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Abstract

Background: Community based health insurance(CBHI) scheme is introduced by the Ethiopian
government in 2011 with the aim to improve access and quality of health care to the poor informal workers.
But studies show that the CBHI utilization among the candidate patients is much lower(33-45%) than the
target (80% of population) and CBHI scheme based service quality is also reported to be low.How ever,
there has been scarcity of data on barriers to quality of service utiized particularly at hospital level by the

insured patients.

Objective: The aim of this study was to identify the barriers to good quality of community based health
insurance utilization among admitted patients at St. Paul’s Hospital Millenium Medical College and

AaBET Hospitals ,Ethiopia

Methods: Cross sectional mixed design implementing quantitative from patient interview and chart review
as well as qualitative study using with phenomenological design using focused group discussion and
indepth interview involving the concerned health care workers , CBHI commitee members and
patients’attendants was conducted from Junel-July15,2023 .Opendata kit (ODK) was used for data
collection and SPSS V25 and NVIVO V12 were used for data analysis.

Results: Total of 396 clients participated in the study .The mean age of study particiapnts was 43.64+
14.3yearsb.The study found that 72.7% of admitted patients at SPHMMC and AaBET hospitals used good
quality community-based health insurance services.Factors significantly affecting quality CBHI utilization
were a clean and attractive hospital environment [AOR = 2.77:95% CI (1.24-6.165)], satisfied with
community-based health insurance [AOR = 2.45:95% CI (1.11-5.39)] at enrollment, very satisfied [AOR =
8.79:95% CI (2.12-36.44)], good knowledge of the CBHI scheme [AOR = 1.97:95% CI (1.2-3.23)],
adequate availability of information on CBHI services in hospital [AOR = 2.37:95% CI (1.34-4.21)],
family monthly income between 5251 and 7800 [AOR = 1.97:95% CI (1.2-3.23)], income more than 7801
birr [AOR = 5.3:95% CI (2.32-10.23)] respectively. The barriers to good quality utilization identified with
qualitative exploration include difficulty in accessing hospital service areas(inconvenient) and information,
limitation on the type of service provided by the scheme, poor knowledge of patients, overcrowding, long
waiting times for chart activation, and some services, shortage of drugs and inpatient beds and lack of
reimbursement.

Conclusion and recommendation: This study determined that the magnitude of good quality community-
based health insurance services utilization was moderate compared to previous studies.Policymakers and
stakeholders should improve monitoring of quality of CBHI services, addressing the a forementioned
challenges and further multicenter studies are warranted to improve quality in public hospitals of Addis
Ababa.

Keywords: quality ,community, health insurance, barriers, utilization
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1 Introduction

1.1 Background

Health insurance is a formal pre-paid financial mechanism that allows cross-subsidization of the
poor by the rich and the sick by the healthy to risk pooling and sharing resources among different
willing members.There are different types of health insurances schemes based on the goal and
profile of beneficiaries. For instance, community based health insurance(CBHI) scheme covers the
poor and informal workers while social health insurance is applicable to formal employee (1)

The World Health Organization has endorsed a community-based health insurance scheme , as a
shared financing plan to improve access and quality to health services and ensure universal health
ccoverage(UHC) especially a mong the poor informal workers. Universal health coverage (UHC)
aims to ensure people have access to the high quality health care when they need it, without
suffering financial hardship. CBHI is an option to provide health insurance coverage when
governments cannot offer direct health care support mainly in low and middle income countries(2).
Worldwide, about 44 million house-holds (more than 150 million individuals) face catastrophic
expenditure while 25 million households (more than 100 million people) are impoverished from out
of pocket payment by 2007 (3)Catastrophic expenditure has been reported by WHO to affect 289
million individuals globally by 2022(3). More over ,out of these more than 90% of these health
related crisis occur in low and middle income countries,a mong the poor and those having chronic
illness like HIV, TB and NCDs(4,5). Asystemic review in 31 subsaharan Africa inclusding Ethiopia
conducted on 111 studies (2000-2020GC) has reported pooled annual incidence of catastrophic
health expenditure of 16.5% which creates vicious cycle of poverty ,poor access and poor quality
of health care. These countries are striving to reform their health care financing strategies to attain
universal health coverage (5). Health insurance reduces impoverishment, inequitable access of
healthcare attributed to out of pocket healthcare expenditure. How ever, the level of direct out of
pocket spending for health care accounted for 42% in Kenya, 27% in hospitals of Ghana and 34-
37% in Ethiopia(4,6). In Ethiopia, inpatient healthcare utilisation was 6%, which is one of the
lowest health service utilisation rates in Sub-Saharan African countries(7). To overcome the
challenge, the government has launched community based health insurance (CBHI) scheme which

enrolls part of the community households in informal work in rural and urban areas.The CBHI



scheme pilot was initiated in thirteen districts selected from four re-gions (Oromia, Southern
Nations Nationalties and Peoples Region, Amhara and Tigray) regional states in June 2011 .The
scheme has been found to improve health care utilization that it was expanded through out the
country (6,8) .How ever ,the magnitude of utilization of CBHI a mong the eligible clients
remained to be low . Multiple studies have highlighted that utilization of CBHI is low in the
country ranging from 33-66.3(%) compared to the HSTP II target (80%) (2.,9).

Moreover, enrollment merely doesn’t necessarily mean optimal utilization exists and it doesn’t
guarantee the clients are getting quality health care .Poor quality of health services to the insured
can threaten sustainability of the CBHI scheme since it can discourage further enrollment and
enhance dropout rates. There fore, improving health service quality and the availability of
medicines should be the priority to increase and sustain population coverage(10).

Appart from health care access through CBHI, the experience and opinion of the clients who
utilized health services through the insurance scheme are crucial for improving the quality and
accessibility of healthcare services by shaping health policies and providing feedback on the
quality, availability, and responsiveness of healthcare services as well as facilitating expansion of
the CBHI scheme by positively influencing the rate of enrollment(11). St. Paul’s Hospital
Millenium Medical College(SPHMMC) is providing health care for CBHI eligible patients since
2018 and the number of patients using it per month has gradually increased and reached an
average of 10000 by 2022 (taken from SPHMMC CBHI registry). AaBET Hospital , which is an
affilation of SPHMMC is also providing the CBHI scheme based service since 2019 reaching 1500
beneficiaries per month by 2022. How ever, the barriers to the quality of utilization of the scheme

by the cients are not studied.



1.2 Statement of the problem

The World Health Organization has recommended that all United Nation members achieve
universal health coverage (UHC) status by 2030 as a part of the recent Sustainable Development
Goals(SDG), as half of the world’s population still unable to obtain essential health services.
Providing affordable healthcare to the population of low and middle-countries is a persistent
challenge and development issue(11). Ethiopia launched a Community-Based Health Insurance
(CBHI) scheme in 2011 with a vision of reaching 80% of districts and 80% of its population by
2020(12) The low economic class communities have triple burden of diseases from
malnutrition,infections and non communicable diseases(NCD) resulting in high mortality and
morbidity. In contrast, these group of communities face hardship to access health care due to the
need for direct out-of-pocket payment at the time of care which they don’t afford . In Ethiopia,out
of pocket payment (OOP) accounted for about 34% of total health expenditure in 2017, indicating
difficulties from the heavy financial burden on households of paying for health care. According to
estimates from a nationally representative survey (2015-2016) conducted in Ethiopia, 2.1% of
households would face catastrophic health expenditure(CHE ) with a 10% threshold of total
consumption, and 0.9% of households would encounter Impoverishing health expenditure annually
in Ethiopia(13).0On the other hand ,studies have shown low CBHI coverage and challenges related
to quality of health care delivered at health facility level even for the enrolled ones resulting in
poor perceived quality of care (8) . Thus, the mere presence of CBHI scheme system or even
enrollement to the scheme doesn’t justify the optimal health care utilization because of challenges
during delivery health of care at health facilities .Infact ,few studies have shown worse quality of
care among insured as compared to uninsured. According to a systemic review conducted in Africa
and Asia,weak evidence points to a positive effect of both SHI and CBHI on quality of care and
social inclusion(14). Poor quality of CBHI scheme based service has been found to decrease
enrollment and contributes to higher dropout rate creating vicious cycle of poor health service
access and quality (8,15). Despite presence of low level of utilization of CBHI and compromised
quality of CBHI scheme based services in few studies, there is paucity of evidences on barriers to
quality of health services especially at hospital level in Ethiopia.There fore, this study aims to
identify the level of quality of CBHI scheme based services and its barriers at SPHMMC and
AaBET Hospitals.



1.3 Significance of the study

CBHI scheme is a recent program designed to alleviate the catastrophic health expenditure and
improve health care access and quality to the poor especially in LMICs. After implementation of
CBHI scheme in Ethiopia by 2011 several studies have highlighted that the scheme uptake by the
eligible patients is low ,lagging behind the target of reaching 80% of the population by 2020.Appart
from low level of utilization, there is also concern about the quality of care . How ever, evidence
on barriers to quality of utilization of the CBHI scheme is scarce . The limited studies regarding
CBHI utilization were also conducted at community and health center level limiting the knowledge
on determinnants of quality of the scheme at hospital level. SPHMMC and AaBET Hospitals
have been implementing CBHI and the number of beneficiaries is increasing currently. How ever,
the level of quality of the scheme per the standards and the barries to quality of utilization of the
scheme were not well studied yet. As the aim of this study was to identify barriers to quality of
CBHI utilization at hospital level ti was supposed to bridge the aforementioned scarcity of
evidences . In addition,the findings of this study were expected to be helpful for policy makers,
hospital managers and other stake holders to understand the level of quality of the CBHI utilization
and its challenges at the hospitals . As such, the barriers of CBHI scheme utilization were
identified with scientific justification from the findings of the study so that a better understanding

and informed decision could happen to the CBHI scheme quality at health facility level.



2.Literature Review

2.1.General overview

The governments in lower- and middle-income countries (LMICs) are implementing CBHI scheme
to achieve universal health coverage (UHC) and to improve healthcare access ,quality of utilization
and financial protection (16). With the aim of ensuring access to quality health care services by all
citizens without financial burden, the Ethiopian government established the Health Insurance
Agency which launched CBHI scheme service in 2011(17,18). How ever ,multiple studies have
shown that the CBHI coverage is low and target of 80% of districts and 80% of the population by
2020 by MOH was far from achievement in Ethiopia. One of the reasons mentioned for low
utilization of CBHI scheme in LMIC including Ethiopia is poor quality of health care
services(9,17,19).

