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Abstract
Since 2011, Ethiopia has been implementing the Community-Based Health Insurance (CBHI) scheme in
various regions to enhance universal health coverage by reducing out-of-pocket expenses for low-income
families and to promote healthcare access for poorer households. The purpose of this study is to examine
household enrollment and non-enrollment decisions, as well as the main challenges in implementing the
program. A multi-stage sampling process was employed to select the participating households. Study
subjects were chosen through simple random selection based on population proportions (PPS). Primary
data was gathered using a pretested questionnaire. To support the quantitative findings, interviews with
CBHI specialists and focus group discussions (FGDs) with both members and non-members of CBHI were
conducted. Data analysis was performed using STATA version 15 and SPSS version 20, employing both
descriptive and inferential statistics. Of the total respondents, 42.7% were enrolled in the CBHI program,
while 57.3% were not. To understand the primary determinants of CBHI enrollment, 15 variables were
identified. Factors such as residence, illness, family size, occupation, attitude, awareness, information,
payment fairness, service quality, and drug availability were found to be significant in relation to CBHI
enrollment in the multivariable analysis (P < 0.05). The main challenges identified in the program include
poor service delivery and long waiting times, among others. The study revealed the factors influencing
enrollment and non-enrollment in the CBHI scheme, as well as its key implementation challenges. It is
essential for the government to collaborate with relevant organizations to address the barriers faced by low-
income households in enrolling in the program and to find solutions to the challenges of its implementation.

Keywords/Phrases: Challenges, Community-based Health Insurance, Enrollment, Implementation, Low
Income Family, Non-enrollment, Southern Ethiopia, Universal Health Coverage

1 Introduction

Community-Based Health Insurance (CBHI) pro-
vides healthcare services for individuals living and
working in rural areas or the urban informal sec-
tor who cannot access public, private, or employer-
sponsored health insurance. It is an alternative fi-
nancing method that is controlled, established, and
managed by members through their contributions

(Abdilwohab et al., 2021; Dagnaw et al., 2022; Ta-
bor, 2005).

Designing adequate health financing systems in de-
veloping countries, particularly low-income ones,
remains a challenge and is the subject of ongoing
discussion (Adeniyi-Jones, 1976). This is largely
due to limited economic resources, slow economic
growth, restrictions within the public sector, and low
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organizational capacity.

The Ethiopian healthcare system is characterized by
high out-of-pocket costs, increasing healthcare de-
mands, difficulties in mobilizing health resources
among rural populations, and an inability to fully
recover the costs of care incurred by beneficiaries
(Mariam, 2001). These payments cover expenses
for goods and services from pharmacies, traditional
providers, private providers, public facilities, and
services abroad.

Like many countries, Ethiopia’s heavy reliance
on out-of-pocket spending forces individuals and
households to either forgo necessary medical care-
potentially worsening health conditions-or incur
expenses that heighten the risk of poverty (Bank,
1993; Organization, 2000). In response, the country
launched a pilot program for CBHI in 2011, which
saw impressive adoption rates, reaching 41% in its
first year. However, 18% of households who en-
rolled in the initial year ceased their payments the
following year (Mebratie et al., 2015).

Ethiopia is committed to achieving Universal Health
Coverage (UHC), which involves providing high-
quality healthcare services that are equitable and
accessible to everyone. The country is working to
develop a comprehensive and sustainable risk pro-
tection system with health financing mechanisms
tailored to its needs, particularly in the informal sec-
tor, which comprises over 85% of the population
(Agency, 2015a).

Primary healthcare funding is a structural component
of health systems essential for establishing UHC
(Abdilwohab et al., 2021). This funding involves
three interconnected functions: resource allocation
(including purchasing and paying for services), mo-
bilization and collection of funds, and pooling of pre-
paid resources (Evans & Etienne, 2010). UHC aims
to eliminate financial barriers that prevent individu-
als from accessing necessary medical care, which is
vital for maintaining a healthy and productive society.
Mechanisms like CBHI are potential instruments for
achieving UHC by providing health security through
risk-sharing (Abdilwohab et al., 2021).

