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ABSTRACT

Objective In Ethiopia, despite increased health service
coverage, health service utilisation remains very low. However,
evidence on the level of health service utilisation between
insured and non-insured households in the study area was
scanty. Therefore, this study aimed to assess health service
utilisation and its predictors among insured and non-insured
households of community-based health insurance in the East
Wallaga Zone, Oromia region, Ethiopia, in 2022.

Methods A community-based comparative cross-
sectional study was employed. Data were collected using
semi-structured interviewer-administered pretested
questionnaire by face-to-face interviewing of heads of the
households or spouse from 1 January 2022 to 30 January
2022, on 900 (450 insured and 450 non-insured). Epi-
Data V.3.1 and Statistical Package for Social Science V.26
were used for data entry and analysis, respectively. The
association between dependent (health service utilisation)
and independent variables was analysed first using binary
logistic regression. Multivariable logistic regression was
used to identify potential predictor variables at a p<0.05.
Results About 60.5% (95% Cl 55.7% to 64.8%) of
insured households had used health services compared
with 45.9% (95% Cl 41.4% to 50.9%) of non-insured
households in the last 6 months. Family health status
(Adjusted Odd Ratio (AOR) and 95% Cl=2.74 (1.37 t0 5.45),
AOR and 95% Cl=1.62 (1.01 to 3.14)); family with chronic
disease (AOR and 95% Cl=8.33 (5.11 to 13.57), AOR

and 95% CI=4.90 (2.48 to 9.67)); perceived availability

of drugs (AOR and 95% CI=0.34 (0.15 t0 0.79), AOR and
95% Cl=3.97 (1.69 to 9.34)); perceived transportation
cost (AOR and 95% CI=0.44 (0.21 to 0.90), AOR and

95% Cl=1.71 (1.00 to 2.93)); participated in indigenous
community insurance (AOR and 95% Cl=3.82 (1.96 to
7.45), AOR and 95% CI=0.13 (0.06 to 0.29)) and >10km
travel distance from nearby health facilities (AOR and
95% Cl=1.52 (1.02 to 2.60), AOR and 95% CI=8.37 (4.54
to 15.45)) among insured and non-insured households,
respectively, were predictors of health service utilisation.
Conclusion Insured households were more likely to utilise
health services compared with non-insured households.
Family health status, family with chronic disease, perceived
availability of drugs, perceived transportation cost, participation

, Edosa Tesfaye Geta, Adisu Tafari Shama © ,

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Inthis study, inference of causation was not possible
due to the cross-sectional nature of the study.

= There might be a probability of recall bias in the util-
isation of health services.

= Also, the study did not consider matching criteria for
insured and uninsured households.

in indigenous community insurance and >10km travel were
predictors of health service utilisation among insured and non-
insured households. Hence, the greatest emphasis should be
given to enhancing enrolment in the community-based health
insurance scheme to achieve universal health coverage.

BACKGROUND

Health service utilisation (HSU) is the use
of services by individuals for the purpose of
preventing and curing health problems and
promoting the maintenance of health and
well-being. It can be described by the number
of visits to modern health facilities per total
population." * Globally, access to essential
health services has improved more in recent
years than at any other time, and universal
equitable access to health services is a health
policy goal for many countries across the
globe.”

Despite this, millions of people suffer
and die because they do not have money
to pay for medical bills. In contrast, others
suffer because they do pay directly for their
healthcare out of pocket (OOP), and about
150 million people globally incur catastrophic
spending annually, whereas 100million
people are pushed below the poverty line.*
To reduce these burdens, African health
ministers agreed to strengthen health systems
through adopting a range of interventions
that will eventually lead countries to achieve
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universal health coverage (UHC).” A crucial aspect
of achieving this coverage is to develop a financial risk
pooling system that provides cross-subsidies in health
systems where ability to pay determines financing contri-
butions and the use of services is based on the need for
care. This is an important aspect of the three pillars of
UHC (population coverage, service coverage and finan-
cial risk protection).’®

In Ethiopia, great efforts have been made to increase
health service coverage, but little attention has been
given to the quality and utilisation of services, especially
in primary health facilities where a significant proportion
of patients receive primary healthcare.” To address chal-
lenges, Ethiopia approved a comprehensive healthcare
financing (HCF) strategy to identify financial options to
increase resources for the health sector, enhance efficiency
in the use of available resources, promote sustainability,
improve the quality and coverage of health services, and
ensure equitable distribution.® This healthcare financing
reform (HCFR), including community-based health
insurance (CBHI), has contributed to breaking down
financial barriers that hamper HSU quality and eventu-
ally contributed to the achievement of the goal of UHC.’