Across sectional study conducted in Southern Ethiopia in 2021 has shown that good perceived
quality of health service under CBHIscheme of 63.3% (AOR = 4:21; 95% CI: 1.52-11.68), and
favorable attitude towards the CBHI scheme (AOR = 3:89, 95% CI: 1.67-9.04) were significantly
associated with the CBHI program membership renewal rate. According to that study,among 93
(17.32%) respondents who did not renew their CBHI membership, more than half (50.5%)
described the poor quality of health service provided in the public health facilities as the main
reason for discontinuation of the CBHI scheme. On the other hand, quality of health services was
associated with waiting time to get the card, the waiting time between services and waiting time to

be seen by a health care provider and availability of laboratory services(20).

In general, challenges to quality of CBHI utilization can be classified as client characterstic related
barriers, system related barriers(administrative and health care) and the scheme managers and

health care providers related barriers(15,16,21).

2.2Client related barriers to quality of CBHI utilization .

Client’s sociodemographic characterstics have been reported to influence perceived service quality
and its consequences like dropout from the scheme.According to cross sectional study conducted in
Ghana, service quality was more likely to be cited as reason for dropout by those with senior high
education (b = 0.022: P < 0.10) and tertiary education (b = 0.040; P < 0.05) compared to those who

had no formal education. The study also reported that compared to males, females were



significantly less likely to report service quality as a reason for dropping out of the scheme (b =
0.260; P < 0.05). Service quality had a positive statistically significant influence on dropout among

all age cohorts, although this was more pronounced for younger age categories than the aged(22).

Studies have also reported that personal and household status have influenced the perceived
quality of health care. Across-sectional study undertaken on perceived quality of care among
households ever enrolled in CBHI scheme in two districts of northeast Ethiopia revealed that the
mean perceived quality of care (PQoC) score for households with higher wealth tertile increased by
1.79 points compared with those with lower wealth tertile (b=1.79; 95% CI 0.37 to 3.21). The
PQoC score of households who rated their health status as very good was 1.80 points lower
compared with those who rated it as fair (b=—1.80; 95% CI —3.31 to —0.29). Compared with
households without a chronic illness, those with one or more family members with a chronic illness
had a 1.42-point higher perception score (b=1.42; 95% CI 0.22 to 2.63). Time to a recent visit to a
health centre was also significantly associated with PQoC score. The mean score for households
who had their most recent visit to a health centre before 3—6 months was 1.89 points higher
compared with those whose recent visit was within 3 months prior to the study (b=1.89; 95% CI

0.61 to 3.17)(19).

CBHI utilization and renewal has been found to be affected by individual client knowledge and
understanding of the scheme and community factors (23). In addition,asystemic review 27
studies(2005-2020) on Barriers and Facilitators of CBHI Policy Renewal in Low- and Middle-
Income Countries, identified that lower socioeconomic status, poor quality of health care, lack of
benefit from the scheme, lack of trust in scheme management, and dissatisfaction with scheme

services were important barriers for CBHI policy renewal (15).

According to a mixed-method quantitative and qualitative comparative study on the interaction of
healthcare service quality and community-based health insurance in Ethiopia indicates that among
the individual-level characteristics, client perception of interpersonal relations, perception of
provider adherence to proper procedures, and client’s spending on non-medical costs were

significantly associated with overall average client satisfaction (p<0.05)(17).

One of the out put quality indicators is patient satisfaction towards CBHI scheme .Across
sectional research conducted in Ethiopia has shown that satisfaction to CBHI was positively

associated with adequate knowledge of CBHI benefit packages (AOR =2.29, 95% CI =1.55-3.38),

6



type of health facility visit (AOR =1.93, 95% CI =1.09-3.39) and length of enrollment (AOR
=1.53, 95% CI =1.01-2.32)(24).

The system related challenges to quality of CBHI utilization can compromise the effectiveness and

efficiency of the CBHI scheme particularly at health facility level.

According to a review of 39 studies conducted on the factors determining membership in CBHI
schemes in West Africa,factors that negatively affect CBHI membership include poor quality of
care, , rules considered too strict or inappropriate, low trust in administrators and inadequate
information campaign(25). The systemic review on barriers and facilitators of CBHI has also
shown that accessibility of health facilities and facility environment have been found to affect

service quality,utilization and dropout rates (26)

Similarly a study conducted on dropping out of Ethiopia’s community-based health insurance
scheme reported that good quality of care on offer was only 38%(8).In other words, it reported
that 62% was poor quality and the quality indicators of health service significantly associated with

drop out rates were availability of blood testing equipment(p =0.0002,SD:0.26) ,waiting time to

see a medical professional (P=0.0279, SD:23.97),travel time to health center(P=0.015, SD:37.4)
and travel time to reach public hospital (P=0.038, SD:49)(8)

Availability of services and standards for patient care, CBHI scheme process and financial
reimbursement system at health facility are some of the quality indicators. Astudy on the
interaction of healthcare service quality and CBHI in Ethiopia found better health service quality
measured with laboratory service provision (AOR =2.07, 95% CI = 1.15-373) and capacity,
availability of tracer drugs, and service quality standards (mean difference = 0.06, p<0.01) and over
all quality process index in CBHI based health centers compared to the non CBHI based health
centers(17,24).

Inhospital length of stay is one of indicators of quality of care.Across sectional study conducted
in southwestern Ethiopia has shown that female gender (AOR =2.105 ,p = 0.026) and being paid
by government for health care costs (AOR=3.07,p = 0.007), were independent predictors for
prolonged length of inhospital stay due to waiting for plastic surgery after burn and poor

socioeconomic conditions respectively(27).



While the one of the goals of CBHI scheme is to minimize catastrophic health expenditure and
economic stress from health care expenditure which was observed in studies(28),shortage of
essential drugs for basic health care is one unachieved the quality measures. In asystemic review,
six s tudies have reported that members dropped-out of the schemes or not willing to renew
membership due to the lack of prescribed medicines in the contracted health facilities which forced
them to pay extra payment outside, while two studies showed that members dropped-out of the

scheme due to their perception of poor quality medicines(15,29).

Similar findings were reported by a qualitative section of mixed study .According to the key
informant interviews (with zonal and woreda CBHI focal persons), drug- and diagnostic-supply
shortages in CBHI health facilities have forced providers to refer patients to private facilities for
certain services. The clients were offered reimbursement for the costs they incurred in the private
facilities, but because clients did not expect these referrals, these incidents have led to
misunderstandings and client dissatisfaction. As another interview participant (woreda CBHI focal
person) mentioned, “In addition to the drugs supplied through EPSA, the facilities’ boards have
recommended to buy additional drugs from private suppliers and make it available for patients. We

are trying our best to do that.”(17)

2.4 Health care provider related barriers
Developing an effective and efficient CBHI scheme needs motivated health care workers who are

facilitating the CBHI scheme as well as providing preventive,diagnostic and therapeutic
services.studies on the role of health care providers on quality of CBHI scheme have shown that
provider interpersonal communication with the patients, compassionate care, welcoming nature,
responsiveness to patient needs, the work experience of healthcare providers, patient volume and an
interaction term between patient volume and staff job satisfaction showed a significant association
with quality of care(P<0.01) (17,19,24). According to one of these studies, at an average staff job
satisfaction, a 0.42-point drop in the average Perceived Quality of Care(PQoC) score of health

centres was observed for a unit increase in patient volume (b=—0.42; 95% CI —0.50 to —0.33)(19)

In summary, consistently the CBHI scheme basd quality of care has been reported to be
compromised according to the studies from LMIC including Ethiopia. Despite that, the specific

barriers to quality of CBHI scheme based health care at hospitals level were not sufficiently



addressed . This study will identify barriers to quality of CBHI utilization at SPHMMC and AaBET
Hospitals.

2.5 Conceptual frame work
The conceptual frame work was adapted from review of aforementioned literatures on challenges

againist quality of CBHI utilization by clients at health facility level. The challenges were classified
to those related to client characterstics,hospital system of health care delivery and health care

workers behavior while serving CBHI insured clients.



1Client related barriers
-Age

-sex

-level of education

-Income

-distance from Hospitals
-knowledge on CBHI

-knowlege on benefit
package

--Presence of comorbid
iliness

-Catastrophic expenditure
-perceived health status

-Time to recent visit of
hospital

-Perception about care
process

-Trust in scheme managers
-Non medical cost
- satisfaction with the sch

eme before arrival at
hospital

Figure 1 Conceptual frame work on quality of CBHI Utilization, 2023

-Waiting time

-Facility
enviroment(cleanliness,
accessibility)

-presence of quality
standards

-length of hospital stay
-availability of drugs
-quality of drugs

-extra cost by patient due
to service uncovered by
CBHI

-reimbursement efficiency

-information availability on
services

-Ease of admission to
inpatient

Quality of
CBHI
utilization
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3 Objectives
3.1 General Objective
» To identify the status and barriers to perceived quality of community based health

insurance utilization among insured inpatients at St.Paul’s Hospital Millenium Medical

College and AaBET Hospitals,2023

3.2 Specific Objectives

» To determine the level of utilization of perceived good quality community based health
insurance scheme services at St.Paul’s Hospital Millenium Medical College and AaBET
Hospitals.

