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Abstract

Ethiopia has been implementing the CBHI program since 2011 in an effort to increase access to healthcare
and improve universal health coverage by lowering costs for low-income families. Research on household
satisfaction with health care is still lacking. The major objective of this study is to assess the level of
household satisfaction with community-based health insurance services and related factors. A multistage
sampling procedure was used to select participating families. In each of the selected kebeles, 406 households
participating in the CBHI program were selected by simple random sampling according to the population
proportional to sample size (PPS). Primary information was collected using a pre-tested questionnaire
completed by an interviewer. Bivariate and multivariable logistic regression analysis as well as descriptive
statistics were carried out. To identify independent predictors of household satisfaction with the CBHI,
p-values <0.05 and 95% confidence intervals were used. The finding of this study showed that, household
satisfaction with the CBHI scheme was moderate in Southern Ethiopia. Age, marital status, payment fairness,
healthcare coverage, waiting time, service quality, and drug availability were significant predictors of
satisfaction with CBHI service. This study recommends that comprehensive health care coverage, e.g., for
non-communicable diseases (chemotherapy, kidney disease, diabetes, hypertension, and others) and major
surgeries, as well as improvements in overall services and their quality, are critical to increasing satisfaction
in the region.
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1 Introduction

1.1 Background

As part of the Sustainable Development Goals,
the world community pledged to achieve universal
health coverage by 2030. Despite this dedication,
half of the world’s population still does not have ac-
cess to basic medical care (Asante, Price, Hayen, Jan,
& Wiseman, 2016; Dieleman et al., 2018; Kutzin,
2013). Consequently, many individuals are driven
into poverty due to the necessity of allocating a sig-

nificant portion of their household budgets to health-
care (Asante, Price, Hayen, Jan, & Wiseman, 2016;
Dieleman et al., 2018; Kutzin, 2013).

Designing an adequate health financing system in
developing countries, particularly low-income ones,
remains challenging and is a topic of intense dis-
cussion. According to Mebratie, Sparrow, Yilma,
Alemu, and Bedi (2015), this problem is caused by
a shortage of financial resources, slow economic
growth, limitations on the public sector, and re-
stricted organizational capacity. Healthcare spending
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adversely affects the lower socioeconomic sectors of
society, leading to dire living conditions for many
households. Every year, some 150 million individu-
als worldwide suffer from financial difficulties, and
about 100 million of them—the majority of whom
live in developing nations—are forced into poverty
as a result of high healthcare costs (Asante et al.,
2016; Dieleman et al., 2018; Kutzin, 2013). In sub-
Saharan Africa, where resources are scarce, over
90% of financial difficulties stem from healthcare
and its associated impacts (Maeda et al., 2014; Xu et
al., 2007). Between 7% and 13% of households in
the Middle East and North Africa experience catas-
trophic medical costs (Elgazzar et al., 2013).

Ethiopia is striving for universal health coverage
(UHC), which includes high-quality healthcare that
is accessible, cheap, and acceptable to every house-
hold (FDRE MoH, 2015/16). Ethiopia has estab-
lished comprehensive and long-lasting financial risk
protection through a community-based health insur-
ance (CBHI) program as it is an essential part of
UHC. This initiative aims to promote financial pro-
tection, facilitate cost-sharing between the govern-
ment and citizens, ensure equitable access to health-
care, foster social inclusion, and mobilize domestic
resources (Solomon, Hailu, & Tesfaye, 2011).

CBHI, which is based on the ideas of social solidarity
and mutual aid, is mainly intended for people who
don’t have access to public, private, or employer-
sponsored health insurance and who live and work
in rural or urban informal sectors. It serves as an
alternative financing method that is controlled, estab-
lished, and managed by its members through contri-
butions of a specified amount of money (Chankova,
Sulzbach, & Diop, 2008; Tabor, 2005; Uzochukwu
et al., 2010). In the event of illness, it aims to miti-
gate unpredictable or high healthcare costs through
regular premiums (Guide, 2006).

