehension of CBHI. This can help to boost the program’s sustainability by decreasing difficulties and

giving members a sense of ownership.

In general, as described below, the research findings witnessed that lack of pharmaceuticals and
poor laboratory services in government-owned health institutions were the biggest difficulties for
9.4 % and 21.6 % of families, respectively, from the supply-side hurdles described above. And,
according to 32.8 %, a lack of ambulance service is a big issue (a topic that was frequently
brought up by women recipients who live in rural — and remote — areas). 36.2 %, on the other

hand, had said contracted health center offered poor service to its customers.

m Absence of availability of
medicine

m Absence of laboratory
equip/reagents

Lack of ambulance
service

m Poor service delivery

FIGURE 12: Critical challenges identified by respondents
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One of the FGD participants (male, age 50, kebele 012) witnessed the following information:

"Inadequate delivery of healthcare service, inconsistent drug supply and
availability, lack of laboratory equipment/chemicals, long referral procedure,
sometimes shortage of skilled health professional to the expected level, some
service providers' medical ethics are lacking., indifferently serving program
beneficiaries and non-members, the Woreda CBHI coordination office has
insufficient facilities with few numbers of employees.”

4.5 Linkage between CBHI Scheme with PSNP

Food security programs, social services for the vulnerable, and health care services are all
covered by the National Social Protection policy. The National Social Protection Policy
highlights the possibility for linkages among different forms of vulnerabilities and urges for a
coordinated set of efforts (GFDRE 2016). The relationship between the Productive Safety Net
Programme (PSNP) and the Community Based Health Insurance Scheme is investigated in this
research. The CBHI program is aimed at rural households and urban workers who engage in the
informal economy. The following are the five objectives of CBHI (WHO, 2010): (i) to make
health services more affordable; (ii) to improve the quality of health services; (iii) to improve the
financial viability of the health sector; (iv) to engage and strengthen community participation in

health service management; and (V) to strengthen the capacities of the national health sector.

According to Woreda PSNP Coordinator information, people who are directly assisted by PSNP
are also more likely to participate in the CBHI initiative. The proportion of surveyed households
who were enrolled in three sampled kebeles is shown below. However, when looking at the
complete sample, there isn't much of a difference in terms of PSNP client status. According to
the Woreda Administration Office (2018), the CBHI program has benefited 64.5 % of the 44,415
HHs in Meket Woreda. Although there were documentation inadequacies, 48.1 % of HHSs in the
local area were identified to be PSNP beneficiaries. Furthermore, 72 % of the 287 CBHI users

interviewed were identified to be PSNP clients, with the remainder being better-off individuals.
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TABLE 4: Proportion of PSNP and CBI scheme beneficiaries in sampled kebeles

Study kebeles PSNP beneficiaries, HHs CBHI Scheme users, HHs
M F T M F T
Warkaye(029) 170 140 310 360 117 477
Kurisa(03) 151 145 296 200 148 348
Arabal(08) 92 88 180 115 85 200
Total 786 1,025

Considering that PSNP beneficiaries consist of the poorest and most food insecure households
who would potentially benefit significantly from health insurance, this relatively high proportion
of enrollees among PSNP beneficiaries was found promising. The above result also revealed that
PSNP households were considerably to participate in CBHI, despite differences among the
kebeles examined. PSNP beneficiaries, according to the Woreda Administration, have been
strongly advised and strictly supervised to participate in the program. They also examined
whether or not the premium was being paid. As a result, more than 85 % of the total Woreda
PSNP beneficiaries households were found being enrolled in CBHI scheme on average. The
Woreda also claimed that Permanent Direct Support households of PSNP were all registered and
benefited from the CBHI scheme (as indigent users) than Public Works households. The share of
indigent households was very similar among PSNP households and other poor households. This
suggested that the selection criteria for PSNP beneficiaries and for indigents in CBHI were

somewhat similar.
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CHAPTER FIVE: CONCLUSION AND RECOMMENDATIONS