Globally, health systems are proving to be inadequate at
meeting population needs and maximising utilisation of
health services for the community, and millions of people
all over the world suffer and die from conditions for
which effective interventions exist. These interventions
are underused, especially in developing countries, and
income-related disparities in the use of health services
are large.” ? ' Multiple demand-side and supply-side
factors are responsible for the missed opportunities to
realise major gains in the utilisation of health services for
the population."" Almost 12% of the world’s population
spent at least 10% of their household (HH) income to
pay for healthcare. As a result of this, many families suffer
excessive financial hardship due to direct payment for
medical bills to receive the healthcare they need, incur
catastrophic spending and are pushed below the poverty
line."

In low-income and middle-income countries, greater
than 35% of health spending per country comes from
OOP expenses. Especially in Africa, it is the poorest
people who pay the most for healthcare. In the 20 coun-
tries of the African region, the OOP expenditure of HHs
makes up over 40% of the total." In VietNam, HH direct
OOP health expenditure as a share of the THE has always
been high, ranging from 50% to 70%.'* Also, almost 34%
of health expenditure is generated from HHs in Ethiopia,
next to the rest of the world, which accounts for 30% of
HHs in Ethiopia.”” However, the WHO recommends
direct payments be less than 15%-20% of THE.®

In Ethiopia, primary health service coverage was high, but
HSU per capita attendance remained low.'* Concerning
the trend over time, there were fluctuations in utilisation of
health services from 0.34 in 2006,/2007 to 0.25 in 2008,/2009,
0.30in 2009/2010 and 0.67 in 2018. The level of performance
was low when compared with the health service coverage

and target set.”” This low utilisation of health services calls
for better and more efficient utilisation of resources at the
health facility level. For this reason, there were different
factors affecting utilisation of health services both from a
health facility and community perspective in Ethiopia.'® To
address these problems and as a way to increase the coun-
try’s low level of HSU, the government has implemented the
CBHI scheme for the informal sector."”

However, different studies that have been carried out have
shown that there are discrepancies between insured and non-
insured (NI) HHs on HSU in various corners of the world,
including Ethiopia. According to a study done in India, util-
isation of healthcare services was 6%—7% higher for scheme
members than non-members.'® Also, in Sub-Saharan Africa
(SSA), different studies have been conducted; a study in
Cambodia found that visits to public health service providers
were increased by 18% and by 11% from private providers
by CBHI members." Another study from Burkina Faso
also reported rates of healthcare visits as 30% for insured
compared with 12% for NI HH members.”’ In Rwanda, utili-
sation of health services by CBHI members increased by 15%
more than that of non-members.”'

According to a study done on the utilisation of outpa-
tient healthcare services in Southern Ethiopia, 88.5%
of individuals with illnesses from CBHI membered HHs
had used outpatient health services, compared with
72.3% of individuals from non-membered HHs.? Also,
a study on the impact of CBHI on utilisation of health
services for CBHI scheme members was 50.5% while for
non-members it was 29.3% in North-West Ethiopia.”* A
study on the impact of Ethiopia’s pilot CBHI scheme on
HSU and cost of care found that utilisation of outpatient
services from public providers was 35% and 22% for CBHI
members and non-members, respectively.* In addition to
this, the evaluation report of the pilot CBHI scheme in
Ethiopia showed that 72.3% of members visited health
facilities, while 69.3% of non-members from the pilot
area did.” Despite the increase in service utilisation of
outpatient care and the increase in the frequency of visits
to public facilities for CBHI scheme members, the factors
leading to these differences in service utilisation between
members and non-members were not well described.
Generally, different studies from different corners of the
world, including Ethiopia, were different from place to
place and time to time. Moreover, to author’s knowledge,
there was scant research done on utilisation of health
services and its predictors among insured and NI HHs of
CBHI in the study area at the community level. Thus, the
study assessed the role of CBHI in HSU among insured
and NI HHs in the East Wallaga Zone, Oromia region,
Ethiopia, in 2022.

METHODS AND MATERIALS

Study area and period

The study was carried out in the East Wallaga zone,
Oromia region, Ethiopia, from 1 January 2022 to 30
January 2022.
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Study design

A community-based comparative cross-sectional study
design was conducted among insured and NI HHs of
CBHI in East Wallaga Zone, Ethiopia, in 2022. East
Wallaga zone is located in the Western part of Oromia
Regional State. The capital town of the zone, Nekemte, is
located 333 km west of Addis Ababa, which is the capital
city of Ethiopia. Over 82% of the districts found in this
zone had implemented CBHI strategy.

Population

All insured and NI HHs among selected districts (6) of the
East Wallaga zone that had established the CBHI scheme
were the source population, while all those sampled HHs
(insured and NI) among selected districts (900) and
involved in the study were the study population. HHs
(insured and NI) were the study unit, and the heads of
the HHs were the respondents of the HHs for the study.

Eligibility criteria

All insured and NI HHs who have stayed for more than
6months in the kebele, HHs heads or spouses who were
=18 years of age and who engaged in the informal sector
as a source of living and were not covered by other insur-
ance schemes for health (ie, social health insurance and
private health insurance) were included in the study.
Respondents who were working in the formal sector as a
source of income or who were unable to participate in the
interview due to their health condition at the time of data
collection were excluded from the study.