1.2 Problem Statement

Improved services are necessary for client satisfac-
tion and the long-term viability of the CBHI pro-
gram since CBHI subscribers demand higher-quality
care. Although research on health insurance sat-
isfaction is ongoing, existing studies indicate that
satisfaction levels vary by region (Assefa & Mosse,
2011; Devadasan et al., 2011; Naseer, Zahidie, &

Shaikh, 2012). a research investigation conducted in
Nigeria revealed that 42.1% of participants were not
happy with their health insurance plan (Devadasan
et al., 2011). In contrast, 54.7% of satisfaction rate
was reported among households enrolled in CBHI in
southwest Ethiopia (Mitiku Kebede & Geberetsadik,
2019).

Household healthcare service satisfaction is a multi-
dimensional concept that encompasses clients’ per-
ceptions, expectations, and experiences (Naseer et
al., 2012; Nyandekwe, Nzayirambaho, & Kakoma,
2014). It is influenced by service quality, customer
expectations, personal disappointments, and the feel-
ings experienced during service delivery (Al-Abri
& Al-Balushi, 2014; Assefa & Mosse, 2011; De-
vadasan et al., 2011). Understanding insured house-
hold satisfaction and its influencing factors provides
valuable evidence for policy and decision-making
(Mohammed, Sambo, & Dong, 2011). Additionally,
customer satisfaction studies amplify service users’
voices and validate their experiences, contributing to
improved healthcare planning (Bekele et al., 2008;
Kuzma et al., 2012).

The primary reasons for dissatisfaction with health-
care services include a lack of medications, long
waiting times, discourtesy from facility staff, and in-
adequate availability of diagnostic services (Bekele
et al., 2008). Because CBHI members must pay for
prescription drugs, diagnostics, and other medical
services at non-contracted facilities out of pocket,
these problems are especially difficult for them
(Nyandekwe et al., 2014). This leads to additional
costs and increased dissatisfaction among CBHI pro-
gram members. In order to address these problems
and preserve the allure of contracted care, surveys in
this field are crucial for evaluating home satisfaction
with CBHI and associated community factors.

Studies on Ethiopian households’ satisfaction with
CBHI services are very scarce (Badacho, Tushune,
Ejigu, & Berheto, 2016; Mitiku Kebede &
Geberetsadik, 2019). There are methodological and
measurement shortcomings, and the research field
is still understudied. In order to improve household
satisfaction and acceptance of the CBHI program
after health service visits in southern Ethiopia, this
study aims to measure satisfaction levels, evaluate
the factors associated with household satisfaction
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with the CBHI scheme, and offer recommendations
to policymakers and program designers.

2 Materials and Methods

2.1 Description of the study area

In the southern region of Ethiopia, a cross-sectional
community-based survey was carried out between
February 2021 and December 2022. The South-
ern Nations, Nationalities, and Peoples’ Region
(SNNPR) is one of the regional states of Ethiopia.
Kenya (including a small area of Lake Turkana) bor-
ders the SNNPR on the south; South Sudan bor-
ders it on the west; the Gambela National Regional

State borders it on the northwest; the Oromia Na-
tional Regional State borders it on the north and east;
and the Ilemi Triangle, a region that both Kenya
and South Sudan claim, borders it on the southwest.
There will be 14,929,548 people living in the area,
with 7,425,918 men and 7,503,630 women (Cen-
tral Statistical Authority [CSA], 2007). There are
1,495,557 urban dwellers (10.02%) and 13,433,991
rural persons (89.98%). According to these figures,
the SNNPR is the most rural region of Ethiopia.
The area is roughly 105,887.18 square kilometers
in size, and its population density is 141 persons
per square kilometer. The average household size in
the 3,110,995 homes in the region is 4.8 people (3.9
people in urban areas and 4.9 people in rural areas).

Figure 1. Sampling of study participants in the CBHI program, Southern Ethiopia.
NB. Southern Ethiopia not refer to the region, we used to refer the southern part of Ethiopia
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2.2 Study population

The second study area, Sidama, is around 275
kilometers south of Addis Ababa and was named
Ethiopia’s newest regional state in June 2020. In
November 2019, Sidama—which had previously
been one of the SNNPR’s administrative zones—was
officially recognized as Ethiopia’s tenth regional
state. Sidama is located geographically between lati-
tudes 6°10’ and 7°05’ north and longitudes 38°21’
and 39°11’ east. It shares borders with the Gedeo
zone and Oromia to the south, the Bilate River to the
west, and the Oromia area to the east and south.