5.1 Conclusion

Community-based health insurance has the capability to enhance health care services for rural
families with support from various concerned partners and improved participation of the local
community in its designing and administration. An efficient and equitable health care system is
an important instrument to break up the vicious circle of poverty and ill health conditions. The
scheme has been found to be a valuable and innovative financial instrument in the healthcare
service of Meket Woreda. The findings of this study, like those of other empirical studies,
revealed that community-based health insurance has proven to be a beneficial financial tool in

the health sector reform in the study area. Hence, the out of pocket for health care services have

had very limited impact because it failed to cover informal sector, who constitute the majority of
the countries populations, CBHI scheme turnout to be realistic option to access health care for
all, and to meet universal health coverage.

Though the CBHI program necessitates a lack of clearly defined minimum bounds for the
scheme's management and administration, both the government and members played a vital part
in the scheme's long-term viability and operation in Ethiopian community-based health
insurance. As a result, most literatures, similar to the findings of this study, showed that actual
implementation of CBHI schemes required collaborative effort so far, with the scheme's success
and viability largely dependent on the government's design and management of the scheme, as
well as society's full participation. More importantly, the result of the study revealed that proper
design and management through community involvement and benefit package at best;

complimented by quality services provision.

The key findings of this research revealed that t the scheme did not provide a holistic healthcare
service, constraints in awareness raising and understanding of the community, shortages in
medical supplies and laboratory facilities, inadequate community participatory decision-making
process and administrative operations and so on. Also results of this research showed that more
work remains to be accomplished to improve awareness and knowledges as well as better link
these major social protection programs in rural Ethiopia. Despite efforts made to include and

benefit all PSNP households in the scheme, many people still remain to be vulnerable to health
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shocks as a result of poor productivity and increased poverty. Participation in public dialogues
and assemblies has also greatly contributed to improving knowledge and perception of the
scheme's principles and guidelines. As a result, attendance in local meetings is associated to

boosting scheme enrolment rate.
5.2 Recommendations

Based on the findings of the study, the followings are the major recommendations as given by

the researcher.
Woreda Administration Office/CBHI Task Force:

e Should communicate and work with both regional and federal government to improve
the availability of drugs/medical supplies

e Should ensure the existence of active community participation and decision-making
power while running the CBHI scheme

e Should ensure the complementarities between running the CBHI scheme with
implementation of PSNP in the study area.

Woreda CBHI Coordination Office:

e Should work with a variety of local partners to improve the understanding of the
community how to participate and benefit from the CBHI scheme.

e Should schedule with stakeholders to mobilize the community and improve the current
enrollment rate of the Woreda population, considering the “voluntary-based™ governing

concept of the scheme.
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ANNEXES

Annex 1: Consent form

Community-Based Health Insurance Practices and Challenges in Meket Woreda

Researcher: Tadesse Abebe engidaeshet. Bole Sub city, Addis Ababa, Ethiopia. (+251)- 911-
391599.

This is to be submitted in partial fulfilment of the requirements for the Degree of Master of
Science in Food Security and Development Studies, Addis Ababa University Ethiopia. I

(Name of Interviewer). Am here to interview randomly selected

beneficiaries from the list of given each kebele administration. The purpose of this interview is to
obtain information on “Community-Based Health Insurance Practices and Challenges in Meket
Woreda, North Wollo of Amhara Regional State”. Now you are randomly selected to participate
in this interview from the list of students. The participation in this assessment is voluntary (data
collectors please leave if the beneficiaries are not willing to participate). Information and data
obtained from you are considered as confidential. We are not recording any specific names. The
information will be used to recommend the CBHI prcatice. You will not gain any material
benefit from agreeing to conduct this interview. We would appreciate if you can provide us with
the most accurate answers as you can. Are you willing to talk with us and share your experience

for this assessment?

v | understand and fully agree to voluntarily take part and cooperate with the researcher after

explaining to me the nature and purpose of the research

vl understand that | need to respond on the questionnaire, which asks about my demographics

and CBHI current practice as well as challenges encountered

v | understand that all information obtained from me will be in strict confidence, although

information gained during the study may be published

v" | have read and fully understood the above conditions and for any valid reason | can

withdraw my participation in this project.