Sample size and sampling techniques

Sample size determination

The sample size was determined using a two-population
proportion formula using Epi-Info V.7 by considering the
proportion of HSU among insured HHs (35%), and NI
HHs (22%) were taken from the study.24 Considering a
10% non-response rate and a design effect of 2 for multi-
stage sampling, the final sample size was 900 (450 insured
and 450 NI).

Sampling technique

A multiple-stage sampling procedure was used. In the first
and second stages, six (40%) % CBHI districts were selected
at random using a lottery method. Following district
selection, a total number of CBHI-membered (from the
CBHI scheme’s master list) and non-membered HHs
were identified for each district, and CBHI-membered
and non-membered HHs were proportionally allocated
to each district.

Then, all kebles from the six districts were listed with
their total number of HHs, and kebles were randomly
selected for the study using a lottery method, with 40%
taken into account once more. Following the selection
of kebles, the total number of CBHI-membered and non-
membered HHs were identified and listed, along with
the total number of HHs for each keble in each district.
Then, CBHI-member and non-member HHs were allo-
cated proportionally to each keble in each district. Then,

HHs that met the inclusion criteria were identified in the
Master Family Index folders of the Community Health
Information System registration books at the health post,
and HHs numbers (both insured and uninsured) were
obtained and used. Finally, to obtain the final sample size,
a simple random sampling technique was used to select
HHs based on the allocated sample size of each Keble, and
data were collected from HH heads or spouses (figure 1).

Data collection tool and procedures

Data were collected using a semistructured interviewer-
administered questionnaire by face-to-face interviewing
the heads of the HHs or spouses. The questionnaire was
adapted after a review of different literature® 2 #*20%7 and
modified to fit the local context. The questionnaire was
first prepared in English and translated to Afan Oromo,
and then back-translated to English by Afan Oromo and
English language bachelor degree holders to check for
its consistency. Also, to ensure consistency and validity,
the tool was pretested and revised prior to data collec-
tion (Chronbach’s alpha value of 0.7). The tool consists
of sociodemographic and socioeconomic factors; health
status, perception and healthcare need-related factors;
healthcare accessrelated factors and CBHI scheme
(programme)-related factors.

Study variables

HSU was the dependent variable, whereas various factors
described under sociodemographic variables; health
status, perception and healthcare need-related variables;
healthcare accessrelated variables and CBHI scheme
(programme)-related variables were the independent
variables.

Operational definitions

Utilisation of health services was measured as the number
of visits made by at least one HH member at least once
in the last 6 months for health services (diagnostic or
treatment).

An HH is a family with one or more members led by an
HH head who live together and constitute one unit with a
combined income stream for a basic family.

Insured HHs: Members of the CBHI who were indexed
in the muster book of the CBHI schemes and had paid
the yearly premium for a 1-year period, whereas

NI HHs: Members of the population who were not
indexed in the muster book of the CBHI schemes and
had not paid the yearly premium for a l-year period
(2013 Ethiopian Fiscal Year).

Health insurance: It is payment to risk pooling agency
(CBHI scheme) for guarantee of financial reimburse-
ment at a time of illness to use health service.

CBHI refers to non-profit organisation, which is aimed
primarily on the informal sectors and formed on the
basis of voluntary pooling of health risks. It is designed
to enhance financial access or protect members against
financial risks to healthcare service for the members by
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Figure 1 Schematic representation of sampling procedure for selected districts of East Wallaga zone, western Ethiopia 2022.

NM, non-member. CBHI, community-based health insurance.

depositing the resources collected to protect them from
unpredicted illnesses which may occur at the future.

Muster book is a registration book that indicates
whether an HH is a member of a CBHI or not.

Chronic illness is a disease condition that lasts more
than 3 months in the HH.

Time when membership payments were made: This
is the time period in the Ethiopian Fiscal year when
membership payments were made to the scheme, which
is from 1 December 2013 to 30 February 2013.

Data quality management

Various measures were taken to maintain data quality.
Prior to data collection, the questionnaire prepared in
English was translated into Afan Oromo and then trans-
lated back into English, and the contents of the question-
naires were checked to ensure that both versions had the
same content.

Twelve data collectors with at least a diploma in health
fields and the ability to speak read, and write Afan
Oromo, as well as six supervisors with at least a first
degree in health fields, were recruited. All data collec-
tors and supervisors were also trained for 2days on the
study’s objective, questionnaire contents and issues such

as maintaining confidentiality, informed verbal consent
and interview techniques.

Before collecting data, the questionnaire was pretested
in one of the districts of the East Wollega zone (Diga
District), which is outside of the study area, on 5% of
the total samples (45 HHs), after which the results were
discussed and some changes and corrections were made
to the questionnaire. During the data collection period,
the supervisors maintained strict supervision. Further-
more, any problems encountered during data collection
were immediately reported and appropriate actions were
taken.