» To explore challenges related to quality of utilization of community based health insurance
scheme based on health care delivery systems

» To identify factors related to quality of utilization of community based health insurance
scheme based on individual client characterstics

» To explore challenges related to quality of utilization of community based health insurance

scheme based on health care provider behaviors or capacity
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4 Methods and materials

4.1 Study Setting /area and period

This study was conducted at St Paul’s Hospital Millennium Medical College and AaBET Hospital
inpatient departments in Addis Ababa, Ethiopia. SPHMMC was established in 1963 by emperor
Hail-Sillase II and the college was established in 2007 GC by the ministry of health. The college is
currently running school of public health, school of medicine and school of nursing and working
with a vision to be an excellence specialty center in east Africa. SPHMMC 1is 751 beded specialty
and subspecialty service center with annual average out patients service of 500,000 , 10,000
deliveries , adult emergency flow of more than 33,000 and a catchment population of more than 5
million. The hospital provides advanced subspecialty care with advanced surgical and
interventional procedures , laboratory , imaging and critical care services. SPHMMC is providing
CBHI based health service for the insured clients since 2018 and the number of utilizers per month
has reached more than 10,000 by 2022(Taken from SPHMMC CBHI registry, Dec 2022). How
ever, this study will be conducted on admitted insured clients which are around 1100 per month

in average in 2022.The study was conducted in the time period of June 1 ,2023-, July 2023

AaBET Hospital is abranch and an affiliate of SPHMMC which is located at distance of 2.5 km
from SPHMMC and running 35 emergency beds and 147 inpatient beds. The hospital is serving
as the only public integrated trauma burn and Medical Emergency center, in Addis Ababa with a
comprehensive laboratory and imaging services like x-ray, ultrasound, and CT-Scan. AaBET
Hospital is providing CBHI based health service since 2019 and the number of beneficiaries of the
scheme per year has reached 1500(Taken from AaBET insurance registry,Dec 2022) .The number
of CBHI utilizers is low at AaBET partly due to availability of third party insurance system for the

clients which serves victims of road traffic accidents.
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4.3 Study Design
Cross sectional ,mixed (quantitative and qualitative), method was applied. Qualitative study was

done first followed by quantitative approach immediately during the study period .

I Qualitative ~ phenomenological study design was conducted using focused group discussion
and indepth interview involving the concerned health care workers , CBHI commitee members

and patients’attendants .

2.. Quantitative section : Cross sectional study was conducted using review of patient charts and
registries and interview of insured inpatients. The interview was conducted on the same patients

for whom chart and registry is reviewed to get information in depth. .

4.2 Source population
All CBHI insured patients who were admitted at SPHMMC and AaBET Hospital were the source

population.

4.3 Study Population
CBHI insured inpatients from SPHMMC and AaBET Hospitals ( elective admissions for

procedures and emergency admissions) during the study period were the study population.

Study unit: Participants on whom the study measurement was undertaken.These were actually
participating in focused group discussion and indepth interview for qualitative section and the
individuals among 398 insured patients from whom data was collected for quantitative section of

the study.

4.4 Eigibility/ Inclusion and exclusion criteria:

Patients admitted to SPHMMC and AaBET Hospital and CBHI insured were eligibile for the study.

4.4.1 Inclusion Criteria
Quantitative : All patients who were admitted to SPHMMC and CBHI insured were
included in the study.

* Qualitative: Experience in CBHI related tasks>6months

13



4,4.2 Exclusion Criteria

Quantitative

» Patients who were unable to speak due to severity of illness in case adequate
information can not be obtained from the attendants or patient lacks attendant.
» Patients who were new to CBHI scheme(registered<3 months back)

» Patients who didn’t utilize CBHI scheme at least once previously(17).

Qualitative: Difficulty of attending FGD due to work schedule or other reasons

4.5 Sample size and sampling techniques
The sample size for quantitative section was determined based on the objectives and the highest of

the minimum sample size calculated was used for the study.

4.5.1 Sample Size Determination for the first objective (level of good quality CBHI Utilization)

Sample size was determined using single population proportion formula .The following
assumptions were considered in calculating the sample size. Estimated population proportion was
taken from prvious study undertaken on dropping out of Ethiopia’s community-based health

insurance scheme reported that good quality of care on offer at health facilities was 38%(8)

A 95% confidence interval was used with 5% margin of error tolerated,variables having p-value

<0.05 was declared as significant for the association between independent and out come variables
Sample size N = (Zo/2)* p (1-p)
Fe
Where,
n- Required Sample
z- Standard normal value at 95% CI which is 1.96
p- Estimated population proportion which is 62%
d- Possible margin of error tolerated which is 0.05

n = (1.96)* 0.62(1-0.0.62) = 362
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(0.05) 2

Since the source population is >10,000, no need for population correction formula to determine
adjusted minimum sample size . By adding 10% possible non response rate, The final sample size

was 362+362X10%=398

4.5.2 Sample Size Determination for the second objective(barriers to quality of CBHI
Utilization). Here two groups of CBHI utilizers ,the good quality CBHI utilizers and poor quality
CBHI utilizers were considered .There fore, two population proportion formula was used in
determining sample size .This was conducted using an online openepi soft ware application which
is validated for two population proportion sample size estimation

(https://www.openepi.com/SampleSize/SSCohort.htm).  Six quality indicator variables for quality

of CBHI utilization were calculated as follows;

For instance,Perceived quality of CBHI scheme services has been taken as a factor to affect CBHI
utilization and renewal in literatures.This is justified by the fact that not only availability of good
quality service is needed but also the patients should understand the quality of the service
delivered. Astudy conducted on Community-Based Health Insurance Membership Renewal Rate
and Associated Factors in Gedeo, Ethiopia,has shown that perceived good quality of health service
(AOR = 4.21; 95% CI: 1.52-11.68), was significantly associated with the CBHI program
membership renewal rate(19) compared to those rating poor quality..Similar result was reported by
astudy from Uganda on dropout factors. Using open epi for two population proportionformula

factor based sample size calculated was depicted in table2 to below
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Table 2: Factor sampling table

Variable Assumptio | Cases in | OR Sample | Sample size | Reference
n exposed size  of | calculated
group % ref with  open
epi
Gender (male ) service quality as | Power 49.5 1.92 600 312 Ghana(30)
a reason for dropping out :80%
Perceived quality of CBHI | CI:95% 63.1 2.99 464 128 uganda(31
scheme services Ratiol:1 )
House ownership for Service 16.8 5.1 600 72 Ghana
quality as areason of drop out
Perceived service quality as a 50.5 4.21 537 86 Ethiopia
reason for renewal
Premium affordability 46 12.64 | 537 40 Ethiopia
Laboratory service quality 54.7 2.07 528 282 Ethiopia

Final sample size: The largest among the seven samples calculated is 362 .Adding 10% non

response , the final sample size for the study was determined to be 398

Sample Size for Qualitative study ; Purposive sampling was used to create eight groups of 6 to 7
members for focused group discussion.One indepth interview was conducted on selected key
informants per each focused group discussion(total of eight). The key informants were selected

purposively based on their higher experience on CBHI scheme based services.

4.5.2 Sampling Procedure

Quantitative

Systematic random sampling was implemented using bed number of CBHI insured inpatients.
admitted insured patients were 1250 at SPHMMC(1100) and
AaBET(150), the interval (k™) value is obtained by dividing 1250 to the sample size 398 which is 3

Since the average monthly

. Hence, every 3™ patient was requested to give consent for participation in the study.
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Qualitative

Focused group discussion and indepth interview was conducted by purpsively recruiting the
concerned health care workers(> 6 month experience on CBHI related services) , CBHI commitee
members and patients’attendants. This was guided by semistructured quaestionnaire using open
ended questions to identify challenges to good quality of utilization of CBHI by clients . Focused

Group Discussion was terminated at saturation point.

4.6 Study variables

4,6.1 Dependent variables
» Perceived Quality of Utilization of CBHI based service by clients( details discussed in

operational definition)

4.6.2 Independent Variables

» Client sociodemographic characterstics : Age,Sex,level of education , income residential
area(urban, rural)

» Client’s individual factors related to quality of CBHI utilization: distance from the
hospitals,time to reach hospitals, knowledge on CBHI, knowlege on benefit
package,presence of self or family members comorbid illness , perceiption on CBHI service
availability and capacity, Catastrophic expenditure, perceived health status,time to recent
visit of hospital.prception about care process,trust in scheme managers,non medical
cost,satisfaction with the scheme and client’s spending on non-medical costs

» Hospital system and delivery of health care related factors: waiting time to get chart,
waiting time to be seen by doctors, waiting time between services(consultation to
treatment), facility environment cleanliness, inhospital length of stay,Actual CBHI service
availability, leadership, presence of quality standards,availability of labs, capacity of labs,
availability of drugs, quality of drugs,extra cost by patient due to unavailable services,
reimbursement efficiency for extra payment which should have been covered by CBHI ,
information availability on services,ease of admission(getting beds) and ease of discharge
process

» Health care workers related factors: perception of interpersonal relations of patients with
providers, perception of favor among insured and uninsured , patient volume to providers

number, respectful care, timely reponsiveness, perceived experience of health care workers.

17



4.7.0Operational definitions of variables

Utilization of CBHI:Utilization status was evaluated and calculated in two steps

Step 1: The proportion of quality utilization of CBHI was assessed by dividing the total number

of insured reciving perceived good quality of CBHI utilization to all insured utilizers

Proportion of good quality Utilization% = good quality utilizers X 100

Good quality utilizers + poor quality utilizers

This will reflect the magnitude of quality of CBHI utilization among insured clients.

Step 2 Quality of health service utilization: Is delivery of health care at hospital, SPHMMC to the

standard.

The World Health Organization (WHO) defines quality of health care as “the extent to which
health care services provided to individuals and patient populations improve desired health

outcomes” (32)

2.1 Perceived Good quality CBHI based service utilization(8): those patients who scored above or
equal to the mean for standard CBHIS service delivery and related quality indicator
questions(Quantitative section,Question number 47-51 which used likert scale to assess, overall
timely nature of services,quality of pharmacy, quality of laboratory, quality of administrative

services, compassionate and respectfulness and client satisfaction)

2.2 Perceived Poor quality CBHI based service utilization: those patients who scored below the

mean for standard CBHIservice delivery and related quality indicator questions .

3.Standard CBHI based health service: This is an essential basic health service provided with out
out of pocket payment for CBHI insured patients with premium of 500 birr per year for one
household.All health services except those are mentioned not to be covered by national CBHIS
guideline( e.g CKD dialysis, AKI dialysis >3 months) , are expected to be covered by CBHI
scheme (admission fee for bed ,therapeutic and diagnostic ) free of charge keeping the quality
standards of health care system including time and other quality of care indicators(Question number

46-51).
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4.Clients: Patients or patient families(e.g the guardian of pediatrics) who were insured and

admitted to SPHMMC or AaBET Hospital during the study period.