The CBHI program has been in place in the region
since 2011. There are 3,975 health posts, 731 health
clinics, and 79 government hospitals in the area.

All CBHI members who joined or renewed their
membership during the study period, as well as those
who received medical services, made up the study
population. The study eliminated those who had not
sought medical attention at least once.

2.3 Sample size determination and sampling
techniques

The sample size was calculated using the formula
for a single population proportion based on the fol-
lowing assumptions: a respondent satisfaction pro-
portion of 80% from a previous study conducted by
other researchers, with a margin of error of 5% at
a 95% confidence level. The final sample size was
determined to be 406, accounting for a design effect
of 1.5 and a non-response rate of 10%.

The participating households were chosen using a
multi-stage sampling procedure. Three zones and
one region were selected at random to serve as
the primary sample units in the first stage. Eight
woredas, two from each zone, were chosen at ran-
dom to serve as secondary sample units in the second
stage. From the eight woredas that were picked, 16
kebeles were selected at random for the third stage.
The study subjects (households) were chosen using
simple random sampling within each specified ke-
bele, adhering to population proportional to sample
size (PPS).

2.4 Data collection tools and procedures

A pretested, interviewer-administered questionnaire
was used to gather data. The National Health Insur-
ance Agency’s CBHI evaluation study in Ethiopia
provided the data used to create the survey (Agency,
2015). To collect data, the questionnaire’s English
version was translated into the local tongue. Five per-
cent of the actual sample size was pretested in two
kebeles outside the target area that shared similar
sociodemographic traits with the research popula-
tion. Certain items were added or changed, and any
unclear parts were explained, in light of the pretest
results. Together, the supervisors and data collectors
examined the pretest data to improve comprehen-
sion of the data gathering procedure. Five graduate
nurses fluent in the local language and two profes-
sional nurses with bachelor’s degrees in healthcare
participated in the data collection. After participants
were made aware of the purpose of the study and
the importance of their involvement, in-person inter-
views took place.

Daily checks were performed to ensure that the ques-
tionnaires completed by the data collectors were ac-
curate, consistent, and relevant, with oversight from
the supervisors and the lead investigator. The next
morning, before regular data gathering started, the
data collectors received all relevant feedback.

2.5 Ethical Considerations

The Institutional Review Board (IRB) of Dilla Uni-
versity’s College of Medicine and Health Sciences
granted ethical approval for this study in compliance
with the Helsinki Declaration. Additionally, per-
mission letters were acquired from the Zone Health
Department, the Woredas Health Department, and
the SNNP Regional Health Office. The information
was anonymized and all respondent IDs were kept
private. Each participant gave verbal informed per-
mission after IRB approval. Literacy levels were
taken into account when collecting oral informed
consent because the majority of the study group was
from a rural location. Participants were still free to
decide whether or not to take part in the study.
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2.6 Household head’s overall satisfaction

One outcome variable was household heads’ overall
satisfaction with the CBHI program. Nine state-
ments on a five-point Likert scale, from "strongly
disagree" to "strongly agree," were used to gauge
satisfaction. The answers to each of the nine items
were used to gauge the degree of satisfaction. The
total of these answers produced a minimum value of
9 and a maximum value of 45. This sum was then
converted to yield an individual satisfaction score
ranging from 0 to 100%, which was used to cal-
culate a percentage average. Responses of 75% or
more on the nine satisfaction items were classified as
"satisfied," while those scoring less than 75% were
classified as “dissatisfied” (Sagaro, Yalew, & Koyira,
2015).

2.7 Data analysis

Data review, cleaning, and entry into SPSS version
21 were completed prior to analysis. The data was
assessed using both descriptive and inferential statis-
tics. Household satisfaction with the CBHI scheme
was presented using frequency distributions, percent-
ages, and graphs in the descriptive statistics, utilizing
both qualitative and quantitative approaches.