CBHI is part of the Ethiopian government’s broader
healthcare financing reform strategy, aimed at pro-

moting financial protection, cost-sharing between
government and citizens, equitable access to health-
care, and social inclusion in health and domestic
resource mobilization (Solomon, Hailu, & Tesfaye,
2011). Based on the principles of mutual aid and
social solidarity, CBHI targets individuals in rural
and urban informal sectors who lack access to tradi-
tional insurance options. It is a member-controlled
funding method designed to reduce unpredictable or
high healthcare costs to regular premium payments
(Chankova, Sulzbach, & Diop, 2008; Tabor, 2005;
Uzochukwu et al., 2010).

In line with the Ethiopian Health Policy ratified in
1993, the Ministry of Health developed a healthcare
funding plan that emphasizes health insurance. The
government aimed to reduce out-of-pocket spending
from 37% to less than 15% and catastrophic health
expenditures from 3.5% to 2.5% by implementing
the CBHI program in 80% of districts. However,
according to the 2016 Ethiopian Demographic and
Health Survey (EDHS), only 5% of villages were
registered in the program, reflecting regional dispari-
ties. Performance statistics also indicated that only
two million, or 0.2%, of the 900 million eligible in-
dividuals participated in community insurance (De
Allegri et al., 2008; Ekman, 2004; Wang & Piele-
meier, 2012).

2 Problem statement

Community-Based Health Insurance (CBHI) can
help fulfill the World Health Assembly’s call for uni-
versal health coverage, particularly in low-income
countries (LICs) where significant inequities exist in
healthcare delivery (De Allegri et al., 2006; Tien et
al., 2005). As financial risk protection is a critical
component of UHC, Ethiopia began implementing
a comprehensive and sustainable CBHI scheme in
2011. While the CBHI system protects members
from catastrophic health expenditures, improving
the quality of health services is essential for increas-
ing member satisfaction and meaningfully advancing
UHC (Ridde et al., 2018).

Approximately 84% of the world’s population re-
sides in developing countries, where at least 50%
live in poverty. The 1.3 billion rural poor workers in
the informal sector contribute to 20% of the world’s
GDP (Taddesse et al., 2020). Thus, the significance
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of health insurance for impoverished and marginal-
ized communities is undeniable.

Low levels of health insurance coverage are preva-
lent in Sub-Saharan Africa (Zhao et al., 2014). The
formal sector, which constitutes about 10% of the
population, is largely the only group with access to
existing health insurance systems (Wiesmann & Jüt-
ting, 2000). Most low-wage workers in Africa’s in-
formal sector and self-employed rural residents have
never accessed social protection linked to health in-
surance programs (Basaza et al., 2009). Community-
based health insurance (CBHI) is emerging as a vi-
able option to enhance access to primary healthcare.

Out-of-pocket medical expenses severely impact the
financial stability of lower socioeconomic groups,
leading to poor living conditions. Globally, over
150 million households face financial hardship due
to healthcare costs, with approximately 25 mil-
lion falling into extreme poverty each year. In
Sub-Saharan Africa, where resources are limited,
over 90% of healthcare-related financial issues arise
(Maeda et al., 2014; Xu et al., 2007). In six Mid-
dle Eastern and North African countries, 7–13%
of households experience catastrophic medical ex-
penses (Elgazzar et al., 2010). These regions account
for 90% of the world’s disease burden (Noubiap et
al., 2014; Pablo & Schieber, 2006; Wang & Piele-
meier, 2012).

Despite countries agreeing at the World Health Or-
ganization (WHO) General Assembly in 2005 to
achieve UHC through risk-pooling mechanisms and
reduced out-of-pocket payments, actual healthcare
spending remains low, at less than 12% (Gottret &
Schieber, 2006; Pablo & Schieber, 2006; Wang &
Pielemeier, 2012). Direct healthcare spending varies,
with 42% in Kenya, 27% in Ghana, and 37% in
Ethiopia. Implementing health insurance programs
could help nations reduce direct healthcare costs
(Nimpagaritse & Bertone, 2011). Ethiopia has one
of the lowest rates of health service consumption in
Sub-Saharan Africa, with inpatient healthcare uti-
lization at just 6% (Leive & Xu, 2008).

In recent years, the Ethiopian population has ex-
pressed significant concerns about inadequate health-
care facilities and the financial pressures associated
with healthcare (Agency, 2015a; Atnafu et al., 2018).

Only 1.2% of the population had health insurance
through a combination of government and commer-
cial organizations (Atnafu et al., 2018).

