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Significance for the public health

Findings of this study will be used as baseline in filling the gap 
of information to increase the percent of CBHI enrollment in 
the catchment area. Besides, the result of this study will be 
used for health service planners and health managers for deci-
sion making on factors those affect the satisfaction of HHs on 
CBHI scheme. Further the findings obtained from this study 
will be used as base line for other researchers and will be used 
to improve health services for the community. A clear under-
standing of the factors associated with HH satisfaction on 

CBHI will help in deciding which interventions will have the 
greatest impact in improving HH satisfaction.
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Abstract
Background: Community-Based Health Insurance (CBHI) scheme refers to a non-profit type of health insurance for 
the informal sector. There is a paucity of information on this topic in Gudeya Bila, Ethiopia. This study aimed to assess 
the level of household (HH) satisfaction with the CBHI scheme and its associated factors.
Method: A community-based cross-sectional study design was employed from November 1–30, 2020, and a sample 
of 630 HHs who enrolled in the CBHI scheme were included. A multi-stage sampling and systematic random sampling 
were employed. Data was entered into Epidata version 3.1 and analyzed using SPSS for windows program version 25. A 
95% CI was calculated and variables having p-value < 0.05 were considered statistically significant. Descriptive statistics, 
bivariate, and multivariable logistic regression analyses were performed.
Result: All HHs heads (630) with a response rate of 100% were involved in the study. The overall HH satisfaction on 
CBHI was 56.2%. Attending CBHI scheme-related meetings (AOR = 1.948, 95% CI = 1.16–3.27), healthcare provider 
respectfulness (AOR = 9.209, 95% CI = 2.73–31.06), able to get the ordered laboratory test service (AOR = 2.143, 95% 
CI = 1.127–4.072) and having paid extra money for drug supply at private health facilities (AOR = 0.492, 95% CI = 0.285–
0.847) were independent predictors.
Conclusion: HH satisfaction level on CBHI scheme was moderate. Attending CBHI scheme-related meetings, health-
care provider respectfulness, being able to get the ordered laboratory test services and extra payments for drug supply 
were significant predictors of satisfaction with CBHI. Therefore, attention should be given to increasing the satisfaction 
of HHs with CBHI through improving the quality of health services.
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Background

Community-based health insurance (CBHI) schemes are 
an emerging and growing tool for providing financial pro-
tection to deprived individuals against health-related 
events.1 Health insurance is one sustainable financing rec-
ommended by World Health Organization as part of 
Universal health coverage.2 Globally, about 150 million 
people suffer financial catastrophe annually while 100 
million are pushed below the poverty because of medical 
expenses. In some countries, up to 11% of the population 
suffers catastrophic expenditure for paying for their care 
which leads them to severe financial hardship each year, 
and up to 5% household forced into poverty due to health 
care expenses.3 In developing countries, out- of-pocket 
(OOP) payments for healthcare financing aggravate the 
existing poverty. Low-Income countries face substantial 
challenges in financing healthcare. For many people health 
spending through OOP payments is difficult and due to 
this reason, millions of people fall into poverty. Also, in 
settings that lack effective health insurance policies, the 
poor people in low-income countries still suffer and die 
from health-related problems.4,5

Low-income countries face considerable challenges in 
financing healthcare. Public services are unavailable and 
unaffordable to the majority of poor people in these coun-
tries. Millions of people in developing countries still suffer 
and die from health-related conditions for which effective 
but underutilized interventions exist, particularly in set-
tings that lack effective health insurance policies.6,7 
Governments of low-income countries face the challenge 
of reducing the regressive burden of out of pocket (OOP) 

expenditure by expanding prepayment schemes that spread 
financial risk and reduce the spectrum of catastrophic 
healthcare expenditure.8 There is some evidence that CBHI 
schemes have, on a small scale, played a role in reducing 
OOP payments and CBHI can potentially contribute to the 
empowerment of poor people in relation to health provid-
ers and policy-makers. However, literature on health insur-
ance in low-income countries shows that, members of 
CBHI often continue to depend on out-of-pocket expendi-
ture to cover more than 40% of their health needs.9

In Sub-Saharan Africa, out-of-pocket health spending 
constitutes a significant proportion of household expendi-
tures, thereby exposing households (HHs) to a high risk of 
impoverishment and potential worsening of already poor 
health outcomes.10 In Ethiopia from the total health expendi-
ture the share of household contribution was 33% and most 
of this expenditure was OOP expenditure. Ethiopian Health 
Sector Transformation Plan (HSTP-I) targets to establish 
CBHI schemes in 80% of woredas and enroll at least 80% of 
HHs to reduce OOP health expenditure to less than 15%.11

