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ABSTRACT 

Background: In Ethiopia, utilization of health services remains low and unevenly 

distributed. To ensure appropriate health care use, we need to understand factors affecting 

health care use, and the reasons for low levels of utilization among our community.  

Objective: To assess health service utilization and associated factors among community 

based health insurance members in Efratanagidm district in North Shewa zone, Amhara 

region, Ethiopia, June, 2019. 

Method: A community based cross-sectional study was conducted from February to 

March, 2019. Six hundred thirty four participants were selected using cluster sampling 

method and were interviewed using structured and pretested questionnaires. Data was 

coded, entered and cleaned by using EPI INFO version 7 and analysis was done by using 

SPSS version 20. Bivariate and multivariable analysis were employed to determine the 

relationships between health service utilization and factors associated with it. Variables 

which had p<=0.25 in bivariate was interred in to multivariate logistic regression. 

Results: The health service utilization (70.7%) was found to be less than two visits. 

Married respondents were 4.11(AOR=4.11, 95%CI: 1.848-9.140) times more likely to 

visit health institution. Those who perceived their family health status was poor were 

2.15(AOR=2.15, 95%CI: 1.434-3.236) times more likely to visit the health institution. 

Participants those who had no a history of inpatient were 0.37(AOR=0.37, 95%CI: 0.202-

0.667) times less likely to visit the health institutions. Respondents who prefer health 

center for their first treatment were 1. 98(AOR=1.98, 95%CI: 1.288-3.047) times more 

likely utilize health service. 

Conclusion: In this study, health service utilization among community based health 

insurance members was poor(less than two visits). Marital status, family health status, 

being inpatient, challenges face during health facility visit, perceive presence of medical 

equipment in health facility, interested in health service, first choice of health facility and 

health professional respect to patient were the factors which affect health service 

utilization. 

Key words: Health services utilization, Health insurance, Community based health 

insurance. 
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1. INTRODUCTION 

1.1. Background  

The World Health Organization (WHO) considers health insurance is a promising means 

for achieving universal health-care coverage through improving health service utilization 

[1]. Many countries seek to increase utilization of health services and promote equitable 

access to health care, especially in the developing world [2]. 

 To increase health service utilization and improve health status, one needs to understand 

the forces that encourage and inhibit health service utilization. Policymakers need to 

identify patterns of health seeking behaviors and health service utilization, to ensure fair 

access to health care services [3].According to Andersen’s model of behavioral health 

service, utilization of health services involves 3 components: primary determinants, 

health behavior, and health outcome factors [4].  

Community-based health insurance schemes are non-profit health insurance schemes, 

based on the ethics of mutual aid and the collective pooling of resources and health 

risks. It is particularly suited for the self-employed and persons in the rural areas, whose 

sources of income are irregular and who may lack access to adequate private and 

employer-assisted health insurance [5].  

A major benefit of CBHI schemes is the fact that the poor have increased access to basic 

health services, to improve health service utilization, quality of health care services and 

to improve financial access through cooperative community efforts [6]. 

There is evidence that CBHI improves resource mobilization for health sector, improve 

health service utilization and provide financial protection for members in terms of 

reducing their out-of-pocket expenditure [7].  

 

 

https://www.sciencedirect.com/science/article/pii/S0168851009000542#bib3
https://www.sciencedirect.com/science/article/pii/S0168851009000542#bib3
https://www.sciencedirect.com/science/article/pii/S0168851009000542#bib3
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The health service utilization in Africa is low and sub-Saharan Africa in particular is very 

low ranging from only 0.2 annual visits to 2 visits [8]. Due to this reason many country 

are purchasing health care services from providers which are allocated efficiently called 

Health insurance which is one of the complex methods of health care financing [9].  

Only about 1.2% of the citizens had health insurance from both private and public 

agencies. Generally, health insurance coverage in Sub-Saharan countries is low. The 

existing health insurances covered almost exclusively the formal sectors, which 

accounted for 10% of the population. The majority of poor informal sector workers and 

rural self-employed residents in Africa had never accessed social protection related to 

health insurance programs [10].   

The health Care financing strategy, implemented over the past 15 years in Ethiopia, is 

meeting its objectives. It has provided greater autonomy to health care facilities and 

mobilized revenue for facilities, including primary health care facilities. Ethiopia is 

developing PHC through its Health Extension Program (HEP) and Primary Health Care 

Units (PHCU) as the principal means to achieve service coverage, the first dimension. It 

is investing to reduce disparities and improve equity in access. This will be 

complemented by strengthening of hospitals at various levels and other complementary 

services. Ethiopia has also made efforts to assure financial risk protection through the 

expansion of community-based health insurance and social health insurance, the second 

dimension [11].  

Ethiopia, with the aim of achieving universal health coverage by substantially reducing 

out of-pocket spending for health care and increasing utilization of health services, 

established community-based health insurance scheme in 2011 and is now being scaled 

up to reach a target of 80% of people in 80% of districts by 2020[12]. 
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The benefit package of community based health insurance includes both outpatient and 

inpatient service utilization at public facilities. It also includes food services, drug, 

laboratory and imaging services. All government health facilities which fulfill the 

minimum standard of service delivery are contracted to provide services to members. 

Now in Ethiopia 1772 health facilities are contracted to give health care service to more 

than 16,000,000 CBHI members and beneficiaries. CBHI members may not seek care in 

private health facilities unless a particular service or drug is unavailable at the contracted 

public facility.  

The scheme excludes treatment abroad, transportation and treatments with large cosmetic 

value such as artificial teeth and plastic surgery. The scheme has a referral procedure: 

members are expected to first visit health centers and if they have referral letters from 

these facilities they can get care at hospitals (district or regional). Those who do not 

follow this referral procedure need to cover half the costs of their medical treatment [13]. 

Better quality of care given by health facility would increase people’s expectations of 

getting value for money in case of illness and enhance demand for community based 

health insurance. One of the main challenges which hinder health care access and quality 

is the lack of resources. To address this challenge and hence to mobilize adequate 

resources for the health sector, different resource mobilization activities have been 

implemented, including: (1) revenue retention by health facilities for quality 

improvement; (2) implementation of fee waiver system for enhanced equity; (3) 

establishment of private wings and outsourcing for better efficiency; and (4) pilot and 

implementation of community based and social insurance schemes for improved financial 

access to health services, avoiding payment at the point of care delivery[7].  

Evaluation of community based health insurance pilot schemes in Ethiopia 2008 E.C 

final report show that despite the increase in service utilization, the data from the health 

facility claim shows there is many repeated record of one patient and large proportion of 

payment is done. CBHI schemes in Ethiopia reimbursed more than 16.9 million birr to 

contracted health centers and hospitals for services rendered.  
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The claim document confirmed that CBHI has increased the utilization of services and 

retained revenues in health facilities, particularly health centers. More than 90 percent of 

service utilization by members takes place in, and more than 90 percent of reimbursement 

is made to, health centers. Overall CBHI schemes seem to provide the correct utilization 

pattern and payment trends [13].  

Health insurance implemented in developed countries benefits people through available 

prompt medical care, improving their health status, providing better health outcomes, 

reducing the physical burden for the insured and the demand for free-cost care from the 

provider[14]. CBHI schemes may hold strong potential to improve financial protection 

and enhance utilization among their enrolled populations, there is huge variation in the 

effects and coverage achieved [15]. 

1.2. Statement of the problem 

World Health Organization recommended compulsory health insurance as the best form 

of health-care financing even though many factors affect clients’ participation. There is 

increasing advocacy for community-based health insurance (CBHI) schemes as part of a 

broader solution to health care financing problems in low-income countries, but still there 

is very limited use of health service utilization among community based health insurance 

members [16].  

Low and middle-income countries (LMICs) have difficulties achieving universal 

financial protection, which is primordial for universal health coverage. A promising 

avenue to provide universal financial protection for the informal sector and the rural 

population is community-based health insurance [17]. CBHI aims to facilitate access to 

healthcare, increase health service utilization and increase financial protection against the 

cost of illness, particularly for informal sector population. 
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Ethiopia is one of the sub Saharan countries most affected by high disease burden 

reflected by the high rate of maternal and child mortality. Under the first five year rolling 

plan of the health sector development plan (HSDP), the overall performance of the health 

sector had improved; however, the ability to deliver essential services in rural settings 

was less successful [18]. 

 The study in Achefer, North-West Ethiopia, identified that a higher number of study 

subjects with chronic illnesses were observed among the insured households than the 

uninsured households [19]. 