Following data collection, supervisors checked each
questionnaire for completeness, consistency, accuracy
and clarity on a daily basis, and questionnaires with a
high number of missing values and inconsistencies were
excluded. Furthermore, data clerks entered and checked
the data using Epi-Data V.3.1 statistical software, which
was then exported to SPSS Windows V.26 statistical soft-
ware for analysis.

Data analysis procedures
The collected data were checked, cleaned and coded, and
errors were corrected for completeness and consistency.
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Then, Epi-Data V.3.1 and SPSS V.26 were used for data
entry and analysis, respectively. Associations between
dependent and independent variables were analysed first
using binary logistic regression analysis. A variable that
has p<0.25 on bivariable logistic regression analysis was
considered a candidate for multivariable logistic regres-
sion analysis. Multivariable logistic regression was used
to identify potential predictor variables. Finally, variables
with a p<0.05 were used to declare significance at the 95%
confidence level.

Patient and public involvement
No patient is involved.

RESULT

Sociodemographic and economic characteristics

About 440 participants, both insured (I) and NI HHs,
participated, yieldinga 97.7% response rate. The mean age
of the participants was 41.42+13.37 in I and 35.79+8.74 in
NI HHs. The majority of the participants were males (389
(88.4%) and 392 (89.1%)); protestants (314 (71.4%) and
325 (73.9%)); Oromo (416 (94.5%) and 417 (94.8%));
married (377 (85.7%) and 381 (86.6%)); and farmers
(363 (82.5%) and 355 (80.7%)) among I and NI HHs,
respectively. Education-wise, about 129 (29.9%) of I and
59 (13.4%) of NI HHS were illiterate. Also, about 234
(53.2%) of them had more than 5 people per HH among
I, while 262 (59.5%) of them had less than or equal to 5
people per HH among NI (table 1).

Health status, perception and healthcare need-related factors
Regarding the respondent’s family’s perceived health
status, about 313 (71.1%) and 339 (77.0%) perceived
their current family health status as healthy among
insured and NI HHs, respectively. The study identi-
fied that 110 (25.0%) of insured and 88 (20.0%) of NI
respondents families had chronic disease in the last 6
months, and illness or injury encountered in the HHs in
the last 6 months was accounted for at 208 (47.3%) and
185 (42.0%) among insured and NI HHs, respectively.
Regarding the severity of the disease, 122 (27.7%) of
insured HHs perceived the severity of the illness as severe,
while 88 (20.0%) of the NI HHs perceived the severity of
the illness as severe. Acute febrile illness was the major
type of disease reported among insured 67 (32.2%) and
NI 62 (33.5%) HHs. Also, fever was the major sign and
symptom of illness reported among insured 52 (25.0%)
and NI 46 (24.9%) HHs. About 55 (61.1%) of insured
HHs stopped working as a result of the severity of the
disease, while 77 (78.6%) of NI HHs stopped working.
About 266 (60.5%) HHs were insured, while 202
(45.9%) of NI HHs had used health services in the last
6 months. Of those who had used it, 230 (86.5%) and
184 (91.1%) of insured and NI HHs had gotten treat-
ment, respectively. In this regard, 96 (41.7%) of insured
HHs got treatment by visiting public health facilities,
while 79 (42.9%) of NI HHs got treatment by visiting any

Table 1 Sociodemographic and economic characteristics
of the participants among insured and non-insured HHs in
East Wallaga zone, Oromia region, Ethiopia, 2022

Frequency (%)
Non-
Variables Categories Insured insured
Age 20-29 75 (17.0) 114 (25.9)
30-39 154 (35.0) 183 (41.6)
40-49 124 (28.2) 123 (28.0)
>50 87 (19.8) 20 (4.5)
Sex Male 389 (88.4) 392 (89.1)
Female 51 (11.6) 48 (10.9)
Religion Orthodox 83 (18.9) 74 (16.8)
Protestant 314 (71.4) 325 (73.9)
Muslim 30 (6.8) 25 (5.7)
Others 13 (3.0) 16 (3.6)
Ethnicity Oromo 416 (94.5) 417 (94.8)
Amhara 14 (3.2) 17 (3.9)
Others* 10 (2.3) 6 (1.4)
Marital status  Single/divorced/ 63 (14.3) 59 (13.4)
widowed
Married 377 (85.7) 381 (86.6)
Occupation Farmer 363 (82.5) 355 (80.7)
Housewife 24 (5.5) 29 (6.6)
Merchant 30 (6.8) 28 (6.4)
Labourer 18 (4.1) 24 (5.5)
Student 5(1.1) 4 (0.9)
Educational llliterate 129 (29.9) 59 (13.4)
status Read and write 127 (28.9) 201 (45.7)
Primary 104 (23.6) 132 (30)
education (1-8)
Grade 9-12 49 (11.1) 14 (3.2)
Diploma 20 (4.5) 14 (3.2)
Degree and 11 (2.5) 20 (4.5)
above
HHs size <5 206 (46.8) 262 (59.5)
>5 234 (53.2) 178 (40.5)
Wealth status  Poor 218 (49.5) 97 (22.0)
Medium 118 (26.8) 128 (29.1)
Rich 104 (23.6) 215 (48.9)

*Tigre, Gurage.
HHSs, households.

healthcare facilities. The major type of service received
was outpatient services, both among insured (65.2%) and
NI (73.9%) HHs.

