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Abstract

Background: Out of pocket payment remains one of the ways to finance health care in Ethiopia
accounting for 31%. These out of pocket health expense leads citizens’ face catastrophic and
impoverishing expenditure. The most recent survey-based study of catastrophic and impoverishing
health expenditure was done from the 2015/16 consumption and expenditure survey with finding
of 2.1% and 1% respectively.

Objective: To assess catastrophic and impoverishing out of pocket health expenditure and the
determinant factors of catastrophic health expenditure in Ethiopia, 2023 from the 2018/19

socioeconomic survey.

Methodology: A secondary data from Ethiopian socioeconomic survey 2018/19 conducted by
Ethiopia’s Central Statistical Agency and World Bank was used to assess the catastrophic and
impoverishing health expenditure at the national and subnational level by the Wagstaff and van
Doorslaer and Xu. Et.al Methodology. Then binary logistic regression was computed by the

STATA (ver.12) software to assess the determinant factors of catastrophic health expenditure.

Result: From 6770 households 1.49% and 0.89% of them in Ethiopia faced catastrophic and
impoverishing health expenditure respectively at 10% threshold level and households having a
member with more facility visit had increased likelihood of facing catastrophic health expenditure
(AOR=2.45, 95%ClI; 1.6- 3.8) and also having member being hospitalized in the household had
increased odds of facing catastrophic health expenditure (AOR=1.9, 95%CI; 1.19- 3.16). On the
contrary, there is a decreased likelihood of facing catastrophic health expenditure among those
who were insured for health (AOR= 0.58, 95%Cl; 0.35- 0.97) and was in the richest consumption
quintile group (AOR=0.6, 95%ClI; 0.47- 0.65).

Conclusion and recommendation; The finding indicate that there are still notable households
facing catastrophic and impoverishing out of pocket health expenditure in Ethiopia especially in
the lower consumption quintiles indicating inequity. In addition it is found that those with health
insurance coverage, lower hospitalization and health service utilization had lower chance of facing
catastrophic health payment. So it is suggested that activities that reduce hospitalization rate,
increase insurance coverage and addressing the poor must be in place so that the catastrophic health

cost incurred can be lowered at national level.
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Chapter 1: Introduction

1.1. Background

All member countries of the United Nations (UN) aim to achieve SDG by 2030 (1). Among the
goals good health and wellbeing are included. Specifically GOAL 3.8 states that the means to
attain universal coverage is through financial risk protection, access to essential quality health
service and access to safe, effective, quality and affordable essential medicines and vaccines for
all (2).

Citizens are said to be financially protected if they do not face financial hardship and difficulty of

accessing health service due to their health and health related expenses (3) (4) . One factor that
that leads them to the mentioned outcomes is out of pocket payments for using health services
which remains one of the ways to finance health expenditure and might lead households and
individuals face financial catastrophe or impoverishment (5).

Health expenditure is defined as catastrophe if it is above a certain agreed fraction of household’s
income or total expenditure (6). If the expense gets up to the level where it pushes the individual
or household below the agreed international ($1.90 threshold) or national poverty line that varies

according to the countries context it is said to be impoverishing health expenditure (5).

The international recommended method to reduce the OOP mechanism is to implement and expand
the risk pooling and prepayment mechanisms which are still in a low coverage state in most low-

income countries (7).

Despite the negative consequences associated with paying OOP for health services it remained as
the main mechanism of payment in many countries of the SSA and exceeds 50% of total health
expenditures (8) (6).

In most low- and middle-income countries, there is no much explicit evidence base for the
interventions to be supplied by public finance. Specifically, there is limited number of systematic
studies of specific diseases and conditions that leads to OOP direct medical costs followed by
impoverishment. If present this kind of systematic studies could help in the redirection of designs
and implementation of the essential health benefits package (9).
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Ethiopia is a country which aims to achieve UHC by 2035 through its HSTP strategies. From its
planned initiative financial risk protection is the major one. To achieve these plan activities such
as making health service fees affordable by 80% subsidization in public health facilities, full
subsidization of the very poor through fee waivers program, implementation of community-based
health insurance (CBHI) schemes covering around 440 woredas (20%), and strengthening
coverage were implemented (10).

Despite the efforts made by the health sector to reduce OOP the population is still under the poverty
line (23%) and 31% OOP mechanism is used for receiving health service. The increment in total
health expenditure without balanced increment in the GDP, lack of initiation of SHI and inadequate
coverage of the CBHI system has still made the decrease of the OOP payment for health
unsatisfactory (11).

Currently Ethiopia is facing double burden of both communicable and non-communicable
diseases. The well-known causes constituting a large share of total mortality in Ethiopia for the
year 2019 were neonatal disorders, diarrheal disease, lower respiratory infections, tuberculosis
(TB), HIV/AIDS, malaria, childhood vaccine-preventable diseases and meningitis in the
communicable, maternal, neonatal and nutritional category and vascular diseases, diabetes,
cirrhotic diseases and cancers in the non-communicable category and Last but not least road traffic

accidents in the injuries category (12).

Medical impoverishment was remarkably related with illness incidence and health services
utilization. So assessing catastrophe and impoverishment due to OOP direct medical costs can
yield relevant information for the advancement of financial risk protection activities and redirect
the design of health policies toward universal health coverage, reduce direct OOP payments, and
mitigate poverty (13).

1.2. Statement of the problem

Even though OOP health payment is known to be the most regressive method of funding for
healthcare and in spite that guaranteeing access to health services for all without facing financial
hardship is mandatory for sustainable development and economic growth millions of people
seeking care around the world are still struggling financially due to the burden of out-of-pocket

medical expenses (14) (15).
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In addition access to healthcare is hampered by out-of-pocket (OOP) health costs and according
to various studies, even minor OOP expenses can put patients and their families in poverty which
in return place low-income communities at significant financial risk and prohibit their right of

getting adequate health service (16).

Globally, about 930 million people (12.7%) faced catastrophic health spending by scarifying at
least 10% of their household budgets for paying to health care out of their own pockets, and about
90 million people (1.2%) are still being pushed in to extreme poverty as a result of out of pocket
payment for healthcare (17) which may lead people not to access the health service due to lack of
financial capability, especially for the poor and cut back their basic necessities unnecessarily

respectively (3) (4).

In low-income countries, out-of-pocket payments account for 30% of total funding (18). In
addition, in these countries average household Out-Of-Pocket healthcare expenditure per
individual has risen by 66% between 2000 and 2017 (19).

In developing countries, including Ethiopia, the payment method for the healthcare cost is mainly
OOP paid at the time of seeking care or at the point of service delivery, which could impede

healthcare access or otherwise lead to impoverishment due to healthcare utilization (20).

As the Ethiopia's seventh national health account report of 2016/17, OOP payment contributes for
about 31% of the overall funding, or 1.3 percent of GDP, considerably higher than the global
recommended target of 20% and as a percentage of total private health expenditure, out-of-pocket
(OOP) spending exceeds 93% (11).

In Ethiopia, the catastrophic rate is higher among the poor and has decreased over time. Not only
did the rate of catastrophe increased over time from 2% in 2011 to 5% in 2015, but the poorest
wealth quintile went from a catastrophic rate of 3.4% in 2011 to 9% in 2015, an increase of almost
6 percentage points(21). But According to a recent study estimated from nationally representative
data it was found to be 2.1% CHE incidence and 0.8% IHE. High rates of CHE and IHE was
recorded in Afar (5.8%, 5%) (22).

To the best of our knowledge except for the above mentioned studies there is no recent study
showing the catastrophic and impoverishing health expenditure at national and sub-national level.

In addition there is no study that assessed the determinant factors of catastrophic health
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expenditure nationally so assessing this all factors adds value for activities that are being done in
the country to reduce OOP health payment so that attainment of the national HSTP goal and the
international UHC goal is reachable (23).

1.3. Significance of the study

As the one goal stated in the HSTP is financial risk protection through reducing OOP payment for
health, the finding of this study would serve as an evidence to show the current level of catastrophic
and impoverishing health expenditure and factors that critically leads citizens to incur catastrophic
expense for health due to OOP health payment. So by reviewing this finding activities that are in
execution and conception state in the country for reducing out of pocket health expense can be

facilitated and redirected.

In addition, since catastrophic and impoverishing health expenditure are indicators of financial
risk protection level of a country, the progress of Ethiopia towards UHC can be assessed using the
result of this paper. Moreover it will help other researchers to dig more in to this topic so that

periodic evaluation and interventions regarding health financing activities can be amplified.
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Chapter 2: Literature review

2.1. Definition of basic terms and concepts

Out of pocket payment for health care is a payment made by an individual receiving the service to
the healthcare service provider including the cost of medication, transportation and others.
Alternatively it can be seen as the cost covered by private households for health service rather than

by insurance or third party payment methods (24).

Health care expenses are classified as direct medical, direct non-medical and indirect medical
costs. Direct medical costs are expenses that the receiver incur when obtaining medical service
like consultation by professionals, medications, in patient care and diagnostic tests whereas direct
non-medical costs are expenses that are not medical by nature but incurred in need of access to
health care such as transportation and meal fees. Indirect medical costs are merits lost due to an

illness or cost of productivity loss caused by a patient.

When these out of pocket expenses for health gets above a certain agreed fraction of household’s
income or total expenditure it is termed as catastrophic expenditure (17). Then it will be
impoverishing if the expense gets up to the level where it pushes the individual or household below
the agreed international or national poverty line (5).

Catastrophic expense can be measured by its incidence and intensity level. Incidence of
catastrophic expenditure is the measure of the proportion of households facing catastrophic
payment and Intensity of catastrophic expenditure is the measure of by how much the household

is facing the catastrophe (25).

2.2. Catastrophic and impoverishing health expenditure

In recent years lots of studies has been done in many countries across the world on catastrophic
and impoverishing expenditures resulting from out of pocket health expenses. These studies
measured catastrophic expenses in a population by assessing the incidence and intensity level of
health care expenses and impoverishment level was determined using either standard national or

international poverty lines.

Among the single-country findings, the latest national incidence of CHE at the 10% of budget
share varied significantly among Low income countries and Lower middle income countries, lying
between 1.8% in Liberia to 32% in Sierra Leone, and 2.24% in Ghana to 24.6% in Bangladesh,
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respectively. Beside this, CHE in upper middle income countries mainly computed it using the
normative food expenditure technic at a 40% threshold, lying between 0.33% in Turkey and 8.94%
in China with Thailand having 2% CHE. Unlike other low income countries, the CHE incidence
in three low income countries i.e. Liberia, Malawi and Ethiopia, was very low laying between
1.8% and 4.2% at 10% of budget share in which it was around 15% for most LMICs (26).

Also a study done in India on catastrophic health expenditure from nationally representative data
indicates that the CHE incidence using 10% threshold of the household total expenditure was
10.94% in 2014 and16.51% in 2018 and the intensity of catastrophic expenditure was 35.94% in
(2014) and 34.08% in 2018 (27).

Another study in Bangladesh using 10% of the total and 40% of non-food expenditure as thresholds
the incidence of CHE was estimated as 24.6% and 10.9% respectively, and these were concentrated

among the poor. About 4.5% of the population accounting 8.61 million was impoverished (28).

When coming to African countries despite the negative effects associated with paying OOP for
health services it persisted as the major method of payment in many Sub Saharan African countries
and exceeds 50% of total health expenditures (8) (6).

Another study in the Sub Saharan countries using the LSMS-ISA surveys shows that catastrophic
expenditures vary widely ranging from 0.84% in Nigeria to 20.2% in Tanzania. In fact, Tanzania
(22.2%) and Uganda (8.2%) took the lead in having the highest share of households incurring in
excess of 25% of their non-food expenditures on healthcare. On the contrary, apart from Nigeria,

Malawi is the other country with the lowest level of catastrophic health expenditures (1.57%) (29).