To overcome financial hardship, a national implemen-
tation pilot CBHI scheme was started in Ethiopia in mid-
2011 as a pilot in 13 woredas of Oromia, Amhara, Southern 
Nations Nationalities and Peoples and Tigray regions.12,13 
Until 2018, 39% of districts in the country had started the 
scheme with total enrollment rates in these woredas remain 
only 44% and nationally 15%. Recent reports indicates 
that there is low population coverage of 28% (in-country 
level) compared to the target set in HSTP-I (health sector 
transformation plan), 80%, and only 77% of CBHI enrolled 
households are renewing their membership cards that 
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Figure 1.  Conceptual framework for factors associated with household satisfaction with CBHI adapted by investigator from 
different literatures.2,3,16,17
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mean 23% of them are dropped out from CBHI enrollment 
due to dissatisfaction with CBHI scheme.11

By 2014, extensive training and sensitization were 
given to district officials, kebele officials, health workers, 
health extension workers, community workers and com-
munity members on CBHI scheme as well as registering 
members has been started in study area. CBHI services 
were begun in Gudeya Bila district in October 2015 in all 
four health centers of catchment area.14 To evaluate the 
quality and the effectiveness of various health care service 
deliveries, assessment of client satisfaction is very impor-
tant. Consumer satisfaction with healthcare services is 
associated with contributing factors such as healthcare 
delivery process and health providers.15 In Gudeya Bila 
district the enrollment coverage of households in CBHI 
scheme is 32% and the dropout rate is 12%. The CBHI 
scheme has been scaled up in this study area since the end 
of 2015. However, the enrollee’s magnitude of satisfaction 
and associated factors are not yet known. Despite the gov-
ernment emphasis on CBHI scheme expansion, household 
satisfaction and associated factors on CBHI scheme are 
not yet assessed in this study area whether this scheme sat-
isfies enrollees and they have a positive perception toward 
the CBHI scheme. Then, assessing HHs’ satisfaction and 
identifying the associated factors influencing HH satisfac-
tion on CBHI scheme is important in the country and the 
study area in particular. Therefore, this study aimed to 
assess the level of household’s satisfaction on CBHI 
scheme and its associated factors in the study area 
(Figure 1)

Methods and materials

Study area and period

Gudeya Bila is one of the districts in the East Wollega 
Zone and located at 252 km toward West of Addis Ababa 
(the nation capital). Based on 2020/2021 of Central 
Statistics Agency estimation the total population of the 
district are 78,906 of which 40,242 females and 38,664 
males. About 4816(32%) HHs form total of 16,058 HHs 
enrolled to CBHI program. The district has 15 Kebeles 
(the smallest administrative unit in Ethiopia) and there 
are four governmental health centers and 15 health posts 
that provide health service for the community. The pri-
mary health potential coverage of the district is assumed 
to be 100%. From district health office up to health post 
level, it is staffed with 73 health workers with different 
professions, 37 health extension workers and 48 non-
technical staffs with a total human power of 158.18 The 
district made contractual agreement with Sire primary 
hospital, Ethiopia and CBHI beneficiaries are allowed to 
access hospital without penalty with a health center 
referral. The study was conducted from November 1-30, 
2020.

Study design

 � A community-based cross-sectional study was con-
ducted among randomly selected households who 
are enrolled in to CBHI schemes in Gudeya Bila 
district.

Population

 � All households those enrolled in CBHI scheme in 
Gudeya Bila district from November 1-30, 2020 
was taken as the source population. While, sampled 
households those enrolled in CBHI scheme in 
selected kebeles through multi-stage sampling 
method during the specified period was taken as 
the study population.

Eligibility criteria

 � HHs head whose age is ≥ 18 years and enrolled 
and visited health facilities were included. While, 
HHs enrolled to CBHI scheme but who were dis-
placed from selected kebele during data collection 
were excluded.

Sample size determination and sampling 
procedure

Sample size determination.  Sample size was calculated by 
using the single population proportion formula by assum-
ing 54.7% of HHs enrolled in the CBHI scheme was satis-
fied with CBHI,3 a confidence level of 95%, a 0.05 margin 
of error. Since the two-stage sampling was used, the sam-
ple size considers a design effect of 1.5.

n
Z p p

d
=

−( )( / )α 2 12

2

Where:
n = calculated sample size
z = Confidence interval [95%]
d = margin of error at 0.05
p = proportion of household’s satisfaction with CBHI 

scheme which is 54.7%.
By substituting in to the formula we get the sample size 

n
Z p p

d
=

−( )( / )αα 2 12

2

n = (1.96)2 × 0.547(1 – 0.547) = n = 381
                  (0.05)2

The calculated sample size was 381.Finally, multiplying 
by a design effect of 1.5 (381 × 1.5 = 572) and 10% non-
respondent rate [572 + (572 × 10%)]. Then the final sam-
ple size was n = 630.
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Sampling procedure.  There are 15 kebeles found in the 
study area and the schemes were initiated in all kebeles.18 
A multi-stage sampling technique was employed to select 
the study participants. We applied simple random sam-
pling method at each stage to select Kebeles. In the first 
stage, 50% of kebeles were selected using a lottery method 
and by this eight Kebeles were selected. In the second 
stage, households enrolled and visited health facilities with 
CBHI in the selected kebeles were identified using their 
enrollment identification numbers from the quarterly 
report registration book (the book that was written for the 
financial report from health centers to district CBHI facili-
tating office were used). Then, the sample size is propor-
tionally allocated to each kebele according to their enrolled 
HH size.