Non-severity of illness (32, 18.4%) was the most
important reason reported for not visiting a health
facility among insured HHs, while shortage of money (51,
21.4%) was the reason reported for NI HHs. About 41
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(15.4%) of insured HHs and only 5 (2.5%) of NI HHs
visited health facilities for three and above episodes,
and health centres were the type of health facility visited
during a recent episode among insured 131 (49.3%) and
NI 87 (43%) (online supplemental figure 1). Of those
who had used health services, insured HHs were more
likely to be admitted to hospitals than NI ones (table 2).

Healthcare access-related factors

Annual contribution of premium was the most preferable
time to be a member, reported by 228 (51.8%) of insured
HHs and 239 (54.3%) of NI ones. About 237 (53.9%) of
insured HHs perceived that the premium cost of CBHI
was expensive, compared with 263 (59.8%) of NI HHs.

The respondents were asked how they think about the
availability of drugs in the health facility during a facility
visit, and about 188 (42.7%) think that it is rarely avail-
able among insured, while 152 (34.5%) of NI HHs report
that it is usually available.

Among insured HHs, about 78 (29.3%) healthcare
costs were covered by themselves and they perceived
that the Rx cost of services was expensive (125, 47.0%),
while among NI HHs, about 192 (95.0%) healthcare costs
were covered by themselves and they perceived that the
Rx cost of services was expensive (94, 46.5%). The study
also showed that perceived transportation costs were
expensive: 78 (17.7%) with travel distances >10km, 247
(56.1%) among insured HHs and 181 (41.1%) with travel
distances >10km, 278 (63.2%) among NI HHs (online
supplemental table 2).

Exposure and perception on CBHI scheme-related factors
The study indicated that about 440 (100%) of insured
HHs have heard about CBHI before, and their main
source of information for it was a health facility, 211
(48.0%), while 430 (97.7%) of NI HHs have heard about
CBHI before, and their main source of information for
it was health extension workers, 175 (39.8%). About 263
(59.8%) insured HHs ever participated in indigenous
community insurance, but 365 (83.0%) of the NI did not.
Concerning CBHI scheme-related factors, they think
that the time when CBHI membership payment was made
was appropriate (373, 84.8%) among insured HHs, while
it was only 262 (59.5%) among NI ones. The perceived
quality of service given in HF after the scheme was imple-
mented was reported as 373 (84.8%) among insured,
but only 165 (37.5%) among NI HHs. Finally, the study
showed that about 250 (56.8%) insured HHs had trust
in the CBHI scheme, while 315 (71.6%) of them had no
trust in the scheme among NI HHs (online supplemental
table 2).

Health service utilisation

This study showed that about 266 (60.5%) (95% CI
55.7% to 64.8%) of insured HHs had used health services
compared with 202 (45.9%) (95% CI 41.4% to 50.9%) NI
HHs in the last 6 months (figure 2).

Predictors of health service utilisation

Age of the respondent, family health status, family with
chronic disease, perceived availability of drugs, perceived
transportation cost, participation in indigenous commu-
nity insurance, time when CBHI membership payment
was made, perceived affordability of membership contri-
bution, trust in the CBHI scheme and distance from a
health facility were factors associated with HSU both
among insured and NI HHs on bivariable binary logistic
regression analysis. After adjusting for the confounder’s
family health status, family with chronic disease, perceived
availability of drugs, perceived transportation cost, partic-
ipation in indigenous community insurance and distance
from a health facility were factors significantly associated
with HSU both among insured and NI HHs in a multi-
variable logistic regression analysis (online supplemental
table 3).

The study indicated that those whose family health
status was perceived as not healthy were 2.74 (AOR
and 95%CI=2.74 (1.37 to 5.45)) and 1.6 (AOR and
95% CI=1.62 (1.01 to 3.14)) times more likely to utilise
health services than those who were healthy, both for
insured and NI HHs, respectively. Family with chronic
disease was statistically strongly associated with HSU both
among insured (AOR and 95% CI=8.33 (5.11 to 13.57))
and NI (AOR and 95% CI=4.90 (2.48 to 9.67)) HHs. This
revealed that the probability of utilising health services
was 8 times among family with chronic disease among
insured HHs compared with 4.9 times in NI HHs than
their counterparts. The odds of using health services were
reduced by 66% (AOR and 95% CI=0.34 (0.15 to 0.79))
among respondents who perceived that drug was rarely
available during facility visits than among those who
perceived it as not available among insured HHs, while
the odds were 3.9 (AOR and 95% CI=3.97 (1.69 to 9.34))
times more likely among respondents who perceived that
drug was rarely available during facility visits than their
counterparts among NI HHs.