Coming to a study in Zimbabwe it indicates that household OOP expenditure accounted for about
Y4 of the total health expenditure and 7.6% of households incurred catastrophic health expenditure
(CHE). Additionally, 1.29% of households fell into poverty due to health care—related expenditures
(30).

Another study in Malawi showed that a total of 167 households (1.37%) incurred catastrophic
health expenditures. These households on average spend over 52% of household nonfood
expenditures on health care and 1.6% were impoverished due to out-of-pocket health expenditures
(312).
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Also a study in Kenya showed that among those who utilized health care, 11.7 percent experienced
catastrophic expenditure and 4 percent were impoverished by health care expenditures. In addition,
nearly 2.5 million individuals were plunged into poverty as a result of payment for health care
(32).

Here in Ethiopia the national CHE rate using the 2015/16 consumption expenditure survey was
estimated at 2.1% when using a 10% threshold and it was greater in Afar (5.8%), Benshangul-
Gumuz (4.0%) and Harari (3.6%). In addition, the poverty headcount using the national poverty
line ETB 7184 per adult per year it increased by 0.9 percentage points, from 23.8% to 24.7% after
paying for health services (22).

Another meta-analysis done in Ethiopia using pooled estimate showed that the mean catastrophic
healthcare expenditure at 10% of threshold was 40% and facing Out-Of-Pocket / catastrophic
healthcare expense among the poorest quintile was about three times than that of the richest with p-
value <0.001. Also, on pooled analysis, the average direct Out-Of-Pocket healthcare expense was
$32 per month (33).

So it can be concluded that even if there are efforts made by the health sector to reduce OOP
payment substantial amount of population is still under the poverty line and 31% of the population
use OOP payment method for obtaining health service and the increase in total health expenditure
in spite of increment in the GDP, inadequate coverage of the CBHI system and lack of initiation
of SHI for health has still made the minimization of the OOP payment for health unsatisfactory
(12).

2.3. Determinants of catastrophic health expenditure

According to meta-analysis done from 38 papers the main determinants of catastrophic
expenditure were found to be age of the household head, location of the household, utilization of
private health facilities, health insurance coverage, utilization of health care service,
hospitalizations, wealth quintile and presence of elderly and children in the household (34). So,
different studies that have been assessed for the determinant factors of catastrophic expenditure

will be discussed below.
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According to a comparison study done involving America and South Korea regarding old aged
people percentage of respondents with catastrophic out-of-pocket medical expense was 5.8% in
the US and 3.0% in South Korea, respectively (35).

On the report of a study in China the decrease in the level of impoverishment was from 6.16% to
3.03% in rural areas and in urban areas it decreased from 8.46% down to 7.81% showing more
impoverishment in urban area of residence. The difference in impoverishment rates across the
income quintiles were increasing. The study analysis also showed that households with two or
more members with chronic illness were more likely to incur CHE and impoverishment than

households with no members suffering chronic illness (36).

Study in India also shows that the incidence and intensity of CHE were higher for the poorer
households (9.61%, 60.2%) than the rich (18.6%, 28.3%) and incidence of CHE was higher among
the households with at least one child aged less than 5 years, one secondary educated female
member, one elderly person, and if at least one person in the household visit a private health facility
for treatment. The incidence was also higher among households with members having chronic
illness, living in a rural residence, and if members had more than 20 days duration of stay in the
hospital (27).

In our continent Africa, a study in Zimbabwe found that household size, consumption, residing in
urban areas, and having inpatient care were the major determinants of CHE. One more member in
the household was associated with an 8.4% increase in odds of incurring CHE. The incidence of
CHE was 13.4% in the poorest quintile when comparing with 2.8% in the richest. All other
variables kept equal, living in urban areas was associated with 48.5% higher value of experiencing

CHE. Having inpatient care was associated with 6.03 times higher risk of incurring CHE (30).

Coming to Malawi Households in the richest income quintile had 2.94 times greater chance of
incurring catastrophic health expenditures compared to households in the poorest income quintile.
Households in rural areas had 5.13 times more chance of incurring catastrophic expenditures
compared to urban households and households in central region had 3.54 times more chance of
incurring catastrophic health expenditures. Households headed by young household heads had a
reduced chance of incurring CHE. For example, households with household heads who were in

the 46 to 55 age group had a 43% less chance of incurring CHEs than households headed by
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household heads who were over 56 years old. In addition having at least one house hold member

hospitalized increased the incidence of CHE (31).

In Kenya the poor experienced the highest incidence of catastrophic expenditures (17.74) at 10%
threshold than the richest (13.72).Four percent of the households who used health services were
impoverished, the highest impoverishment (6.1%) occurred in the middle quintile, and the lowest
impoverishment in the poorest quintile showed the incapability of the poorest of the poor to draw
resources from basic needs and those who did not have any form of insurance experienced higher
incidence of catastrophic health expenditures (11.3) than those who had (10.2) (32).

In Ethiopia according to a study done in the western pastoral community it was found that Female
household head (AOR = 2.92; 95% CI: 1.44, 5.93) and household with chronic illnesses (AOR =
3.93; 95% ClI: 1.78, 9.14) were positively related with catastrophic payment while households with
adult member in household (AOR = 0.32; 95% CI: 0.16, 0.63) were negatively related (37).

In addition many studies in Ethiopia including the specific disease expenses showed that
catastrophic payment incidence is seen more among the lowest consumption quintiles than the

higher consumption quintiles (38) (33).
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2.4. Conceptual framework

The conceptual frame works shows the relationship between the dependent variable i.e. CHE and

the independent variables defined from various literatures i.e. socio-demographic variables,

location of the household, utilization of private and non-governmental health facilities, health

insurance coverage, utilization of health care service, hospitalizations, and presence of elderly and

children in the household and age of the household head.

Age of the
household

/Socio demographic \

variables

Location of the

household head

e Urban

° ag, e Rural

* Sex,

e marital
status,

e employment
status,

Utilization
of

healthcare
service

e educational
status of the

Catastrophic health expenditure

Presence of
elderly- >65
years and

respondent

e household
size

e consumption

quintile
group of the
household

Utilization of
private and
non-
governmental e Insured

\ / health facility e Uninsured

Health insurance
coverage

children >5
years old

[ Hospitalization }

Figure 1.Conceptual framework for out of pocket, assessing catastrophic health expenditure in

Ethiopia, 2023
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Chapter 3: Objective

3.1. General objective
v" To assess catastrophic and impoverishing out-of-pocket health expenditure in Ethiopia,
2023 from the 2018/19 socioeconomic survey.

3.2. Specific objectives
v To determine the level of catastrophic health expenditure due to out-of-pocket payments
in Ethiopia.
v To assess the impoverishment level due to out-of-pocket health expenditure in Ethiopia.
v To identify determinants of catastrophic health expenditure in Ethiopia.
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Chapter 4: Methodology

4.1. Data source
A secondary data from Ethiopian socioeconomic survey 2018/19 was used investigate the

catastrophic and impoverishing effect of OOP health expenditure on households in Ethiopia.

4.2. Basic information of the survey

The Ethiopian Socioeconomic Survey (ESS) is joint work between the Central Statistics Agency
of Ethiopia (CSA) and the World Bank Living Standards Measurement Study- Integrated Surveys
of Agriculture (LSMS-ISA) project. The aim of this survey is to cover multi topic household data

which is also consistent with the household consumption expenditure survey.

4.2.1. Study setting
The survey was conducted from September 2018 to August 2019. It was done at a national and

sub-national level including the 9 regions and the 2 administrative cities.

4.2.2. Study design
This survey used a descriptive study design to illustrate the variables included.

4.2.3. Study populations

It has collected information from sampled enumeration areas and household members aged above
18 found in all the 9 regions and 2 administrative cities of Ethiopia with a response rate of 90%
and proxy responses were avoided as much as possible when personal information was collected

in household surveys.

The survey covered all residential households excluding hospitals, prisons, school dormitories and

military barracks.

4.2.4. Sample size
The survey totally planned interviewing 7,527 households from 565 enumeration areas (EAS).

From rural AgSS, 316 EAs were sampled and from the urban EAs, 249 were sampled.

4.2.5. Sampling technique
The Sampling for ESS4 was based on updated CSA 2018 pre-census cartographic database of EAs.
The ESS4 survey used a two-stage stratified probability sampling technique.
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The first stage of sampling in rural areas entailed using simple random sampling (SRS) to select
EAs from the sample for the 2018 AgSS EAs (selected based on probability proportional to the
size of population (PPS) from the sample of rural EAs, which is stratified by zone).

The first stage sampling for urban areas was choosing EAs directly from the urban EAs within
each region by using probability proportional to size (PPS) in standard manner. This was designed
to automatically produce a proportional allocation of the urban sample by zone within each region.
Once the samples EAs were selected, they were categorized as urban or rural using power

allocation, which is closer to proportional allocation.

The second stage sampling was using systematic random sampling to choose households to be
surveyed in each EA. 10 agricultural households were selected from the rural EAs as a subsample
of the households selected for the AgSS11 and from the non- agriculture households listed in each

EA specified, 2 nonagricultural households were selected.

For urban areas, a total of 15 households were selected per EA without considering the households’
economic activity. The households were selected using systematic random sampling from the total
households present in that specific EA. A total of 7527 households were sampled for ESS4 based
on the discussed sampling procedure. But since the response rate was 90% the total respondents
were 6770 HHs with 29503 individuals.

4.2.6. Data collection method and instruments

The data was collected by interviewing the respondents using Survey Solutions CAPI (Computer
Assisted Personal Interview) involving numerous actors in government, academia, and the donor
community in drawing up, conducting, and analyzing the results of the survey with structured

questionnaire which was prepared in both Amharic and English language.

The survey included 5 types of questionnaire i.e. household questionnaire, community

questionnaire and 3 agricultural questionnaires.

The household questionnaire elicits information on education; health (including anthropometric
measurement for children); labor and time use; financial inclusion; ownership of and user rights
in assets; household nonfarm activities; entrepreneurship and food and nonfood expenditures;
safety nets; food security and shocks; housing conditions; credit; tax and transfer; physical and

financial assets and other sources of household income.
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The health part of the questionnaire included Health problems, types of injury/illness, medical
assistance/consultation, health insurance, disabilities, vital registration (birth certificate), breast
feeding, and anthropometrics (children 6- 59 months) (39) .

From these, the household questionnaires containing the socio demographic variables were used

in addition cost data and health data were used from it.

4.2. Data processing and analysis techniques

After data acquisition from the World Bank micro data website in excel format it was exported in
to STATA format and was labelled for each variable. Then it was assessed and cleaned for outliers.
Since the unit of analysis used was household the socio-demographic, health and health cost data

were collapsed with mean and median values then merged.

Following this descriptive statistic method of analysis (i.e. frequency, mean, median etc.) was
computed to explain the socio-demographic, health and health related cost variables. Then the
catastrophic and impoverishing health expenditure was calculated by the wagstaff and
vandoorslaer and xu.et.al methodology. Then after, bivariate analysis was computed to determine

the significance level of association of each factor in the conceptual framework.

Following this binary logistic regression was computed to assess the determinant factors of
catastrophic health expenditure (prob > chi2). At last the finding has been presented using a table,

bar graph, and pie chart accordingly.
4.3. Study variables

4.3.1. Dependent variables

e Catastrophic health expenditure

4.3.2. Independent variables
e Socio-demographic variables: age, sex, marital status, employment status, educational
status of the respondent and wealth quintile group of the household
e Household size
e Location of the household
e Utilization of private and non-governmental health facilities

e Health insurance coverage,
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e Hospitalizations
e Presence of elderly and children in the household
e Age of the household head

e Health care utilization

4.4, Measurement of Outcome

Overall five aspects of catastrophic expenditure were analyzed in this paper: (I) incidence of
catastrophic health expenditure (I1) intensity of catastrophic health expenditure, (l11) poverty
headcount (IV) poverty gap and (V) determinants of catastrophic health expenditure.