Finally, the study participants were selected using sys-
tematic random sampling methods from registration book 
list at every Kth household in the frame from each kebele 
until sample size of that kebele reached as showed in this 
formula: K = N/n; where; K = systematic sampling interval, 
N = study households (3160), and n = calculated sample 
size (630). Then inserting the values in the formula 
K = 3160/630 = 5, then every fifth households were selected 
from each kebeles until the sample size of the selected 
kebeles reached the proportionate sample size. Lottery 
method was used to select the first HH from 1 to 5 serial 
numbers. Finally, every fifth households were taken from 
each kebele as per their sample sizes (Figure 2).

Study variables

Dependent variable
 � Level of household satisfaction on CBHI scheme 

(satisfied/unsatisfied).

Independent variables
 � Socio-demographic characteristics [Age, Sex, 

Marital status, Family size, Occupation, 
Educational status, Income, Religion, Ethnicity].

 � HH experience with CBHI [Length of enroll-
ment, Type of health institution they visited, 
Frequency of visit, Health service utilization, 
Participation in CBHI related meeting].

 � Client related factors [HH knowledge on CBHI 
benefit packages].

 � Health facility related factors [Availability of 
drugs, Availability of laboratory test services, 
Waiting time in minutes, Patient provider interac-
tion in terms of; Respectfulness and Friend-ness 
with patient, Extra payment, Referral system, 
Travel time in minute home to health facility].

Operational definitions

 � Waiting time: is the time interval that patients 
spend waiting to receive a service starting from 
registration up to seen by health care providers and 
get medication (i.e. the overall waiting time).
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Figure 2.  Sampling procedures among household satisfaction and associated factors with Community Based Health Insurance 
Scheme in Gudeya Bila District, East Wollega Zone, Oromia Region, Ethiopia, 2020.
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 � Satisfied: a household who respond greater than or 
equal to the median score of satisfaction questions 
from total 10 satisfaction questions.

 � Unsatisfied: a household who respond less than 
median score of satisfaction questions.

 � Good knowledge: a household who answered 
“yes” more than and equal to four out of the total 
seven questions of CBHI benefit packages.

 � Poor knowledge: a household who answered 
“yes” less than four out of the total seven questions 
of CBHI benefit packages.

Data collection tools and procedures 

The structured questionnaire adapted from previous simi-
lar studies after repetitive reviewing2–4,16,17,19 was used. 
The questionnaire contains five sections which are socio-
demographic characteristics of HHs (10 items), HH expe-
rience with CBHI (13 items), HH knowledge on CBHI 
benefit packages (seven items), health facility related ser-
vices (13 items) and HH satisfaction on CBHI related 
questions (10 items by using a five-point Likert scale from 
strongly dissatisfied = 1 to strongly satisfied = 5). The data 
were collected by eight health extension workers under the 
supervision of two public health officers, who were capa-
ble of speaking Afaan Oromo. Face-to-face interview was 
administered to collect the data from study subjects.

Data quality assurance 

To assure quality of data 1-day training was given for eight 
data collectors and two supervisors by the principal inves-
tigator on how to fill data on the prepared questionnaires. 
All collected data were checked for completeness, and 
consistency by the supervisor every day and onsite close 
supervision and technical supports was given by supervi-
sors and principal investigator. The questionnaire was pre-
pared in English and then translated from English to Afaan 
Oromo. Before the actual data collection, pre-testing was 
done by the data collectors on 32 persons (5% of sample 
size) in Gobu sayo district of East Wollega Zone and 
appropriate modifications were made after analyzing the 
pre-test result.

Data processing and analysis procedures

The data obtained were entered in to Epidata version 3.1 
and analyzed using SPSS windows version 25. Before 
final analysis the principal investigator performed data 
cleaning by looking at the distribution of the data, identify-
ing outliers and checking back against the original data 
and analysis of descriptive statistics was carried out first. 
After completing the descriptive part of analysis, logistic 
regression analysis was used to determine factors associ-
ated with satisfaction to CBHI service package. First, 

bivariate analysis was carried out to assess the association 
of each independent variable with HH satisfaction on 
CBHI scheme. All independent variables with p-value of 
<0.20 and their crude odd ratio (COR) in bivariate logistic 
regression were entered into multivariate analysis to con-
trol confounding factors. The goodness of fit test was 
checked by Hosmer Lemeshow test was found to insignifi-
cant (p-value = 0.163), an omnibus test was significant 
(p-value = 0.000) which indicates the model was fitted. 
Adjusted odds ratio (AOR) along with 95% CI was esti-
mated to identify factors associated with the magnitude of 
household heads satisfaction with the CBHI scheme by 
using multivariable logistic regression analysis. Finally, 
variables whose p < 0.05 in multivariable logistic regres-
sion were considered as the cutoff point for statistical 
significance.