The odds of using health services were reduced by 56%
(AOR and 95% CI=0.44 (0.21 to 0.90)) among respon-
dents who perceived transportation cost as medium
compared with those who perceived it as expensive for
insured HHs, while those who perceived transportation
cost as medium were 1.7 times (AOR and 95% CI=1.71
(1.00 to 2.93)) more likely to utilise health services than
those who perceived it as expensive for NI HHs. Also, the
probability of using health services was 3.8 times higher
(AOR and 95%CI=3.82 (1.96 to 7.45)) among those
who participated in indigenous community insurance
than their counterparts among insured HHs, while the
probability of utilisation was reduced by 87% (AOR and
95% CI=0.13 (0.06 to 0.29)) among those who partici-
pated in indigenous community insurance than their
counterparts among NI HHs. Moreover, those who trav-
elled greater than or equal to 10km from the nearby
health facility were 1.5 times (AOR and 95% CI=1.52
(1.02 to 2.60)) more likely to use health services than
those who travelled less than 10km among insured HHs,
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]
Table 2 Health status, perception and healthcare need-related factors on health service utilisation among insured and non- 3
insured HHs in East Wallaga zone, Oromia region, Ethiopia, 2022 =
Frequency (%) 3
Variables Categories Insured Non- insured 1;::
Perceived current family health status Healthy 313 (71.1) 339 (77.0) %
Not healthy 127 (28.9) 101 (23.0) 2
o
Family with chronic disease in the last 6 months Yes 110 (25.0) 88 (20.0) 2
No 330 (75.0) 352 (80.0) - B
lliness or injury encountered in the HH in the last 6 Yes 208 (47.3) 185 (42.0) § =
w
months No 232 (52.7) 255 (58.0) & 2
)
Perceived severity of illness (n=208/185) Mild 77 (17.5) 82 (18.6) g %
Moderate 122 (27.7) 88 (20.0) ‘; 3
Sever 9 (2.0) 15 (3.4) 2 o
S O
Major sign and symptoms of illness (n=208/185) Diarrhoea 27 (18.0) 40 (21.6) a o
Fever 52 (25.0) 46 (24.9) Z 3
Cough 32 (15.4) 37 (20.0) a X
w
Nausea/vomiting 19 (9.1) 14 (7.6) 5— S
>
Headache 26 (12.5) 9 (4.9) e N
Stomachache 13 (6.3) 18 (9.7) g py
Toothache 10 (4.8) 6(3.2) omI
nuno
Joint/muscle pain 19 (9.1) 10 (5.4) 3%52
Other* 10 (4.8) 5(2.7) 28
83X
Types of illness (n=208/185) Diarrheal disease 55 (26.4) 53 (28.6) =2 g
AFI 67 (32.2) 62 (33.5) § '('é,' g
Trauma/injury 16 (7.7) 20 (10.8) g'g %
Respiratory diseases 18 (8.7) 4 (7.6) = E'f%’
ANC/PNC 21 (10.1) 7(9.2) 5,":;?;
N
Childbirth/delivery 13 (6.3) 8 (4 3) 3 %g
Chronic NCD diseases 12 (5.8) 7 (3.8) =2z
Otherst 6 (2.9) 4(2.2) 5)°> "2
lliness episodes in the last 6 months (n=208/185) Once 68 (32.7) 108 (58.4) = g
Two times 81 (38.9) 57 (30.8) 2. ?‘E;
Three times 39 (18.8) 14 (7.6) a o
More than three times 20 (9.6) 6 (3.2) s 3
Did severity result in stopping work? Yes 55 (61.1) 77 (78.6) g %
No 35 (38.9) 21 (21.4) RN
Utilisation of health services in the last 6 months Yes 266 (60.5) 202 (45.9) % 2,
0] c
No 174 (39.5) 238 (54.1) S 3
Did you get treatment? (n=266/202) Yes 230 (86.5) 184 (91.1) 3 'S
g -
No 36 (14.7) 18 (8.9) %_ e
Types of service received? Outpatient 150 (65.2) 136 (73.9) o &
(n=230/184) . )
Inpatient 33 (14.3) 14 (7.6) >
both out and inpatient 32 (13.9) 14 (7.6) E
Other services 15 (6.5) 20 (10.9) 2
w
Continued =
=
(o]
)
©
>
B
c
(¢)
o
(¢)
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Table 2 Continued

Frequency (%)