The CBHI evaluation report done by Ethiopian health insurance agency on June, 2015 

show that total outpatient and inpatient utilization of government facilities in Ethiopia is 

0.7 visits where as in Amhara region is 0.2 visits per person per year. This is very far 

from the 3 visits of World Health Organization and Ethiopian health sector development 

program (EHSDP) and is the lowest in sub Saharan Africa. Now 340 districts in Ethiopia, 

181 districts in Amhara region and 22 districts in north Shewa zone are implemented 

CBHI [20]. 

 Based on Efratanagidm district report CBHI member’s health service utilization is 

decreased from time to time and limited for specific members who have chronic cases. 

And there is high drop out of members (membership coverage is decreased from 35% to 

22% in 2018), very few new members and scheme’s collected revenue goes to negative. 

Parallel to this; there is no research done on health service utilization and associated 

factors among community based health insurance members in north Shewa zone as well 

as in Efratanagidm district.  

To strengthen the health system, improve community health status, and promote 

equitable access to health care service, it is essential to understand the factors associated 

with health service utilization. Therefore, the aim of this study is to assess health service 

utilization and associated factors among community based health insurance members in 

Efratanagidm district, north Shewa zone, Ethiopia.  
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1.3. Significance of the study 

 Community pre-payment scheme in developing countries is important to increase 

healthcare utilization and minimize the impoverishing effect of healthcare expenditure. 

Ethiopia is committed to achieve universal health coverage (UHC) by expanding high 

quality health care services that are equitable and accessible to all. Because financial risk 

protection is a critical component of UHC. 

 Ethiopia has begun establishing a comprehensive and sustainable risk protection system 

with health care financing mechanisms adapted to our country’s needs so as to improving 

financial access to health care services; improving quality of health care service and 

increase health care service use in the health sector through community based health 

insurance.  

Some researchers have examined different objectives in CBHI at household level in 

different country. But, they overlooked the health service utilization and associated 

factors of health service utilization.  

Furthermore, very little is known about whether the schemes are meeting the 

government’s objectives of promoting utilization of health services. Therefore this 

research is answering the question of the main factors affecting health service utilization 

and the health service utilization among CBHI members. 

 It provides essential information for Efratanagidm district which has low health service 

utilization, high drop out of members, very few new members and scheme’s collected 

revenue goes to negative.  Additionally this study provide information to policymakers 

before the countrywide rollout of CBHI in Ethiopia.  
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2. LITERATURE REVIEW   

2.1 Health services utilization among CBHI members  

Several studies have shown that low socio-economic status, older age, gender disparities, 

low education level, large family size, and limited physical and financial accessibility 

result in poor health service utilization. A study in the former Soviet Union found that 

lack of financial support was the most important reason for not seeking care [21].   

Numerous studies reported that poor health status, type of illness, and poor self-assessed 

health influenced utilization of health services [22]. In many developing countries, 

physical accessibility, infrastructure (including hospital location), and availability of 

transportation influence health service utilization [23].  

CBHI aims to facilitate access to healthcare and increase financial protection against the 

cost of illness, particularly for informal sector population. While CBHI schemes may 

hold strong potential to improve financial protection and enhance utilization among their 

enrolled populations, there is huge variation in the effects and coverage achieved [14]. 

Community based health insurance members health service utilization in developing 

countries is generally low and it is also affected by various factors. Poor healthcare 

quality (including stock-outs of drugs and medical supplies and long waiting times) were 

found to be associated with low utilization of health care [24].  

A randomized control trial measuring the impact of CBHI on the utilization of healthcare 

services showed that the CBHI schemes increase outpatient visits of insured people. 

However, there was no significant difference between insured and non-insured groups in 

inpatient care utilization [25]. Study done in Burkina Faso shown that community-based 

health insurances increases utilization of health care for the member’s [26].  
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Studies on mutual  health  insurances  in  Rwanda  recognized  that  membership  in  

mutual health insurances significantly associated with increased utilization of health 

services and higher  degree  of  financial  risk  protections . However, studies in Burkina 

Faso shown that no health care utilization difference between  members  and  non-

members  if  they  are  living  far  from  health  facilities [27].  

A study conducted in Gauteng province, South Africa in 2013 point out that 4.3% of 

respondents did not seek health care service; the main reasons for not using public health-

care services was poor quality of care, in availability and in accessibility of health care at 

public health [28].  

A study done in Kaloleni district of  Kenya 2017 shows that utilization of health services 

was 77.8% required healthcare in a health facility, 75.3% of the households reported a 

sick member in the household, 19.1% of household members had a health complaint, 

23.3% that did not seek health services during their illness,42.8% self-medicated by 

buying non-prescription drugs from drug vendors, 20% did not seek health care from 

facilities as it was too costly or they did not have money to pay for the service ,9.9% the 

illness was not serious to visiting a health facility and 8.1% the nearest health facility was 

too far from them or they did not have transport [29].  

A survey 6th round Health Accounts Household Health Expenditure and Service 

Utilization conducted among ill individuals on overall regions of Ethiopia, indicate that, 

nationally about 53% out of ill individuals visiting a health facility to seek care [30].   

A study conducted in four districts of Jimma zone south west Ethiopia, showed that 

health services utilization per year was found to be 35.5% at government health facility 

and 18.5 at the private health facility [31].   

 

A study conducted in Dessie district, north east Ethiopia indicates that modern health 

services utilization was 41.8%. The average number of visits for health institution was 

1.15 with minimum of 0 and a maximum of 3 visits, regarding illness in the last 12 
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months before the study conducted 59.1% reported that they encountered one or more 

acute illness. Among them, 40.7% encountered acute illness only once whereas the rest 

had encountered two or more times. [32].  

A study conducted in Bedele Town, Illubabor Zone, Ethiopia showed that 49.6% have 

utilized health service preceding the survey. Major reason that delay those individual who 

need health care and could not obtain health care service are:  financial problems 63.2%, 

bearing in mind that condition is not serious 16.2%, lack of medical facility and 

equipment 14.7%, and others 5.9%, go to spiritual and traditional medicine [33].  

Furthermore, some research has shown that dissatisfaction with health services leads to 

less utilization of health services [23].  

2.2. Factors Associated with health service utilization among CBHI 

members 

A variety of factors have been identified as determinants of utilization of health services, 

including socio-demographic status, health service satisfaction, health status, and health 

service issues[34].  

Numerous studies reported that poor health status, type of illness, and poor self-assessed 

health influenced utilization of health services [35].  Furthermore, some research has 

shown that dissatisfaction with health services leads to less utilization of health services 

[25].  

 

 

2.2.1. Socio-demographic characteristics of people 

Factors such as sex, age, marital status and educational status are significantly affecting 

health service utilization and access to healthcare services [36]. 

 



11 
 

Studies on renewing membership in three community-based health insurance schemes in 

India shown that greater understanding of the scheme has a positive association to remain 

in the scheme than socioeconomic status. Gender reported as to affect the utilization of 

health and medical services in some developing countries [37].  

 

A study conducted on factors affecting utilization of health services in Thailand indicate 

that occupation, economic status, knowledge and attitude towards health center and 

quality as well as convenience of health services were found to be associated with health 

center utilization. [38].  

 

A study conducted in Gauteng province, South Africa indicate that as the education level 

increased, respondents were more likely to seek health-care, respondents who were 

satisfied with government-provided health-care were more likely to seek health-care. 

Those with medical insurance visited more frequently than those without any medical 

insurance (82.1% vs. 8.1%). This research also indicates that males 6.9% were more 

likely than females [28].  

 

Some studies in sub-Saharan Africa and Asia suggest that CBHI operations have only 

had limited successes in ensuring affordable, participatory, and sustainable access to 

health care. Furthermore, more wealthy and powerful groups often inappropriately 

capture the benefits of policies that intended to benefit poor people [39].  

 

A survey conducted in Kaloleni districts of Kenya among 1141 study participants 

involved 38% of participants reported no schooling, 31% reported primary incomplete, 

15% reported completing primary school, and 14% reported secondary or above. Survival 

farming was stated to be the most common occupation 46%, income was obtained from 

crops 52%, livestock 28%, business and assets 13%, most of the respondents travel on 

foot was 61%, while 71% have radio and 8% have telephone [40].  
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Across sectional study conducted among 284 elderly adults in 2015 Bedele Town, 

Illubabor Zone, Ethiopia indicate that ,age below mean 1.127 more utilize health care  

than above mean and female 1.6 more utilize health care than male [33].  

 

The study done in Jemma, Ethiopia showed that sex, marital status, presence of disabling 

health problem, household income and socioeconomic status were found to have a 

significant association with health care utilization [31].  