Satisfaction on CBHI was assessed using 10 questions 
based on Likert scale ranging from strongly dissatisfied (1) 
to strongly satisfied (5). The internal consistency of the 10 
items using Cronbach’s alpha was 0.869. For each ques-
tion there is a response from 1 to 5 and the sum of responses 
for all questions was scored. After adding all 10 responses, 
we got a total satisfaction score of 20,094 and for each 
individual ranging from 15 to 50. From this total satisfac-
tion by using SPSS we got a median value = 32. By using 
this median value (32) as a cutoff point, we have a dichoto-
mized dependent variable either satisfied (total satisfaction 
≥32) or unsatisfied (total satisfaction <32).

Ethical consideration

Before any attempt to collect the data, approval to conduct 
the study was obtained from Wollega University Ethical 
Review Committee. After this Gudeya Bila district admin-
istration was informed on study aim and objective and then 
the study permission was obtained and formal letter of 
consent from the administration was obtained. Each study 
participant was informed about the purpose of the study, 
the right to refuse to participate in the study, and confiden-
tiality of the information was kept. They assured that they 
were not penalized for not participating if they wish not to 
participate and verbal consent was obtained from 
participants.

Result

Socio demographic characteristics of the 
respondents

A total of 630 respondents (502 males and 128 females) 
were participated in the interview making a response rate 
of 100%. The majority of respondents (82.4%) were mar-
ried to one spouse. More than three-fourth (78%) of the 
respondents lives in rural area. The average family size 
was 5.8. Regarding their educational level, 339(53.8%) 



6	 Journal of Public Health Research

were attended grade 9 and above. About 601(95.4%) of the 
respondents were Oromo in ethnicity. Averagely, the 
respondents have annual income of 18,903 ETB 
(SD = 12,062) (Table 1).

Household experience with CBHI scheme

Household heads that had at least one family member that 
had fallen sick and visited health facilities at least one time 
since enrolled in CBHI scheme were included in this study. 
Among interviewed, about 51.4% of respondents were vis-
ited both health centers and hospitals in order to get health 
services when they were sick and 24.1% of them visited 
more than five times since enrolled in the CBHI scheme. 
The respondents were also interviewed about their experi-
ence in CBHI scheme. Accordingly, 69% of the enrollment 
was done by health extension workers (HEWs) and fol-
lowed by health care professionals which accounts for 
18%. About 84% of the respondents renewed their mem-
bership while the rest are new. The total average time of 
enrollment is 2.71 year. Most of respondents 67% said 
they become CBHI members because of CBHI premium is 
cheaper when compared to OOP and about 30.6% of 

respondents enrolled in to CBHI schemes because of ill-
ness or injuries occur in the household frequently. About 
56.3% of respondents were participated in CBHI scheme 
related meeting and about 76% of respondents said that 
CBHI schemes need to be scale up to other districts and 
majority of (97.5%) respondents want to stay enrolled in 
the CBHI scheme (Table 2).

Knowledge of households on CBHI benefit 
packages

The knowledge of respondents about CBHI was assessed 
using seven questions. Each question was based on a “yes” 
or “no” responses. Accordingly, 573(91%) of the respon-
dents were responded “yes” ≥4 out of seven questions and 
they were taken as knowledgeable about CBHI benefit 
packages (Table 3).

Access to health services

Nearly one-third (31.4%) of the respondents consider the 
waiting time to be long while about more than a quarter 
(28%) considered it as fair. Majority (91.4%) 

Table 1.  Socio-demographic characteristics of respondents in Gudeya Bila District, East Wollega Zone, Oromia Region, Ethiopia, 
2020 (N = 630).