6.Barriers to quality of CBHI: Factors identified(in literature) or identified(from this study) to

have a negative effect or negative association to quality of utilization by clients.

4.8 Data collection Procedures and tool

Data was collected from all enrolled CBHI insured admitted participants of the study for
quantitative section and from focused group discussants using structured questionnaire. The
quantitative data was collected mainly from clients at St Paul’s hospital millennium medical
college inpatient departments and inpatient units using structured interview .In addition, the
information was made complete and clear through review of CBHI form, CBHI registration log
book, triage registration log book patient’s charts, health management information system(HMIS),
referral paper, vital sign sheets, lab results investigation result forms and medication
documentation forms. The questionnaire was prepared from standardized MOH and WHO’s CBHI
scheme quality indicators as well as peer reviewed journal articles in the literature reviews . In
addition ,based on the objective of the research relevant questionnaire components were
added(Questionnaire is adapted)(17,19,33). The data collection tool (questionnaire) was initially
prepared in English language and translated to Amharic and Afaan Oromo in soft copy and Open
Data kit (ODK) was used for online data collection. Three Smart phones were used for data
collection.The data collectors were selecting the type of language as needed and the data was filled
by the three trained data collectors and one supervisor and the principal investigator were
monitoring the process for completeness, consistency and any challenges and took corrective
measures accordingly. The enrolled clients were interviewed and their respective charts and
registries were reviewed at least 1 week after admission or on discharge(exist) which ever comes
first. This was to avoid respondent bias due to fear of patients to provide genuine information

while on care.

4.9.Data Analysis Procedure

The collected data with ODK was verified for completeness before submission and then it was
exported to Excel , coded and then again exported to SPSS Version 25. Separate analysis was
conducted for quantitative and qualitative sections . For the quantitative section ,categorization of

continuous variables was undertaken before initiation of analysis. A descriptive statistics and
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frequencies were used for descriptive results . Both binary logistic regression analysis (COR) and
multivariable logistic regression (AOR) were performed to assess the association between
outcome(dependent)and independent variables. Variables having p value <0.05 were declared as
significantly associated with outcome variables and 95%Confidence intervals (ClIs) was used with

the odds ratios.

For the qualitative part: Data was first recorded,transcribed, coded and categorized in themes
.NVIVO soft ware version 12 was used for analysis in themes. This was conducted using mixed
deductive and inductive analysis methods.Then the major reflections and key points of discussants

and key informants reported in themes.

Finally, the results were presented by using tables ,graphs and texts for the quantitative and using

text for the qualitative.

4.10 .Data Quality Management

The questionnaire was pretested and validated on 40(10 %) of the sample size in SPHMMC and
AaBET Hospitals on similar patient groups(insured and admitted inpatients) before starting actual
data collection on for the study. Questionnaire was modified based on the result of pretest and the
validity test result of the questionnaire was acceptable. We measured the variables on a 5 Likert
scale using a 5-point response from very poor to very good, and the internal consistency of the
items was checked using the pilot study (Cronbach’s alpha daP =0:86). The data collectors and
supervisor were trained on objectives , procedures, ethical stand of the study and operation of ODK
tool for two days .For Quantitative section,ODK tool was used with restrictions like escape
options non editability after submission and data collected daily was centrally monitored. The
supervisor and principal investigator were actively checking on data for clarity, completeness and
consistency. Patient interview was conducted on exit or at least after Iweek of admission. Back up
memory was used to retrieve data in case of data loss and the collected data was up loaded online
keeping confidentialty to minimize data loss. Individual-level data were collected through faceto-
face interviews. The data collectors submit the completed forms to a data aggregating every day,

which allowed us to review the submissions and streamline the supervision process.
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4.11.Ethical consideration

This study was approved by the Institutional Review Board (IRB) of St. Paul’s Hospital
Millennium Medical College before its becomes effective with formal approval letter. In addition,
the objective of the study was clarified to the hospital administrators, CBHI facilitators ,chart room

and others concerned.

The participant’s information contained within patient registries, charts and interview was kept
strictly confidential and the autonomy of patients/participants to participate or with draw from the
study was ensured. Confidentialty was ensured using code numbers rather than

patients’/participant’s identification or names .

4.12 Plan for dissemination of the result

The copies of final results was be submitted to St. Paul’s Hospital Millennium Medical college ,
Department of public health,research directorate and will be distributed to concerned bodies. The
study will be presented to the public department for defense followed by presentations to
SPHMMC administrative meetings, MOH policy makers and CBHI performance workshops

.Finally, the study will be submitted to a peer reviewed reputable journal for publication.
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5.Results

5.1 Quantitative section

5.1.1 Socio-demographic characterstics of the study participants.

From a total of 396 participants, 209 (52.8%) were males and 187 (47.2%) were females. In this
study group, the mean age was 43.64 years, with a standard deviation of 14.334 years. Most of the
participants were urban residents 281(71%), and marital status showed that more than half (53%)
were married. More over, most of the respondents (79.3%) were educated to the level of high
school or college, whereas the median monthly income was 5000 ETB ranging from 1000 to 15000
ETB. See details in Table 1.
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Table 1: Socio-demographic characterstics of CBHI inpatient utilizers at SPHMMC and AaBET

Hospitals, Addis Ababa, Ethiopia from June2023-July 2023

Variables

Hospital visited

Age in years

mean age 43.64 +SD 14.334 years

Sex

Marital status

Level of education

Residence

Estimated monthly income (of the
family) in birr: with median of
5000 and average 5084.34 Birr per

month

Category

SPHMMC

AaBET

Youth (18-24)
young adult (25-44 )
middle age (45-65)
Elderly (>65)
Male

Female

Married

Single

Widowed

Separated

no formal education or

[lliterate

1 (grade 1-8)

2 (grade 9-12)
College or University
Rural

Urban

<= 3200

3201 — 5250

5251 -7800

7801+

23

Frequency (N)

348
48
22
200
147
27
209
187
212
82
55
47
41

41

141
173
115
281
103
130
102
61

Percentage(%
)
87.9%
12.1%
5.6%
50.5%
37.1%
6.8%
52.8%
47.2%
53.5%
20.7%
13.9%
11.9%
10.4%

10.4%
35.6%
43.7%
29.0%
71.0%
26.0%
32.8%
25.8%
15.4%



5.1.2. Participant client’s individual factors related to quality of CBHI utilization

In this study, 251 (63%) of participants mentined that had faced distance-related difficulties for
visiting St.Paul’s Hospital, Millenium Medical College, or AaBET Hospitals. The initial enrollment
process at community level after subscription to the CBHI scheme was rated as difficult in 38.1%
and very difficult in 5.3% of the study participants. Close to two-thirds (287, 72.5%) were
satisfied and 32, 8.1%) were very satisfied with the initial enrollment process to the scheme.
About 256 (64.6%) of the participants reported that they have faced catastrophic health
expenditures in the last two years. After admission to St.Paul’s Hospital, Millenium Medical
College, or AaBET Hospitals, 121 (30.6%) of respondents reported that the non-medical

expenditure of attendants and patients was costy. See details in Table 2.
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Table 2: Description of participant client’s individual factors related to quality of CBHI utilization

at SPHMMC and AaBET Hospitals, Addis Ababa, Ethiopia from June 2023-July 2023

Variables Category Frequency (N) Percentage (%)
challenges related to distance from this YES 251 63.4%
hospital? NO 145 36.6%
Ease of enrolement by the subscriber at Difficult/Very difficult = 172 43.4
Kebele/Woreda: Neutral 46 11.6
Easy/Very easy 178 44.9
Presence of chronic illness(self or family)? Abscent 299 75.5%
Present 97 24.5%
Previous Frequency of episodes of illness Moderate (once in 6 166 41.9%
months)
Frequent (twice in 6 | 15 3.8%
months)
Rare (once or none in = 215 54.3%
12 months)
Experience on the benefit of CBHI services No 95 24.0%
Yes 301 76.0%
Experience of catastrophic health No 140 35.4%
expenditure by the family in the last 2 years Yes 256 64.6%
Satisfaction towards CBHI scheme during Very Dsatisfied 3 0.8%
enrollment at community level: Dissatisfied 32 8.1%
Neutral 42 10.6%
Satisfied 287 72.5%
Very satisfied 32 8.1%
Non medical expenditure while on admission Afordable 275 69.4%
at this Hospital: Costy 121 30.6%

25



5.1.3. Knowledge towards CBHI

This study determined that the knowledge status among Admitted Patients towards community-
based health insurance was revealed to be 144 (36.40%) having good knowledge, followed by 233
(58.80%) having moderate knowledge towards community-based health insurance, as evidenced in

figure 2

Knowledge towards CBHI scheme

M Poor knowledge towards CBHI

Moderate Knowledge

B Good knowledge

Figure 2: knowledge status among Admitted Patients towards community-based health insurance at

SPHMMC and AaBET Hospitals, Addis Ababa, Ethiopia 2023

5.1.3 Hospital health care system factors related to quality of CBHI utilization at SPHMMC and
AaBET Hospitals, Addis Ababa, Ethiopia 2023

In this study 251(63%) participantes complains that long /delayed for gating chart and 235(59%)
ware delayed for seen by doctors. 145(36.4%) particpants ware gating chart shortly. see details in
fig 3
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consultation to treatment
E1(9%)

seen by doctor

Get chart

o
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M long/delayed M short/short

Fig 3 Waiting time of CBHI consumers at SPHMMC and AaBET Hospitals, June toJuly, Addis
Ababa Ethiopia 2023.

In this study, 336 (84.4%)of participants mentioned that drug availability was inadequate and
suffering from stock outs at St.Paul’s Hospital, Millenium Medical College, or AaBET Hospitals.
On the other hand, more than two third 270 (67.8%) participantes rated the available drugs as
agood quality interms of efficacy and availability of first line drugs as described by their

physicians . See details in fig 3

[VALUE](84.4%)

[VALUE](67.8%)

number of participants

[VALUE](31.6%)

[VALUE](15.%)

ADEQUATE GOOD QUALITY INADEQUATE LOW QUALITY

# Availability of drugs &supplies # Quality of drugs&supplies
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Fig 4 Availability and Quality of drugs and supplies for CBHI consumers at SPHMMC and
AaBET Hospitals, June toJuly 2023, Addis Ababa Ethiopia

This study determined that 277 (69.6%) of participants had faced shortage laboratory services at
the hospitals. About 209(52.5%) of participants faced challenges form unavailable radiology
services after admission to St.Paul’s Hospital, Millenium Medical College, or AaBET Hospitals .