4.4.1. Incidence and intensity of catastrophic health expenditure
Wagstaff and van Doorslaer Methodology

The incidence of CHE indicates the percentage of households that faces catastrophic health
expenditure. It is calculated using the catastrophic payment headcount which is the proportion of
OOP healthcare expenses that surpass a certain threshold in relation to the household consumption

expenditure
H= — Y CHEi
= N 1A

OOP health expenditure

CHE=

Household non—food expenditure or total consomption expenditure
Where H=catastrophic headcount
N=sample size
CHE=catastrophic health expenditure

The CHE is defined when the above ratio is greater than the chosen cutoff threshold which might
vary according to country’s context (5%, 10%, 15%, 20%, 25%, and 40% of both total
consumption expenditure and non-food expenditure). However the incidence does not indicate by
how much percentage it is causing catastrophe so the intensity of catastrophic expenditure
(catastrophic expenditure overshoot) can be calculated by the formula shown below

O= CHEi{(3) — 2}
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Where O= catastrophic expenditure overshoot
Ti=OOP expenditure for health
X= Household consumption expenditure or household non-food expenditure
Z=threshold budget share

The threshold represents the point at which household OOP expenditures can impose a severe
disruption to basic living conditions and the specific threshold value can vary when the
denominator for calculating Head count is either total income/expenditures or capacity to pay.

The measurement that relates the incidence and intensity of CHE is the mean positive overshoot
(MPO). It calculates the mean percentage of OOP health expenditure that surpasses the threshold

among households incurring CHE.
0
MPO=—

H

Xu. Et.al Methodology

This methodology defines catastrophic expenditure from capacity to pay. Health expenditure is
seen as catastrophic if the total health expenditure of a household equals or greater than 40% of

the total household’s capacity to pay.

Capacity to pay is calculated using consecutive steps. First equivalent household size will be
determined by calculating the power of the actual household size with g which is obtained from

regression equation (8 =0.56)
eqhhsize= HHsizeP

Then equivalent food expenditure is calculated by dividing food expenditure for equivalent

oodex
household size: eqfoodexp = foodexp , z
eqhhsize

Then the food expenditure share (foodexph) for each household will be determined by dividing

the food expenditure with total household expenditure

foodexp

dexph= ———
foodexp totHHexp
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Then the household food expenditure as share of total household expenditure in between 45th and
55th percentile across the whole sample will be determined. This percentile range defines the

poverty line.

Next household subsistence expense (SEi) is calculated by multiplying the equivalent household

size (eqhhsize) by the poverty line (Pline)

SEi= eqhhsize * Pline
Finally household capacity to pay (CTPi) is calculated as;
CTPi = TotalHHexp — SEi when SEi < foodexph Or

CTPi = TotalHHexp — foodexph when SEi > foodexph

4.4.2. Impoverishing health expenditure
Wagstaff and van Doorslaer Methodology

Impoverishing health expenditure is measured by Poverty headcount (denoted Hp) and poverty
gap (Gp). Hp determines the number of households living below the poverty line as a proportion
of all households, and the poverty intensity (Gp) measures by how much a household is far below

the poverty line.
Hp= — Y Bi
P~
Where Bi is defined when OOP health expenditure (Ei) < poverty line (2)
Gp:% « Y Di ,where Di = Ei- Z

Normalized mean positive Gp (NmGp) can be calculated as the average poverty gap of the poor

G
divided by the poverty headcount: NmGp = H_Z

4.4.3. Determinants of catastrophic health expenditure

To assess the determinant factors of the incidence of CHE multivariable binary logistic regression
method of analysis was computed after checking for assumptions of logistic variables mentioned
above. Then results with p value < 0.05 and odd ratio other than 0 values were taken to conclude

the study.
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4.5. Operational definition
Out of pocket expenditure: expense incurred by a household or individual at the point of service
utilization provided by health professional without reimbursement from a third party.

Catastrophic health expenditure: high amount of out of pocket expense incurred for health as a
share of household income which is greater than specific threshold of non-food or total

expenditure, and capacity to pay.

Impoverishing health expenditure: out of pocket health expenditure that leads a household living

standard below the national or international poverty line.

Capacity to pay: the amount that is defined from household after subtracting the expenses on

basic needs from the total household consumption expenditure.
Non-food expenditure: expenses spent on goods and services other than food.

Enumeration area; it is a land that is divided in to areas for collecting a census data.

4.6. Ethical consideration

Since all the data was available online there was no need to obtain permission letter but the data
was accessed after filling the access agreement form which obliges to cite the data owner (i.e.
Central Statistical Agency) and to submit the copy of the finding of the study to the Central
Statistical Agency and the Development Data Group Division of the World Bank.

The owner’s information was also stated as “the data are available through the CSA web site:

http://www.csa.gov.et/ or http://www.statsethiopia.gov.et/ or through the World bank micro data

library website: https://microdata.worldbank.org/ and Users do not need to obtain the permission

of the CSA to receive a copy of the data but will be asked to fill in a data access agreement. In this
agreement, users agree to: (a) cite the Central Statistical Agency of Ethiopia as the collector of the
data in all reports, publications and presentations; (b) provide copies of all reports publications and
presentation to the Central Statistical Agency and the Development Data Group Division of the

World Bank and (c) not pass the data to any third parties for any reasons.”

The confidential variables of the data were names of the respondents in the household and
community questionnaires, constituency and village names, descriptions of agricultural field

locations and household dwellings, phone numbers of household members and their reference
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contacts, agricultural field locations and GPS-based dwelling, names of the children of the
head/spouse living in another place, names of the household members not alive, names of
individuals listed in the network roster, and names of field staff. To maintain confidentiality, this
information was not included in the ESS public use data.

In the survey manual it also states that “The setting of the questionnaire administration should be
relatively private. Some of the questions asked were personal and private ones. You should respect
the right of the respondents for privacy. This is important especially when talking about income
and health matters. Except your field supervisor or people from the ESS management team in
Addis Ababa no one should come with you for interview. If ESS staffs do accompany you to an
interview, you should make sure to introduce the staff member to the respondent, make the purpose
of the presence of the ESS staff member clear to the respondent. Mostly, the ESS staff will be
present for monitoring the quality of your work and assist and support you in effectively carrying
out your assigned tasks. The field supervisors are ordered not to interfere when you administer the
questionnaire to the survey household respondents, but after finishing will discuss with you in
private any issues relating to your administration of the questionnaire. If you face a technical
problem or any other problem on which the field supervisor help, you are free to ask before leaving
the  household, but not in the presence of any household members.
Any other persons unrelated to the ESS or to the household should not be with you while you are
introducing yourself to the household, nor should they be present during conducting the interview.
If such individuals are present when you start an interview, you must politely ask them to leave to
respect the privacy of the survey household. If they cannot do it at that time, you should make the
interview for later time or move to a more appropriate place, when or where privacy can be assured.
In the event that the respondents ask you that they want to be joined by a non-household member,
you must respect their need. For those aged 10 years and older questions should be asked directly
to the respondent. If you need to collect information on younger children, their mother or guardian
should be asked on their behalf. Administer the questionnaire only as a household member.
It may also be possible that the household member will be absent from the household for the entire
period during which you are conducting the ESS administration. Taking information for absent
individuals will be problematic, as they will not be able to respond to questionnaire themselves.
For these members, you will have to rely on the household head or other adult member of the
household.”

19| Page



For the questionnaire translation it is stated that the questions should be administered in the

language that the respondent speaks and understand well.

Concerning the beneficence and non- maleficence issue, this study provided empirical evidence
for responsible bodies to take actions with respecting their privacy and it did not cause harm to

any concerned bodies.

If any additional information is sought then the manual, basic information and questionnaires of
the survey in English and Amharic language are available at the World Bank micro data library

website: https://microdata.worldbank.org.

4.7. Dissemination plan

The finding of this study will be submitted and presented to Addis Ababa University College of
Health Science, School of Public Health, and department of Health Economics and to the Central
Statistical Agency and the Development Data Group Division of the World Bank. The result will
also, disseminated through publication on Addis Ababa University Digital library research catalog
page. It will also be submitted to respective health institutions and other concerned bodies working

on financial risk protection.

Chapter 5: Result

5.1. Socio-Demographic and economic characteristics

The survey was conducted from 6770 households having 29503 individuals with 14319(48.5%)
males and 15184(51.5%) females in all the 9 regions. Those under the age of 15, between 15 and
64 and above 64 were 11,940(40.47%), 16,584(56.2%) and 979(3.32%) respectively.
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The average household size at national level was found to be 4.24 with Somalia region taking the
lead by mean household size of 5.69 followed by SNNP (4.57) and Gambella (5.47). 54 % of the
HHSs (3655) lived in the urban areas whereas the remaining 46 %( 3115) lived in the rural areas.

Regarding their marital status 45.4% of the individuals were single and 45.3% of them were

married, from these number of Households 1594(54.2%) of them were illiterate and employment

status for 12 month preceding the survey was 1.5%.

Table 1. Surveyed Household characteristics across each region of Ethiopia 2018/19

Av | Number by sex (%) Rural/urban HHs | Literacy Employmen
HH (%) t status (%)
IS size | Male Female
g
Tigray 3.79 | 1309(47.3) | 1457(52.7) | 393(58.2) | 283(41.9) | 1468(61.2) | 1.49
Afar 413 | 1169(50.8) | 1133(49.2) | 299(46.4) | 225(53.6) | 737(39.2) | 1.02
Amhara 3.81 | 1447(48.1) | 1561(51.9) | 479(63.9) | 271(36.1) | 1300(50.7) | 1.15
Oromia 4.45 | 1705(49) 1778(51) 453(60.2) | 300(39.8) | 1475(49.7) | 1.86
Somalia 5.69 | 1772(50.7) | 1723(49.3) | 355(58.2) | 255(41.8) | 1237(39.3) | 0.64
Benishangul | 4.03 | 760(50.3) | 751(49.7) | 169(46.4) | 195(53.6) | 748(57.7) | 1.4
gumuz
SNNP 457 | 1594(48.3) | 1704(51.7) | 422(61.1) | 269(38.9) | 1517((53.2) | 0.56
Gambella 447 | 1127(49.9) | 1133(50.1) | 195(39.4) | 300(60.6) | 1306(66.6) | 0.57
Harar 3.76 | 1010(48) 1093(52) 190(42.2) | 360(57.8) | 1193(64.9) |1.18
Addis 3.79 | 1311(44.4) | 1645(55.6) | 0 778(100) | 2393((88.4) | 5.7
Ababa
Dire Dawa | 3.96 | 1115(48) 1206(52) 160(27.6) | 419(72.4) | 1422(68.5) | 1.5
National 4.24 | 14319(48.5) | 15184(51.5) | 3115(46) | 3655(54) | 14796(57.6) | 1.5
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Based on their real per adult equivalent total consumption, households were sorted in increasing
order and grouped in to 5 quintiles, with quintile 1 and 5 depicting the poorest and richest 20%

households respectively.

Figure 2. Consumption quintile of surveyed households in Ethiopia 2018/19

5.2. Health status and health related costs

From all the households 2727(40.3%) of them reported at least one member have been sick 1
months preceding the survey with Tigray (52.9%) taking the leading percentage followed by
Ambhara (50.5%). From these households who needed an appropriate remedy for their sicknesses
were 2484(91.1%) households.

When coming to computing the mean national total consumption per adult equivalent it was found
to be 21,880 ETB whereas the Mean OOP health payment per adult equivalent and Share of OOP
payments to total consumption were 130.10 ETB and 0.89% from the total cost respectively.