Variables Categories Insured Non- insured
Reason for not health facility visit? Did not feel it was 22 (12.6) 25 (10.5)
(n=174/238) necessary

Facility too far 9(5.2) 8 (3.4)

The illness was not severe 32 (18.4) 37 (15.5)

Shortage of money 22 (12.6) 51 (21.4)

Bought medicine froma 9 (5.2) 14 (5.9)

shop

Long service time 17 (9.8) 18 (7.6)

Providers are not 12 (6.9) 20 (8.4)

welcoming

Visited a traditional healer 5 (2.9) 10 (4.2)

Lack of laboratory facilities 19 (10.9) 14 (5.9)

| couldn’t get quality care 27 (15.5) 41 (17.2)
Did your HH member been admitted in hospital in ~ Yes 83 (31.2) 45 (22.3)
the last 6 months? (n=266/202) No 183 (68.8) 157 (77.7)
Were you got prescribed drugs in the recent Fully (all prescribed) 128 (48.1) 144 (71.3)
episode?(n=266/202) Partially (only some of 119 (44.7) 43 21.3)

them)

None of the prescribed 19 (7.1) 15 (7.4)

drugs

*Chills, earache, injury.
TMusculoskeletal disease, NTDs.

.AFI, acute febrile illness; ANC, Antenatal Care; HH, household; NCD, Non-Communicable Disease; PNC, Postnatal Care.

whereas the probability of utilising health services was
8.37 times (AOR and 95% CI=8.37 (4.54 to 15.45)) more
than their counterparts among NI HHs (online supple-
mental table 3).

Figure 2 Health service utilization among insured and non-
insured households in East Wallaga zone Oromia region,
Ethiopia, 2022. CBHI Member Health Service Used mmm

. CBHI Member Health Service Non-Used mmm. CBHI Non-
Member Health Service non-Used m=m. CBHI Non-Member
Health Service Used mmm.

DISCUSSION
The purpose of this study was to assess HSU and predic-
tors among insured and uninsured HHs with CBHI in the
East Wallaga Zone, Oromia region, Western Ethiopia, in
2022. As a result, the role of CBHI in the use of health
services by insured and uninsured HHs has been identi-
fied. According to the study, 60.5% of insured HHs used
health services in the previous 6 months, compared with
45.9% of NI HHs. This suggested that HHs enrolled in
CBHI were more likely to use healthcare than NI individ-
uals. This can be interpreted as insured HHs using health
services 14.6% more than uninsured HHs. This could be
attributed adverse selection and moral hazards associated
with health insurance from the consumer’s perspective.
This finding was almost supported by a number of
studies conducted in various parts of the world, which
revealed significant disparities in HSU between insured
and NI HHs. As a result, this study’s findings were higher
than those of a study conducted in India, where scheme
members utilised health services 6%-7% more than non-
membersls; in the Philippines, insured HHs were 46.1%,
compared with 38.8% for NI HHs.*® It was also higher
than studies conducted in other SSA countries, such as
one in Cambodia, which discovered that CBHI members
and non-members increased visits to public health-
care providers by 18% and private providers by 11%,
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respectively.'” Furthermore, a Burkina Faso study found
that insured HH had 30% more healthcare visits than NI
HH.* This disparity could be attributed to differences in
sociodemographic and socioeconomic characteristics, as
well as differences in the health systems of these coun-
tries, which could have a significant impact on the utilisa-
tion of health services among insured and NI people in
a variety of ways, including who is covered by the provi-
sion, how the provision was funded, and how healthcare
services were organised. This could also be due to Ethio-
pia’s focus on achieving universal health coverage, partic-
ularly the financial risk protection pillars of universal
health coverage through various HCFR initiatives in the
health system. This finding was almost identical to a study
conducted in Rwanda, which found that insured HHs
used health services 15% more than NI ones.” Further-
more, in these studies and in our findings, there was a
significant difference in HSU between insured and NI
HHs. However, a study in Senegal found that there was
no difference in the utilisation of health services among
insured and NI individuals.*’

One study conducted in southern Ethiopia found that
88.5% of individuals with illnesses from CBHI-membered
HHs used outpatient health services, compared with 72.3%
of individuals from non-membered HHs.” The finding
was greater than in this study. The discrepancy could be
attributed to the fact that, when this study was conducted in
this specific area, political insecurity was one major factor
that could prevent ill people from seeking healthcare, as
opposed to the previous study. Although studies in some
parts of Ethiopia revealed a significant difference in utili-
sation of health services between insured and NI HHs, this
study’s findings were higher than those of studies done in
different areas for both insured and NI HHs. For instance,
a study done in North-West Ethiopia showed utilisation
of health services was 50.5% for members and 29.3% for
non-members.** A study on healthcare utilisation and cost
of care found that utilisation of outpatient services from
public providers was 35% and 22% for CBHI members
and non-members, respectively.” Furthermore, the eval-
uation report for Ethiopia’s pilot CBHI scheme revealed
that 72.3% of members visited health facilities, compared
with 69.3% of non-members from the pilot area.”