See details in fig4

Service availability

69.6%

(52.5%)

(29.9%)

ADEQUATE INADEQUATE

# Laboratory service availability # Radiology service availability

Fig 5 Availability of laboratory and radiology services for CBHI consumers at SPHMMC and
AaBET Hospitals, June toJuly 2023, Addis Ababa Ethiopia

Turn around time is the time needed for result acquisition after laboratory or radiology service is
ordred and the process is initiated. This study showed that 219(55%) respondants were getting lab
results fast where as 198(49.8%) were getting radiology results fast after order. On the other hand,
44.4%(177) and 198(49.7%) of the participants reported that the lab and radiology results were

delayed respectively. see details in fig 5
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Fig 6 Turn around time of laboratory or radiology services for CBHI consumers at SPHMMC and

TURN AROUND TIME OF SERVICES

(55.0%)
(49.7%) (49.7%)
I I (444% I
Fast Delayed
B Turn around time of laboratory W Turn around time of radiology

AaBET Hospitals, June toJuly 2023, Addis Ababa Ethiopia

In this study, most of respondants complained that medications and services which were
unavailable in the hospital but available from private were too expensive. 44% of the respondents

mentioned challenges related to admission to inpatient (bed availability and process).

See details in Table 4&5.
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Table 4 Factors related to cost of unavailable services with in hospital but available from private

,ease of admission to inpatients and length of hospital stay for CBHI consumers at SPHMMC and
AaBET Hospitals, June toJuly 2023, Addis Ababa Ethiopia

Variables

Average cost of most of  indicated
medications , which are unavailable in the
Hospital but available from private
Average cost of clinical interventions or
procedures which are unavailable in
Hospital but available from private:
Average Cost of diagnostics (lab , imaging)
which are unavailable in Hospital but
available from private:

Ease of admission to inpatient(bed

availability and process):

Length of stay in hospital in days:

Availability and access of information on
community based health insurance scheme
service from the hospital:

Availability of reimbursement to patients by
the hospital for basic health services in
CBHI scheme when used from private after

admission?

Category
Expensive

Fair

Expensive

Fair

Expensive

Fair

Easy

Neutral
Challenging
Prolonged (>=7
days)

Short (<7 days)
adequate(2)
Inadequate(0)

Available

Not available

30

376
20

363
33

385
11

164
47

185
275

121
251
145

20
376

Percentage
94.9%
5.1%

91.7%
8.3%

97.2%
2.8%

41.4%
11.9%
46.7%
69.4%

30.6%
63.4%
36.6%

5.1%
94.9%



Table 5 Factors related to health care workers and managers behavior on CBHI consumers at

SPHMMC and AaBET Hospitals, June toJuly 2023, Addis Ababa Ethiopia

Variables

Patient’s perception on health care

providers’ experience;

Patient trust on CBH scheme managers at

hospital level:

How good was communication of health

care providers with the clients

Do you think there is a fair treatment
among insured and uninsured patients by
health care providers?

Do you think that there are adequate

number of health professionals ?

Category

Very high

High

Low
Neutral
Very low
Very high
High
Neutral
Low

Very low
Very good
good
Neutral

Fair

Adequate

Inadequate(low)

Medium

31

N
23
181
30
142
18

270

101
10
53
149
194
396

218

91

Percentage
5.8%
45.7%
7.6%
35.6%
4.5%
2.3%
68.2%
1.5%
25.5%
2.5%
13.4%
37.6%
49.0%
100.0%

55.1%
22.0%
23.0%



5.1.7. Over all quality of CBHI scheme based services in the hospitals

The quality of CBHI scheme based health service in the study hospital was determined using the
mean of six quality indicator variables(Q46-51) including over all quality of ( timely nature of
services,laboratory  services,pharmacy services,administrative  services,compassionate  and
respectful services, and satisfaction with hospital services)

This study determined that the overall perceived Quality of community-based health insurance
utilization among admitted patients at SPHMMC and AaBET hospitals revealed that 288 (72.7%)
of admitted patients utilized good Quality community-based health insurance services, with 95% CI

ranges from 68 to 77%, as evidenced in figure 2.

M poor quality M Good Quality

Figure 1: The overall perceived quality of community-based health insurance utilization among

admitted patients at SPHMMC and AaBET hospitals Addis Ababa, Ethiopia 2023

5.6. Factors associated with good quality of CBHI utilization

Model fitness was tested with Hosmer-Lemeshow goodness of fit test (0. 881). Logistic regression
model were used to compute Bivariable and multivariable analysis. The Bivariable analysis was
used to measure the association between independent and each independent variable. Those
variables that have P-value < 0.25 on bivariate analysis were entered into a multivariable logistic
regression model to control for confounder and identify the independent predictors of good quality
of CBHI utilization. Bivariable logistic regression analysis identified factors significantly
associated with quality of CBHI utilization at a p-value < 0.25 were : facility(Hospital)
environment is clean and attractive,waiting time to get chart in CBHI on arrival to this hospital,

length of stay in hospital in days, availability and access of information on CBHI service, adequate
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number of health professionals who provide services for patient volume, challenges due to distance
from this hospital, family income,knowledge towards CBHI scheme, ease of enrollment (premium
fee and process) at subscription for CBHI, and overall satisfaction towards CBHI at community

level during enrollment respectively. See details in Table 7.
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Table 7: Identified factors significantly associated with Quality of CBHI utilization at Bivariable
logistic regression analysis among participants at SPHMMC and AaBET Hospials Addis Ababa,

Ethiopia 2023
Variables Category Quality of CBHI utilization P COR 95%CI
Good N(%) Poor N(%) value
Facility(Hospital) environment is clean | Yes 221(55.8) 95(24) 015 2.215 1.167 4.205
and attractive: No 67(16.9) 13(3.3) .001 1.926
Waiting time to get chart in CBHI on | Long/Very long 76(19.2) 55(13.9) 1:00
arrival to this hospital Neutral 38(9.6) 3(0.8) .001 9.167 2.691 31.222
Short/Very short 174(43.9) 50(12.6) .001 2.518 1.577 4.023
Length of stay in hospital in days: Short,<7days 107(27) 14(3.5) .001 3.969 2.156 7.307
Prolonged,>7days 181(45.7) 94(23.7) 1:00
Availability apd access of information | Adequate 169(42.7) 82(20.7) 002 2291 1.347 3660
on CBHI service
Inadequate “119(30.1) 26(6.6) 1.000 | 1.000
Do you think that there are adequate | Adequate 153(38.6) 65(16.4) 016 2.075 1.147 3.754
number of health professionals who el 75189 17
provide services edium (18.9) “) 834 | 1056 | .634 1759
Inadequate 60(15.2) 27(6.8) 1:00
No 19(4.8) 19(4.8) 1:00
challenges due to distance from this | Yes 174(43.9%) 114(28.8%) .001 2.260 1.008 2.268
hospital No 31(7.8%) 77(19.4%) 1:00
Family income <=3200 54(13.6) 38(9.6) 1:00
3201- 5250 104(26.3) 37(9.3) .017 3.461 1.978 1.130
5251- 7800 97(24.5) 23(5.8) .001 5.492 2.968 1.604
>= 7801 33(8.3) 10(2.5) .044 5.274 2.322 1.023
Good 93(23.5) 51(12.9) .006 1.876 1.195 2.946
Knowledge towards CBHI scheme Poor /Moderate 195(49.2) 57(14.4) 001 [ 1.824
Ease of enrollme!lt .(premlum fee and | Very Easy 79(19.9) 30.8) .001 051 o012 14
process) at subscription
Easy 8020.2) 16(4) 0011 653 016 176
Neutral 29(7.3) 17(4.3) .001 .065 018 237
Difficult 88(22.2) 63(15.9) 010 | .190 053 677
Very difficult 12(3) 9(2.3) 1:00
Overall Satisfaction towards CBHI at | Dissatisfied/very 20(5.1) .
. . Lo 15(3.8) 1:00
community level during enrollment dissatisfied
Neutral 33(8.3) 9(2.3) .046 2.750 1.016 7.443
Satisfied 206(52)
81(20.5) .078 1.907 931 3.907
Very satisfied 29(7.3) 3(0.8) .004 7.250 1.853 28.367
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The multivariable logistic regression analysis identified that factors significantly (P<0.05) with the
quality of CBHI utilization were: facility (hospital) environment is clean and attractive; satisfaction
towards CBHI at community level, knowledge towards the CBHI scheme; availability and access of
information on CBHI service, family monthly income as well as welcoming, respectful, and
compassionate CBHI service is provided, respectively.

Community-based health insured inpatients who responded that the hospital environment was
clean and attractive had 2.8 times higher odds of utilizing good-quality CBHI service as compared
to poor-quality CBHI service utilizers [AOR =2.77:95% CI (1.24-6.165)].

Community-based health insurance members who were satisfied during enrollment at community
level among the admitted patients were 2.45 times [AOR = 2.45:95% CI (1.11-5.39)], and very
satisfied patients were 8.8 times [AOR = 8.79:95% CI (2.12-36.44)] more likely to utilize good-
quality CBHI services as compared to dissatisfied or very dissatisfied community-based health
insurance members.

Community-based health insurance members of admitted patients who had good knowledge of the
CBHI scheme were twice as likely [AOR = 1.97:95% CI (1.2-3.23)] to utilize good-quality CBHI
services as compared to their counterparts.

The odds of adequate availability and accessibility of information on CBHI services were increased
by 2.4 times for good-quality CBHI services compared to inadequate CBHI information [AOR =
2.37:95% CI (1.34-4.21)].Community-based health insured members with family monthly income
between 5251-7800 and greater than 7801 birr were 2.6 times [AOR = 1.97:95% CI (1.2-3.23)] and
5.3 times [AOR = 5.3:95% CI (2.32-10.23)] more likely to use good-quality CBHI services
compared to those with less than 3200 birr per month.