Table 2. Self-reported illness, health seeking behavior and consumption of surveyed households

across each region of Ethiopia 2018/19

Region Self- Health  seeking Mean total Mean OOP per Share of OOP
reported behavior consumption per adult equivalent payments to total
(ETB) consumption %
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illness by

adult  equivalent

HH (ETB)

Tigray 226 (52.9%) 197 (87.2%) 20,616.998 88.47 0.46%
Afar 243 (46.4%) 229 (94.2%) 21,516.246 93.68 0.58%
Amhara 379 (50.5%) 336 (88.6%) 16,003.2 94.57 0.85%
Oromia 328 (43.6%) 311 (94.8%) 18,366.73 106.7 0.67%
Somalia 185 (30.3%) 195 (>100%) 18,230.528 109.75 1.1%
Benishangul 118 (32.4%) 197 (>100%) 20,904.39 438.31 2.28%
gumuz

SNNP 209 (30.3%) 211(>100%) 17,718.683 175.74 1.97%
Gambella 262 (52.9%) 216 (82.4%) 21,482.659 174.36 1.13%
Harar 225 (40.9%) 188 (83.5%) 28,739.535 78.67 0.46%
Addis Ababa 347 (44.6%) 280 (80.7%) 31,491.207 106.08 0.46%
Dire Dawa 205 (35.4%) 197 (96.1%) 26,204.927 104.63 0.49%
National 2727(40.3%) 2484(91.1%) 21,880.51 130.1 0.89%

Self-reported illness and health seeking behavior was found to be higher among the middle
consumption quintiles. In addition the mean total consumption and mean OOP health payment per
adult equivalent was increasing as one goes from the lowest consumption quintile to the highest
one. On the contrary share of OOP health payments to total consumption was higher among the

poorest consumption quintiles.

Table 3. Self-reported illness, health seeking behavior and consumption of surveyed households

across their consumption quintiles 2018/19
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Consumpti | Self-reported | Health Mean total | Mean OOP | Share of OOP
on quintile | illness of at | seeking consumptio | per adult | payments to total
least one | behavior of | n per adult | equivalent consumption %
member inthe | at least one | equivalent | (ETB)
household member in | (ETB)
(%) the
household
(%)
1 421(40.2%) 387(36.9%) 5036.39 84.76 1.86%
2 417(39.6%) 396(37.6%) 9074.56 105.31 1.20%
3 478(40.2%) 449(37.8%) 13235.26 98.28 0.77%
4 611(41.4%) 577(39.1%) 19582.7 138.46 0.72%
5 800(39.9%) 724(36.2%) | 44250.13 179.57 0.46%

From all households the national percentage of the dependent age groups was 36.9% with Addis

Ababa having the largest percentage (57.19%). The annual percent of hospitalization of at least

one person in the household was 49.87 and it is highest in the Amhara region with 57.86

percentages.

From those seeking care the ones who got health service from private and non-governmental

facilities were 30.47 % of the households and proportion of households having health insurance

coverage was 26.08 with Harar being the leading region with 54.54 proportions of households.
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Table 4. Health related variables to assess catastrophic health expenditure of surveyed households

across each region 2018/19

Region Presence of | Hospitalization | Presence of utilization | Proportion of
elderly(>65 | of at least one | of private and non- | Health insurance
years) and [ HH member % | governmental health | coverage
child(<5 facilities %
years) in the
HH %

Tigray 36.39% 44.53% 22.33% 41.42

Afar 55.15% 46.56% 36.83% 26.72

Amhara 50.4% 57.86% 36.13% 34.26

Oromia 53.78% 51.39% 36.25% 17.66

Somalia 44.42% 45.41% 27.05% 17.05

Benishangul 39.29% 53.85% 30.49% 16.48

gumuz

SNNP 45.15% 46.70% 26.48% 10.28

Gambella 54.34% 57.78% 38.98% 17.17

Harar 48.54% 49.81% 25.81% 54.54

Addis Ababa | 57.19% 53.98% 30.21% 33.67

Dire Dawa 52.85% 40.41% 25.22% 12.78

National 36.39% 49.87% 30.47% 26.08

5.3. Catastrophic health expenditure

5.3.1. Incidence and intensity of catastrophic health expenditure

National catastrophic health expenditure using Wagstaff and van Doorslaer Methodology by
taking 10% threshold as a share of total household consumption expenditure was 1.49% with
Benshangul-Gumuz, SNNP and Amhara being the top three with 4.12, 3.76, 1.73 percent. The
mean intensity of national catastrophic consumption expenditure or overshoot value was 20.36%.

Regions with higher intensity were Gambella, Somalia and Dire-Dawa. In addition the mean
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percentage of OOP health expenditure that surpasses the threshold among households incurring
CHE was 46.68.

Meanwhile computing catastrophic health expenditure as a share of non-food expenditure using
40% threshold was 4.69% and the average value of overshoot was 2.29% and the mean positive

overshoot value was 53.86.

Other than the above one the xu.et.al method was applied to determine the catastrophic health
expenditure by determining the capacity to pay level of each household and it was found that
2.48% of the households incur catastrophic health expenditure.

Table 5. Incidence, intensity and mean positive overshoot of health consumption expenditure of

surveyed households across each region of Ethiopia 2018/19

Region CHE Mean Mean CHE Mean Mean CHE
incidence(as a overshoot positive incidence(as a overshoot positive using
share of total % overshoot share of non- per overshoot capacity
consumption) food thousand to pay %
% consumption

expenditure)%o

Tigray  0.74% 4.22% 27.04 1.92% 8.51 48.36 1.78%
Afar 1.15% 9.58% 44.99 3.43% 11.57 57.48 1.53%
Amhara 1.73% 10.76% 37.65 5.91% 30.73 51.81 3.46%
Oromia 1.06% 6.59% 35.15 5.44% 7.18 43.59 1.59%
Somalia 1.64% 30.17% 41.84 4.92% 19.69 52.29 2.29%
Benisha 4.12% 23.46% 56.68 15.93% 49.58 61.22 6.32%
ngul

gumuz

SNNP 3.76% 26.48% 52.52 7.09% 17.7 56.88 5.49%
Gambell 1.41% 30.32% 56.95 4.47% 20.64 55.19 3.23%
a

Harar 0.90% 11.66% 35.2 3.27% 10.68 57.89 0.36%
Addis 0.38% 27.86% 50.32 1.67% 7.03 41.77 1.67%
Ababa

26|Page



Dire 0.52% 29.53% 59.56 1.9% 20.7 57.92 0.69%
Dawa
National 1.49% 20.36% 46.68 4.69% 22.92 53.86 2.48%

Incidence of CHE was found to be higher among households with lower consumption when using
the total health consumption expenditure using 10% threshold. The incidence seems to decrease

as one goes from the lowest to the highest consumption quintile level.

18(1.5%) 11(0.5%

3
Quintile of spat_totcons_aeq

Figure 3. Incidence of CHE among each consumption quintiles of surveyed households in Ethiopia
2018/19

5.4. Impoverishing health expenditure
Following the steps listed below (xu.et.al methodology) the poverty line was determined to be

7338 ETB.

foodexp

dexph=
foodexp totHHexp
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Where foodexph - food expenditure share of each household
foodexp - Total food expenditure of each household
totHHexp - Total household expenditure

Then the household food expenditure as share of total household expenditure in between 45th and
55th percentile across the whole sample was determined. This percentile range defines the poverty
line. So taking the average value of this range was taken as a poverty line for this study.

After this households who were impoverished due to OOP health expenditure were 0.83% of the
whole population with SNNP being the 1% than the rest with 1.88%. The intensity of
impoverishment level was on average 2490 ETB from the poverty line. The normalized mean

positive intensity was 1.46.

Table 6. Poverty headcount and intensity of poverty due to health expenditure of surveyed

households across each region in Ethiopia 2018/19

Poverty Poverty Normalized mean
headcount(Hp) % intensity(Gp) positive Gp
ETB (NmGp)

‘Tigray 0 0.74% 3419.76 1.46
Afar 0.38% 3409.5 0.94
Amhara 0.02% 1950.49 0.49
Oromia 0.27% 2104.63 0.48
Somalia 0.16% 2282.79 0.45
Benishangul gumuz 0.82% 686.67 0.11
SNNP 1.88% 2570.06 0.91
Gambella 1.01% 2687.99 0.85
Harar 1.09% 3456.45 3.81
Addis Ababa 0.13% 1210 0.19
Dire Dawa 0.52% 2963.66 0.71
National 0.83% 2489.59 1.46
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When IHE was assessed among each consumption quintiles, only the 2 with lowest consumption
quintiles incur impoverishing health expense whereas the richest 3 do not have health expense that
leads them to become impoverished.

Table 7. Impoverishing health expenditure among each consumption quintile in Ethiopia

Consumption quintiles Impoverishing health expenditure
Number Percentage

1 44 4.2

2 12 1.14

3-5 0 0

5.5. Determinants of catastrophic health expenditure

First bivariate analysis was computed for the different socio-demographic, socioeconomic and
other variables to determine those to be computed with binary multivariable logistic analysis then
household residence, health service utilization, hospitalization, private facility use, being insured
for health and the consumption quintile group of the household had significant association with
CHE( p<0.05).

Table 8. Bivariate analysis of CHE as a share of 10% of total household expenditure

Variables "CHE as a share of 10% of total household

expenditure

‘Number ~ COR(95% CI)
' Household ~ Urban 3655(54%) B.2% %% (4, 7%*** 1 2%)
residence Rural 3115(46%) 1
Health service Yes 2484(91.1%) 1.7%%(1.2%%*, 2.31%*)
utilization No 243(8.9%) 1
Private facility Yes 2063(30.47%) 1.6%*(9.9%**, 2.3%)
use No 4707(69.53%) 1
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Hospitalization  Yes 3376(49.87%) 1.39%*(8***, 1.97*%)

No 2994(50.13%) 1
Health Yes 1766(26.08%) 1
insurance
coverage No 5004(73.92%) k(1 2%k, Q Grak)
Consumption Q1 1 1
quintiles Q2 2 1.9%*(5** , 6**)
Q3 3 1.58%%(3.1%* | 9***) |
Q4 4 14%*(5.2%%  1%%)
Q5 5 Bk (7%, 3,3%%%)

After this binary multivariable logistic regression was done to determine which factors were
associated with incurring catastrophic health expenditure at a share of total household expenditure
with 10% cut off point.

After running the regression it was found that increased rate of health service utilization,
hospitalization, being insured and consumption quintile level had significant relation with
incurring catastrophic health expenditure. In determining their correlation rate of health service
utilization and hospitalization had positive correlation while being insured and consumption
quintile level were negatively correlated with household’s catastrophic expenditure when using

10% threshold level as a share of total expenditure.

Households who had more facility visit (AOR=2.45,95%CI;1.6- 3.8) had increased odds of facing
CHE as compared to those having less facility visit and also having member being hospitalized
(AOR=1.9,95%Cl;1.19- 3.16) had increased odds of facing CHE. Whereas, there is a decreased
likelihood of facing CHE among those who were insured for health (AOR= 0.58, 95%Cl; 0.35-
0.97) and those who are in the richest wealth quintile group (AOR=0.6, 95%CI; 0.47- 0.65).
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Table 9. Binary multivariable logistic regression of CHE as a share of 10% of total household

expenditure 2018/19

Variables

Health service Yes

utilization No

Hospitalization  Yes

No
Health No
insurance
coverage Yes

Consumption Q1
quintiles Q2
Q3
Q4
Q5

CHE as a share of 10% of total household expenditure

Number

2484(91.1%)
243(8.9%)

337650.13%))
2994(49.87%)
5004(73.92%)

1766(26.08%)

o BB W N -

AOR(95% CI)

2.45 (1.56, 3.84)

1.9 (1.19, 3.16)

5.8*(3.53%, 9.7%)

0.362* (0.101*-1.29%)
0.801* (0.291*-2.20%)
0.62* (0.199*-1.539%)
5.5%(4.7%,6.5%)
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Chapter 6: Discussion

The study as a whole assessed the catastrophic and impoverishing health expenditure level and its
determinants at national and sub national level. It was then found that 1.49% of the households
and 0.89% of them faced CHE and IHE respectively at 10% threshold level. Among all nations
Benishangul-Gumuz (4.12 %,) SNNP (3.76%) and Amhara (1.73%) region were the top threes to
incur catastrophic health expense.