 

A study conducted on barriers to accessing health care services in Holeta town, Oromiya 

region showed that 92.4% respondents were not included in the medical insurance 

scheme, the main reasons why household doesn’t have a medical insurance scheme were: 

27.6% they don’t know about medical schemes, 21.2% may provide unnecessary care to 

make money, 54.8% are agreed, 40.2% the cost of health care is worth paying for the 

rest, 59.8 % reported it is too expensive to the service they get, 67.8%, medical schemes 

are expensive and they often won’t pay for care that they needed, [41].  

 

2.2.2. Healthcare system 

 In many developing countries, physical accessibility, infrastructure (including hospital 

location), and availability of transportation influence health service utilization [24]. A 

visit to a physician during the past 12 months was used as an index of health service 

utilization. Andersen’s model of health utilization was used to predict health service 

utilization [42]. 

Delay to seek medical services are now improved due to free access at the time of 

services it helps to remove barriers to access to health care, however, CBHI can also 

cause adverse selections and medical resistances, and inefficiency if no referral is 

required at hospitals: people will go directly to the hospitals to seek treatment even when 

suffering from minor ailments that could be taken care of at local health center [43]. 

 

Based on the study done in Gauteng province, South Africa, quality of care is reported by 

the majority (76%) of participants as a reason not to visit public health-care services. This 
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finding is consistent with previous studies where the majority of respondents indicated 

poor quality of care, far distance from the health facilities in public health-care services 

as a main reason not to visit them. Lack of health insurance is a barrier to accessing 

health-care, especially for the poor and other disadvantaged groups. Presence of illness 

episode, perceived transport, distance to the health center or hospital, and perceived 

health status were found to have a significant association with health care utilization [44].  

A study conducted in four districts of  Jimma zone south west Ethiopia  among adults 

indicate that utilization of health service associated with perceived transport cost 

,perceived treatment cost and distance to the nearest health facility were more likely 

utilized. Regarding accessibility to health services 34.2% responded that less than an hour 

to travel to the nearest health facility on foot [31].  

A cross sectional health service utilization study conducted in Amhara region among 

17,780 people revealed that, the most important reason for not vesting health institution  

where believed that  the disease did not need treatment in health  institution 

31.9%,Sought drug from vender 27.2%, vesting  traditional healer 20.2%, urban 

residence  and educational status of house hold head were significantly related to modern 

health institution teenager and person above age 60 were less likely visit health institution 

[45]. 
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2.2.3. Characteristics of health care professionals 

Patient’s perception of quality of care is critical in understanding the relationship between 

quality of care and utilization of health services and thus, should never be ruled out [46]. 

Likewise ,the study done in Africa shown that health insurance schemes are initiated by 

healthcare providers (such as a town or regional hospitals) to encourage utilization of 

healthcare services by showing  respect for patients[39].  

The study done in Gauteng province, South Africa, 50% and 30% of healthcare providers 

had good approach of care giving for patient and respecting of patient, respectively. On 

the other hand there is also other study done in this country, 30% and 22% of health care 

providers had respect of patient and Service providers’ friendliness, respectively [47].   

Occasionally, enrollment status in community-based health insurance lead to poorer 

quality of care. This were evidenced by study carried out in Nouna health district, 

Burkina Faso , the declining quality of care due to the CBHI provider payment method 

was a source of significant professional stress and role strain for health workers. Health 

workers felt increased financial volatility of health facilities, dissatisfaction with eligible 

costs to be covered by capitation and increased pharmacy stock-outs, limited financial 

and material support from the CBHI   and lack of mechanisms to increase provider 

motivation to support the CBHI. Above all, CBHI impeded their ability to fulfill 

professional roles and responsibilities [42].  

Conceptual framework for community based health insurance 

The framework uses the independent variables socio-demographic variables, health care 

system characteristics and characteristics of health care professionals. Therefore, the 

conceptual framework below shows the relationship of variables in summary. 
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Figure 1. Conceptual Framework based on Revisiting Behavioral Model and Access to 

Medical Care on health service utilization and associated factors among CBHI members 

in Efratanagidm district in North Shewa zone, Amhara region, Ethiopia,2019 [48]. 
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3. OBJECTIVE 

3.1. General Objective 

 To assess health service utilization and associated factors among community based health 

insurance members in Efratanagidm district, North Shewa zone, Amhara region, 

Ethiopia, 2019.  

3.2. Specific Objective 

 To assess health service utilization among CBHI members in Efratanagidm district, North 

Shewa zone, Amhara region, Ethiopia, 2019. 

 To identify factors that affect health service utilization among CBHI members in 

Efratanagidm district, North Shewa zone, Amhara region, Ethiopia, 2019. 
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4. METHODS AND MATERIALS 

4.1. Study area and period 

In Ethiopia, Amhara region is one of the pilots to implement community-based health 

insurance and north Shewa zone among pilot zone in Amhara region. Now twenty-two 

districts are applying community-based health insurance in north Shewa zone. Among 

these, Efratanagidm is one of purposely-selected district, which is the previous to 

implement community based health insurance [20]. Efratanagidm district is located 140 

km from Debre Birhan and 271km from Addis Ababa. The study participants are CBHI 

members who reside in Efratanagidm.  According to the 2007 projection, the total 

population in Efratanagidm district estimated about 144,232. Among these total members 

in the district are 39,501. The study was conducted from February to March, 2019. 

 

Figure 2. Map of Efratanagidm district, north shewa zone, Amhara region Ethiopia. 
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4.2. Study design: 

A community based cross-sectional study design was conducted. 

4.3. Source population 

The source population for this study was all households’ registered and receive 

community based health insurance card in the Efratanagidm district.  

4.4. Study population 

The study population of this study was all selected households in the Efratanagidm 

district. 

4.4.1 Study unit:  

The study unit of this study was head of household. 

4.5. Sample size determination and sampling procedure 

 4.5.1. Sample size procedure 

The sample size were determined by using a formula for determination of sample size for 

a single population proportion, considering=50% (no previous study), confidence level 

(CI) =95% & marginal error (d) =5%. The sample size (n) calculated as follows: 

n =
(𝑍𝛼

2
)

2
[𝑃(1 − 𝑃)]

(𝑑)2
=

(1.96)2[0.5(1 − 0.5)]

(0.05)2
= 384                                           

 

 

Where:                                                     

 n= the required sample size  
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 𝑍𝛼
2⁄ = 95% confidence level (1.96).  

 P= proportion of health service utilization among CBHI member =50% 

 d =Is the absolute precision or allowable marginal error between the hypothesized and 

the estimated proportion of health service utilization among CBHI member = 0.05. 

 Multiplying by design effect of 1.5 to accommodate variations. And adding a 

contingency of 10% for non-response rate = 58 Then total sample size will be = 634. 

 

4.5.2. Sampling procedure 

Cluster sampling technique were employed. In Efratanagidm district, there are twenty-

seven Keble. These twenty-seven Keble divided in to seven clusters based on 

geographical location. Among seven clusters, three clusters were selected by using lottery 

method. Then three Keble were selected from each selected cluster by using simple 

random sampling method. Then to obtain 634 study subjects by cluster sampling 

techniques; head of household from selected household were interviewed as a study 

participant.   For households in which head of household were not found at home, two 

visits had been made before considering them as not at home. Then if they weren’t found 

in two visit they would be counted as non-response rate.    
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Figure 3. Diagrammatic presentation of selection of the study subjects in Efratangidm 

district, 2019.  
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4.6 Variables 

4.6.1 Dependent variable 

Health service Utilization among CBHI members 

  4.6.2   Independent variable 

Socio-demographic characteristics of CBHI members: 

 Age, sex, marital status, occupation, religion, educational status, family size, perceived 

health status. 

Health care provider related characteristics:  

 Health professional respect of patient, health professional good approach to patient 

during treatment, health professional friendliness and interested in health service. 

 

Health facility characteristics:  

 Distance from health facility, availability of equipment’s, waiting time, modern transport 

to health institutions, availability of drug and laboratory.  
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4.7. Operational definitions 

 Health service utilization; Health services utilization in this study refers to the 

respondent went to modern health institutions in the last 12 months prior to the study. It 

is a dichotomous variable based on the survey question “How many times did you and 

your family get health care service in the last 12 months for preventive, curative, 

rehabilitative purpose?” And it is labeled as  

 Good >2 visits per person per year. 

 Poor <2 visits per person per year based on WHO standard. 

 Perceived health status: is the respondent’s report about their health status which will 

be assigned with numerical values according to: good, and poor.  