The correlation between each explanatory factor and
household satisfaction was assessed using the chi-
square test. Factors from the bivariate analysis with
a p-value of less than 0.15 were included in the fi-
nal multivariable logistic regression analysis. The
Hosmer-Lemeshow statistic and the coefficient of
deviation were used to assess the model’s fit, and the
results showed a good fit (P = 0.102). The variance
inflation factor (VIF) test was used to check potential
variables for multicollinearity; no multicollinearity
was found (all candidate variables had a VIF value
of less than 1.7).

The association between home satisfaction and the
CBHI scheme variables was examined using binary
logistic regression. If a variable’s p-value in the final
model was less than 0.05, it was deemed to have a
statistically significant relationship with household

satisfaction. A 95% confidence interval for the odds
ratio was used to assess the association’s strength.

3 Results

3.1 Socio-demographic characteristics of the re-
spondents

The distribution of CBHI participants based on their
demographic and socioeconomic factors is presented
in Table 1. This study included 406 households,
achieving a response rate of 100%. Among the re-
spondents, 136 (33.5%) were families headed by fe-
males, while the remaining 270 (66.5%) were headed
by males. The majority of respondents, 143 (35.2%),
were between the ages of 40 and 50. Additionally,
68 respondents (16.7%) were under 34 years, 75
(18.5%) were between 35 and 39, and 120 (29.6%)
were over 50.

Of the participants, 236 (58.1%) were primarily from
rural areas, followed by 81 participants (20.0%) from
semi-urban regions and 89 (21.9%) from urban ar-
eas. In terms of occupation, 94 respondents (23.2%)
were day laborers, while 202 (49.8%) were farm-
ers. The remaining respondents included 63 (15.5%)
who were engaged in trade and 47 involved in other
occupations.

Regarding education, 125 households (30.8%) had
at least a secondary education, while 122 households
(30.0%) had no formal education, and 159 house-
holds (39.2%) completed primary school. Addition-
ally, over 349 households surveyed (or 86.0%) were
married (Table 1).

3.2 Description of household satisfaction with
CBHI services

Most respondents (81.3%) agreed or strongly agreed
that service providers are professional and well-
trained. Approximately 79.8% of respondents felt
that the payment is commensurate with the services
provided. Additionally, about 76.6% of respondents
agreed or strongly agreed that the timing of premium
payments is convenient (Table 2).
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Table 1. Southern Ethiopian respondents’ socio-demographic details, 2022 (n = 406)

Variables Category Frequency Percent Variables Category Frequency Percent
Gender Male 270 66.5 Education no formal education 122 30

Female 136 33.5 Primary 159 39.2
Age less than 34 68 16.7 secondary & above 125 30.8

35-39 120 29.6 Marital status Single 22 5.4
40-50 143 35.2 Married 349 86
greater than 50 75 18.5 Other 35 8.6

Residence Urban 89 21.9 Payment fairness Fair 359 88.4
semi-urban 81 20 Not fair 46 11.3
Rural 236 58.1 Service availability Not enough 204 50.2

Occupation Farmer 202 49.8 Enough 202 49.8
Merchant 63 15.5 Service quality Not good 214 52.7
Daily laborer 94 23.2 Good 192 47.3
Other 47 11.6 Drug availability Inadequate 301 74.1

Adequate 105 25.9

Table 2. Household satisfaction with CBHI services

Characteristics
Strongly

Disagree Neutral Agree
Strongly

disagree agree

CBHI benefit packages are sufficient to cover your
household’s medical expenses. 0 38(9.4) 103(25.4) 239(58.9) 26(6.4)
CBHI management is trustworthy 3(0.7) 25(6.2) 95(23.4) 249(61.3) 34(8.4)
Health care services are of good quality. 2(0.5) 22(5.4) 82(20.2) 268(66.0) 32(7.9)
Long waiting time to get the service 6(1.5) 52(12.8) 109(26.8) 194(47.8) 45(11.1)
Timing of premium payment is convenient 1(0.2) 20(4.9) 74(18.2) 206(50.7) 105(25.9)
Availability of drugs 7(1.7) 60(14.8) 123(30.3) 179(44.1) 37(9.1)
The provider makes a good diagnosis 2(0.5) 24(5.9) 80(19.7) 256(63.1) 44(10.8)
The service providers are professionals/well-trained 3(0.7) 10(2.5) 63(15.5) 256(63.1) 74(18.2)
The payment is commensurate with the service provision 10(2.5) 15(3.7) 57(14.0) 188(46.3) 136(33.5)

N.B. Each cell’s numbers represent frequencies, and the percentages are enclosed in parentheses.