When compared to studies in the middle and low income Asian countries like India (CHE=16.51%
with an intensity of 34.08%), Turkey (CHE=0.33%) and Bangladesh (CHE=24.6%) catastrophic
health payment seems to be insignificant in our country. In addition in comparison with African
countries like Kenya (CHE=11.7%, IHE=4.1%), Zimbabwe (CHE=7.6%, IHE=1.29%) and
Liberia (CHE=4.2%) Ethiopia seems to be in lower catastrophic state even though there is similar
health services coverage index which is 40 out of 100 for most sub-Saharan countries as stated by
the 2017 UHC global monitoring report (7) (26) (32).

This lower catastrophic health expense result in Ethiopia might be a consequence of activities
being done in Ethiopia in order to achieve its goal of reducing out of pocket payment for health or
on the other side it might be the effect of populations not included in the study because they could

not afford the health expense.

In contrast to the above literatures a study in Ethiopia showed similar outcome to the one studied
using the 2015/16 household consumption expenditure survey in which 2% and 1% of the national
population faced CHE and IHE respectively with Afar (5.8%), Benshangul-Gumuz (4.0%) and
Harari (3.6%) being the top three ones. The minor gap might be a result of difference in sample
size, technique and time period of the studies (22).

On the contrary there is a high difference in result when comparing it to meta-analysis done in
Ethiopia using pooled estimate. It showed that the mean catastrophic healthcare expenditure at
10% of threshold was 40%. This result gap might be due to heterogeneity of the data and the use
of pooled estimate of the Meta analysis. But it has similar finding in that the poor is more affected
by the catastrophic payment than the rich which is discussed in detail when reviewing the

determinant factors(33).
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In this study when capacity to pay and non-food expenditure share with 40% threshold was used
percentage of CHE nationally was found to be 4.69 & 2.48 respectively with Benishangul-Gumuz,
SNNP and Ambhara still taking the lead.

Again when comparing these study to the findings of middle income countries like turkey
(CHE=0.33%) and Thailand (CHE= 2%) it is higher in significant amount whereas it is lower
compared to low income country like Bangladesh with CHE value of 10.9% showing that works
done regarding health expenses like fee waiver to the poor and exemption for priority services has
brought positive effect in preventing catastrophic health payments (26) (28) (40) or this finding
can also be attributed to low service coverage especially in regions with low CHE and IHE

percentages rather than usage effective prevention methods of financial risk protection(22).

Although there is no national comparison study done in Ethiopia we can compare it to African
country like Malawi with CHE percentage of 1.39. But as there is less health service coverage in
Malawi compared to other sub-Saharan countries this result might not be comparable because

health service utilization is more higher in this study with 91.1% (31).

In coming to discussing the determinant factors of catastrophic health expenditure households who
had more facility visit (AOR=2.45, 95%ClI; 1.6- 3.8) had two times increased odds of facing CHE
as compared to those having less facility visit and also having member being hospitalized
(AOR=1.9, 95%Cl; 1.19- 3.16) had increased odds of facing CHE stipulating that there is still high
level of OOP payments for receiving health care services (11).

On the other side there is a decreased likelihood of facing CHE among those who were insured for
health (AOR= 0.58, 95%CI; 0.35- 0.97) and those who are in the richest wealth quintile group
(AOR=0.6, 95% CI; 0.47- 0.65) still designating inequality issues to be addressed especially
among the poor because the CHE seems to decrease when one goes from the poorest quintile to

the richest one.

Looking at the results it is inferred that low insurance coverage for health can be one of the reasons
for incurring catastrophic health payment i.e. we can see in Harari, Tigray and Addis Ababa that
insurance coverage percent was higher and consequently the CHE was lower among these regions
whereas it is lower in the Benishangul and SNNP regions who incur more CHE due to OOP health
payment showing that expansion of the CBHI needs to be facilitated to vulnerable regions

mentioned here.
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Studies done in high income countries like China, America and South Korea the determinant
factors were found to be old age and place of residence. These factors were not found to be
determinants in this study. This gap is attributed to the difference in the socioeconomic conditions
between the three countries and Ethiopia.(36) (35).

When comparing this finding with study done in neighboring country like Kenya it shows that the
odds of incurring CHE increases when health insurance coverage is lower (32) indicating
significant relation between insurance coverage and catastrophic health payments.

As mentioned above these findings stipulates that insurance coverage i.e. the activity of CBHI
being implemented now, fee waiver and exemption services and expansion of pre-payment
mechanisms should be amplified to address more societies and also the social health insurance
implementation that is in a conception state should come in to an action so that vulnerability to

catastrophic payments can be mitigated well (40-42).

As for the hospitalization rate, there is congruent finding with countries like India and Zimbabwe
which shows increasing CHE percentage when the rate increases (27) (30). And also for health
service utilization the study in Kenya have similar finding that is directly proportional to
catastrophic health payment (32).

Even though it is obvious that as rate of health service utilization and hospitalization increases the
expenses also increases, the risks of catastrophic and impoverishing payments can be mitigated
through financial support provision to the ones who are more vulnerable i.e. people with chronic

iliness with different risk pooling mechanisms (43).

Regarding the poorer being the one to face the catastrophic health payment in Ethiopia, when CHE
was assessed among each consumption quintile it was found that both were incurred in higher

amount among the lower consumption quintiles than the rich consumption quintiles.

Findings in countries like India, Zimbabwe and Kenya also have similar results showing that the
poor is more inclined to face catastrophic and impoverishing payment for health than the rich ones
(27) (30) (32). And in comparison to Ethiopian studies it is different finding relative to previous
study done using the 2015/2016 ICHE survey but similar with the meta analysis finding
(AOR =3.09, 95% CI: 1.63, 5.86) p-value < 0.001 (22) (33).
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This indicates that in spite of the efforts made to reduce OOP payment for health by providing fee
waiver and exemption service to the poor there is still inequality issue not being addressed
especially in regions like SNNP and that this service needs to expanded in inadequate manner to

the vulnerable society so that the country’s aim of achieving UHC can be realistic one (22).

Last but not least, in comparison with the study done in western pastoral community of Ethiopia
the findings was not consistent because the factors that were significantly associated with CHE
were Female household head (AOR = 2.92; 95% CI: 1.44, 5.93) which was positively associated,
while households who had adult household members (AOR = 0.32; 95% CI: 0.16, 0.63) were
negatively associated(37). This variation can be attributed to difference in sample size, sampling

technics and difference in location of the study being regional rather than national.
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Chapter 7: Strengths and limitations

7.1. Strengths
» The study used different kinds of methods to calculate CHE and its determinant factors.
» Use of recently available data to assess the national level OOP catastrophic and
impoverishment level.
» Studying deeper into the sub national level so that clear vision of each state level can be
insured.
> The 2" and most recent study to assess catastrophic and impoverishing health expenditure

at national and sub national level.

7.2. Limitations
» The use of only medical direct cost incurred than including non-medical and indirect costs
might have effect on the findings.
» The various periods referred in conducting the response of the questionnaire may have
recall bias effect.
» Households not using health care service due to unaffordability were not addressed
» Costs for drug and lab tests were not mentioned in the survey which may have significant

effect on the final result.
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Chapter 8: Conclusion

As per the finding of the study catastrophic (1.49%) and impoverishing (0.83%) expenditure for
health seems to be lower compared to sub Saharan African countries but there are still significant
numbers of households facing it especially in Benishangul-Gumuz (4.12%), SNNP (3.76%) and
Ambhara (1.73%) regions and this is concerning issue as Ethiopia is a country who aims to achieve
UHC by 2035 through its HSTP strategies.

In addition household who has health insurance coverage, lower hospitalization and health service
utilization rate has low incidence of incurring catastrophic health expenditure showing that out of
pocket health payment is still an issue to be addressed in most regions of our country. It is also
shown that catastrophic and impoverishing health expenditure is seen more in the poor than the
rich ones resulting health inequality.
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Chapter 9: Recommendation

Each mentioned factors and findings above shows that policy makers, concerned governmental
bodies and insurance agencies should align their focus and implementations on the different
methods that assure reduction of out of pocket payment that leads citizens to face catastrophic and
impoverishing health expenditure.

In addition governmental activities in the health sector should make further effort to identify and
address the poor and vulnerable societies so that inequality issues which can hamper the country’s

development aspect in different sectors can be mitigated in a satisfying manner.

At last it is suggested for future researchers that national studies of such kind including populations
that do not seek health care due to unaffordability are in place so that periodic evaluation of the
country’s progress in addressing reduction of OOP health payment and reduction in catastrophic
health payment can be measured effectively resulting in implementation of necessary

measurements by the concerned body.

38| Page



References

1. Carlsen L, Bruggemann R. The 17 United Nations’ sustainable development goals: a
status by 2020. Int J Sustain Dev World Ecol. 2022;29(3):219-29.

2. Saksena P, Hsu J, Evans DB. Financial Risk Protection and Universal Health Coverage:
Evidence and Measurement Challenges. PLOS Med. 2014 Sep 22;11(9):e1001701.

3. Murray CJL, Frenk J. A framework for assessing the performance of health systems. Bull
World Health Organ. 2000;

4. Roberts MJ, editor. Getting health reform right: a guide to improving performance and
equity. Oxford ; New York: Oxford University Press; 2004. 332 p.

5. Smith PC, Mossialos E, Papanicolas I, Leatherman S. Performance Measurement for
Health System Improvement: Experiences, Challenges and Prospects. Cambridge University
Press; 2009. 751 p.

6. Mclintyre D, Obse A, Barasa E, Ataguba J, Mcintyre D OAG. Challenges in Financing
Universal Health Coverage in Sub-Saharan Africa | Oxford Research Encyclopedia of
Economics and Finance. 2018 Feb;11.

7. Organization WH. Global Diffusion of EHealth: Making Universal Health Coverage
Achievable: Report of the Third Global Survey on EHealth. World Health Organization; 2017.
160 p.

8. Organization WH. World Health Statistics 2015. World Health Organization; 2015. 162
p.

9. Verguet S, Memirie ST NO. Assessing the burden of medical impoverishment by cause:
a systematic breakdown by disease in Ethiopia | BMC Medicine | Full Text. BMC Med. 2016
Dec;14(1):1-1.

10. Environmental-and-Social-Management-Framework-ESMF-Ethiopia-COVID-19-
Emergency-Response-P173750.pdf [Internet]. [cited 2023 Jan 9]. Available from:
https://documents1.worldbank.org/curated/en/578831623327575178/pdf/Environmental-and-
Social-Management-Framework-ESMF-Ethiopia-COVID-19-Emergency-Response-
P173750.pdf

11. Ethiopia 7th Health Accounts Report 2016 17 | PDF | Health Care | Government
Spending [Internet]. Scribd. [cited 2023 Jan 10]. Available from:
https://www.scribd.com/document/567543989/Ethiopia-7th-Health-Accounts-Report-2016-17

12. GBD Compare [Internet]. Institute for Health Metrics and Evaluation. [cited 2023 Jan
10]. Available from: http://vizhub.healthdata.org/ghd-compare

13.  Verguet S, Memirie ST, Norheim OF. Assessing the burden of medical impoverishment
by cause: a systematic breakdown by disease in Ethiopia. BMC Med. 2016 Oct 21;14(1):164.