 Perceived quality of care: is the extent of the respondent’s view on the quality of 

healthcare delivery which was assigned good and poor.  

 Perceived presence of equipment in health facility: Extent of respondents view on 

presence of health equipment in health facility. 

 CBHI Coverage: number of people who receive CBHI cared in percent. 

 CBHI Benefit package: All services covered by community based health insurance. 

 

4.8. Data collection tool and procedure 

A  pre-tested  structured  questionnaire  was designed  to collect  relevant  information  

about household member health service utilization and associated  factors. The 

questionnaire was adapted based on different prior literatures and Ethiopian health 

insurance agency assessment tool on CBHI member’s satisfaction [12]. It includes 

necessary information about household heads, health facility characteristics and health 

service professional characteristics.  

A total of six health extension workers as data collectors and two BSC nurses as 

supervisors were recruited from the community. The supervisors were directed all the 

activities and check all questionnaires within 24 hours of completion.  Interviews had 

been made with household head.  All interviews were carry out in Amharic language. 



23 
 

4.10. Data Quality Assurance 

The  main  predictable  factor  affecting  quality  of  the  data were  the  skill  of  the  data 

collectors. Therefore, proper training was provided. Pretest  was  carry  out  with  5  %   

of  the  total  sample  households  in  another CBHI district which didn’t  included  in  the  

study. The English version questionnaire was translated to Amharic version 

questionnaire. Again the Amharic language questionnaire was back translated to English 

language to check for its original meaning. Furthermore, random checks was made in 

order to cross check the rationality of the collected data.   

4.11. Data Processing and Analysis 

The collected data were entered and coded using EPI INFO version 7 software and data 

had been exported and analyzed using SPSS Version 20 Statistical software. During 

analysis, descriptive statistics such as percentage, frequencies and other summary 

measures were calculated. Variables which were show statistical significance during 

bivariate analysis at P-value≤0.25 was entered to multivariable analysis. Adjusted odds 

ratios (AOR) with 95% CI, were estimated to assess the strength of associations and 

statistical significance had been declared at a P-value < 0.05. 

4.12. Ethical consideration 

Ethical Clearance was obtained from Debre Birhan University college of health science 

and medicine,  public health department. And oral informed consent was recieved from 

the participants after giving adequate information about the purpose of the study. Prior  to  

the  data  collection interviewers  verbally  briefed  participants  in  the  study  area  and  

request  informed consent  from  participants. 

To asure the confidentiality of the respondants  the name and address were not  aske and 

asure  not to be given for third party. All the participants in the questionnaire were tell 

them about their participation would be on voluntary basis and their information kept 

confident. Moreover, the purpose, procedures of the study, advantages and disadvantages 

had been told to participants. 
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4.13. Dissemination of Results 

The result of the study would be submetd to  Debre Birhan University college of health 

science, Ethiopian Health Insurance Agency(EHIA), North Shewa zone CBHI scheme, 

Efratanagidm district CBHI scheme. In addition the findings of the research would be 

presented on professional association meetings. High priority would be given to the 

timely dissemination of the study findings to the relevant organizations, stakeholders and 

published on national and international journals.  
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5. RESULTS 

5.1 Socio demographic characteristics of respondents 

A total of 634 households were participated with a response rate of 100 %. The age group 

25-44 had the highest frequency 363(57.3%); while the mean with standard deviation 

(±SD) of 41.45±12.4 years. There were 462(72.9%) males and 172(27.1%) females’ 

house hold head. Out of the respondents 547(86.3%) were married while 87(13.7%) were 

unmarried. 

More than half of the study participants 340(53.6%) were illiterate and 511(80.6%) were 

farmers. About 432(68.1%) participants were followers of the Orthodox Christian and 

Muslims accounted for 126(19.9%) of the study population. When health status of the 

family was self-assessed by participants of the study, 377(59.5%) perceived their family 

health status were poor. More than half of participants 328(51.7%) had five or less than 

five family size (table 1). 

Table 1. Socio demographic characteristics of participants (n=634) in Efratanagidm 

district, North Shewa zone, Ethiopia, June, 2019. 

characteristics  Number Percent (%) 

Age 18-24 19 3 

25-44 363 57.3 

45-65 238 37.5 

>65 14 2.2 

sex male 462 72.9 

female 172 27.1 

Educational status illiterate 340 53.6 

literate 160 25.2 

primary 134 21.1 

Religion orthodox 432 68.1 

Muslim 126 19.9 

protestant 76 12 

Family size <=5 328 51.7 

>5 306 48.3 

Perceived family health Status Good 257 40.5 

Poor 377 59.5 
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5.2 Health service utilization status 

Health service utilization among community based health insurance members was 83.1%. 

Those respondents who had no history of inpatient were only 79.3% where as 61.5% 

were not faced challenges during visiting health facility. And 55.4% were not perceived 

presence of equipment in health facility. On the other hand 54% were get respect from 

health provider health professionals (table 2). 

Table 2. Shows descriptive statistics of factors associated with health service utilization 

among community based health insurance members in Efratanagidm district, North 

Shewa zone, Amhara region, Ethiopia 2019. 

Characteristics   Number   Percent (%) 

Health service utilization yes 527 83.1 

 no 107 16.9 

Being inpatient yes 127 20 

 no 507 80 

Challenges faced during visiting health facility yes 225 35.5 

 no 409 64.5 

Perceived presence of equipment in health facility yes 259 40.9 

 no 379 59.1 

    Health professional respect  to patient yes 330 52.1 

 no 304 49.9 

 

Those who had less than two visits to health institution in the last 12 months prior to the 

study, were 359(56.6%). Out of the respondents 372(58.7%) of community based health 

insurance members were get health service from contracted health institution. Regarding 

to first choice of health institution 382(60.3%) were chosen health center first for their 

diagnosis of disease (table 3). 
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Table 3. Shows health service utilization status among community based health insurance 

member participants (n=634) in Efratanagidm district, North Shewa zone, Ethiopia, June, 

2019. 

characteristics  Number Percent  

First choice of health facility health center 382 60.3 

 Hospital 252 39.7 

Number of visits per year <2 visits 448 70.7 

 >2 visits 186 29.3 

Get health service from contracted health facility yes 372 58.7 

 no 262 41.3 

Interested in health service yes 292 46.1 

 no 112 17.7 

 

5.3 Factors association with health service utilization 

On binary logistic regression; sex, marital status, educational status, occupation, religion, 

perceived family health status, being inpatient, challenges face during health facility visit 

to get health service, perceive presence of medical equipment in health facility, interested 

in health service, first choice of health facility, satisfied at the given service in health 

facility, health professional respect to patient and health professional good approach to 

patient were associated with health service utilization  and were entered into the model. 
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Table 4. Shows binary regression of factors affected health service utilization among 

community based health insurance member participants (n=634) in Efratanagidm district, 

North Shewa zone, Ethiopia, June, 2019. 

Characteristics   Utilization of Health 

service 

Crud Odds Ratio(COR) 

  Good Poor  

    N. (%) N. (%)   

Sex Male 123(26.6) 339(73.4) 0.63(0.433-0.911)* 

  Female 63(36.6) 109(63.4) 1 

Marital Status Married 176(32.2) 371(67.8) 3.65(1.845-7.230)* 

  Unmarried 10(11.5) 77(88.5) 1 

Educational status Illiterate 103(30.3) 237(69.7) 1.65(1.022-2.649)* 

  literate 55(34.4) 105(65.6) 1.98(1.168-3.366)* 

 Primary 28(20.9) 106(79.1) 1 

Occupation Farmer 160(31.3) 351(68.7) 1.70(1.061-2.725)* 

 Merchant 26(21.1) 97(78.9) 1 

Religion Orthodox 126(29.2) 306(70.8) 1.38(0.866-2.190)* 

 protestant 31(40.8) 45(59.2) 2.30(1.243-4.273)* 

  Muslim 29(23.0) 97(77.0) 1 

Perceived family health status Good 98(38.1) 159(61.9) 1 

  Poor 88(23.3) 289(76.7) 2.02(1.431-2.863)* 

First choice of health facility Health center 96(25.1) 286(74.9) 1.66(1.171-2.340)* 

  hospital 90(35.7) 162(64.3) 1 

Being inpatient Yes 27(21.3) 100(78.7) 1 

  No 159(31.4 348(68.6) 1.69(1.063-2.693)* 

Challenges faced during visiting 

health facility 

Yes 81(36.0) 144(64.0) 1 

  No 105(25.2) 304(74.3) 1.63(1.146-2.314)* 

Perceived presence of equipment 

in health facility 

Yes 84(32.4) 175(67.6) 1.29(0.909-1.815)* 

  No 102(27.2) 273(72.8) 1 

Interested in health service Yes 86(29.5) 206(70.5) 1 

  No 25(22.3) 87(77.7) 0.59(0.352-1.002)* 

Health professional respect to 

patient 

Yes 75(22.7) 255(77.3) 1.96(1.381-2.768)* 

  No 11(36.5) 193(63.5) 1 

Satisfied in health service Yes 78(26.4) 218(73.6) 1 

  No 108(32.0) 230(68.0) 1.31(0.929-1.853)* 

Health professional good 

approach to patient 

Yes 106(27.0) 286(73.0) 1 

  No 80(33.1) 162(66.3) 1.33(0.940-1.888)* 

                          * Significant in bivariate analysis with p value <0.25. 
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Then in the model, marital status, family health status, being inpatient, challenges face 

during health facility visit to get health service, perceive presence of medical equipment 

in health facility, interested in health service, first choice of health facility and health 

professional respect to patient were found to have a significant association with health 

institution visit. But sex, educational status, occupation, religion, satisfied at the given 

service in health facility, satisfied in health facility service and health professional good 

approach to patient weren’t significantly associated. 