3.3 The degree of contentment with the CBHI
program

Prior to evaluating respondents’ overall happiness
with the CBHI system, we used Cronbach’s alpha
to assess the internal consistency of the scale items
measuring satisfaction. The nine-item scale had a
Cronbach’s alpha of 0.802. With a 95% confidence
range (CI) ranging from 76.1% to 83.9%, the study
found that 58.1% of households were pleased with
CBHI health services.

3.4 Factors associated with household satisfac-
tion with CBHI service

Multivariable analysis (P < 0.05) revealed significant
associations between several variables and satisfac-
tion with CBHI services: respondent age, marital sta-
tus, payment fairness, healthcare coverage, waiting
time, perceived quality of service, and availability of
drugs (Table 3).
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Table 3. A multivariable logistic regression analysis on variables related to the general level of home satisfaction in
Southern Ethiopia

Variables
Satisfaction

COR (95% CI) AOR(95% CI)
Dissatisfied Satisfied

Gender
Male 106 164 1.375(0.907, 2.085) 0.988 (0.553, 1.767)
Female 64 72 1 1

Household head age
Less than 34 33 35 0.669(0.344, 1.300) 0.458 (0.186, 1.132)
35-39 62 58 0.590(0.328, 1.060) 0.482 (0.234, 0.993)*
40-50 46 97 1.329(0.743, 2.380) 1.095 (0.549, 2.182)
Greater than 50 29 46 1 1

Residence
Urban 28 61 1.468(0.875, 2.463) 2.050 (0.937, 4.486)
Semi-urban 47 34 0.487(0.292, 0.813) 1.091 (0.517, 2.303)
Rural 95 141 1 1

CBHI service package awareness
Aware 7.312(1.581, 33.819) 3.292 (0.537, 20.171)
Not aware 1 1

Payment fairness
Fair 136 223 4.288(2.186, 8.412) 3.179 (1.480, 6.829)*
Not fair 33 13 1 1

Education
No formal education 51 71 0.992(0.598, 1.645) 1.014 (0.504, 2.040)
Primary 67 92 0.978(0.608, 1.573) 0.865 (0.481, 1.557)
Secondary and above 52 73 1 1

Marital status
Single 12 10 1.410(0.477, 4.168) 1.804 (0.444, 7.325)
Married 136 213 2.65(1.292, 5.438) 3.027 (1.194, 7.674)*
Other (divorce/widow) 22 13 1 1

Occupation
Farmer 74 128 1.174(0.613, 2.246) 1.339 (0.567, 3.164)
Informal sector operator 34 29 0.579(0.269, 1.243) 0.663 (0.269, 1.634)
Daily laborer 43 51 0.805(0.396, 1.637) 0.802 (0.344, 1.870)
Other 19 28 1 1

Health care coverage
Not enough 92 112 0.387(0.255, 0.587) 0.570 (0.337, 0.964)*
Enough 78 124 1 1

Waiting time
Waiting less than 30 minutes 61 136 2.430(1.619, 3.647) 1.961 (1.223, 3.146)*
Waiting more than 30 minutes 109 100 1 1

Perceived Service quality
Not good 121 114 0.378(0.249, 0.575) 0.593 (0.353, 0.997)*
Good 49 122 1 1

Drug availability
Inadequate 149 151 0.25(0.148, 0.425) 0.277 (0.152, 0.505)*
Adequate 21 85 1 1
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Families who agreed with the fairness of CBHI pre-
mium payments were three times more likely to be
satisfied than those who disapproved, according to
the multivariable logistic regression results (AOR =
2.978; 95% CI: (1.394, 6.36)). Furthermore, com-
pared to respondents who were divorced or widowed,
married respondents were around three times more
likely to be satisfied with CBHI services (AOR =
3.228; 95% CI: (1.279, 8.151)).

The likelihood of satisfaction was 1.96 times higher
among those who received treatment within 30 min-
utes compared to those who waited longer (AOR =
1.961; 95% CI: (1.223, 3.146)). Participants over 50
were more likely to be happy with CBHI services
than those between the ages of 35 and 39 (AOR =
0.469; 95% CI: (0.229, 0.962)).