39| Page



14.  Saksena P, Hsu J, Evans DB. Financial Risk Protection and Universal Health Coverage:
Evidence and Measurement Challenges. PLOS Med. 2014 Sep 22;11(9):e1001701.

15.  Ahid S. Impact of Out-of-Pocket Costs on Catastrophic Healthcare Expenditures. Value
Health Reg Issues. 2022 Jul 1;30:170-1.

16.  What are the economic consequences for households of illness and of paying for health
care in low- and middle-income country contexts? - ScienceDirect [Internet]. [cited 2023 Jun
13]. Available from: https://www.sciencedirect.com/science/article/abs/pii/S0277953605003631

17.  Organization WH. Tracking Universal Health Coverage: First Global Monitoring Report.
World Health Organization; 2015. 98 p.

18. Financial protection [Internet]. [cited 2023 Jan 10]. Available from:
https://www.who.int/westernpacific/health-topics/financial-protection

19. Ekman B. Community-based health insurance in low-income countries: a systematic
review of the evidence. Health Policy Plan. 2004 Sep 1;19(5):249-70.

20.  WHO-HIS-HGF-HF-WorkingPaper-19.4-eng.pdf [Internet]. [cited 2023 Jan 10].
Available from: https://apps.who.int/iris/bitstream/handle/10665/330357/WHO-HIS-HGF-HF-
WorkingPaper-19.4-eng.pdf

21.  World Bank Group. Ethiopia Public Expenditure Review [Internet]. Washington, DC:
World Bank; 2016 Apr [cited 2023 Jan 10]. Available from:
https://openknowledge.worldbank.org/handle/10986/24370

22.  Kiros M, Dessie E, Jbaily A, Tolla MT, Johansson KA, Norheim OF, et al. The burden of
household out-of-pocket health expenditures in Ethiopia: estimates from a nationally
representative survey (2015-16). Health Policy Plan. 2020 Oct 1;35(8):1003-10.

23.  Verguet S, Olson ZD, Babigumira JB, Desalegn D, Johansson KA, Kruk ME, Levin CE,

Nugent RA VS Olson ZD, Babigumira JB, Desalegn D, Johansson KA, Kruk ME, LePecenka C,
Shrime MG, Memirie ST. Health gains and financial risk protection afforded by public financing
of selected interventions in Ethiopia: an extended cost-effectiveness analysis | Elsevier Enhanced
Reader. Lancet Glob Health. 2015;3(5), pp.e288-296.

24.  Out-of-pocket expenditure (% of current health expenditure) | Data [Internet]. [cited 2023
Jan 10]. Available from: https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS

25.  Wagstaff A, Doorslaer E van. Catastrophe and impoverishment in paying for health care:
with applications to Vietnam 1993-1998. Health Econ. 2003;12(11):921-33.

26.  Rahman T, Gasbarro D AK. Financial risk protection from out-of-pocket health spending
in low- and middle-income countries: a scoping review of the literature | Health Research Policy
and Systems | Full Text. Health Res Policy Syst. 2022 Dec;20(1):1-23.

27. Sriram S, Albadrani M. A STUDY OF CATASTROPHIC HEALTH EXPENDITURES
IN INDIA - EVIDENCE FROM NATIONALLY REPRESENTATIVE SURVEY DATA: 2014-
2018. F1000Research. 2022 Feb 3;11:141.

40| Page



28.  Ahmed S, Ahmed MW, Hasan MZ, Mehdi GG, Islam Z, Rehnberg C, et al. Assessing the
incidence of catastrophic health expenditure and impoverishment from out-of-pocket payments
and their determinants in Bangladesh: evidence from the nationwide Household Income and
Expenditure Survey 2016. Int Health. 2022 Jan 1;14(1):84-96.

29.  Ssewanyana S KI. Estimating Catastrophic Health Expenditures from Household
Surveys: Evidence from Living Standard Measurement Surveys (LSMS)-Integrated Surveys on
Agriculture (ISA) from Sub-Saharan Africa | SpringerLink. 2020 Dec;

30.  Zeng W, Lannes L, Mutasa R. Utilization of Health Care and Burden of Out-of-Pocket
Health Expenditure in Zimbabwe: Results from a National Household Survey. Health Syst
Reform. 2018 Oct 2;4(4):300-12.

31. Mulaga AN, Kamndaya MS, Masangwi SJ. Examining the incidence of catastrophic
health expenditures and its determinants using multilevel logistic regression in Malawi. PLOS
ONE. 2021 Mar 31;16(3):e0248752.

32. Kimani D, Supervised M, Kioko U. Catastrophic Health Expenditures And
Impoverishment In Kenya. Eur Sci J. 2016 Apr 1;12:1857-7881.

33.  Borde MT, Kabthymer RH, Shaka MF, Abate SM. The burden of household out-of-
pocket healthcare expenditures in Ethiopia: a systematic review and meta-analysis. Int J Equity
Health. 2022 Jan 31;21(1):14.

34.  Azzani M, Roslani AC, Su TT. Determinants of Household Catastrophic Health
Expenditure: A Systematic Review. Malays J Med Sci MIMS. 2019 Jan;26(1):15-43.

35. Kim N, Jacobson M. Comparison of catastrophic out-of-pocket medical expenditure
among older adults in the United States and South Korea: what affects the apparent difference?
BMC Health Serv Res. 2022 Sep 26;22(1):1202.

36.  ZhaoY, Oldenburg B, Mahal A, Lin Y, Tang S, Liu X. Trends and socio-economic
disparities in catastrophic health expenditure and health impoverishment in China: 2010 to 2016.
Trop Med Int Health. 2020;25(2):236—47.

37.  Shikuro D, Yitayal M, Kebede A, Debie A. Catastrophic Out-of-Pocket Health
Expenditure Among Rural Households in the Semi-Pastoral Community, Western Ethiopia: A
Community-Based Cross-Sectional Study. Clin Outcomes Res. 2020 Dec 31;12:761-9.

38. Kasahun GG, Gebretekle GB, Hailemichael Y, Woldemariam AA, Fenta TG.
Catastrophic healthcare expenditure and coping strategies among patients attending cancer
treatment services in Addis Ababa, Ethiopia. BMC Public Health. 2020 Jun 22;20(1):984.

39.  Central Statistics Agency of Ethiopia. Socioeconomic Survey 2018-2019 [Internet].
World Bank, Development Data Group; [cited 2023 Jan 10]. Available from:
https://microdata.worldbank.org/index.php/catalog/study/ETH_2018 ESS v02 M

41| Page



40. Ethiopia Health Sector Financing Reform/HFG: End-of-Project Report | HFG [Internet].
[cited 2023 Jun 13]. Available from: https://www.hfgproject.org/ethiopia-health-sector-
financing-reform-hfg-end-of-project-report/

41. Evaluation of Community-Based Health Insurance Pilot Schemes in Ethiopia: Final
Report | HFG [Internet]. [cited 2023 Jun 13]. Available from:
https://www.hfgproject.org/evaluation-cbhi-pilots-ethiopia-final-report/

42.  PAOOTBF4.pdf [Internet]. [cited 2023 Jun 13]. Available from:
https://pdf.usaid.gov/pdf_docs/PAOOTBF4.pdf

43. Degefa MB, Woldehanna BT, Mebratie AD. Effect of community-based health insurance
on catastrophic health expenditure among chronic disease patients in Asella referral hospital,
Southeast Ethiopia: a comparative cross-sectional study. BMC Health Serv Res. 2023 Feb
23;23(1):188.

42| Page



Annex

Annex I: Information

This is questionnaire extracted from the 2018/19 questionnaires based on the frame work
developed from different literatures. It is extracted with the aim of providing clear view for the
reader so that he/she can determine which part from the national survey is extracted and studied

for this study.

Purpose of Research: This study will contribute in the determination of extent of catastrophic and
impoverishing health expenditure so that essential measures can be taken for improvement at a
national level by the stakeholders.

Consent: the respondents were asked their consent orally and the some statements mentioned
below were explained to them.

Procedure: As it is a secondary data and all the data are available freely online the only step
needed is registering on the world bank micro data website and it is also required that after
acquisition of the data it is a must to deliver the findings to the CSA and world bank to their address
stated in the basic information manual.

Risk/ Discomfort: as stated in the ethical consideration part the data available online does not
provide any information of identity of the participant that might have risk on the respondent (i.e.
name of the respondent). So this study does not have any risk.

Benefits: even though the study does not have direct benefit to the study participants it will benefit
the society at a national level because it will convince policy makers and stakeholders to take
appropriate measure to decrease the expenditure level

Confidentiality: As stated in the ethical consideration part the information available does not state
the respondent’s identity and it is strictly confidential

Right to refuse or withdraw: It is stated in the ESS manual that there is full right to refuse from
participating in the survey and that they can choose not to respond to some or all questions if they
do not want to give their response. They had also the full right to withdraw from the study at any
time they wish, without losing any of their right.

Persons to contact: If you have any question to ask, please contact

"
| =l
|

WAt

Yamlak Bereket: O | Phone: 0936753729
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Annex Il: Questionnaire
CENTRAL STATISTICAL AGENCY

Form ESS4-H (18/19) 11 12
2018/19 ETHIOPIAN SOCIOECONOMIC SURVEY- WAVE 4
STRICTLY CONFIDENTIAL

Part I; House hold questionnaire (filled by the supervisor)

1 2 3 5 6 7

Region Zone Woreda Subcity (for | Kebele Enumeration
rural code area (EA)
88)

Code Code Code Code Code Code

8 9 10

Household ID | Household Size | Rural/Urban

Code for the regions

Adama =1 Addis Ababa=2 Ambo = 3 Arbaminch = 4 Asayita =5 Assosa =6 Bahirdar =7
Asebe Teferi = 8 Debrebirhan = 9 Dessie =10 Diredawa =11 Gambela =12 Goba =13
Gondar =14 Harar =15 Hawassa =16 Hossana =17 Jigjiga=18 Jimma =19 Mekele = 20
Mizan Teferi =21 Negele =22 Nekemit =23 Shire =24 Sodo =25

Part I1; Socio demographic questionnaires

1. What is [NAME]'s relationship to the head of household?
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Head................ 1 Uncle/Aunt.......... 8 Grandparents......12

Spouse.............. 2 Son/Daughter in Other
Son/daughter........ 3 law......ccoeveenee. 9 relatives.......... 13
Grandchild.......... 4 Father/Mother in Servant............ 14
Father/Mother......5 law.....cooenee. 10 Non relatives....15
Sister/Brother......6 Brother/Sister  in
Niece/Nephew......7 law.....ccoeuee. 11

2. What is the sex of [NAME]?
Male
Female

3. How old is [NAME]? (If 5 years and over give years only. If less than 5 years in age give
years and months. If less than one month put "0")
Years months

4. What is [NAME]'s marital status?

Never Married............ 1

Married (Monogamous)...........

Married (polygamous)............... 3
Divorced..........coceeennt. 4.
Separated................... 5
Widowed ................... 6

5. Has [NAME] ever attended school?
Yes (if this option is chosen go skip to Q6)
No

6. What is the highest grade [NAME] completed?

(in level)

Part 111; Health

*For children 12 years and younger, ask their caregiver.