Variables Category Frequency (N) Percent (%)

Sex of respondents Male 502 79.7
Female 128 20.3

Age of respondents in year 18–28 22 3.5
29–39 270 42.9
40–50 261 41.1
>50 77 12.2

Marital status Married with 1 spouse 519 82.4
Married with >1 spouse 51 8.1
Separated/divorced 34 5.4
Widowed 26 4.1

Religion Orthodox 227 36
Protestant 384 61
Muslim 19 3

Ethnicity Oromo 601 95.4
Amhara 29 4.6

Residence Urban 139 22.1
Rural 491 77.9

Family size >5 296 47
<5 334 53

Education Not able to read/write 16 2.5
Grade 1–4 99 15.7
Grade 5–8 176 27.9
Grade 9+ 339 53.8

Occupation Daily laborer 55 8.7
Farmer 475 75.4
Merchants 100 15.9

Respondents’ annual income  
(in Ethiopian Birr-ETB)

<20,000 450 71.4
20,000–40,000 135 21.4
>40,000 45 7.1



Asfaw et al.	 7

Table 2.  Respondents experience on CBHI scheme in Gudeya Bila District, East Wollega Zone, Oromia Region, Ethiopia, 2020 
(N = 630).

Questions Categories Frequency (N) Percent (%)

Source of information to become 
enrolled as a member of the CBHI 
scheme

Peer 33 5.2
Health care professionals 112 17.8
Kebele administrators 49 7.8
Health extension workers 436 69.2

Reasons for membership in CBHI Illness or injuries occur in the household frequently 193 30.6
Premium is minimum compare to OOP payment 422 67
Children aged under 5 years needed health care services 10 1.6
Old household member need health care services 5 8

Type of enrollment New 99 15.7
Renewed 531 84.3

Length of enrollment in year <2 years 249 39.5
≥2 years 381 60.5

Perception on premium Very cheap 36 5.7
Cheap 135 21.4
Moderate 409 64.9
Expensive 39 6.2
Very expensive 11 1.7

Utilization of health service Yes 630 100
No 0 0

Type of health institution that 
respondents visited

Health center only 306 48.6
Both Health center and Hospital 324 51.4

Frequency of health institution visit 
when fallen sick

Once 18 1.2
Twice 154 24.4
Thrice 162 25.7
Four times 144 22.9
Five times and above 152 24.1

Received the services that 
promised during membership

Yes 349 55.4
No 281 44.6

Participation in CBHI related 
meeting

Yes 355 56.3
No 275 43.7

CBHI need to be scale up to other 
districts

Yes 479 76
No 151 24

Stay enrolled in the CBHI scheme Yes 614 97.5
No 16 2.5

Table 3.  Respondents knowledge on CBHI benefit packages in Gudeya Bila District, East Wollega Zone, Oromia Region, Ethiopia, 
2020 (N = 630).

Questions Categories Frequency (N) Percent (%)

Does CBHI covers care within the country only? Yes 498 79
No 132 21

Does CBHI covers care given from public health institutions only? Yes 366 58.1
No 264 41.9

Does CBHI is good way of helping clients to relief health expenditure? Yes 616 97.8
No 14 2.2

Does CBHI cover transportation fee? Yes 421 66.8
No 209 33.2

Does CBHI cover medical care for cosmetic values? Yes 299 47.5
No 331 52.5

Does CBHI cover inpatient care? Yes 379 60.2
No 251 39.8

Does CBHI cover outpatient care? Yes 602 95.6
No 28 4.4

Total respondents who respond “yes” ≥4 for the seven CBHI benefit  
package questions.

Yes 573 91
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of the respondents said they got respect from healthcare 
providers. From the total respondents got prescription, 
only 34.4% of respondents get all the prescribed drugs 
from government health facilities. Laboratory services 
were ordered for 60.2% of respondents and of this, only 
85.2% of them get all the ordered laboratory test services. 
About 204(32.3%) clients have paid extra money for ser-
vice at private facilities when drug is not available in the 
health center or hospital. Respondents’ extra payment 
ranges from 45ETB to 800ETB and on average, the 
respondents have paid 240 ETB extra payments at private 
health facilities for drug supply which is not available in 
the health center or hospital additionally on CBHI pre-
mium (Table 4).

Level of satisfaction of the respondents with 
CBHI scheme

Satisfaction to CBHI was assessed using 10 questions 
based on Likert Scale ranging from strongly dissatisfied 
(1) to strongly satisfied (5). For each question there is a 

response from 1 to 5 and the sum of responses for all ques-
tions was scored (Table 5).

The overall satisfaction level of HHs on CBHI scheme.  The 
median score of satisfaction level was 32. Respondents 
who scored more than or equal to 32 were considered as 
satisfied on CBHI, while those who scored less than 
median score were considered as unsatisfied. Of total 
respondents, 354(56.2%) of them scored more than the 
median satisfaction level and they were satisfied and 
whereas the left 276(43.8%) scored less than median satis-
faction level. Based on this fact, 56.2% of respondents 
were satisfied on CBHI scheme in the study area during 
the study period (Figure 3).

Factors associated with respondent’s 
satisfaction on CBHI schemes

In bivariate analysis 11 variables having p-value < 0.20 
included in multivariable analysis. These variables were; 
marital status, occupation, residence, type of enrollment, 

Table 4.  Respondents experience on Health facility related services in Gudeya Bila District, East Wollega Zone, Oromia Region, 
Ethiopia, 2020 (N = 630).