Name: Signed: Date:
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Annex 2: English version questionnaires

Read the questions carefully and select the best response from the options provided. In the space

provided, you may post your thoughts or suggestions. There is a chance you'll pick more than

one solution from the options below.

Interview Guide — Household Survey

SECTION(A): Background Information

1.

2.

Sex:  A.Male B. Female

Age: A. 18-48 years  B. 49-69 years C. > 69 years

What is the relationship of the respondents to the household?

A. Father  B. Mother C. Child  D. Other (parent sibling, child-in-law, etc.)
Marital status of the respondent

A. Married  B. Single C. Widowed D. Divorced

Occupation of the respondent

A. Farming B. Housewife C. Trading D. Laborer E. Government employee
F. Student  G. Other

Educational status of the respondent

A. llliterate  B.Read & write  C. Grade 1-8  D. Secondary school E.
Diploma/Degree

Family size of the respondent(number)
A. 1-5; Male Female

B. 6-7; Male Female

C. >7; Male Female
Number of children
A. <18 years

B. > 18 years
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SECTION(B): Awareness Level on the Concept of CBHI
9. Do you know community-based insurance? A.Yes  B.No
10. If” yes”, from whom/what do you got/heard the information?

A. Neighbors  B. Ikub and Idir  C. Religious institutions D. Woreda CBHI
and HE workers  E. TV, Radio, News Paper

11. If yes, enrolling in the Community Based Health Insurance has advantage?

A. Strongly agree  B. Agree C. Neutral D. Disagree E. Strongly disagree
12. Have you start to get health service through your membership?

A. Yes B. No
13. If No, why?

A. Noillness B. Poor medication C. Poor laboratory facilities D. Poor client
handling

14. How is your level of knowledge(understanding) on Community Based Health

Insurance?
A. Less B.Medium C. High D. Unknown
SECTION(C): Questions Related to CBHI; its Benefits and Challenges.
15. When you started enrolling in Community Based Health Insurance?
A Before 2-3 years B. Before 5 years

16. Before you joined the Community Based Health Insurance, how did you cover your

medical expense?

A. Out of Pocket B. Borrowing C. We were using traditional treatment techniques D.

Using Ikub and Idir  E. Government/free

17. Do you agree that your health status is improved after enrolled within the CBHI

scheme?
A. Strongly agree B. Agree C. Neutral D. Disagree E. Strongly disagree

18. Which type of member you are?
55



A. Indigent member B. Non-indigent
19. Do you renew yours and family membership ID timely?
A. Yes B.No
20. Do you agree if you are asked to resign from CBHI membership?
A. Strongly agree B. Agree C. Neutral D. Disagree E. Strongly disagree
21. Do you agree that enrolling in CBHI scheme have no advantage?
A. Strongly agree B. Agree C. Neutral D. Disagree E. Strongly disagree
22. If your response is “Strongly agree/Agree”, what is your reason?
A. Poor quality of service delivery  C. Lack of medical equipment/lab. Diagnosis
B. Absence of medicine D. Cost of premium is not affordable.
23. What kind of benefits you get after joining the CBHI scheme?
A. Reduce OOP B. Improve health C. Increase productivity D. Reduce risks
24. Which challenges you are currently identifying as beneficial?
A. Absence of availability of medicine
B. Absence of laboratory equipment/agents
C. Lack of ambulance service
D. Poor service delivery
25. Do you agree with the current premium level?
A. Strongly agree B. Agree C. Neutral D. Disagree E. Strongly disagree
26. How do you get the CBHI service delivery?
A. Verygood B. Good C. Satisfactory D. Poor
27. What is the nearest conventional health institution to your home?

A. Health center B. Clinic(private) C. Health Post D. Hospital(gov’t)
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SECTION(D): Participation in CBHI Scheme
28. In which part do you attend in any of the meetings concerning CBHI?