There is growing interest in how CBHI programs
can assist the poor, especially those in the infor-
mal sector, in accessing basic healthcare (Agency,
2015a; Mwaura & Pongpanich, 2012). Since 2011,
Ethiopia has implemented the CBHI program to im-
prove health outcomes for underprivileged rural resi-
dents. However, not all rural households are covered
by CBHI, primarily due to low government initiative,
lack of awareness, and accessibility issues (Agency,
2015a; Atnafu et al., 2018).

Therefore, this study aims to investigate the factors
influencing enrollment and non-enrollment in CBHI
programs, as well as the challenges faced in their
implementation. It seeks to provide potential solu-
tions for the government, policymakers, and other
stakeholders by identifying determinant factors, im-
plementation challenges, and proposing actionable
recommendations.

3 Materials and Methods

3.1 Study population

The source population comprised all households that
had lived in the area for more than six months, while
the study population included all household heads
in the randomly selected kebeles. Household heads
and/or spouses who were employed by the govern-
ment were excluded from the study.

3.2 Sample size determination and sampling
techniques

Using a single population percentage formula and
the following assumptions, the sample size was de-
termined to be 847. This was based on an assumed
maximum household enrollment rate in the CBHI of
50%, a maximum tolerable error of 5%, a Z-statistic
of 1.96, an anticipated non-response rate of 10%,
and a design effect of 2.

A multi-stage sampling process was employed to
select the participating households. In the first stage,
four zones were randomly chosen as the primary
sampling units. In the second stage, eight woredas
(two from each zone) were randomly selected as sec-
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ondary sampling units. Finally, in the third stage,
16 kebeles were randomly chosen from the eight se-
lected woredas. Within each chosen kebele, study
subjects (households) were selected through simple
random sampling based on population proportions
relative to the sample size (PPS).

3.3 Data collection tools and procedures

Data was collected using a pretested, interviewer-
administered questionnaire. The survey was devel-
oped based on data from the National Health Insur-
ance Agency’s CBHI evaluation study in Ethiopia
(Agency, 2015b). The English version of the ques-
tionnaire was translated into the regional language
for data collection. The instrument underwent pre-
testing on 5% of the actual sample size in two kebe-
les outside the target area, ensuring that the socio-
demographic and other relevant parameters were like
those of the study population. Based on the pretest
findings, certain items were modified or added, while
others that were unclear were clarified. Data collec-
tors and supervisors reviewed the pretest information
to enhance their understanding of the data collection
process.

Five graduate nurses fluent in the local language and
two professional nurses with bachelor’s degrees in
healthcare participated in the data collection. Face-
to-face interviews were conducted after participants
were informed about the study’s objectives and the
importance of their participation. Supervisors, along
with the lead investigator, conducted daily checks
to ensure that the questionnaires completed by the
data collectors were accurate, consistent, and rele-
vant. Any pertinent feedback was communicated to
the data collectors the following morning before the
regular data collection commenced.

3.4 Method of data analysis

Data review, cleaning, and entry were performed us-
ing STATA version 15 and SPSS version 20 prior to
analysis. Both descriptive and inferential statistics
were employed to evaluate the data. The enrollment
status of households in CBHI was presented using
frequency distributions, percentages, and graphs in
the descriptive statistics.

The correlation between each explanatory factor and
the outcome variable (CBHI enrollment status) was

assessed using the chi-square test. Factors with a
p-value of less than 0.15 in the bivariate analysis
were included in the final multivariable logistic re-
gression analysis. The model fit was evaluated using
the Hosmer-Lemeshow statistic and the coefficient
of deviation, indicating a good fit (P = 0.863).

Potential variables were examined for multicollinear-
ity using the variance inflation factor (VIF) test, with
a threshold of 10. No multicollinearity was found, as
all candidate variables had a VIF value of 3. To de-
termine the enrollment status of households in CBHI,
binary logistic regression was applied. A variable
was considered to have a statistically significant as-
sociation with CBHI enrollment status if its p-value
was less than 0.05 in the final model. The strength
of the association was evaluated using a 95% confi-
dence interval odds ratio.