1. Enumerator: is [NAME] reporting for himself/herself?
Yes No
2. Ifthe answer is ‘“NO’ for question number 1, who is responding on behalf of [NAME]?
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» Health care utilization(on weekly basis)
3. During the past 4 weeks has [NAME] consulted a health practitioner or traditional healer
or visited a health facility? (Regardless of whether sick or not)
Yes
No (if this option is chosen go skip to Q5)
4. For what reason(s) did [NAME] consult this person? (list up to 2 reasons)
Reason 1
Reason 2
Checkup or other preventive care (not linked to pregnancy).....1
Prenatal checkup........... 2
Giving birth............... 3
Follow up appointment for earlier or chronic illness........... 4
Follow up appointment for earlier accident....5 if chosen go skip to Q6
New or acute illness.....6
New injury........cc..... 7
Other (specify)............ 8
» Health status(on weekly basis)
5. During the past 4 weeks has [NAME] suffered from an illness or injury?
Yes
No (if this option is chosen skip to Q14)
6. What was the sickness/ injury [NAME] faced? List up to 2 major illnesses

e lllness 1

e lllness 2
Malaria............... 1 Chicken Pox......... 8 Heart
TBuiieiieeee 2 Pneumonia.......... 9 Problem......14
Yellow Fever.......3 Common Cold....10 Hypertension.....15
Typhoid.............. 4 INjury....ccoocevvene 11 Head
Cholera............... 5 Stress.....occvveenne. 12 ache............ 16
Diarrhea.............. 6 Flu o 13 Diabetes............. 17
Meningitis........... 7
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Guinea Worm.....18 Ulcer/Stomach Body

Dysentery......... 19 pain...23 Pains.......... 26
Scabies............... 20 Eye Body
Ringworm.......... 21 problem........... 24 Swell/Wound......27
Hepatitis Tooth Kidney

B.ooo.oo.. 22 problem......25 Problem...28

» Indirect cost
7. Did [NAME] have to stop his/her usual activities in the past 4 weeks because of this
illness/injury?
Yes No
8. For how many days was [NAME] absent from usual activity due to this illness/injury
during the last 4 weeks?

Number of days

» Place of Health care service
9. Whom did [NAME] consult for this illness or injury in the last 4 weeks?

NO ONE...ccvvvvvieciiriis 0 (if this option is chosen skip to Q13)
Traditional healer........ 1

Doctor............. 2

Dentist............ 3

NUrse.............. 4

Midwife............ 6
Pharmacist......... 7
Chemist............ 8

e Forillness 1
e Forillness 2

10. Where did [NAME] receive or consult medical assistance primarily?

Hospital.......... 1 Clinics........... 4 Pharmacy.......... 5
Health Center.....2 Traditional healer’s
Health Post....... 3 home.....6
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Patient’s home....7 > Forillness 1
Other (specify)...8 » Forillness 2

» Expense for health service

11. How much did [NAME] pay for the first consultation, including any medicine or test
prescribed even if purchased elsewhere? If no expenses please record 0.
Birr for illness 1

Birr for illness 2

12. How long did it take to travel (one way) to your first consultation of illness?
If consultation at patient’s home put '0' then, skip to Q14
Hour _ minute
13. What was the main reason for [NAME] not consulting a healthcare provider or traditional

healer for this illness/injury?

Lack of money...1 Lack of health Did not require
Expensive.......... 2 professional.......5 medical assistant..7
Too far.............. 3 Poor Other

Do not believe in quality/service....6 (specify).......... 8
medicine........... 4
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» Health service utilization(in monthly pattern)
14. Has [NAME] consulted any medical assistance or consulted from health facilities or
traditional healers during the last 12 months? (Regardless of whether sick or not)
Yes No
15. How many times has [NAME] consulted any medical assistance or consulted from health
facilities or traditional healers during the last 12 months?

(in number)

» Hospitalization status
16. Were any of [NAME]'s consultations inpatient visits (i.e. [NAME] spent the night in the
health facility)?
Yes
No (if this option is chosen skip to Q18)
17. How many nights did [NAME] spend in any health facility in the last 12 months?

(in number)

» Expense for hospitalization(yearly basis)

18. What were the total costs of all [NAME]'s health consultations in the last 12 months,
including any medicine or tests prescribed even if purchased elsewhere? If none record
zero

(In birr)

» Health insurance enrollment

19. What type of Health insurance does [NAME] currently covered under (such as through an

employer, community health insurance scheme, or private health insurance)?

Community Based health Insurance... 1
Private health Insurance (from financial institutions).......2
Employer Health ....3
Don't have health insurance........... 4
20. Is this member age 0- 5 years old?
Yes
No (if this option is chosen skip to Q27)
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> Disability status

21. Does [NAME] have difficulty seeing, even if wearing glasses?

No difficulty.............. 1

Some difficulty................. 2
Have difficulty

A lot of difficulty .........3
Cannot perform activity at all...... 4

22. Does [NAME] have difficulty hearing, even if wearing a hearing aid?

No difficulty.............. 1

Some difficulty................. 2
Have difficulty

A lot of difficulty .........3
Cannot perform activity at all...... 4

23. Does [NAME] have difficulty walking or climbing steps?

No difficulty.............. 1

Some difficulty................. 2
Have difficulty

A lot of difficulty .........3
Cannot perform activity at all...... 4

24. Does [NAME] have difficulty remembering or concentrating?

No difficulty.............. 1

Some difficulty................. 2
Have difficulty

A lot of difficulty .........3
Cannot perform activity at all...... 4

25. Does [NAME] have difficulty (with self-care such as) washing all over or dressing,
feeding, toileting etc.?
No difficulty.............. 1

Have difficulty
A lot of difficulty .........3
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Cannot perform activity at all...... 4
26. Using [NAME]'s usual language, does [NAME] have difficulty communicating; for
example understanding or being understood?

No difficulty.............. 1

Some difficulty................. 2
Have difficulty

A lot of difficulty .........3
Cannot perform activity at all...... 4

» Estimation of household food expenditure
How much on average do your household spends on food/food items? __ Birr per month
» Household Non-food expenditure
27.0n average how much does your household spend on the following essential
consumptions?

ETB in total per month

1. Utilities (electricity, water, telephone)
2. Education (School for children or self)
3. House rent

4. Valuable item

5. Social obligation

6. Other (Specify)

28.0n average how much does your household spend on the following essential

consumptions?
ETB in total per Year
1. Goods (properties) and utensils for the household use
2. Clothes and related (Shoe)
3. Maintenance of properties
4. Expenditure on agricultural inputs (Fertilizer, pesticide, Seeds)
5. Death related expenditure (funeral & Teskar)
Total non-food expenditure birr
Grand Total (Food +Non-food) birr
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Annex Ill: £ L& M™MPLP 1

BU NtAPR & &F N+HIEM- PELI® ¢ AR NARARNZF N2018/19 PMEST PM APMLP
1 NAIGP 8AN DT @AM PHFD NEA AHU mTF ATRTOMST AT MT AAINN, AR
AL ACAMT NHAN POM Ta-:

PGk GAM:- 2U MTF NATC A& £LE NNALCA ANAT APARA ANEAL ACTPEPT AT8,DNS
ARRIS AZUTF PTRECTIM- PMG Meh, A°MT AGRMAT AN+PES PLLCIA:

£E AN NPFE LPESFDT NPA +MLP® hHU NFF NARYA P+MPAD- dRoAsH,
+NGCFAFPA

YL 8%:- ATE BLE 83 NAPPE AT LFAIR ARZEPF N1] ATALT NATYTT NGATE NTh TLehe
82 BUL 1% AL ARARHIN NF PR PALATD: ACTPE AU AOLE®- NHTT NBA 15+T A AkNA
AT PAATR NTA NAPWLFP PARLE ARPA @ND N+IART AL LATO-:

NIF AAGRAREL: NN19OINC 92T NEA AL ATL+IARD- NARATRL AR PAD- AR5 N+M M-
AR R8I AFLM PTLFA 9O19° ALYTF PHAFL TRTIF ARLE ARAMID (TIAFID O+mMe NIP):
NAHU 2U mEH go79R 9854 A0 PAM-G::

MPM MPPF: MNGTE ADGTH TFAFLPT PH+E MmEIR NLELLM-I° UNHAMTT NATC APE
228 EMPMA PATLHRI® 7AN AD-RPTT NALCA ANAT PDeh, £2ET AdRPIN +IND-T
ACIPE AT8.MANS. NATY,PLCT Jn::

MADELRTE:- NNI-FPINC 9Pt A&A AL ATRHIARD- PAD- dBZE P+mMe@mY Ty
ARTAKI® AT MNP MNANEP 10

AN, PMAT MEIR PAR@-MF APF: N AANAN TTPA AR NSAA MT+ AL AARA+E
ao-p @t AT8A AS PRARTFDT ACRAMT NALAT ARTRTE MRIR AUATS M PEPTF JRAT
AAGRAMF aoge/m ALY T +7A2A: AR UMIR 990 ALYF AR FFMT APM: NEATT 1H
Nme+ PaR@m-M+ do-p N T JNGF O

P LIZFM APF: ITDI° M PR NAPF ANAP P14

P9RAN NZNT; NAN; 0936753729
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Annex IV: Pa®MEP $x NATMCE

am/Em U4 8NN NAPPE +ehTd A28 Nt+d A710RADL P~ NATIAHE AT NATICE £7%
A8 9 PBAA MG GRALFP AO/EPT AT AOMEST NAATS NTA PMLAC 83 N+IIYET
£U< 1% https://microdata.worldbank.org £75 A

2U N2018/19 ®MLST PdM MOMLP M- BU A®MELS NUILP BAAD ALT DM+ PG
AATY@D- O+MEDT §4 11C ARINN, AR ALCY ATIART J0-s:

TMONAP NF+N+hN AL
$% ESS4-H (18/19) 11 12
2018/19 PA P4 P TMUNL-ANFTLP SAN

MNP AN

NEA L PNT PMEP (N+SMMLM- P+qPA)

1 2 3 5 6 7

naa HY M8 neA N+ | $NA PEMe
(ATMC he: ANNN,
88)

he he he he he he

8 9 10

PR+AN ABFmEP | P+HAN APMT | IMC/N+T
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PRAAT NE

AT = 1 ABN ANN = 2 A9PN = 3 ACNI®Y6e = 4 ANRF = 5 ANA
= 6 NUCBC = 7 ANN +42Z = 8 LNZNCYY = 9 8N = 10 £228P =
11 J9°NA = 12 1N = 13 178C = 14 UZC = 15 UPH = 16 PNOT

N&A II; MUNLPT N1-hHN MmLd
1. [N9°] NNAAN &N IC PATO 1V TF1F RTET Jan?

PR+AN &N....... 1 P AB/PDIEIR AL....7 AdeT HARLT, 13
PF8C 3LE........2 AFRANE.......8 R1AILINGHE .14
DL AB/AT AF...3 @Y7L AB/ ATF.....9 HaR g PAUF....15

PAE AB... .4 ANF/ATRY........10

ANT/ATT.....5 ™YL 9°/AUT N .....11

RUTDYEI®....6 APFF......12

2. P[9P &F P17 12
oy e
1%y
3. [N9°] OLMLFa- AVF 12 (5 A0F AG NP NAL NUPF SaRF4Y NF L84 O LMD
N5 %@} NFF NPF S FT AT 0T RRE: NATL @C NFF hUPr "0" PHTMT)
QD - )7y
4. P[h9"] 8L Urp s IR EIOR?