Married respondents were 4.11(AOR=4.11, 95%CI: 1.848-9.140) times more likely to 

visit health institution than unmarried ones. Those who perceived their family health 

status was poor were 2.15(AOR=2.15, 95%CI: 1.434-3.236) times more likely to visit the 

health institution than those who perceived their family health status was good.  

Participants those who had no a history of inpatient in the previous 12 months were 

0.37(AOR=0.37, 95%CI: 0.202-0.667) times less likely to visit the health institutions. 

Similarly, those who weren’t interested in health service were 0.48(AOR=0.48, 95%CI: 

0.250-0.908) times less likely to visit health facility as compared to interested in health 

service.   

Those who weren’t faced challenges in health institution at treatment getting were 

2.85(AOR=2.85, 95%CI: 1.737-4.683) times more likely visit health facility than faced 

challenges in health facility at treatment getting.  

Those who had health professional respect to patient were 1.81(AOR=1.81, 95%CI: 

1.154-2.853) times more likely to visit health facility as compared to who hadn’t respect 

by health professionals.  

Those who prefer health center for their first treatment were 1. 98(AOR=1.98, 95%CI: 

1.288-3.047) times more likely visit health facility as compared those who prefer hospital 

for their first treatment.  
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The participants who perceived presence of medical equipment were 1.89(AOR=1.89, 

95%CI: 1.225-2.900) times more likely visit health facility as compared to perceived no 

ones. 

Table 5. Shows the model result of factors associated with health service utilization 

among community based health insurance members in Efratanagidm district, North 

Shewa zone, Ethiopia, 2019. 

** Significant in multivariate analysis with p value <0.05. 

 

 

Associated factors   Health facility 

visit 

 Adjusted Odds 

Ratio(AOR) 

  Good Poor  

  No. (%) No. (%)  

Marital Status Married 176(32.2) 371(67.8) 4.11(1.848-9.140)** 

 Unmarried 10(11.5) 77(88.5) 1 

Family health status Good 98(38.1) 159(61.9) 1 

 Poor 88(23.3) 289(76.7) 2.15(1.434-3.236) ** 

First choice of health 

facility 

Health center 96(25.1) 286(74.9) 1.98(1.288-3.047)** 

 hospital 90(35.7) 162(64.3) 1 

Being inpatient Yes 27(21.3) 100(78.7) 1 

 No 159(31.4 348(68.6) 0.37(0.202-0.667) ** 

Challenges faced during 

visiting health facility 

Yes 81(36.0) 144(64.0) 1 

 No 105(25.2) 304(74.3) 2.85( 1.737-4.683)** 

Perceived presence of 

equipment in health 

facility 

Yes 84(32.4) 175(67.6) 1.89( 1.225-2.900)** 

 No 102(27.2) 273(72.8) 1 

Interested in health 

service 

Yes 86(29.5) 206(70.5) 1 

 No 25(22.3) 87(77.7) 0.48(0.250-0.908) ** 

Health professional 

respect  to patient 

Yes 75(22.7) 255(77.3) 1.81(1.154-2.853)** 

 No 11(36.5) 193(63.5) 1 
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6. DISCUSSION 

In this study; the health service utilization (70.7%) were found to be less than two visits 

which was poor as compared with world health standard which is three times per annum 

[8].This finding is similar with the study done in Sweden and other African countries 

especially sub Saharan African countries which was two times and less than two times 

per annum respectively [47]. This might be due to low accessibility and availability of 

health service and most of the time in people weren’t need treatment in health institution 

followed by buying drugs from drug vendors.  

Married respondents were 4.11(AOR=4.11, 95%CI: 1.848-9.140) times more likely to 

visit health institution than unmarried ones. This finding is consistent with the study done 

in Ulaanbaatar, Mongolia (AOR = 2.66, 95%CI: 1.50–4.72) [49]. This finding also 

consistent with the study done in Jimma zone; married respondents were 8.1 (AOR=8.1, 

95%CI: 2.387-27.18) times more likely to visit the health facilities as compared to 

unmarried ones [31]. Also consistent with the study done in Guba koricha district, west 

haraghe oromia region, eastern Ethiopia; married participants were 2.65(AOR=2.65, 

95%CI: 1.63, 4.31) times more likely use health services utilization as compared to 

unmarried ones [50]. This might be due to the fact that most unmarried respondents in 

this study were young and in better health than married respondents. In addition, family 

ties and responsibilities, including caring for children and relatives, are important in 

Ethiopian culture may increase health service utilization.  

Those who perceived their family health status was poor were 2.15(AOR=2.15, 95%CI: 

1.434-3.236) times more likely to visit the health institution than those who perceived 

their family health status was good. This finding is consistent with the study done in 

Jimma zone; those with a poor and very poor health status 11.7(AOR=11.7, 95%CI: 5.61- 

24.524) and 13.1 (AOR=13.1, 95%CI: 3.121-54.79) times more likely to visit the 

facilities [31]. 
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This is also consistent with the study done in Dessie, those with a poor health status more 

likely to visit health facilities as compared to a good health status ones [32]. This might 

be due to the fact that poor health status means there were sick one; so it needs treatment 

more frequently. Additionally in our culture most of the time people who perceived not 

sick weren’t visit health institution.  

Those who had no a history of inpatient were 0.37(AOR=0.37, 95%CI: 0.202-0.667) 

times less likely to visit the health institutions. This is different from the study done in 

Mongolia; those who had not been hospitalized were 2.1 (AOR = 2.1, CI: 1.22–3.73) 

times more likely to use health service [49]. But this finding is consistent with the study 

done in Dessie; those who perceived that their illness was severe were 

21.486(AOR=21.486, 95% CI: 5.88, 78.499) times more likely to visit health institution 

than those perceived mild illness [32]. This might be due to hospitalized patients may be 

more prone to illness and are more likely to have ongoing relationships with physicians 

and visit health facility. 

Similarly, those who weren’t interested in health service were 0.48(AOR=0.48, 95%CI: 

0.250-0.908) times less likely to visit health facility as compared to interested in health 

service. This finding is consistent with the study done in Mongolia; people who were 

interested with the overall service of health institution were 2.4(AOR=2.4, 95%CI: 1.12–

5.19) times more likely to use health services [49]. This finding is also consistent with the 

study done in Ghana; clients who viewed the overall health provision as good or very 

good were 2.1(AOR= 2.1, 95%CI, 1.3-3.3) times more likely to access healthcare with 

NHIS card as compared to those who rated the overall health provision as poor or very 

poor [51].This might be due to the fact that treatment isn’t only giving drugs for the 

patient; rather it includes psychological treatment and when they are interested in service 

they will get cure immediately.  
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Respondents who weren’t faced challenges in health institution at treatment getting were 

2.85(AOR=2.85, 95%CI: 1.737-4.683) times more likely to visit health facility than faced 

challenges in health facility at treatment getting. This finding is consistent with the study 

done in Rwanda; irritating conversation with patients beyond the low service, Failure to 

assist patients and lack of minimum care with harsh language has been leading to 

shocking atmosphere between health workers and patients [52].This might be due to 

treatment seeking behavior of people and work overload of health workers aren’t 

matched in developing country.      