Table 8: Bivariable and multivariable logistic regression analysis identified factors significantly
associated with Quality of CBHI utilization among admitted patients at SPHMMC and AaBET
Hospials Addis Ababa, Ethiopia 2023 (n = 396)
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Variables Category Quality of CBHI utilization P AOR 95%C1
Good N(%) Poor N(%) | value
Facility(Hospital) Yes 221(55.8) 95(24) 013 2.767 1.242 | 6.165%
environment is clean and | No 67(16.9) 13(3.3) 1:00
attractive:
Satisfaction towards CBHI at | Neutral 33(8.3) 9(2.3) 231 1.958 .651 5.886
community level Satisfied 206(52) 81(20.5) 027 2.447 1.110 | 5.396%
Very satisfied 29(7.3) 3(0.8) .003 8.792 2.122 | 36.435%*
Dissatisfied/ver | 20(5.1)
y dissatisfied PGS 100
Knowledge towards CBHI | Good 93(23.5) 51(12.9) .007 1.970 1.200 | 3.233%*
scheme Poor /Moderate | 195(49.2) 57(14.4) 1:00
Availability and access of | Adequate 169(42.7) $2(20.7) 003 2374 1339 | 4210%
information on CBHI service
in the hospitals Inadequate “119(30.1) 26(6.6) 1:00
Family income <=3200 54(13.6) 38(9.6) 1:00
104(26.3)
3201 5250 37(9.3) 155 1.555 .847 2.855
5251-7800 97(24.5) 23(5.8) 004 2623 | 1350 |5.095%
>= 7801 33(8.3) 10(2.5) 044 5.274 2322 | 1.023%

Note: - ***shows significant at P-value < 0.001 , **P-value < 0.01 & *shows significant at P-value <

0.05,

Abbreviation: CBHI - community-based health insurance, , COR: Crude Odd Ratio, AOR: Adjusted Odd

Ratio, CI: Confidence Interval. 1:00 means reference category
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Qualitative analysis results
Socio demographic characterstics of participants

A total of 8 focus group discussions 6 to 7 participants participated in the focus group discussions with
healthcare workers SPHHMC, SPHHMC CBHI, LIASION (SPHHMC), ICU and supervision (SPHHMC), CBHI

(Aabet), LIASION (Aabet), and Attendants (Aabet) community members

Table 9:Socio demographic characterstics of participants on qualitative study

FGD No FGD participant list Mambers of | Age group | Sex
each group

1 SPHHMC CBHI 6 27-46 2 of them are
females

2 LIASION (SPHHMC) 6 26-50 3 of them are
males

3 Icu and supervision (SPHHMC) 6 28-40 1 of them are
female

4 Health workers SPHHMC 7 25-32 4 of them are
males

5 Attendants (SPHHMC) 7 18-55 20f them are
females

6 CBHI(AaBET ) 6 32-38 2 of them are
males

7 LIASION(AaBET) 6 29-43 3 of thm are
males

8 Attendants(AaBET) 6 23-57 3 of them are
males
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Qualitative thematic analysis Result

Themel: Barriers to Quality of CBHI utilization related to hospital infrastructure and supply

chain availability

Participant 1 from groupl1(P1G1) from CBHI group said that "Many clients face challenges related
to hospital structure and failure to provide clear guidance with signet to their service areas which is
also true at St.Pauls. This can hinder the effective implementation and utilization of CBHI
programs, as patients may struggle to navigate the healthcare system and access the services they
need." This was also noted by P4 from liaison group who stated "Patients often face difficulties in
searching through the hospital system and service locations leading to a inconvienence in accessing

the necessary healthcare services."

In addition, regarding the challenges of drug shortages and frequent stock outs in the hospitals he
stated that "Drug shortages and frequent stock outs pose a significant challenge to CBHI utilization.
When essential medications are not readily available, patients may be unable to receive the
necessary treatment, leading to delayed or inadequate healthcare. This problem requires attention

and solutions to ensure a consistent supply of medications."

On the other hand, P2 gives a basic information about lack of medications at Kenema pharmacy
“while Kenema pharmacy is supposed to avail drugs to CBHI consumers ,the lack of medications at
Kenema pharmacy poses a specific challenge to CBHI services. As aresult, patients are traveling
longer distances to access medications or seek alternative pharmacies, which can be inconvenient
and leading to delays in receiving necessary treatments. Addressing this issue requires improving

the supply chain and ensuring a consistent stock of medications at Kenema pharmacy."

From CBHI groups participant 3 was concerned about ordering and introduction of high-quality
drugs to CBHI list "The challenge related to ordering and introducing high-quality drugs to the
CBHI list can limit access to essential medications since these drugs are not available in CBHI
scheme currently. Delays in procurement processes or challenges in selecting appropriate drugs

may affect the availability and quality of treatment options for CBHI beneficiaries."

Shortage of reagents and laboratory services were also identified by different participants in

different groups as “The shortage of reagents and laboratory services are hindering accurate
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diagnoses and appropriate treatment. Limited availability of necessary laboratory supplies may

result in delayed or incomplete testing, impacting the quality of care and patient outcomes."

P4 from CBHI group explains in addition, there is shortage of healthcare professionals compared
to patient flow, “The shortage of healthcare professionals, relative to the patient flow, is a major
obstacle in maximizing CBHI utilization. With a limited number of healthcare professionals
available, it becomes difficult to provide timely and quality care to all patients. This issue
highlights the need for increased recruitment and retention of healthcare professionals to meet the

growing demand."

Another participant from different groups said "The increasing patient flow puts strains on
healthcare facilities and resources, potentially compromising the quality of care provided. With
limited capacity to handle higher patient volumes, healthcare providers might be overwhelmed to
meet the needs of CBHI beneficiaries, leading to longer waiting times and reduced attention to
individual patients.hhmm.... Empowering CBHI employees and on the importance of delivering

high-quality service can contribute to improved patient experiences and outcomes."

Key informant 2"There is a need for continuous adjustments and improvements in health insurance
systems, including policy reforms, increased public awareness campaigns, enhanced coordination
between insurance providers and healthcare facilities, and ongoing evaluation of the effectiveness
of health insurance schemes." On the other hand,CBHI scheme coverage limitations were reported
as barriers to utilization of the scheme. P1 from ICU group and P1 from supervision group of
SPHMMC stated "CBHI does not provide coverage for expensive services such as chronic kidney
disease (CKD)dialysis,Arterial blood gas, transplants, and some of dental services, which can create

financial barriers for patients in need of these services"

Similarly P4, from liaison group also suggested that difficulty in accessing these services for poor
patients:"Poor patients face challenges in accessing costly services due to the lack of coverage

provided by CBHI, resulting in limited or no access to essential healthcare interventions".

Most of the participants recommended that addressing these coverage limitations and access
difficulties are crucial for ensuring equitable access to healthcare services. It may involve

expanding the coverage provided by CBHI to include costly services like CKD dialysis, transplants,
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and radiology services, or exploring alternative funding mechanisms or partnerships to make these

services more accessible for financially disadvantaged patients.
Themell: Challenges related to knowledge of providers on CBHI scheme and communication

Participant six from CBHI team described about lack of understanding of CBHI guidelines and
policies, explains as "The lack of understanding of CBHI guidelines and policies at the Woreda
(district) level can hinder effective implementation and utilization of CBHI services at different
stages including the hospitals. Inconsistent interpretation and application of guidelines may result in
variations in care quality and coverage, impacting the overall satisfaction and trust of CBHI
beneficiaries."  This is related to misunderstanding among health care providers as well. For
instance, a participant from ICU team reported that “imaging services including x-ray are not
covered under CBHI scheme” which was contradicting to the CBHI guideline which allows free

coverage of these imaging services under CBHI scheme.

From CBHI groups participant 3 said that lack of communication with users regarding changes in
guidelines and policies is abarrier on quality of services: “Failure to effectively communicate
changes in CBHI guidelines and policies to users can lead to confusion and misunderstandings.
This lack of communication may result in beneficiaries not receiving the appropriate care or being

unaware of important updates, potentially compromising the quality of their healthcare experience."

P3 from AaBET hospital CBHI group faced problems related to lack of updated and accessible
information for users. This was also supported by Key informant 1 from AaBET hospital
whorecommended improvement in communication stating "Creating effective communication
channels and implementing patient-centered services can facilitate better engagement,

understanding, and satisfaction among CBHI beneficiaries".
Theme III Problems with individual Community-Based Health Insurance (CBHI) users
CBHI users often face various challenges related individual personal characterstics

P1 from attendants faced lack of knowledge and awareness about CBHI coverage: “Many
individuals are unaware of the extent of CBHI coverage and the specific services and benefits they
are entitled to, leading to underutilization of the program and missed opportunities for accessing

necessary healthcare"
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key informant 3 from ICU described the impact of knowledge gap as "Many users of Community-
Based Health Insurance (CBHI) lack the necessary training and knowledge about the coverage
provided by the insurance scheme, leading to confusion and potential difficulties in accessing

appropriate healthcare services."

Similarly a key informant from CBHI group of SPHMMC has raised knowledge gap as a challenge
along with other factors “By addressing difficulties faced by users, increasing knowledge and
awareness, streamlining reimbursement processes, improving access to services and addressing
resource limitations, CBHI can better serve the needs of the community and improve healthcare
outcomes. The quality of healthcare services covered by insurance plans can vary, and patients may
face difficulties related to long waiting times, inadequate medical facilities, or unsatisfactory

treatment outcomes rsulting in poor perception of the service quality.”

"The absence of updated and easily accessible information about hospital services, appointment
schedules, and medical procedures adds to the inconvenience faced by patients. It is essential to
provide patients with adequate information regarding their healthcare options, treatment plans, and
any relevant guidelines to ensure informed decision-making and active participation in their care.”
Participants also suggested addressing communication challenges, such as language barriers,
unclear instructions, or poor doctor-patient communication, is essential for effective healthcare

delivery and patient understanding.

From SPHMMC supervision office P4 faced problems related to distance of the tertiary hospitals
from patients:"The inconvenient location of some hospitals makes it challenging for individuals

residing far from the city center to access necessary medical facilities."