In addition, a study conducted in the South Gondar
Zone found that health insurance enrolment significantly
increased HSU, with 67.8% and 33.7% of family members
visiting health institutions within 3 months among CBHI
users and non-users, respectively.”’ The disparity could be
attributed to a difference in the time period considered,
as this study only looked at 6months of healthcare utili-
sation. Also, there may be differences in the perspectives
measured, indicating that this study focused on HSU in
general, whereas others focused on outpatient services
and relied on pilot studies. In contrast to healthcare
coverage in Ethiopia, the per capita HSU was low, and
overutilisation of health services was reported for CBHI
members rather than non-members."” This evidence may
support the study’s findings.

Variables such as family health status as not healthy,
family with chronic disease, perceived availability of drugs
as rare, perceived transportation cost as medium, partic-
ipation in indigenous community insurance, and greater
than or equal to 10km distance from a nearby health
facility were predictors of HSU both among insured and
NI HHs.

Those who perceived their family’s health status as
unhealthy were three and two times more likely to use
health services than those who were healthy, both among
insured and uninsured HHs. This finding was supported by
astudy conducted in the North Shoa Zone, which revealed
that those who perceived their and their families' health
status as poor or very poor were 2.4 and 2.5 times more
likely to use health services than those who perceived their
health status as very good.” A study conducted in South
Achefer Woreda, North West Ethiopia, contradicted this
finding, as those with poor perceived health status were
less likely to use health services than those who perceived
their health status as very good.”” This could be due to
the fact that these studies focused on mutual health insur-
ance, while this was CBHI. The probability of using health
services was 8 times among family with chronic disease
among insured HHs compared with 4.9 times in NI HHs
than their counterparts. Studies done in Kenya™ and the
South Gondar Zone Northwest, Ethiopia,go the South
Gondar Zone™ and Chilga District,”® support this study’s
findings. This could be due to the presence of adverse
selection, in which the higher the presence of chronic
disease, the higher the chance of being insured in CBHI.

This study indicated that the odds of using health
services were reduced by 66% among respondents who
perceived that drugs were rarely available during facility
visits compared with those who perceived them as not
being available in insured HHs, while the odds were 3.9
times more likely among respondents who perceived that
drugs were rarely available during facility visits than their
counterparts in NI HHs. This finding was not similar to
the normal circumstance for a NI person, as stated in
studies done in the North Shoa Zone,31 and in Addis
Ababa®™ where three-fourths of the participants were
satisfied with the availability of drugs and the drugs they
got. The difference could be attributed to the fact that in
the current study, communities had no choice but to visit
public health facilities due to insecurity at the time. Addi-
tionally, respondents who perceived transportation costs
as a medium were 56% less likely to use health services
than those who perceived them as expensive for insured
HHs, whereas those who perceived transportation costs
as a medium were 1.7 times more likely to use health
services than those who perceived them as expensive for
uninsured HHs. This could be due to insured HHs’ fear
of direct non-medical costs, whereas NI HHs may not be
concerned about declining costs.

Also, the probability of using health services was four-
fold higher among those who participated in indigenous
community insurance than their counterparts among
insured HHs, while the probability was reduced by 87%
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among those who participated in indigenous community
insurance than their counterparts among NI HHs. This
was consistent with a study conducted in South Achefer.*
Moreover, among insured HHs, those who travelled
more than or equal to 10 km from the nearest health
facility were 1.5 times more likely to use health services
than those who travelled less than 10 km, whereas the
probability was 8.37 times higher among NI HHs. This
dissimilarity might be due to the fact that, as the health
service was far away from home by a kilometre, the proba-
bility of HHs being insured decreased. This could not be
supported by studies done in the South Gondar Zone™
and East Gojjam Zone.*”” This could be because, in this
study, consumer moral hazard may be less of an issue
due to political instability in the area. In such circum-
stances, particularly during times of instability, digital
health technology such as telehealth may be the best solu-
tion to reduce such disparities and minimise healthcare
expenditure from the perspectives of patients, HHs and
health systems in order to improve a nation’s economic
growth and development, which may have an impact on
the improvement of life expectancy and satisfaction of
healthcare consumers.”*’

This study has some limitations. First, because this
was a cross-sectional study, no causal inference could be
drawn. Second, it was prone to recall bias in the use of
health services. Furthermore, the study did not consider
matching criteria for insured and uninsured HHs.

CONCLUSION

According to this study, insured HHs were more likely
to use health services in the last 6months than NI HHs.
Family health status as not healthy, family with chronic
disease, perceived availability of drugs as rare, perceived
transportation cost as medium, participation in indige-
nous community insurance and >10km travel distance
from a nearby health facility were all statistically signifi-
cant predictors of HSU for both insured and uninsured
HHs.
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