3.5 Ethical Considerations

This study received ethical approval from the In-
stitutional Review Board (IRB) of Dilla University,
College of Medicine and Health Sciences, in accor-
dance with the Helsinki Declaration. Permission
letters were also obtained from the SNNP Regional
Health Office, the Zone Health Department, and the
Woredas Health Departments. All identifiers of re-
spondents were kept confidential, and the data were
anonymized. Following IRB approval, verbally in-
formed consent was obtained from each respondent.
Given that most of the study population was from
a rural area, literacy levels were assumed based on
oral informed consent. Participants retained the right
to choose whether to participate in the study, either
in whole or in part.

4 Results and Discussion

4.1 Socio-Demographic Characteristics of the
respondents

The distribution of CBHI participants according to
their demographic and socioeconomic factors is pre-
sented in Table 1 above. This study included a to-
tal of 847 households, achieving a response rate of
100%. Among the respondents, 306 (36.1%) were
households headed by women, while 485 (63.9%)
were headed by men. In fact, men typically lead or
manage the majority of households in both urban
and rural Ethiopia.
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Table 1. Socio-demographic characteristics of the respondents

Variables Category Frequency Percent
Gender Male 541 63.9%

Female 306 36.1%
Age less than 34 174 20.5%

35-39 277 32.7%
40-50 254 30.0%
greater than 50 142 16.8%

Residence Urban 197 23.3%
semi-urban 232 27.4%
Rural 418 49.4%

Occupation farmer 335 39.6%
Informal sector 157 18.5%
day laborer 189 22.3%
unemployed 166 19.6%

Education no formal education 248 29.3%
Primary 279 32.9%
secondary & above 320 37.8%

Family size 1-4 382 61.6%
5 or more 465 38.4%

Marital status Single 102 12.0%
Married 657 77.6%
Other 88 10.4%

Enrollment Status Enrolled 362 42.7
Non-enrolled 485 57.26

Among the respondents, 277 (32.7%) were aged be-
tween 35 and 39, making this the most common age
group. Additionally, 254 (30%) were under 34, 174
(20.5%) were between 40 and 50, and 142 (16.8%)
were over 50. A total of 418 participants (48.4%)
primarily resided in rural areas, followed by 232
participants (27.3%) from semi-urban areas and 197
(23.3%) from urban areas.

In terms of occupation, 189 respondents (22.3%)
were day laborers, while 335 (39.6%) were farm-
ers. The remaining group included 166 individuals
(19.6%) who were unemployed and 157 (18.5%)
working in the informal economy. Educationally,
320 households (37.8%) had at least a secondary

education, while 248 households (29.5%) had no
formal education, and 279 households (32.9%) had
only primary education.

Furthermore, 382 participants (61.6%) came from
households with fewer than five members, and 657
households surveyed (77.3%) were married. A total
of 355 participants (41.9%) reported having been
unwell in the past year. Notably, 485 study partici-
pants (57.3%) did not have community-based health
insurance (CBHI) at the time of the study, while 362
(42.7%) did (see Table 1). These demographic char-
acteristics provide valuable insights into the overall
profile of the respondents.
4.2 Determinants of enrollment status of household
in community-based health insurance program
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Table 2. Determinants of respondents’ enrolment in CBHI among bivariate and multivariate logistic regression analysis,
Southern Ethiopia

Variables
Enrollment status

COR (95% CI) AOR(95% CI)
No Yes

Gender Male 298 243 0.78(0.587, 1.038) 1.213(0.812, 1.81)
Female 187 119 1 1

Age Less than 34 114 60 1.697(1.078, 2.673) 0.977(0.505, 1.892)
35-39 167 110 1.356(0.902, 2.04) 0.956(0.550, 1.663)
40-50 129 125 0.922(0.611, 1.391) 1.103(0.647, 1.881)
Greater than 50 75 67 1 1

Residence Urban 138 59 2.753(1.92, 3.948) 2.185(1.25, 3.817)*
Semi-urban 155 77 2.369(1.696, 3.31) 1.452(0.887, 2.379)
Rural 192 226 1 1

Sickness No 162 193 0.439(0.332, 0.581) 0.401(0.279, 0.575)*
Yes 323 169 1 1

Education No formal education 131 117 0.547(0.389, 0.769) 0.961(0.572, 1.615)
Primary 139 140 0.485(0.348, 0.675) 0.833(0.538, 1.289)
Secondary and above 215 105 1 1