P3 from ICU faced problems of inconvenience in accessing services outside of Addis Ababa as
"The limited availability of healthcare services outside of Addis Ababa creates difficulty for
individuals living in rural areas who have to travel long distances to receive specialized medical

care."
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Theme IV :Administrative challenges in CBHI utilization

P1 from attendants faced difficulty during stamping and activation of CBHI cards "The process of
stamping and activating CBHI cards can present challenges, potentially leading to delays or
complications in accessing healthcare services". P 2 from patient attendant was also complaining on
the same issue stating "Patients experience significant waiting times for card issuance and to be
seen by health professionals, which can lead to delays in receiving necessary care and potentially

impact patient outcomes".

P2 from CBHI reported overcrowding with insufficient windows and rooms for excess patient flow:
“The limited availability of windows and rooms to accommodate the increasing patient flow can
create administrative challenges, leading to longer waiting times and potential disruptions in service
delivery". Similarly , CBHI groups P3 experienced long queues and waiting times which was
stated as "The overcrowded hospitals result in long queues and waiting times, causing

inconvenience for patients who require immediate medical attention."

Addressing these administrative challenges is essential for improving the efficiency and
effectiveness of CBHI utilization. This may involve streamlining the stamping and activation
process for CBHI cards and ensuring adequate infrastructure to handle the growing patient flow. P2
from CBHI recommended that "The implementation of Electronic Medical Records (EMR) can

enhance efficiency, accuracy, and continuity of care within the CBHI system"
Theme V challenges with hospital services and bed availability

P4 from attendants was complaining about the difficulty in finding beds and accessing certain
services:"There are challenges in finding beds and accessing specific services within the hospital,

which can result in delayed or limited access to appropriate care".

P1 from patient attendants “Complaints about cold and discomfort while waiting in the emergency
room". Patients have expressed complaints regarding the cold and discomfort they experience while
waiting in the emergency room, which can negatively impact patient comfort and overall

satisfaction with the healthcare facility.
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Key informant 3 from ICU team “To address these barriers, several remedial measures are
suggested. These include recognizing and involving the community in decision-making processes,
empowering healthcare professionals through training and support, reducing financial barriers by
making healthcare services more affordable, focusing on recruiting and retaining skilled
professionals to improve service delivery, and reminding the institution to promptly address

temporary problems”.

P2 from patient attendants group also faced problems with getting money back from CBHI after
payment at private."almost all CBHI users encountered difficulties in the reimbursement process,
experiencing delays or complications in receiving their money back for healthcare expenses
covered by the insurance, which can create financial burdens and dissatisfaction".Reimbursement
was reported to be implemented only by some regions of Ethiopia creating inconsistency in CBHI

scheme approach.

Addressing these challenges is crucial for improving the quality of hospital services. Strategies
proposed by FGD members and key informants include streamlining administrative processes to
reduce waiting times, optimizing bed management systems, and improving the comfort and
amenities provided to patients in waiting areas.The overall information suggests that addressing the
gaps in CBHI service provision , user and provider training , improving communication and
information dissemination are needed. The findings highlight, the importance of community
awareness, ensuring users have a clear understanding of coverage and exceptions, and finding

solutions to financial constraints.
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Discussion

This study was conducted to identify the status and barriers to quality of community based health
insurance utilization among insured inpatients at St.Paul’s Hospital Millenium Medical College and

AaBET Hospitals.It showed that 288 (72.7%) with 95% CI ( 68- 77) of admitted patients utilized

good quality community-based health insurance services.

The finding of this study was higher(72.7%) in terms of good quality of CBHI utilization
compared to astudy conducted in Gedeo Zone, Southern Ethiopia, which ,has shown that
perceived good quality of health service 63.3% (AOR = 4.21; 95% CI: 1.52-11.68), was
significantly associated with the CBHI program membership renewal rate compared to those
having perceived poor quality of CBH based service (20).In contrast to the finding of this study ,an
an other study reported the quality of care on offer was rated as not good by 62% of the CBHI
member(8). The differences between regions may be due to differences in access to health facilities,
research subjects, study sites.For example, most of the study subjects in this study were urban
dwellers (71%) where as most of those in Gedeo area were rural resident farmers (67%) .An other
reason could be institutional variability since St.Paul’s Hospital has much higher capacity in terms

of resources, subspecialty care and advanced intrventions.

Community-based health insured inpatients who responded that the hospital environment was clean
and attractive had 2.8 times higher odds of utilizing good-quality CBHI service as compared to
their counterparts [AOR = 2.77:95% CI (1.24-6.165)]. This finding was supported by qualitative
section finding of this study in which a patient attendant from FGD4.4 was sating "Difficulty in
finding beds and accessing certain services with in hospital due to lack of guidance"There may be
challenges in finding available beds and accessing specific services within the hospital, which can
result in delayed or limited access to appropriate care" and FGD4.1 “it was very cold and crowded
while waiting in the emergency room". This is consistent with different studies which have reported
association of facility environment with quality of CBHI services (11). Hospital environment in
tertiary hospitals like SPHMMC is complex hindering easy access of service points.In addition ,
overcrowding with more than half million annual visit (see study setting) by patients could create

unfriendly environment.
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This study also revealed community-based health insurance members of admitted patients who had
good knowledge of the CBHI scheme were twice as likely [AOR = 1.97:95% CI (1.2-3.23)] to
utilize good-quality CBHI services as compared to their counterparts. This is in line with the
findings of different studies including the southern Ethiopian study in which the good knowledge
of the CBHI scheme (AOR = 21:11; 95% CI: 10.63—41.93) and perceived quality of health service
were significantly associated with the CBHI program membership renewal rates(20,22).In an other
study conducted in south west Ethiopia in which satisfaction towards CBHI was positively
associated with adequate knowledge of CBHI benefit packages (AOR =2.29, 95% CI =1.55-
3.38)(24) indirectly implying association knowledge with good quality of care. Participant six
Jrom CBHI team (FGDI1.6,male) in this study elaborated the problem as follows ''The lack of
understanding of CBHI guidelines and policies at the Woreda (district) level can hinder effective
implementation and utilization of CBHI services. Inconsistent interpretation and application of
guidelines may result in variations in care quality and coverage, impacting the overall
satisfaction and trust of CBHI beneficiaries.” This is likely because expectations could be met

when the beneficiaries are clear of the benefit package and limitation of the scheme.

On the other hand,Community-based health insured members with family monthly income between
5251-7800 and greater than 7801 birr were 2.6 times [AOR = 1.97:95% CI (1.2-3.23)] and 5.3
times [AOR = 5.3:95% CI (2.32-10.23)] more likely to use good-quality CBHI services compared
to those with less than 3200 birr per month.This can be explained by the fact that those patients
having higher income would be able to afford for drugs and labs which are not available with in
hospital where as those with lower income were likely facing catastrophic expenditure(5,34) and as
aconsequence receiving low quality service.

The odds of adequate availability and accessibility of information on CBHI services were increased
by 2.4 times for good-quality CBHI services compared to inadequate CBHI information [AOR =
2.37:95% CI (1.34-4.21)]. Similar findings were reported instudies including the one conducted in
northeast Ethiopia on perceived quality of care by the members has shown that the mean perceived
quality of care was 70.28 (SD=8.39) from which the patient provider communication dimension
having the highest mean score (M=77.84, SD=10.12) and information provision dimension was
having the lowest (M=64.67, SD=13.87) supporting the finding of our study (15,25).Information
needs to be delivered timely and with attractive means to create optimal awareness on CBHI

service process.This is also supported by description of challenge by participant 3 from CBHI
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groups stated that “ lack of communication with users regarding changes in guidelines and policies
is abarrier on quality of services: “Failure to effectively communicate changes in CBHI guidelines
and policies to users can lead to confusion and misunderstandings potentially compromising the

quality of their healthcare experience.”

From the individual-level factors related to CBHI service quality,members who had been satisfied
with the scheme at community level during enrollment were 2.45 times [AOR = 2.45:95% CI
(1.11-5.39)], and very satisfied patients were 8.8 times [AOR = 8.79:95% CI (2.12-36.44)] more
likely to utilize good-quality CBHI services in the hospital as compared to dissatisfied or very
dissatisfied ones . This is supported by the finding of studies in which favorable attitude towards
the CBHI scheme (AOR = 3:89, 95% CI: 1.67-9.04) were significantly associated with contimued
CBHI service utilization(11,20). Interestingly ,this shows the impact of prior encounters and
attitude towards CBHI before presentation to hospital on perceived quality of service on offer
showing the need to effectively address all phases of the scheme starting from enrollment through

health care service provision.

Strength and Limitation of the study

This study is one of few studies conducted at specialized or tertiary hospital levels applying both
quantitative and qualitive mixed design implementaing method. The sudy has identified important
barriers to good quality CBHI utilization which are poteintially changeable.

How ever ,the study is cross sectional that it may not show cause and effect relation between
dependent and independent variables. This study was also conducted in limited facilities SPHMMC

and AaBET indicating the need for further multicenter researches.
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Conclusion and recommendation

This study revealed that more than two third of admitted patients at SPHMMC and AaBET
hospitals utilized good qulity community-based health insurance(CBHI) services which is slightly

higher than most of previous studies .

Factors significantly affecting quality CBHI utilization included a clean and attractive facility
environment, satisfaction towards the CBHI scheme at community level, knowledge of the scheme,
availability and access to information as well as family monthly income,. These factors contribute
to the overall quality of CBHI utilization. This study has also identified presence of major
challenges related to shortage of drugs and cost of unavailable drugs and lab services to the CBHI

consumers to purchase from private facilities coupled with lack of reimbursement.

Qualitatively, this study explores the barriers to quality of Community Based Health Insurance
utilization, in relation to facility environment, infrastructure administrative system of the scheme,
health care workers and individual clients related barriers at SPHMMC or AaBET Hospital. It also
seeks suggestions on how to improve CBHI utilization at these hospitals, focusing on facility

system, health care providers and client-related factors identified from qualitative findings.