A. CBHI strategy B. CBHI rule/regulation C. CBHI service delivery D. Payment

of premium  E. Others

29. On which CBHI scheme part you get the opportunity to discuss freely with
responsible body(stakeholder) at Woreda or higher level?

A. CBHI strategy B. CBHI rule & regulation C. Service delivery D. Premium payment
E. Others

30. How do you explain your participation in CBHI programme?

A. Paying premium B. Board member C. Creating awareness for non-

beneficiaries D. Sharing own experience E. Others

Interview Guide — Focus Group Discussion (FGD)

Date: -------------------o-m - Position:

Education status: ------------------ Telephone: --------=-=--m-mnmeomem-

Woreda & Name of Kebele: -------------------- Interviewer: ------=-=--=-=--v-mumn--
Interviewee: ---------=-=---m-mmommomeee- Duration of interview: --------------
Place: --------mmmmmm o Time of interview: -------------------

1. Have you got enough awareness on CBHI before enrolling? Do you know what CBHI

means?

2. What are the service provisions provided to beneficiaries? If any additional services, you

recommend?
3. How do you explain your participation on CBHI program besides, paying the premium?

4. What are the challenges you are identifying in enrolling CBHI?
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5. When is collection of premiums takes place (timing of colleting the premium)? Who

fixes the amount? Is it affordable?
6. How do you evaluate the sustainability of CBHI in your Woreda/ Kebele?

7. What you recommend strategies to overcome the challenge in enrolling CBHI?

Interview Guide - Kl

Date-------------------------- Interviewer --------------------—---
Position -------------------- Intervieweg------------------------
Education status--------- Duration of interview------------
Telephone----------------- o] P
Woreda-------------------- Time of interview----------------

1. When is collection of premia takes place/timing of collecting the premium/?

2. What is/ are initiating factors behind enrolling community-based health insurance in the
Woreda?

3. What is the current total household numbers enrolling in the program? Among them how
many of them are identified as indigent and non-indigent?

4. What are major problems currently you are facing while enrolling CBHI in your Woreda?

Demand side

Supply side--=-=-=ssesmemeememmomceaaens

5. What strategies /method’s you are using to handle the above listed problems?

6. How you are creating/increasing level of awareness of households “especially those of not
yet enroll?

7. How do you see the enrollment rate the Woreda? (Very Good, Good, Satisfactory, Poor)
why? How?

8. What is the level of drooping rate of the households from the program in your Woreda? What
is the immediate reason for it?

9. What activity is performed by your office to reduce drooping rate of the member?
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10.

11.
12.

13.

14.

15.

16.

With what government hospitals you are currently signed agreement for patient referral case
and What is service provision/ coverage looks like?

Do you have any laboratory equipment and medicines available in your health center?

For how many numbers of child age is possible for households to get free health service?
Please identify the number of both indigent and non-indigent?

How many people are planning to enroll the current fiscal year? What activity is performed
by your office to accept these households?

Is there identified model Kebele (best performed) in enrollment of CBHI? What makes them
model?

Is there identified kebeles in less enrollment, high dropout and other performances please list
their name and what activity is performed by your office to boost up their performance like
other model kebeles?

By what approach you introduce the premium level in a /Top-down/Bottom-up approach (in

which the participation level of the society is high)? Why you prefer to follow this approach?

Guideline — In-depth Interview

Date: -----------------mm oo Position: --------=-=-=-m-mmmmme
Education status: ------------------ Telephone: -=--=----me-eememenaeee-
Woreda & Name of Kebele: ---------------- Interviewer: -----------=-=-mmommmmoeee-
Interviewee: -----------==-mmmmmmmmmmmeeee Duration of interview: ----------------
Place: ------m-mm-mmm oo Time of interview: ---------------------

How is your level of knowledge (understanding) on community-based health insurance?
When you started enrolling in community-based health insurance?