Family size 1-4 255 127 2.052(1.551, 2.714) 2.024(1.412, 2.903)*
Five or more 230 235 1 1

Marital status Single 82 20 2.708(1.415, 5.181) 1.615(0.680, 3.837)
Married 350 307 0.753(0.478, 1.185) 0.652(0.350, 1.215)
Other 53 35 1 1

Occupation Farmer 145 190 0.211(0.138, 0.324) 0.310(0.168, 0.572)*
Informal sector operator 104 53 0.543(0.331, 0.892) 0.634(0.349, 1.152)
Day laborer 106 83 0.354(0.222, 0.565) 0.280(0.156, 0.503)*
Unemployed 130 36 1 1

CBHI attitude Negative 234 286 0.248(0.182, 0.338) 0.226(0.155, 0.329)*
Positive 251 76 1 1

CBHI awareness No 404 350 0.171(0.092, 0.319) 0.170(0.080, 0.360)*
Yes 81 12 1 1

Information No information 166 94 0.804(0.523, 1.237) 0.739(0.434, 1.259)
Health professionals 112 138 0.37(0.241, 0.567) 0.312(0.180, 0.540)*
Community/religious leaders 106 84 0.575(0.366, 0.902) 0.442(0.249, 0.785)*
radio/television/magazines 101 46 1 1

Payment fairness Not fair 331 319 0.292(0.201, 0.423) 0.343(0.219, 0.536)*
Fair 153 43 1 1

Service availability Not enough 304 198 1.391(1.055, 1.835) 0.993(0.686, 1.436)
Enough 181 164 1 1

Service quality Not good 296 178 1.619(1.229, 2.132) 0.874(1.315, 2.671)*
Good 189 184 1 1

Drug availability Insufficient 289 272 0.488(0.362, 0.658) 0.396(0.270, 0.581)*
Sufficient 196 90 1
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We can identify who is enrolling in CBHI and how
insured households differ from uninsured ones by
comparing background characteristics between the
two groups. Table 2 summarizes the comparison
of several household-level factors between CBHI
participants and non-participants.

To understand the primary determinant factors of
CBHI enrollment, a total of 15 variables were iden-
tified. The following variables were significantly
associated with CBHI enrollment in the multivari-
able analysis (P < 0.05): place of residence, illness,
family size, occupation, attitude, awareness, and in-
formation (see Table 2).

The results of the multivariable logistic regression
indicate that households in urban areas were 2.185
times more likely to participate in the CBHI pro-
gram compared to those in rural areas (AOR = 2.185;
95% CI: 1.25, 3.817). Additionally, the likelihood
of study participants enrolling in CBHI was signifi-
cantly lower in families without a member suffering
from a chronic illness, compared to those with such
a member (AOR = 0.401; 95% CI: 0.279, 0.575).

Families with five or more members were approxi-
mately twice as likely to enroll in the CBHI program
compared to families with fewer members (AOR =
2.2; 95% CI: 1.503, 3.223).

Farmers and day laborers had a 0.31 (AOR = 0.31;
95% CI: 0.168, 0.572) and 0.28 (AOR = 0.28; 95%
CI: 0.156, 0.503) times lower likelihood of enrolling
in CBHI, respectively, compared to unemployed in-
dividuals.

Participants who received information from health
care professionals were 0.312 times less likely (AOR
= 0.312; 95% CI: 0.180, 0.540) to enroll in the CBHI
scheme compared to those who received informa-
tion from radio, television, or magazines. Similarly,
participants who received information from commu-
nity, religious, or other leaders were 0.442 times
less likely (AOR = 0.442; 95% CI: 0.249, 0.785) to
enroll.

The odds ratio for participants with a negative atti-
tude toward CBHI was estimated to be 0.226 (95%
CI: 0.155, 0.329). For those unaware of CBHI, the
odds ratio was 0.17 (95% CI: 0.080, 0.360), while

those who believed that payment was unfair had an
odds ratio of 0.343 (95% CI: 0.219, 0.536). Partici-
pants who perceived the quality of services as poor
had an odds ratio of 0.87 (95% CI: 0.874).