Respondents who had health professional respect to patient were 1.81(AOR=1.81, 

95%CI: 1.154-2.853) times more likely to visit health facility as compared to who hadn’t 

respect by health professionals. This finding is similar with the study done in Ghana; 

Clients who viewed health providers’ respect as good or very good were 

1.9(AOR=1.9,95%CI:1.3-3.00 times more likely to access healthcare with NHIS card as 

compared to those who viewed service providers’ respect as poor or very poor[51]. This 

might be respecting is one of the way of treatment for patients. And when people come to 

health facility they need more treatment in addition to drugs and other medical treatment 

like psychological treatment.  

Respondents who prefer health center for their first treatment were 1. 98(AOR=1.98, 

95%CI: 1.288-3.047) times more likely visit health facility as compared those who prefer 

hospital for their first treatment. This finding is different from the study done rural 

Northern Ghana; among the insured, there was some variation as to which facilities were 

utilized for outpatient health services. The least poor used public hospitals for their 

outpatient health needs. But the uninsured predominately use pharmacies or licensed 

chemical shops (LCSs). These facilities are solely responsible for the sale of drugs to 

clients. For inpatient health services, the insured largely use public hospitals, although 

utilization by the least poor is more than double that of the poorest [51]. This findings 

might be due to the fact that the existence of the NHIS in Ghana has led to increased use 

of health service by the poorest who were insured but in Ethiopia there is limited access 

of hospitals and no National Health Insurance System (NHIS).  
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Service related factors like availability of medical equipment’s were associated with 

health service utilization. The participants who perceived presence of medical equipment 

were 1.89(AOR=1.89, 95%CI: 1.225-2.900) times more likely to visit health facility as 

compared to perceived no ones. This finding is consistent with the study done in Jimma 

hospital [52]. And also consistent with the study done in Mongolia, people who perceived 

presence of medical equipment at health institution were 3.61 (AOR=3.61, 95%CI: 1.93–

6.76) times more likely visit health institution [49].This might be due to the fact that; 

major sources of equipment in health institution were through purchasing and donation. 

Though health institutions do have limitation on purchasing medical devices and/or 

inability of donors to donate medical equipment’s. This will limit the healthcare service 

utilization of people especially whose medical diagnosis needs medical devices for 

diagnosis or treatment. 
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7. CONCLUSION 

Health service utilization among community based health insurance members was poor.  

Marital status, family health status, being inpatient, challenges face during health facility 

visit to get health service, perceived presence of medical equipment in health facility, 

interested in health service, first choice of health facility and health professional respect 

to patient were affect health service utilization among community based health insurance 

members.  

In this study; from many factors expected to affect health service utilization of 

community based health insurance members; sex, educational status, occupation, 

religion, satisfied at the given service in health facility, satisfied in health facility service 

and health professional good approach to patient weren’t show significant effect.  
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8. RECOMNDATION  

 The zonal health department: 

 Helping people to improve their health-related behaviors and empowering the community 

about their health status to improve utilization of health services.  

 Institutionalizing community based health insurance through initiative so as to develop 

zonal pool to community based health insurance members which will be a sustainable 

program and give better access to health service utilization for members. 

 Efratanagidm district  community based health insurance scheme: 

 Improved trust in medical care and greater satisfaction with health services. 

 Need of work relationship and integration of health services with other organization and 

activities.  

 Efratanagidm district health office: 

 Better to do community based health insurance activities with integration of community 

leaders and others stakeholders.  

 Examine the socio demographic characteristics of community based health insurance 

members so as to create favorable environment that can increase health service 

utilization.   
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10. ANEXES 

Annex 1.  Participant Informed consent Form and Questionnaire 

(English Version) 

Introduction 

My name is ______________. I am working with Anchalem Engida who is doing a 

research for the partial fulfillment of Master’s Degree in Public Health at Debre Birhan 

University. This questionnaire is intended to assess health service utilization among 

community based health insurance members. You are selected to be one of the 

Participants in the study. 

Purpose:  purpose of the study is to assess health service utilization and associated 

factors among community based health insurance members. The other purpose is for the 

fulfillment of my master degree in public health. The information you provide here will 

be very helpful to the investigator of this study to write a research paper for the 

requirement in completion of master’s program. The findings of this research will help in 

designing priority intervention strategies that reduce the problems of health service to 

community based health insurance members. 

Duration of the Study: From Feb to March, 2019. 

Procedures: There are questions that intended to assess health service utilization and 

associated factors among community based health insurance members. I would like to 

ask you to give your genuine and honest answers on the questions forwarded. If you need 

clarification please ask me. It will take you about 30 minutes to finish this survey. 

Benefits and Risks: By participating in this study and answering our questions, you will 

not receive any direct benefit. However, the information will help the researcher to 

understand health service utilization among community based health insurance member‘s 

in order to appropriately identify future interventions related to problem to be found.  

Your participation in this study will not involve any risks.  
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Confidentiality: you will not be asked your name on to be written the survey questions. 

All the information you give to us will be kept private. Whatever information you 

provide will be kept strictly confidential. The information you give will kept in a locked 

file cabinet. Only the researcher will have access to see the answers you give. No 

information identifying you will ever be released to anyone outside of this data collection 

activity. 

Participation: Participation in the survey is completely voluntary. If you are not 

comfortable in answering any question(s), you can leave it blank. You can stop filling out 

the questionnaire at any time without giving a reason and your relationship with the 

community or any other body will not be affected in any way. 

If you would like to know more, please contact: 

Address of the Principal Investigators                 Anchalem Engida 0913741132 

                                                                             E-mail= anchalem.engida@gmail.com 

I thank you in advance for taking your time to answer questions. 

Would you be willing to participate in the study? 

If yes, I am in advance to ask you. 

If no, please stop here 

Consent of the participant: 

I the undersigned have been informed that the purpose of this research project. Based on 

the above information I agree to participate in the research voluntarily. 

____________                                                 ______________                                                     

Signature of Participant     Date 

Thank you for your cooperation! 

S.no Questioner Response  

 Part one Socio-demographic  characterstics  

101 Respondent (hh head) ’s sex 1) Female                 2) Male 

102 Age of household head 1)  25-35  2) =36-46, 3) 47-57  3(4)  57 and above 

103 Marital status    1. Single        2. Married        3. Divorced     4. Widowed  

104 Educational Background    1) Illiterate    2) Literate  3) primary 4)secondary and above 

105 What is your Religion?    1. Orthodox Christian 2.Muslim    3.protestant   4.Others 

106 What is your ethnicity? 1. Amhara 2.Oromo     3.Tigray      3.Others 
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107 What is your current occupation? 1.Governmentworker2.Merchant3.Farmer4.others___________ 

108 Who is/are the source of income for the 

family? 

1. Husband 2. Wife 3. Both 4 other specify 

109 Do you have any dependent under your 

support?    

1. Yes 2. No  

 

110 What is your family size            1) <5             2) >5  

111 Did you become a member of CBHI after 

facing high health expenditures?    

?   a. Yes     b. No   

112 . If your answer to Q-111 is ‘yes’ from what 

source do you cover health expense in case 

of health problems?      

a. borrowing     b. selling of assets         c. savings   

113 Did you become a member of CBHI by 

knowing the importance in your household? 

a. Yes b.No 

 

 Part two health facility characterstics  

 

201 Did you have an experience in visiting 

health facilities?   

a) Yes           b) No 

202 If ‘yes’ do you think the payment for health 

services is affordable?    

a) Yes           b) No 

203 If ‘No’ for q202 how do you cop up health 

problems within the family?    

a)  using home remedy b). Using traditional medicines  c) Do 

not use any curing methods  d) being member of CBHI 

204 Which health facility you prefer when you 

are sick? 

1. Hospital 2. Health center   3.Health post 4. Other---------------

- 

205 Do you face out of pocket payments even if 

you are a member of CBHI? 

a.  Yes  b. No   

206 What is your perception towards genuine 

service provision of current health 

facilities?    

a) Very good  b) Good  c) poor  

 

207 Distance of the house from the nearest 

health centre     

a. <10km      b. >=10km 

208 Is there availability of modern transport? 1. Yes      2.No 
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209 How many visits you and your family get 

from this health facility in the last 12 

month? 

a. One b. two     d. more than two 

 

210 How many times did you visit the 

hospital/health center in the last 12 months?   

----------------------------------------------------------------------------

---------------------------------------------------------------------------- 

211 How many times did you visit an 

emergency room in the last 12 months? 

----------------------------------------------------------------------------

--------------------------------------------------------------------------- 

212 How many times did you have to stay 

overnight in the hospital in the last 12 

months… 

----------------------------------------------------------------------------

--------------------------------------------------------------------------- 

213 How many days did you have to stay in the 

hospital in the last 12 months? 

----------------------------------------------------------------------------

--------------------------------------------------------------------------- 

214 Is there any problem that you face when you 

go to get service at health facility? 