RATNGR/TID e 1
NATSC (ATETNTNA) oo, 2

PN (DAL NAR TNt PTN) 3

P /T 4

FALLEAIAT 5

NAPTRHNF 6
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5. [N9®] +92UCH Nt 1N+ PP A?
AP AT946 NHADLM ML £6 £'1.5.)
AR

6. [NF°]PMTPeT he+dm A&EA NTF 10?2
(N8LE)

NEA NNE; MS
*N12 A+ AT NH.P NFF AP USTF +TNNNNDT 2Med:
1. [N9°] AGIrIGA, L7CF RPRLT 12
AP R
2. AMPE &ML 1AM AL NI [NIR] T ™A TPAR APAM PAD- T31@-?

e PMS A7A9NTF AP+ (NATFT A2AN L1T)
3. NA&T 4 AR+t @AM [A9R] PMG UNIRT ML PNUA UNTPT AT9NG MM PMmS
+29°Y INF+PA? (PFHanam NLPIIP)
AP
AL (RU AT NHADZM ML &5 £Y4.8.)
4. [h9°] 2UT D PTINZFMD- NFRY FRATLH(PTF) 1022 (Ahh 2 PRI LTF BHCHS)
NPT 1
oY et 2
goCans. mPID AA ANANP (NACTIHS JC £A+15T).....1
PPLaD MA L JRLADY ... 2

APLORM METP ANNE YARI® M AMPNF+4..4
APLORM KhRIJ M AMPNFTA...5 N+aeZm- ML 6 L4145



AA (B91AR)......... 8
o PMS UrF (NAFTF a2AN,LTF)
5. NA&t 4 AGR1+% @A [N9R] YTRGe MLTR 8% AIMIRPFPA?
AP
he (U AT-6p NHARLM DL 214 L HAK)
6. [N9°] LIMTF@ Yange/18+ 907 JNC? ANN 2 PT PT NAFPFT LHCHS

« thadge 1

« thaogm 2
oN...... LM, 2 F8F/AL....... 11 4T et N....22
G on......3 S 12 fAN &NAH/PMAL UTRIR, 23
FERRE.......... 4 TC...14 PARTFOIC ..., 24
DAL 5 +Pagm. ..., YRTCETRY.... .15 PCh FeIC... 25
.6 PAVE L THC...T Pen1PAT  UdRgR 16 P
MM, PANC NRA.....17 yange/ame/mmoe. .26
PR 11 tATA...18 P+
PATN PAYEF  yaoge 19 ENMHENA.....27
TP 9 ANAL 20 PRAAT Ferc/uamoe, 28
F14NCE. ... 10 ON&F........ 21

o ¢+F PAUT Deh,
7. NHU Uaege/18%F 9oRTP+ [N9R] NAGT 4 AGRIFF PHAMRL +aNiFam7F aygge
1NZNF®-?
AP
he
8. NA&tT 4 AFPIFF NHU UTRIR/R8F 9onTPT [N9P] NHAMLM- ATPNSA AT PUA
$TF PCHPA?
PPPT NHF
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e PMF ATHNNN A7A9A4T NF
9. NA%&T 4 AR 3F @ND [NT°] AHU AMRIR MLIR 8% 777 ATHNG.?
YT e, (2U AT94-60 N+AD/M ML €13 L HAN)

« AUYdRge 2

UNTH4.......... 1
ma MNP.....2
M4 nA.....3
AALA........... 4
&CMN........... 5

PN Nt ... 7
AA (£97AR)...8
— Ayaege 1
— Ayargr 2
e PMS ATANT M,
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11. A@RE AL Pm- JPANC T2 PUA NEAPAT AA NF NTHI® PFHHDT YT @-79° eyt
MLJ® gRLans. (IPC? IR Mk, NAA ANAPY 0 LAPHOI T
Ayange 1 NC

AYange 2 NC

12. AGPEaD/P 1H MP YARgRP gonnC AdRaH (NATE aRF7L) 927 PUA 1H 4B EHA?
AFham- gohnC NF0' NNPaPMT ML ©14 BHAN
CER LY
13. [N9®] AHU UaRR/18% PMG ATANNN APLNT EIR PNUA YNIPT PATINZNT PT@-
geny £+ 9o INC?
PIYHAN A1
@£ NAUY......... 2
NMI® 43 DAY ......... 3
Nao U1t NAGH PIRF......... 4
Pma NAT™P Amdt......5
Mt PAAD ATAF....6
PAIRG £8% RALATIR..7
AA (BOAR)......... 8
o PMS ATA%IAT hMP+I°(NMCYP aOAN,P)
14. [h9°] NA4&T 12 M4F N MIEM-T9° PUNIRT ACR > MEIR M +£TT+ mege
NNUA Un9eF ATanZPA? (PF-aoamge NE P 79e)
AP ] he
15. [N9°] NA%T 12 Dot @A 97 PUA 1H PUNTIPT ACSFT MLIR MG +2t ML gD
NNUA® Un9oF AT9n4.?
(N&MC)
o P+AF URTCT A14d9ATF Ui

16. N[N92]P+5F UNTPT A4 AAET NMS +ELI° AAALPA)?
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AP
he (BU ATIZ-6 N+ADZM ME. €18 BHAN)
17. NA$F 12 @t @-ND [AF°] NMT +RI° @D N TPAPT AAAS?
(Ne™C)
e AUNTZFA UNTT Oeh,(AO®FP)
18. NA%F 12 M4+ @O PATR PMG FPNNC MERPF 927 PUA 1N&T AA NF NIHTP

PHH AREYLETY MLID FOCARLPFT (IR C? 2190 NA+TARHIN HE LADH

(NNC)
e PMT LY IoHIN

19. NAL+ 18 [N9°] PA&FT NPT 9L PMT aRL U 1M~ (AFRAA NANZT NTRUNLAN
AP& PMT AL YT APL MLID N4 PMT AP L)?

PARUNZAN ADE PMT L Y7, 1
P4 MT LY (N4-L5TALPA +£MF).....2
PANZ MG L7 .3
PMT A1 GTN PAPTIRL.... 4
20. £U ANA AL NO-5 AP Y0>-?
AP
he (BU AT9-6p NHARZM ML ©27 B HAK)
e PhhA +8% Urd
21. @y C NPLLCTHI® [NIR] PT9PF F91C AANFM®-?

goyge FAC PANTFDIC .o 1
RYBYE FOC ARANF@ ... 2
N FoC AANFO- ... 3
ATPNPAT N&GE-I° MNTDT ALTFAIR..... 4
22. pappaq P aoE anis f NANAIR [A9P] PARATYT FoC AANTFO ME?
goYIR FOC PANTFDI°. o 1
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RI8TE FOC RANF@ . 2
N FIC AANFD- ... 3
R1PNLAT NESI° TNTDT ALTATR. ... 4
23. ["9°] Paps.aR e PGP R4 8 PAPMMF FoC AANTFD?
goyge FAC PANTFDI® .o 1
RI8TE FOC RANF@ 2
N FIC AANFD- ... 3
R1PNPAT NESIE TNTDT ALTATR. ... 4
24. [h9°] PMNF DA LI PAR+NC FoIC AANTFO-?
goyge TG PANTFDI® ..o 1
RIBTE FOC RANF@ . 2
N FC AANFO ... 3
R1PNPAT NESIE TNTDT ALTATR. ... 4
25. [N9°] (¢-N71 harhnhA JC) a4 Na=A dRdmA) MLJP APANAT aRaR{)T dPRES N+
amMeg® MH+ FC AANFO-?
goyge FAC PANTFDI® . 1
RIBTE FOC RANF@ . 2
NH FoC AANFO- ... 3
ATPNPAT N&GE-° TNTDT A.TFAIR..... 4
26. [N9°] P+ATRLY 7 PARMPIR/PARaINNT: Fo1C AANFO-I AGRAA, ODL8F?
goYgR FoC PANTFMI°.....ooo 1
RIBTE FOC RANF@ .. 2
NH FoC AANFO ... 3
ATPNPAT NGSI° TNTDT ALTAIR. ... 4
o PN+NN PIRIN Meh,
27. +HANP NATINL ATRIN/ATCN AL PT T PUA POMA?
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noc__ Nc

o PN+NAN ATIN LAV Den,

28. NATINL PACNP N+AN ATLN+AT ANLATL §2.FPF 07 PUA POMA?
NC (N®C)?

1. @IA1PPF (RhANTLH, @Y, NAR)

2. FFRUCT (PUISTH FIPUCT Nt MRIP £N7T)
3. PNt B

4. MP™ AP

5. MUNEP 18,3

6. AA (£°1AR.)

29. HANP AT N+AT ANLAL &2 FPTF NATNL 9T PUA POMA?
NAMPAL  ACNAMH?
1. A2PF (1NLFT) AT PN ASPT AP PT
2. RANAT AT +HAIE: (651,09)
3. PNt I
4. ATINCS INGHF (TENLLT B4-TNLT HE) Dan,
5. NIR% IC P+ £ PH e, (NG AT FANC)
M&PAA PIR PAULF DeH,PF NC

AMSAL (929 +909N PALT) NnC
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Annex V: Curriculum vitae

Yamlak Bereket Tadiwos

Kirkos sub city

Mobile: +251936753729
+251976055545

Email: bereketyamlak7@gmail.com

KEY QUALIFICATIONS

o Collecting and recording data using ODK
o Analyzing using different software’s
o Assisting in writing project proposals

o Assisting in developing concept note

PROFESSIONAL EXPERIENCE:

Addis Ababa University

Data collector for assessing KAP of covid 19 prevention practice(research conducted by Addis
Ababa University and Ohio University Global One Health) on September/2022

Resposibilities

e Interviewing participants to obtain information about to identify their knowledge,
attitude and practice.

e Recording the data using ODK.

e Collecting data on demographics and other characteristics of the population being
studied, such as ethnicity, income level, or neighborhood segregation

e Compiling, assisting, sorting, and organizing data collection for entry into main
database

e Reporting any issues and concerns to the supervisor.
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AIDS Health Care Foundation

Linkage Assistant January 10-now,2023

Responsibilities

e Working closely with the HIV care/treatment and HIV testing teams to reach out to
HIV positive clients encourage them to come into care and monitor their linkage
and engagement in medical care.

e Making notes and regularly updating the appropriate linkage and retention tools
when contacting the client.

e Working with the clinic team to identify, follow-up and support clients that miss
clinic appointments and those that disengage from care.

Reach out to partners of clients that recently test HIV positive and invite them to
the clinic for HIV counseling and testing services.

International Clinical Labratories/ICL/
Sample collector October 2021-February 2022
Resposibilities

e Collect laboratory samples from walk in customers, inside customers’ vehicles,
hospitals, residences, flower farms and other on-site locations as necessary

« Registering and keeping track of specimens collected including time of collection and
name and/or signature of phlebotomist

e Maintaining an organized and clean work area based on health and safety regulations
and the guidelines of the institution

« Answering patient questions regarding collection techniques and offering additional
resources on the collection process, if the patient requests them

e Using proper equipment and technique to safely collect laboratory specimens from

customers following SOP of the laboratory

EDUCATION
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Master’s degree in Health Economics
Addis Ababa
University,
college of
health science

Bachelor’s Degree in Public health March 2021

Haramaya
University,
Harar,
Ethiopia

TRAININGS AND CERTIFICATES

v' Fully participated and completed basic level public health emergency
management training from January 20-22, 2021 GC.

v' Community based and team training programs on 2018, 2020 and 2021 GC
respectively and received certificate of Award for my performance on the 2021
team training program.

v ‘Employability Skills and Entrepreneurship as a career Option’ organized by
Career Development Service Directorate (CDSD) and University Industry
Linkage on 2021 G.C.

SKILLS/LANGUAGES/GEOGRAPHICAL EXPERIENCE

Computer Skills: Microsoft Office Suite including Excel (Excellent), data analysis using epi-info,
Stata, SPSS, ODK
Languages: Amharic (Mother tongue); English (Fluent),

REFERENCES:

1. Sintayehu Negash, Manager at international clinical laboratories, Bulgaria, keira,
Addis Ababa, Ethiopia.
Email- sintayehu.negash@icladdis.com, Phone number- 0911782944
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2. Alemayehu Dheressa (BSc, MPH) head department of Public Health and Health
Policy Coordinator at Haramaya University, college of health and medical science,
Harar Ethiopia
Email- alexdheressa@gmail.com, Phone number- 0917841709
3. Biruk Shalmeno (BSc, MPH in Biostatistics) lecture at school of public health,

college of health and medical science, Haramaya University
Email- birukshalmeno27@gmail.com, Phone number- 0921471048

Signature of main advisor

Dr. Meseret Molla
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