4.2 Discussion

The purpose of this study was to evaluate the factors
influencing the implementation of community-based
health insurance (CBHI) in southern Ethiopia. Ac-
cording to our data, 42.7% of the 847 households
surveyed are covered by a CBHI program. Other
studies report different percentages, which may be
attributed to variations in study populations, regions,
time frames, and methodologies. Some studies fo-
cused on healthcare facilities or urban residents, who
may be more familiar with the CBHI scheme, while
others were conducted in rural areas. Various factors,
such as cultural influences, distance from healthcare
facilities, geographic obstacles, and lower levels of
awareness, may contribute to households lacking
knowledge about the CBHI plan.

While comparing the two groups helps to understand
the sample, it is essential to control for variations in
other characteristics to determine whether a variable
is related to enrollment.

Residence: Table 2 lists the factors strongly associ-
ated with enrollment based on respondents’ neigh-
borhoods. Households in urban areas have a sig-
nificantly higher likelihood of enrolling in CBHI
compared to those in rural regions. Interviews with
CBHI specialists indicate that those living in or near
cities are more aware of the program and its ben-
efits. Urban residents generally have better access
to healthcare services and prefer public hospitals or
private care. In contrast, rural households often ex-
hibit poorer attitudes and lower awareness levels, as
awareness-raising efforts are less prevalent in rural
areas.

Health Status or Illness: As more households expe-
rience health issues, the cost of healthcare services
increases, prompting them to seek risk-pooling op-
tions like insurance. Our findings suggest that house-
holds with higher illness rates are more inclined to
enroll. Specifically, respondents without a family
member with a chronic illness were significantly less
likely to join CBHI compared to those with such
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a member. This aligns with previous research in-
dicating that households with at least one member
having a health issue in the past year are more likely
to participate in insurance systems, illustrating the
effect of adverse selection on enrollment decisions.
This is encouraging from a health perspective, as it
indicates that those who need healthcare the most
are obtaining insurance.

Family Size: Data indicates that households with
five or more members have a much higher likelihood
of signing up for CBHI. This is reasonable, as the
probability of illness increases with the number of
family members, along with the desire to reduce
healthcare costs. Larger families also face a greater
risk of health issues, increasing the likelihood that at
least one member will seek to join risk-pooling insti-
tutions. This finding is consistent with earlier studies
showing that larger households are more likely to
purchase insurance due to the financial burden dur-
ing health crises.

Occupation: Our findings reveal that farmers and
day laborers have a lower likelihood of enrolling in
the CBHI program compared to unemployed individ-
uals. Although these groups require health insurance
due to their inability to afford healthcare costs, they
are less likely to enroll than those without jobs.

Attitude: Participants with a favorable attitude to-
ward the CBHI program were more likely to enroll
than those who did not share that perspective. Pos-
itive word-of-mouth from enrolled members who
receive quality care can influence the perceptions of
their neighbors, encouraging them to join CBHI.

Awareness: Low literacy rates and a lack of knowl-
edge about CBHI within the community contribute
to low enrollment. Awareness of the program is iden-
tified as a key factor influencing CBHI enrollment.
Participants with greater knowledge and understand-
ing of the program are more likely to enroll. This
finding aligns with other studies indicating that famil-
iarity with insurance concepts simplifies enrollment
decisions.

Information: The source of information is a crucial
determinant for CBHI enrollment. Individuals who
received information from radio or television were
more likely to be CBHI members compared to those
who received information from healthcare providers

or community leaders. This suggests that partici-
pants find the information provided by healthcare
professionals and community leaders insufficient.

Payment: Participants who believe that payment for
the CBHI program is fair are more likely to enroll
compared to those who perceive it as unfair.

Service Quality: The quality of services provided by
health institutions significantly influences enrollment
decisions. Participants who believe that the quality
of care offered by healthcare providers is good are
more likely to engage with CBHI than those who
perceive service quality as poor. This aligns with
findings from other studies, as individuals seek high-
quality healthcare at reasonable prices when joining
the program. Factors such as availability of health-
care professionals, waiting times, and respect from
caregivers play important roles in determining mem-
bership in the program.

Drug Availability: Individuals who believe there
is insufficient access to medications are less likely
to enroll in CBHI compared to those who feel that
access is adequate. As noted in focus group dis-
cussions with members of the enrolled CBHI com-
munity, even if the service provider is excellent, the
inability to obtain medications from healthcare facili-
ties poses a significant barrier. Participants expressed
that they often have to spend additional money to
purchase medications that are not readily available.