Furthermore, the odds ratio for participants who
rated the quality of services as poor was 0.39 (AOR
= 0.392; 95% CI: (0.243, 0.632)). Those who be-
lieved healthcare coverage was insufficient had an

odds ratio of 0.57 (AOR = 0.392; 95% CI: (0.337,
0.964)), and participants who perceived drug avail-
ability as inadequate had an odds ratio of 0.25 (AOR
= 0.25; 95% CI: (0.14, 0.448)), making them less
likely to be satisfied with CBHI services compared
to their peers.

3.5 The role of CBHI for the Beneficiaries

Participants were asked seven questions on a five-
point Likert scale, ranging from "strongly disagree"
to "strongly agree," to assess the role of CBHI in ser-
vice delivery. The majority of respondents (74.4%)
indicated that they agreed or strongly agreed that
CBHI reduces the cost of healthcare. Additionally,
60.9% of respondents agreed or strongly agreed re-
garding the accountability and responsiveness of
healthcare providers, while 61.6% felt that CBHI im-
proves the provision of reliable healthcare services.
In contrast, 55.4% of respondents were neutral or
disagreed about the availability of sufficient drugs
(Table 4).

Table 4. Respondents’ responses about the role of CBHI implementation in southern Ethiopia

Characteristics
Strongly

Disagree Neutral Agree
Strongly

disagree agree

Improved health care access 5(1.2) 39(9.6) 117(28.8) 227(55.9) 18(4.4)
Improved the provision of
consistent and timely health care services 5(1.2) 46(11.3) 105(25.9) 235(57.9) 15(3.7)
Improved the availability of health equipment 17(4.2) 42(10.3) 112(27.6) 217(53.4) 18(4.4)
Improved the provision of reliable health care
services 9(2.2) 26(6.4) 108(26.6) 241(59.4) 22(5.4)
Raises the accountability and
responsiveness of health care service providers 4(1.0) 52(12.8) 103(25.4) 207(51) 40(9.9)
Provides sufficient drugs 26(6.4) 76(18.7) 149(36.7) 136(33.5) 19(4.7)
Reduces expense of health care service 7(1.7) 29(7.1) 68(16.7) 151(37.2) 151(37.2)

N.B. The numbers in each cell are frequencies and the percentages are in parentheses.

4 Discussions

This study aimed to identify factors associated with
household satisfaction with the CBHI program. We
found that 58.1% of the 406 CBHI members sur-
veyed were satisfied with the program. This result
is slightly higher than satisfaction levels reported in
Ethiopia’s Anilemo district (54.1%) (Addise, Ale-
mayehu, Assefa, & Erkalo, 2021) and Sheko dis-
trict (54.8%) (Mitiku Kebede & Geberetsadik, 2019).

However, our findings are lower than those of previ-
ous studies in Ethiopia (Badacho et al., 2016; Hailie,
Hassen, & Temesgen, 2021).

The discrepancies may be attributed to differences
in the definition of satisfaction, the characteristics of
study participants, the location, and the time periods
of the studies. In some regions, higher satisfaction
levels in earlier studies might be linked to the ini-
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tial phase of the program and subsequent improve-
ments in the quality of health services. Additionally,
some studies were conducted in healthcare facilities,
particularly hospitals, which may have influenced
participants’ experiences with the CBHI program.

4.1 Socio-demography

In this study, age (Addise et al., 2021; Badacho et
al., 2016; Jadoo, Puteh, Ahmed, & Jawdat, 2012;
Mohammed et al., 2011) and marital status (Jadoo
et al., 2012; Mohammed et al., 2011) were found
to be associated with satisfaction with the CBHI
program. Households with older heads were more
satisfied with care compared to those with younger
heads. This may be attributed to the fact that older
individuals are generally more likely to experience
health issues; as they age, their likelihood of need-
ing healthcare increases, making them more inclined
to utilize health services without incurring out-of-
pocket expenses for each service.