Questions Categories Frequency (N) Percent (%)

Waiting time at health facility starting from registration up to  
receiving medication (overall waiting time)

>30minutes 207 32.9
<30minutes 423 67.1

Respondents’ rating of length of stay in the health center (overall 
waiting time)

Very long 115 18.3
Long 198 31.4
Fair 175 27.8
Short 122 19.4
Very short 20 3.2

Household members perceived respectfulness of healthcare 
providers

Yes 576 91.4
No 54 8.6

Health care service providers were friendly to clients Yes 576 91.4
No 54 8.6

During the recent visit to the health care institutions, does drugs 
ordered for the sick family members?

Yes 630 100
No 0 0

If yes, did you able to get them in the health center/hospital 
pharmacy?

Yes all 217 34.4
Some but not all 413 65.6

During the recent visit to the health care institutions, does 
laboratory test ordered for the sick family members?

Yes 379 60.2
No 251 39.8

If yes, did you able to get them in the health center laboratory? Yes all 323 85.2
Some but not all 56 14.8

Did you pay any extra payment for healthcare services? Yes 204 32.3
No 426 67.6

If there is extra payment at which health facility Government health facility 0 0
Private health facility 204 32.3

Respondents’ extra payment expensed for healthcare in ETB <200 107 52.7
200–400 72 35.5
>400 24 11.8

Travel time in minute to arrive health facility <60minutes 155 24.6
≥60minutes 475 75.4

Is referral given for you for further investigation? Yes 78 12.4
No 552 87.6
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Table 5.  Respondents level of satisfaction on CBHI schemes in Gudeya Bila Woreda, East Wollega Zone, Oromia Region, 
Ethiopia, 2020 (N = 630).

Variables Category Frequency (N) Percent (%)

Level of household members satisfaction to the enrollment process of 
CBHI?

Strongly dissatisfied 6 1
Dissatisfied 105 16.7
Neutral 128 20.3
Satisfied 310 49.2
Strongly satisfied 81 12.9

Household members satisfaction level with the amount of premium paid Strongly dissatisfied 9 1.4
Dissatisfied 34 5.4
Neutral 97 15.4
Satisfied 408 64.8
Strongly satisfied 82 13.0

Levels of HHs satisfaction with the schedule for paying of premium Strongly dissatisfied 5 0.8
Dissatisfied 8 1.3
Neutral 47 7.5
Satisfied 404 64.1
Strongly satisfied 166 26.3

Does household members satisfied with CBHI benefit packages? Strongly dissatisfied 6 1
Dissatisfied 72 11.4
Neutral 190 30.2
Satisfied 303 48.1
Strongly satisfied 59 9.4

Level of HHs members satisfaction with the information provided about 
CBHI

Strongly dissatisfied 8 1.3
Dissatisfied 69 11
Neutral 141 22.4
Satisfied 357 56.7
Strongly satisfied 55 8.7

Does household members are satisfied with the referral system? Strongly dissatisfied 2 2.6
Dissatisfied 17 21.8
Neutral 28 35.9
Satisfied 27 34.6
Strongly satisfied 4 2.1

Level of HH members satisfaction with health facility service provision 
process

Strongly dissatisfied 12 1.9
Dissatisfied 63 10
Neutral 170 27
Satisfied 331 52.5
Strongly satisfied 54 8.6

Does household members are satisfied with laboratory services? Strongly dissatisfied 0 0
Dissatisfied 19 5
Neutral 27 7.1
Satisfied 287 75.7
Strongly satisfied 46 12.1

Does household members are satisfied with drug supply services? Strongly dissatisfied 8 1.3
Dissatisfied 170 27
Neutral 159 25.2
Satisfied 239 37.9
Strongly satisfied 54 8.6

Level of HH member satisfaction with health facility staff behavior Strongly dissatisfied 2 0.3
Dissatisfied 59 9.4
Neutral 145 23
Satisfied 381 60.5
Strongly satisfied 43 6.8
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participating CBHI scheme related meeting, provider 
respectfulness, able to get ordered laboratory test service, 
extra payment for drugs, waiting time, travel time and 
family size (Table 6).

Among the independent variables entered into multi-
variable analysis; participation of CBHI schemes related 
meeting, household members who get respect from health-
care providers, sick family members able to get the ordered 
laboratory test services and paying extra money for drug 
supply were factors significantly associated with outcome 
variable. The odds of household head satisfaction were 
1.948 times higher for HHs participating in CBHI schemes 
related meeting than those not attended the meeting 
(AOR = 1.948, p = 0.012, 95% CI = 1.160, 3.271). For those 
household heads who get respect from healthcare provid-
ers, the odds of household head satisfaction were 9.209 
times higher than those who did not get such respect 
(AOR = 9.209, p = 0.000, 95% CI = 2.730, 31.06). The odds 
of household head satisfaction were 2.143 times higher for 
sick family members who get the ordered laboratory test 
services than those who did not get such service 
(AOR = 2.143, p = 0.020, 95% CI = 1.127, 4.072). The odds 
of household head satisfaction were 0.049 times less for 
HHs having paid extra money for drug supply when com-
pared with those enroll who get the prescribed drugs 
(AOR = 0.049, p = 0.011, 95% CI = 0.285, 0.847) (Table 6).