4.3 Implementation Challenges

CBHI Enrollment Plan

Respondents were asked about their interest in en-
rolling in the CBHI scheme. Of the 485 households
that comprised the non-enrolled participants, 371
(76.5%) expressed a willingness to participate, while
the remaining 114 (23.5%) indicated no interest in
joining the CBHI program.

Some factors that prevented households from signing
up for CBHI included the program’s limited cover-
age (which is primarily concentrated in urban areas),
insufficient funds for the annual contribution or the
ability to pay out-of-pocket, a lack of desire for fre-
quent healthcare visits, inadequate understanding of
the CBHI program, a lack of confidence in its ef-
fectiveness, shortages of medications, and general
unawareness of the scheme, among others.
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Figure 1. CBHI enrollment plan of the households

Stay in CBHI

According to the statistics below, a significant por-
tion of respondents among the enrolled households

expressed a desire to continue using the service.
This suggests that the program positively impacts
the health status of these households in relation to
their needs.

Figure 2. Willingness of CBHI enrolled households to stay in the program
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Those who expressed a lack of interest in remain-
ing CBHI members provided several justifications
for their withdrawal. These include poor service
experiences, rumors, reduced income, a belief that
they won’t fall ill, a perception that they can afford
medical costs, and relocation.

Discussions with CBHI experts revealed that most
program participants receive higher-quality health-
care at lower costs, leading to improved health con-
ditions for their family members. Many users, par-
ticularly those with chronic illnesses, are the biggest
beneficiaries of this program, even among those who
are generally in good health. Focus group discus-
sions with beneficiaries indicated that they wish to

remain in the program due to its provision of low-
cost annual health insurance, coverage for common
family illnesses, and overall high-quality services
despite some health centers offering subpar care and
pharmacies with limited drug supplies.

Major Challenges of the Scheme

The recipients of CBHI were asked to identify any
issues they encountered while using the program.
As shown in the chart above, some key concerns
expressed by beneficiaries included the low quality
of healthcare services, lengthy wait times for care,
a shortage of healthcare professionals, and bureau-
cratic hurdles in accessing services.

Table 3. Implementation challenges of the scheme

Implementation challenge Frequency Percent

Poor quality service 120 33.1
Partiality 14 3.9
Bureaucracy 52 14.4
Shortage of professional 53 14.6
Longer waiting time 89 24.6
Longer registration 34 9.4
Total 362 100

Additionally, several issues were noted, including a
shortage of medications, remote locations of medical
facilities, limited access to comprehensive medical
services, unethical behavior by some medical profes-
sionals, and discrimination favoring out-of-pocket
patients. Other concerns include inadequate aware-
ness of the program, drug-related corruption, insuffi-
cient follow-up and support, and conflicts between
healthcare beneficiaries and providers. The process
of identifying those in need within kebeles also faces
challenges, such as nepotism.

The organization is currently in debt due to a mis-
match between income and expenses, primarily be-
cause most beneficiaries have chronic illnesses and
extensively use the services. As a result, the or-
ganization has fallen behind on its loan payments.
Another significant challenge facing the CBHI sys-
tem is the financial strain of providing services and
medications to plan participants.

5 Conclusion

• Decisions regarding CBHI membership and
non-enrollment are influenced by respondents’
socio-demographic, economic, and knowl-
edge levels.

• Factors such as location, illness, family size,
occupation, attitude, awareness, and availabil-
ity of medications were identified as key de-
terminants of CBHI enrollment. Additional
reasons for non-enrollment include negative
perceptions of CBHI, low awareness of the
program, unfair payment practices, poor ser-
vice quality, and inadequate medication sup-
ply.

• The main implementation challenges of the
CBHI scheme include poor service quality and
medication availability from the beneficiary
perspective, as well as financial issues, insuf-
ficient funding, and delayed payments from
beneficiaries.
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• To enhance satisfaction with service delivery,
it is essential to provide comprehensive health-
care and improve overall service quality. Fur-
thermore, health facility management, policy-
makers, and other responsible officials should
focus on increasing members’ understanding
of CBHI benefits through education and in-
formation campaigns. Additionally, a nation-
wide longitudinal study should be conducted
to identify the challenges affecting household
satisfaction with the CBHI program.
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