1. Yes 2. No 

215 If yes to ques214, what are these Problems?   1. Today is not a service day 2.  Asked to pay for the service 3. 

Many clients were there then appointed 4. Restricted service 

against my need   5. Others, specify __________ 

 

216 Which services did you obtain during this 

visit/stay? (Multiple responses is possible 

1=Consultation/card2= Diagnosis (lab and other) 3=Drugs and 

medical supplies 4=others 

 

217 . If the answer to question 216 is 3, were 

you able to get the prescribed 

drugs/supplies?     

1= fully (all prescribed) 2= partially (only some of them) 3= 

none (go to question 15) 

 

218 . If the answer to question 217 is 2, where 

did you get it from? 

1= within the visited 2= being sent to other CBHI contracted 

facilities (including drug retailers) 3= being sent to other 

facility 

219 .  If the answer to question 218 is 3, what is 

the reason? 

1= unavailability within the facility 2=unable to buy 3= other---

---------------------- 
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220 Did the health facility has enough 

equipment for service? 

1. Yes 2.No 

 

221 How do you rate health status of you and 

your family? 

1. Good 2. Poor  

222 . Have you and your family visited the 

contractual health facility for the illness felt 

in the last twelve month? 

1. Yes 2. No 

223 What do you feel about the benefits of 

CBHI in the livelihood of your family? 

----------------------------------------------------------------------------

--------------------------------------------------------------- 

 Part three health professional characterstics  

 

301 Are you satisfied /happy with the service 

given in the health facility?   

1. Yes 2. No 

302 Did the health care providers shown good 

Approach of care for you?    

1. Yes   2.No 

303 Did the health care providers shown 

respecting for you?    

1. Yes   2.No 

304 Did the health care providers shown 

friendliness for you?    

1. Yes   2.No 

305 How much time you and your family wait to 

get the services? 

1. Less than 30 minutes 2. 30 to 60 minutes 3.1to 3 hours 

4.more than 3 hours  

 

Data collector 

Name…………………………Sign……………Date……./………/………... 

Supervisor Name ……………………………Sign…………….Date ……/……../……….. 

THANK YOU FOR TAKING THE TIME TO TALK WITH ME TODAY 
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Annex 2.Amharic version questionnaire 

የስምምነት መስጫ ፎርም 

መግቢያ 

ስሜ----------------------------------------ይባላል፡፡የምሰራውምከ-----

ጋርበጤናመድንአጠቃቀምየ2ኛዲግሪ 

ትም/በደ/ብርሃንዩኒቨርስቲከምታጠናዉጋርነው፡፡ይህቃለመጠይቅምበአጣዬወረዳስለጤናመድንተ

ጠቃሚዎችየጤናአገልግሎትአጠቃቀምናእናተያያዥችግሮችየሚያስስነው፡፡አንችም/አንተምአንዱየ

ጥናቱተሳታፊነሽ/ህ፡፡ አሰሳውም ስለጤና መድን አባላት የጤና አጠቃቀም በአጣዬ ወረዳ ሰ/ሸዋ ዞን 

በአማራ ክልል ውስጥ ነው፡፡ 

የጥናቱ ዓላማ፡ ስለጤና መድን አባላት የጤና አጠቃቀም አሰሳ ማድረግ ነው፡፡ 

ሌላኛውአላማደግሞየሁለተኛዲግሪትም/ትንበህዝብጤናላይመስራትነው፡፡አንቺ/ተየምትሰጭው/

ጠዉመረጃምአጥኝውንጥናቱንለመፃፍበጣምየሚረዳናለ2ኛዲግሪትምህርቱ/ቷስኬታማእንዲሆንነ

ው፡፡የዚህየጥናቱውጤትም የጤና መድን አባላት የጤና አገልግሎት አጠቃቀምን ስትራቴጅዎችን 

ለመዘየድ ነው፡፡ 

ጥናቱ የሚወስደው ጊዜ፡-ከ 01/06/2011-30/07/2011 ዓ/ም 

የጥናቱሒደት፡-

ስለጤናመድንአባላትየጤናአጠቃቀምየሚያስሱመጠይቆችይኖራሉ፡፡አኔምአንችን/ተንየምጠይቅሽ/

ህነገርቢኖርእውነትናግልፅየሆነመልስእንድትመልስ/ሽነው፡፡ግልፅእንዲሆንልሽ/ህየምፈልገውነገርቢኖ

ርጠይቂኝ/ጠይቀኝ፡፡ይህንንለመጨረስም30 ደቂቃ ይወስድብሻል/ሀል፡፡ 

የሚገኙጥቅሞችናጉዳቶች፡ከዚህጥናትመሳተፍናጥያቄዎችንበመመለስቀጥታየምትቀበይው/የም

ትቀበለውጥቅምአይኖርም፡፡ነገርግንመረጃውየጥናቱንባለቤትስለጤናመድንአባላትየጤናአጠቃቀ
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ምንለመረዳትናለወደፊትምችግሮቹንበሚገባለይቶመፍትሄለመስጠትነው፡፡የአንቺም/ተምተሳትፎ

ምለዚህጥናትምንምዓይነትስጋት(ጉዳት) አይኖረውም፡፡ጥያቄው ለመመለስ ካልተመቸሽ/ህ 

ላለመመለስ ትችላለሽ/ህ፡፡ 

ሚስጥርንከመጠበቅአንፃር፡ስምሽ/ህበመጠየቁወረቀትላይእንዲፃፍአትጠየቂም/ቅም፡፡የሰጠሽኝ/

ከኝመረጃምበሙሉበጥንቃቄናበነፃነትይቀመጣል፡፡በእርግጠኝነትማንኛውንምየምትሰጠን/ጭኝመ

ረጃበቁልፍተቆልፎበፋይልይቀመጣል፡፡የጥናቱባለቤትብቻየመለስሽውን/ከውንመለስየማየትእድልአ

ለው፡፡መረጃውንከውጭበሚሰበሰቡትእንኳብትሰጭያንተን/ችንመረጃየሚለይአይኖርም፡፡ 

ተሳትፎ፡-

መጠይቁላይመሳተፍበሙሉፈቃደኝነትነው፡፡የትኛውንምጥያቄለመመለስካልተመቸሽ/ህባዶቦታተ

ይለት/ተውለት፡፡ያለምንምምክንያትከህ/ሰቡጋርዝምድናካለህናየሌላየትኛውንምአካልተፅዕኖበየት

ኛውምመንገድ/ሁኔታ/ ሳይኖር በየትኛውም ጊዜ መጠይቁን መሙላት ትችያለሽ፡፡ 

- የበለጠ ለማወቅ ከፈለጉ --- እባክዎትን ያገኙት / ከእኛጋርይገናኙ/ 

- የጥናቱባለቤትአድራሻ ------------------- አንች አለም እንግዳ   0913741132 

- ጊዜወትን ሰጠው ጥያቄዎችን ስለመለሱልኝ አመሰግናለሁ፡፡ 

- ለጥናቱለመሳተፍፈቃደኛነዎት ? መልስዎ 

አዎ ከሆነ ጥያቄዎችን እጠይቅዎትአለሁ፡፡መልስዎ የለም ከሆነከዚሁያ ቁሙ፡፡ 

የተሳታፊው ሁኔታ/አስተያየት/፡ 

ከዚህ የፈረምኩት እኔ የጥናቱን ፕሮጀክት ተረድቼ ነው፡፡በላይኛው መረጃ መሰረት ለጥናቱ 

በፈቃደኝነት ለመሳተፍ እስማማለሁ፡፡ 

ፊርማ --------------------------- 
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ለትብብርዎ አመሰግናለሁ 

የተሰጠ መልያ ኮድ……………….. 