Before you joined the community-based health insurance how did you cover your

medical expense?
After you joined the CBHI schemes what kind of benefits did you get?

Are you very happy with current premium level?
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8.

9.

When is collection of premiums takes place (Timing of colleting the premium)?
Which challenges you are currently identifying as beneficiary?
What is the nearest conventional health institution to your home?

Do you timely renew your and family’s membership identification card (IDs)?

10. I decided to resign my membership from CBHI?

11. How do you explain your participation on CBHI program?

12. What you recommend increasing the sustainability of the scheme
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Annex 3: Amharic version questionnaires
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Annex 4: Statistical findings

Table 1. Socio -demographic characteristics

Characteristics of respondents (socio-economic & demographic) Frequency| Percentage (%0)
Sex of respondents Male 158 55.1
Female 129 44.9
Total 287 100
IAge group of respondents(years) 18 -48 190 66.2
49 - 69 79 27.5
Above 70 18 6.3
Total 287 100
Relationship of respondents Father 158 55.1
Mother 122 42.5
Child 6 2.1
Others (parent siblings, child-in-law, etc.) 1 0.3
Total 287 100
Marital status of the respondents Married 229 79.8
Single 6 2.1
'Widowed 24 8.4
Divorced 28 9.8
Total 287 100
Occupation Farming 205 71.4
Housewife 39 13.6
Petty-trading 38 13.2
Daily laborer 5 1.7
Total 287 100
Educational status Illiterate (can’t read & write) 157 54.7
Can read & write 82 28.6
Grade 1- 8 34 11.8
Secondary school (grade 9 — 12) 14 4.9
Total 287 100
Family size of the respondents 1-5 225 78.4
including chil
(including children) 57 = 178
Above 8 11 3.8
Total 287 100
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Table 2: Beneficiaries responses(n=287)

Variables Response status, % Remark
Beneficiaries’ Less 17
awareness Medium 63
High 20
Source of Neighbors 17.4
information Local groups 1
Religious institutes 4.9
Government personnel 76.7
Time of Before 2-3 years 13.2
enrollment Before 5 years 86.8
Medical OO0P 80.5
coverage prior to Borrowing 91
enrollment
Traditional ways 7.3
Using local groups 1.7
Gov’t free service 1.4
Improvement of | Strongly agree 11.1
health status Agree 533
after enrollment
Neutral 27.2
Disagree 8
Strongly disagree 0.2
Membership Indigent 48.4
type Non-indigent 51.6
Timely renewal | Yes 95.1
of membership No 49
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Resign from Strongly agree 8
membership Agree 10.8
Neutral 7.3
Disagree 60.9
Strongly disagree 13
Benefits of Reduce OOP 62.7
scheme Improve health 18.8
enrolment
Increase productivity 35
Reduce risks 15
Challenges of Unavailability of medicine 9
implementation Lack of laboratory facilities 22
Ambulance service 33
Poor client handling 36
Attending local Scheme strategy 3.1
meetings Rules and regulations 7.7
Service delivery 38
Premium payment 27.5
Others 23.1
Participation Paying premium 20
Board members 1
Creating awareness 30
Sharing experience 20
Others 7
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Table 3: Testing the association of variables with scheme enrollment

CBHI practices/enrollment status

Socio-demographic factors

Percentage (%0)

Test statistics

Significances at

)] N Nns st A

Sex of respondent | Male 55.1
HHs 0.001*
Female 44.9
Total 100
Marital status Married 79.8
Single 2.1 One-way ANOVA
Widowed 8.4 (F-test) 0. 188**
Divorced 9.8
Total 100
Educational status | Illiterate (can’t read 54.7
of HHs and write)
Can read and write 28.6 One-way ANOVA
Grade 1- 8 11.8 (F-test)
0.034*
Secondary school 4.9
Total 100
Family size of the | 1-5 78.4 One-way ANOVA
respondents 6-7 17.8 (F-test) 0.002*
Above 8 3.8
Total 100

* significant at P< 0.005, significant ** at P< 0.001
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