Hence, its recommended that hospital mangers ,CBHI facilitators at community level, health care
providers , ministry of health and CBHI organization focus on the aforementioned factors to
improve the quality of CBHI scheme based service and further multicenter studies are warranted

particularly at general or tertiary hospitals.
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AnnexII Structured Questionnaire
Barriers to Quality of Community Based Health Insurance Utilization Among Admitted Patients

at St. Paul’s Hospital Millenium Medical College and AaBET Hospitals ,Ethiopia:
Quantitative part

Data Collectors' code on Open Data Kit(ODK)*

L apb: MxE ms

Sociodemographic information

1. Participant ID*
2. Hospital visited*

£ spuMMcES  AABET hospital
3. Age*4. Sex*

£ MaleEj Female

5. Marital status*

> MarriedEj Not mau‘riedEj WidowedEj SepalraltedEj DivorcedEj Not applicable

6. Level of education*

> Elementary school (grade 1—8)Ej High school (grade 9—12)Ej College or universityEj
Iliterate

7. Did you face difficulty related to distance from the hospital(St.paul's or AaBET)?*

£ YesEj No

8. Reason for referral:

9. Number of household members:*

10. Residence:*

> RuralEj Urban
11. Knowledge of CBHI scheme (to be filled after asking whether the patient Knows the policy,

benefit package and limitations , )*
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e Good (knows all)Ej Moderate (knows at least one)Ej Poor (knows none)

12. Ease of enrolement up on application by the subscriber at Kebele/Woreda:*

> Very difficultEj DifficultEj NeutralEj EasyEj Very easy

13. Presence of chronic illness(self or family)?*

L presentts  Absent
14. Estimated monthly income (of the family) in birr:*

15. Previous Frequency of episodes of illness on the patient recently:*

e Frequent (twice in 6 months)Ej Moderate (once in 6 months)Ej Rare (once or none in 12
months)
16. Experience on the benefit of community based health insurance by patient or surrounding

community:*

> YesEj No
17. Experience of catastrophic health expenditure by the family in the last 2 years(defined as selling

asset and need to borrow and compromising subsistance for health care cost)*

> YesEj No
18. Satisfaction towards community based health insurance scheme during enrollment at

community level:*

£ Very satisfiedts  satisfiedtS  Neutral®  Dissatisfied™  Very dissatisfied

19. Non medical expenditure while on admission at this Hospital:*
E2 Affordable/fairts  Costly

Section I1: Hospital system barriers related questions

20. Facility(Hospital) environment is clean and attractive:*

> YesEj No
21. Waiting time to to get chart in community based health insurance scheme on arrival to this

hospital 7*

> Very longEj LongEj NeutralEj ShortEj Very short
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22. Waiting time to be seen by doctor in community based health insurance scheme on arrival to

hospital 7*

> Very longEj longEj neutrallEj shortEj veryshort

23. Waiting time between services(Consultation to treatment):*

> Very longEj longEj neutrallEj shortEj very short
24. Availability of indicated/prescribed drugs and supplies among those items covered with

community based health insurance ?:*

> Often alvalilableEj AvalilalbleEj neutrallEj Sometimes alvalilableEj Rarely available
25. Quality of available drugs and supplies when needed (potency, coverage spectrum , level of

recommendation and first line as indicated?) e.g prescription for a better medicine outside hospital*

£ £ L

very high quallityEj high quality neutrallEj low quality~ very low quality

26. Availability of basic laboratory services in hospital:*

> Often availableEj AvailableEj neutralEj Sometimes availableEj Rarely available
27. Turn around time (TAT) of most available laboratory services(Time from sampling to result

availability)*

> Very fastEj FastEj ModerateEj DelayedEj Very delayed
28. Availability of most of basic radiologic services in hospital( eg x ray, ultrasound , CT scan

,MRI at a time of request)*

> Often alvalilableEj AvalilalbleEj neutrallEj Sometimes alvalilableEj Rarely available
29. Turn around time (TAT) of most of basic radiologic services in hospital ( x ray, ultrasound , CT
scan ,MRI at a time of request for image acquisition , reading and making it available for

decision):*

> Very falstEj FastEj neutral > DelayedEj Very delayed
30. Availability of indicated clinical interventions or procedures under community based health

insurance)*

> Often alvalilableEj AvalilalbleEj neutral > Some times alvalilalbleEj Rarely available
31. Average cost of most of indicated medications , which are not available in the Hospital but

available from private*
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> FairEj Expensive
p
32. Average cost of clinical interventions or procedures which are not available in Hospital but

available from private:*

> FairEj Expensive
33. Average cost of diagnostic tests(lab , imaging) which are not available (stock out) in Hospital

but available from private:*

> FairEj Expensive

34. Ease of admission to inpatient(bed availability and process):*

> Very challengingEj ChallengingEj NeutralEj Less difficultEj No difficulties
35. Length of stay in hospital in days:*

36. Availability and access of information on community based health insurance scheme service

from the hospital:*

> aldequalte(good)Ej Inadequate(poor)

37. Availability of reimbursement to patients by the hospital or CBHI system for basic health
services under community based health insurance scheme when used from private after

admissiondue to shortage in the hospital*

> AvailalbleEj Not available
38. Ease of delivery of service process up on decision by responsible physicians/clinicians for

available services:*
> Very difficultEj DifficultEj NeutralEj EasyEj very Easy
Section III: Health care providers related questions

39. Patient's perception on health care providers' experience;*

E very high ex erienceEj High ex erienceEj NeutralEj Low ex erienceEj Very low
y g p g p p y

experience

40. Patient trust on community based health insurance scheme managers at hospital level:*

> Very high level of trustEj High level of trustEj NeutralEj Low level of trustEj Very low

level of trust
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41. Perceived communication skill of health care providers*

> Very GoodEj GoodEj NeutralEj PoorEj Very poor

42. Do you think there is a fair treatment among insured and uninsured patients by health care
providers?*

> FairEj Unfair

43. If you opt there is unfair in question 43 above, please mention
44. Do you think that there are adequate number of health professionals who provide services in

different units day and night (ward, pharmacy and laboratory) ?

> AdequateEj Inadequate (low)
45. Overall quality of timely nature of care provided to patient under community based health

insurance(CBHI) scheme in this Hospital is*

> Very goodEj GoodEj NeutralEj LowEj Very low
46. Overall quality of laboratory service provided to patient under community based health

insurance(CBHI) scheme in this Hospital is al is*

Very goodEj GoodEj NeutralEj LowEj Very low
47. Overall quality of pharmacy service provided to patient under community based health

insurance(CBHI) scheme in this Hospital is*

> Very goodEj GoodEj NeutralEj LowEj Very low
48. Overall quality of compassionate and respectful service provided to patient under community

based health insurance(CBHI) scheme in this Hospital is*

> Very goodEj GoodEj NeutralEj LowEj Very low
49. Overall quality of administrative /managerial service provided to patient under community

based health insurance(CBHI) scheme in this Hospital is*

> Very goodEj GoodEj NeutralEj LowEj Very low
50. Overall satisfaction towards service provided to patient under community based health

insurance(CBHI) scheme in this Hospital is ospital is*

> Very satisfiedEj SatisfiedEj neutralEj UnsatisfiedEj very unsatisfied
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1.2 Qualitative Questionnaire
Guiding Questions for focused group discussion and Indepth interview
1.Role in CBHI

A. Administrative

B.Clinical service

C patient flow facilitator

D.patient’s attendant

E.CBHI core team member

2.What do you think are the barriers to quality of CBHI utilization in general?

3. What do you think are the challenges againist of CBHI implementation at community level

before referral to SPHMMC or AaBET Hospital?

4 .What do you think are the barriers to quality of CBHI utilization at SPHMMC or AaBET

Hospital which are facility system related factors
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5 . What do you think are the barriers to quality of CBHI utilization at SPHMMC or AaBET

Hospital which are health care workers related factors

6. What do you think are the barriers to quality of CBHI utilization at SPHMMC or AaBET

Hospital which are client related factors

7.What are your suggestions to improve quality to CBHI utilization at this Hospital?
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ANNEX III INFORMATION SHEET AND CONSENT FORM (ENGLISH VERSION)

Title of the study: Barriers to Quality of Community Based Health Insurance Utilization Among
Admitted Patients at St. Paul’s Hospital Millenium Medical College and AaBET Hospitals
,Ethiopia

Investigator: Dr. Dessalegn Keney
Description of the study

Dear respondent, my name is . I am here to collect data for a

study entitled “Barriers to Quality of Community Based Health Insurance Utilization among
admitted patients at St. Paul’s Hospital Millenium Medical College and AaBET Hospitals
,Ethiopia”. It is being conducting by Name Dr. Desalegn Keney Who is Master student at St.
Paul’s Hospital Millenium Medical College school of Public health. The interview asks about your
thinking on the barriers to quality of care at this Hospital you received and receiving and will

require about 20 to 25 minutes to be completed.

As a study participant you will be benefited when the result is utilized. The study will be carried out
in the form of interview and do not cause any harm to you. The result will be displayed in general
form not in individual. To achieve the study, your honest and genuine participation by responding
to the question prepared is very important and highly appreciated. You have also a right to continue
or to discontinue as a participant and there is no influence that insists you to participate unless you

permit.

We will proceed to the interview after you understand the following points

Objective of the study: To identify the status and barriers to quality of community based health
insurance utilization among insured inpatients at St.Paul’s Hospital Millenium Medical College

and AaBET Hospitals,2023

Benefit: The information generated from the study help policy makers and Hospital managers to

improve quality of community based health insurance.
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Harm: The participants do not have any harm by participating to the study.

Duration of the study and interview: The study will be conducted for one month and the interview

may take from 20- 25 minutes.

Alternatives to participation: You do not have to take part in this research if you do not wish to do
so. You have the right to terminate from the study by any reason, related to the study or personal

reason.

Confidentiality: We would like to assure you that the privacy will strictly be maintained
throughout. Your responses to any of the questions will not be given to anyone else and no reports
of the study will ever identify you. If a report of the results is published, only information about the

total group will appear.

Persons to contact: If you have any question you can contact the investigator at the following

address and you may ask at any time you want:
Name: Dr.Dessalegn Keney

Tel: 0913070993

E-mail: desalegn.ken@ gmail,com

Consent form: It has been read to me by the data collector as I can understand all conditions stated

above.

Therefore, I have decided to:

1. Agree

2. Disagree on participation of the study.

Name of the interviewer: Sign. Date of interview
Name of the supervisor: Sign. Date

Thank you for willingness to participate!
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