ክፍልአንድ፤ አጠቃላይ  ማህበራዊና  አኮኖሚያዊ   መረጃ  በተመለከተ  መጠይቅ 

ተ.ቁ ጥያቄ መልስ ኮድ 

101 እድሜህ/ሽ ስንት ነው? ___ ___ ዓመት  

102 ፆታህ/ሽ  1. 1.ወንድ          2.ሴት  

103 ሀይማኖትህ ምንድን ነው? 1. ኦርቶዶክስ     2. ካቶሊክ 

3. ፕሮቲስታንት   4. ሙስሊም  5. ሌላ ካለ ይግለፁ--------- 

 

104 የጋብቻ ሁኔታህ/ሸ ምንድን ነው? 1 ያገባ/ች      2. ያላገባ/ች   3. የፈታ/ች   4 ሞተበት/ባት  

105 ብሔርህ/ሽ ምንድን ነው? 1. አማራ  2. ኦረሞ  3. ትግሬ 4. ሌላ ካለ ይግለፁ------------

-- 

 

106 የትምህርት ደረጃ ምንድን ነው? 1. ማንበብ እና መፃፍ የማትችል   2. ማንበብ እና መፃፍ 

የምትችል  3. አንደኛ ደረጃ (1-8)      4. ሁለተኛ ደረእና ከዛ 

በላይ 

 

107 መተዳደሪያ  ሥራ  1. የመግስት ሠራተኛ     2.  ገበሬ 

3. ነጋዴ     4.  ሌላ ካለ ይግለፁ-------------- 

 

108 የቤተሰብየ ገቢ ምንጭ ማን ነው? 1. ባል     2. ሚስት    3. ሁለቱም  

4 ሌላካለጥቀስ……………… 

 

109 ከቤተሰቡ ዉስጥ ስንት ራሱን ያልቻለ አለ? 1.አንድ    2 . ሁለት   3. ሶስት     4.የለም  

110 የቤተሰብ  መጠን ስንት ነው?  1.ከ5 በታች     2. ከ5 በላይ        

111 የጤና መድን አባል የሆኑት ለህክምና ከፍተኛ ወጭ 

ካወጡ በኋላ  ነው? 

1. አዎ     2 አይደለም  

112 ለጥያቄ ቁ.111 መልስዎ አዎ ከሆነ በምን ታከሙ  1.ያለኝን ሀብት ሽጬ   2. ተበድሬ 3. ቆጥቤ  

113 የጤና መድን አባል የሆኑት ለምንድን ነዉ 1.ጎረቤቶቼ አባል ስለሆኑ   2.የቀበሌ አመራር 

ስላስገደዱን  3. ጥቅሙን ስላወቅሁት 4. ሌላ ካለ 

ይገለፅ----------- 

 

 

 



50 
 

ክፍል ሁለት፤ አጠቃላይ  ጤና  ተቋማትን  በተመለከተ መጠይቅ 

201 ወደ ጤና ተቋም ሂደዉ ታክመዉ ያቃሉ 1. 1.አዎ        2.የለም  

202 ለጥያቄ 201 መልስዎ አዎ ከሆነ የህክምና ዋጋዉ 

አግባብ ነዉ ብለዉ ያስባሉ 

1.አዎ 2. አይደለም  

203 ለጥያቄ 202 መልስዎ አይደለም ከሆነ ለህክምና ዋጋዉ 

ምን መፍትሄ ወሰዱ 

1.የቤት ዉስጥ ህክምና ተጠቀምሁ 

2. ባህላዊ መድሀኒት ተጠቀምሁ 

3. የጤና መድን አባል ሆንሁ 4. ምንም አላደረግሁም 

 

204 ሲያመዎት ወደየትኛዉ ጤና ተቋም መሄድ ይመርጣሉ 1 ጤና ጣቢያ    2 ሆስፒታል     3 ሌላ-----  

205 ጤናተቋሙከቤትያለዉርቀትምንያህልነዉ(በኪ.ሜ)? 1. <10ኪ.ሜ   2. >=10ኪ.ሜ  

206 በአካባቢያችሁ ዘመናዊት ራንሰፖርት  አለ? 1.አለ      2.የለም  

207 የጤና መድን አባል ከሆኑ በኋላ የኪስ ክፍያ ተጠይቀዉ 

ያቃሉ 

  1.አዎ     2.የለም  

208 ስለ ጤና ተቋሙ አገልግሎት አሰጣጥ ምን ይላሉ 1  በጣም ጥሩ ነዉ 2 ጥሩ ነዉ 3 ዝቅተኛ ነዉ  

209 ባለፈዉ 12 ወር እርስዎና ቤተሰብዎ ስንት ጊዜ ወደ 

ጤና ተቋም ሂደዋል 

1 አንዴ 2 ከሁለት እስከ ሶስት ጊዜ 3 ከሶስት ጊዜ በላይ  

210 ባለፈዉ 12 ወር ወደ ጤና ተቋም በድንገተኛ ሂደዉ 

ያቃሉ 

1. 1.አዎ   2.የለም  

211 ለጥያቄ ቁ210 መልስዎ አዎ ከሆነ ስንት ጊዜ 1አንድ   2 ሁለት  3 ሶስት  

212 ባለፈዉ 12 ወር ተኝተዉ ታክመዉ ያቃሉ 1 አዎ  2 የለም  

213 ለጥያቄ ቁ 212 መልስዎ አዎ ከሆነ የት 1 ሆስፒታል 2 ጤና ጣቢያ 3 ሌላ ካለ……..  

214 አገልግሎት ለማግኘት ጤና ተቋም በሄዱ ጊዜ 

ያጋጠመዎት ችግር አለ 

1 አዎ 2 የለም  

215 ለጥያቄ 214  መልስዎ አዎ ከሆነ  ምንድን ነዉ 1ዛሬ የስራ ቀን አይደለም 2 ክፍያ ክፈል 

3 ብዙ ታካሚ ስላለ ሌላ ጊዜ 4 ከፍላጎቴ ዉጭ 

ማስተናገድ 5 ሌላ--------------------------------- 

 

216 በቅርብ ካለዉ  ጤና ተቋም ምን ምን አገልግሎት 

አግኝተዋል 

1 ካርድና ምርመራ 2 ላቦራቶሪ 

3 መድሃኒት  4 ሌላ ካለ ይገለፅ-------------------------- 

 

217 ለጥያቄ ቁ216 መልስዎ መድሃኒት ከሆነ የታዘዘዉን 

መድሃኒት ወሰዱ 

1 አዎ(ሁሉንም) 2 ግማሹን 

3 አልወሰድሁም 4 ወደ ዉጭ ተላክሁ(ወደ ጥያቄ 

ቁጥር 215 ይሂዱ) 

 

218 ለጥያቄ ቁ 216 መልስዎ ምርመራ ወይም ላቦራቶሪ 

ከሆነ አገልግሎቱን ከየት አገኙ 

1 ከታከምኩበት ተቋም 

2 ሌላ ከጤና መድን ጋር ከተዋዋለ ጤና ተቋም 
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3 ከሌላ የግል ተቋም 

4 ሌላ ካለ ይገለፅ----------------------------------------

- 

219 ለጥያቄ ቁ217 መልስዎ ወደ ዉጭ ተላክሁ ከሆነ 

ምክንያቱ ምንድን ነዉ ብለዉ ይገምታሉ 

1 በጤና ተቋሙ ስለሌለ 2 መግዣ ስለሌለኝ 

3 ሌላ ካለ ይገለፅ------------------------------------ 

 

220 ጤና ተቋሙ በቂ የህክምና መሳሪያ አለዉ ብለዉ 

ያስባሉ 

1 አዎ   2 የለም  

221 የቤተሰብዎን የጤና ሁኔታ እንዴት ይገልፁታል 1 ጤነኛ    2 በመጠኑ ጤነኛ   3 ታማሚ  

222 ባለፉት12 ወር ከጤና መድን ጋር ከተዋዋለዉ ጤና 

ተቋም ሂደዉ አገልግሎት አግኝተዋል 

1 አዎ        2 የለም  

223 ለጥያቄ ቁ 222 መልስዎ አዎ ከሆነ በአገልግሎቱ ደስተኛ 

ነህ/ነሽ 

1.አዎ    2.አይደለም  

 

ክፍል ሶስት፤ አጠቃላይ  የጤና ባለሙያዎችን  በተመለከተ  መጠይቅ 

301 ጤና ተቋሙ በሚሰጠዉ አገልግሎት ረክተዋል 1 አዎ  

2 አልረካሁም 

 

302 አገልጊሎት ሰጪው ሀኪም አቀራረቡ ጥሩ ነበር? 1.አዎ    2.አይደለም  

303 አገልግሎትበሚሰጥጊዜአገልጊሎትሰጪውክብርይሰጥሀ

ል/ሻል? 

1.አዎ    2.አይደለም  

304 አገልግሎትበሚሰጥጊዜአገልጊሎትሰጪውእንደጓደኛነ

ውአቀራረቡ? 

1.አዎ    2.አይደለም  

305 እርስዎና ቤተሰብዎ የጤና አገልግሎት ለማግኘት ምን 

ያህል ጊዜ ይጠብቃሉ 

1 ከ30 ደቂቃ በታች    2 ከ30 እስከ 60 ደቂቃ 

3 ከ1 እስከ 3 ሰአት    4 ከ3 ሰአት በላይ 
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