Several studies have indicated that member satisfac-
tion with health insurance is significantly related to
socio-demographic variables such as gender (Jadoo
et al., 2012), occupation (Badacho et al., 2016), and
educational status (Jadoo et al., 2012). However, this
study found that other variables—such as gender,
residence, education, and occupation—were not sig-
nificant predictors of satisfaction. This finding aligns
with studies on satisfaction with national health in-
surance in Ethiopia (Badacho et al., 2016) and India
(Devadasan et al., 2011).

4.2 Waiting time

In this study, we found that respondents who ex-
perienced a shorter time between registration and
their physician visit were more satisfied than those
who faced longer waits. This finding is consistent
with previous studies (Molyneux, Hutchison, Chuma,
& Gilson, 2007; Robyn et al., 2013; Sagaro et al.,
2015). Thus, prolonged waiting times before a doc-
tor consultation negatively affect customer satisfac-
tion.

4.3 Payment fairness

According to Molyneux et al. (2007), participants
who agreed with the premium amount were more
likely to be satisfied than those who disagreed.

4.4 Health care coverage

The survey also found that individuals were more
likely to be satisfied if they agreed with the health-
care coverage than if they disagreed. This is con-
sistent with findings from research carried out in
Senegal, Ethiopia, and the Lao People’s Democratic
Republic (Bodhisane & Pongpanich, 2019; Demissie
& Gutema Negeri, 2020; Mebratie et al., 2015). A
lack of services—such as treatment for noncommu-
nicable diseases (e.g., chemotherapy, kidney disease,
diabetes, hypertension) and major surgeries—may
negatively impact respondent satisfaction in many
developing countries.

4.5 Perceived Service quality

Satisfaction was higher among participants who
agreed with the quality of services than among
those who disagreed. This result is in line with
earlier research from Bangladesh, Ethiopia, and
Uganda (Badacho et al., 2016; Mitiku Kebede
& Geberetsadik, 2019; Nshakira-Rukundo, Mussa,
Nshakira, Gerber, & Von Braun, 2019; Sarker et
al., 2018). The availability of reagents, laboratory
services, medical personnel, and equipment, as well
as the general quality of health services, may all be
related to this relationship.

4.6 Drug availability

The likelihood of satisfaction was higher for those
who received sufficient medication than for those
who did not. This result is consistent with research
from Bangladesh (Sarker et al., 2018) and Ethiopia’s
Anilemo district (Addise et al., 2021). This could
be due to the fact that participants who did not ac-
quire their prescription drugs at public health facili-
ties were forced to pay more at private pharmacies,
which resulted in discontent and a lower level of
satisfaction with the CBHI program as a whole.

5 Conclusion

According to this study, 58.1% of households in
southern Ethiopia were generally satisfied with the
CBHI program. Respondent age, marital status,
payment equity, healthcare coverage, waiting time,
perceived service quality, and medicine availability
were all significant determinants of satisfaction.
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In addition to improving the general quality of ser-
vices, comprehensive healthcare coverage for major
procedures and non-communicable diseases (such as
chemotherapy, kidney disease, diabetes, and hyper-
tension) is crucial for raising satisfaction in the area.

Policy Recommendations

A study on household satisfaction with the
Community-Based Health Insurance (CBHI) pro-
gram in southern Ethiopia indicates that the pro-
gram has to be improved through a number of policy
changes:

• Expand Healthcare Coverage: The study sug-
gests that policymakers should broaden the
CBHI benefit package to include comprehen-
sive services, particularly for major surgeries
and non-communicable diseases. Currently,
limited coverage for these conditions nega-
tively impacts member satisfaction.

• Boost Service Quality and Drug Access: En-
hancing the overall quality of healthcare ser-
vices and ensuring that essential medications
are readily available at health facilities is criti-
cal. The research identified that a lack of med-
ications and poor service quality are major
causes of dissatisfaction, often forcing mem-
bers to pay out-of-pocket at private pharma-
cies.

• Minimize Waiting Times: Long waiting peri-
ods for services are a primary source of dis-
satisfaction. Policies should focus on stream-
lining patient registration and consultations to
reduce the time patients spend waiting to see
a doctor.

• Promote Fair and Transparent Payments: The
study found that the fairness of payment is a
significant factor in member satisfaction. Poli-
cies should aim to establish premium payment
structures that are transparent and perceived
as fair in relation to the services provided.
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