Discussion

The overall satisfaction level of households on CBHI 
scheme in Gudeya Bila District during the study period 
was 56.2%. This result was in line with the study con-
ducted in Sheko district, Southwest Ethiopia and Anilemo 

District, Hadiya Zone, Southern Ethiopia which showed 
household satisfaction on CBHI is 54.7% and 54.1% 
respectively.4,18 However, the finding was lower than the 
study conducted in Damotwoyde district, Wolaita Zone, 
Ethiopia in which the household satisfaction on CBHI 
schemes was 91.38%.16 In contrast, the study conducted 
on household satisfaction with health insurance in Nigeria 
indicated the clients’ satisfaction of 42.1% which is lower 
than what was revealed by this study.19 This variation 
may be due to the study settings, socio-demographic 
characteristics of respondents and duration of study 
period.18

Participation in community-based health insurance 
schemes related meetings were significantly associ-
ated with satisfaction of HHs on CBHI schemes in the 
study area. The possible explanation were respondents 
who attend the meetings may have basic understanding 
of the role of CBHI; how the CBHI scheme works and 
know what is being offered by the scheme. Out of 
respondents who attended CBHI related meeting, 
majority of them had good knowledge on CBHI bene-
fit packages. Such participation may help enrollments 
to know their right and responsibility and may help 
them to ask the needed health services according to the 
contractual agreement. It is in line with study con-
ducted in Kilte Awelaelo District, Tigray Regional 
State Ethiopia, which indicated that, attending CBHI 
related meeting have positive impact to participate in 
the scheme.5

As cited in this study, healthcare providers’ respectful-
ness during service provision makes a significant associa-
tion with HHs’ satisfaction on CBHI scheme. In agreement 
with this finding, studies revealed that healthcare provider 
respectfulness during service provision determines their 
level of satisfaction and healthcare provider respectfulness 
during service provision increased satisfaction of respon-
dents with CBHI scheme.16,20 Besides, the study conducted 
in health care facilities of North Shewa Zone, Ethiopia 
have showed that respectful care of health work force is a 
deep sense to alleviate clients suffering, developing the 
inner sense, sharing their pain to address patients core 
needs.21 Such healthcare providers’ respectfulness may 
increase satisfying to working environment and leads to 
fewer complaints of clients and create better relationship 
between health workers and patients which may leads to 
HH satisfaction on CBHI scheme and increase the quality 
of health care.

Among health services, laboratory service is one mea-
sure that proved quality of services in a health facility. 
Among health facility related services, laboratory service 
was positively associated with satisfaction of HHs on 
CBHI schemes in the study area. As indicated in this study, 
respondents who get the ordered laboratory test services 
had 2.143 times more likely to be satisfied. This associa-
tion may be suggesting that accessibility of health services 

56.2%

43.8%

Satisfied Unsatisfied

Figure 3.  Overall satisfaction level of HHs on CBHI scheme 
in Gudeya Bila District, East Wollega Zone, Oromia Region, 
Ethiopia, 2020.
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determines the satisfaction of HHs to community-based 
health insurance scheme. In agreement with this study, 
other studies have revealed that laboratory service deter-
mines HH level of satisfaction on CBHI and improved 
laboratory services were one of the reasons for HH’s 
satisfaction.4,16,20

Extra payment due to lack of services in the health 
facilities is one factor that members couldn’t resist since 
CBHI program is launched to minimize catastrophic extra 
payments. According to this result, HHs who paid extra 
payment for drug supply had less likely satisfied on CBHI 
scheme than those who get prescribed drugs. This finding 
was in line with different studies conducted at different 
sites.20,22 This may be due to enrolled HHs did not get the 
ordered drugs in health facilities and enforced to buy drugs 
from privet clinics which might be the reason for less sat-
isfaction of households on CBHI schemes.

Different studies revealed that, among the major factors 
that make the client dissatisfied with the health care services 
at public health institutions is lack of drugs in the health 
facilities. In line with this finding, the study conducted in 
Tigray regional state showed that HHs were exposed to 
extra payments at time of service.20 In similar way study 
conducted in South Wollo Zone revealed that, large num-
bers of households were exposed for additional healthcare 
payment even if they are member to CBHI scheme.22

According to this finding and different studies,5,20,22 
members of CBHI schemes which are expected to get ser-
vice without any extra payment at the time of service are 
now obliged to pay for drug supplies. Such experience 
may hinder members from renewing their membership 
which may leads to dropouts from the scheme and non-
members from enrolling in CBHI scheme since there is 
still extra payments are requested.

Table 6.  Bivariate and Multivariable Logistic regression analysis results on factors associated with HH’s satisfaction on CBHI 
schemes in Gudeya Bila District, East Wollega Zone, Oromia Region, Ethiopia, 2020 (N = 630).

S.no Variables Category

CBHI satisfaction

COR with 95% CI AOR with 95% CIYes No

1 Marital status of 
respondents

Married with one spouse 296(57%) 223(43%) R R
Married with more than one spouse 31(61%) 20(39%) 1.168(0.648–2.103) 1.287(0.481–3.443)
Separated/divorced 13(38%) 21(62%) 0.466(0.229–0.952) 4.672(0.638–34.20)
Widowed 14(54%) 12(46%) 0.879(0.399–1.937) 1.250(0.332–4.710)

2 Occupation of 
respondents

Daily laborer 33(60%) 22(40%) R R
Farmer 251(53%) 224(47%) 0.643(0.323–1.280) 1.016(0.265–3.900)
Merchant 70(70%) 30(30%) 0.48(0.302–0.764) 0.518(0.152–1.771)

3 Respondents’ 
residence

Urban 104(75%) 35(25%) R R
Rural 250(51%) 241(49%) 2.864(1.879–4.368) 2.792(1.343–5.808)

4 Type of enrollments New 47(47.5%)52(52.5%) R R
Renewal 307(58%) 224(42%) 0.659(1.029–1.414) 0.924(0.450–1.898)

5 Respondents’ 
participation in CBHI 
related meetings

Yes 211(59%) 144(41%) 1.353(1.085–1.858) 1.948(1.160–3.271) 
*

No 143(52%) 132(48%) R R
6 Does HH members 

got respect from 
healthcare providers

Yes 348(60%) 228(40%) 12.21(5.141–28.99) 9.209(2.730–31.06) 
*

No 6(11%) 48(89%) R R
7 Did sick family 

members able to 
get the ordered 
laboratory test 
services

Yes 257(80%) 66(20%) 2.920(1.612–5.291) 2.143(1.127–4.072) 
*

No 32(57%) 24(43%) R R

8 Did you paid any 
extra payment for 
drug supply

Yes 86(42%) 118(58%) 0.430(0.306–0.604) 0.492(0.285–0.847) 
*

No 268(63%) 158(37%) R R
9 Waiting time to get 

health services
<30 min 125(60%) 82(40%) 1.291(1.221–1.810) 0.922(0.535–1.589)
≥30 min 229(54%) 194(46%) R R

10 Travel time in 
minutes to reach 
health facilities

<60 min 105(68%) 50(32%) 1.906(1.301–2.792) 0.614(0.270–1.397)
≥60 min 249(52%) 226(48%) R R

11 Respondents’ family 
size

<5 146(49%) 150(51%) R R
>5 208(62%) 126(38%) 1.696(1.235–2.330) 0.763(0.449–1.297)

R: Reference category, *Significant at p value <0.05, COR: Crude odds ratio, AOR: Adjusted odds ratio.
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Strength and limitation of the study

As the strength of the study, the primary data were col-
lected from community which may reveal the real picture 
exist in the community. As a limitation, it was only focused 
on the demand side point of view (households who 
enrolled), and the supply side view (provider side) was not 
explored.

Conclusion and recommendation

Conclusion

The level of household heads satisfaction toward CBHI 
scheme at the study area was moderate. Households’ 
attending CBHI scheme related meeting, Household mem-
bers who get respect from healthcare providers, and sick 
family members who able to get the ordered laboratory test 
services were found to be positively associated to satisfac-
tion of HHs on CBHI scheme. This study also revealed 
that extra payments for drug supply at private health facili-
ties during services was found to be negatively associated 
with satisfaction of HHs on CHBI scheme.

Recommendation

Based on this finding, we recommend for Gudeya Bila dis-
trict betterment especially on identified determinant fac-
tors of HH satisfaction as follows:

 � The district health office and health facility man-
agement committee should look for different 
mechanisms to enable catchment health facilities 
to have essential drugs and supplies.

 � Health facility management bodies should give 
attention to laboratory services and making the ser-
vices easily accessible for the enrolled members all 
the time.

 � CBHI scheme board and management bodies are 
recommended to conduct continuous supervision 
of HH satisfaction level to deduce methods to 
improve health care service delivered by health 
facilities.

 � It is highly suggested that, a detailed and extensive 
study should be conducted by adding qualitative 
aspects to get the clear picture of the whole situa-
tion of the problem.
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