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ABSTRACT  

Background: Health insurance, is a type of insurance that covers medical expenses that arise due 

to an illness. Ethiopia since 2011, piloting community-based health insurance by 13 woredas, now 

the program has been expanding to 1100 woredas. The schemes are currently becoming financially 

unsustainable. Nationally the proportion of schemes with a negative financial balance was 

increasing, reaching close to 10% of schemes in 2018/19. In the Amhara region, from a total of 

184 active schemes, about 54 were bankrupted. It was estimated 210 million birrs. But, the reason 

behind this is not explored.  

Objective: To explore the facilitators of the Community Based Health Insurance Scheme 

Bankruptcy and its magnitude in North Mecha District, West Gojjam Zone, Amhara, Ethiopia, 

2021. 

Method: Mixed study design was used. Data were collected by using a semi-structured 

questionnaire using Key informant interviews for qualitative methods and document reviews for 

quantitative data. Data were analyzed using a qualitative data analysis software package atlas ti 

and for the quantitative method, data were entered into excel and descriptive analysis was 

performed. 

Results: The study revealed that low enrollment rate, low contribution amount and subsidy, too 

many benefit packages, fraud and moral hazards demand and supply side, low availability of drugs 

and laboratory services, increased cost of medical supply and health care services, low community 

awareness, and increased health service utilization was identified the main facilitators of 

Community Based Health Insurance bankruptcy. The schemes expenditure to revenue ratio was 

1.5 and higher with the national target of 0.95.  

Conclusions: In conclusion, this study‟s findings explored program related, community related, 

provider related, and health insurance scheme related factors were identified as facilitating for 

scheme bankruptcy. These facilitating factors would need policy shift and program redesign. 

Finally, research and academic work must focus on studying and addressing the financial 

sustainability of the schemes and the capacity of members to contribute for membership. This 

should be done with the health system and various stakeholders like the government, and NGO‟s. 



v 
 

Keywords: Health insurance, Adverse selection, capitation, Contributions, Target subsidies, 

General subsidies, Extra/Additional family member and bankruptcy.



1 
 

LIST OF ACRONYMS /ABBREVIATIONS 

ARHB –Amhara Regional Health Bureau 

CBHI- Community Based Health Insurance 

EFY-Ethiopian Fiscal Year 

EHIS- Ethiopian Health Insurance System 

ETB-Ethiopian Birr 

GoE's-Government of Ethiopia 

HCF-Health Care Financing 

HC-Health Center 

HSTP- Health Sector Transformation Plan 

KII-Key Informant Interview 

OPD-Out Patient Department 

OOP -out-of-pocket payments 

SHI- Social Health Insurance 

SNNPR- Southern Nation Nationalities People Region 

SSA-Sub Saharan Africa  

UHC -universal health coverage  

USD-United States Dollar 

WHO-World Health Organization 

MPH-Merawi Primary Hospital 

 



2 
 

TABLE OF CONTENTS 

ACKNOWLEDGMENT ............................................................................................................................ ii 

ABSTRACT ................................................................................................................................................ iv 

LIST OF ACRONYMS /ABBREVIATIONS ........................................................................................... 1 

LIST OF TABLES ...................................................................................................................................... 5 

LIST OF FIGURES .................................................................................................................................... 6 

1. INTRODUCTION................................................................................................................................... 7 

1.1. Background: ..................................................................................................................................... 7 

1.2. Statement of the Problem ................................................................................................................ 9 

1.3. Significance of The Study .............................................................................................................. 10 

2. LITERATURE REVIEW: ................................................................................................................... 11 

2.1. Community Based Health Insurance Scheme Bankruptcy ........................................................ 11 

2.2 Subsidy (Target and General) ........................................................................................................ 11 

2.3. Contribution Amount .................................................................................................................... 12 

2.4. Enrollment Rate ............................................................................................................................. 12 

2.5. Health Service Utilization .............................................................................................................. 13 

2.6. Fraud and Moral Hazard .............................................................................................................. 14 

2.7. Shortage of Drugs and Laboratory Services ............................................................................... 15 

2.8. Referral System .............................................................................................................................. 15 

2.9. Out of Pocket Reimbursement ...................................................................................................... 16 

2.10. Strong Governance and Management Structures ..................................................................... 16 

3. CONCEPTUAL FRAMEWORK ........................................................................................................ 18 

4.STUDY OBJECTIVE:........................................................................................................................... 19 

4.1.1. General Objective ....................................................................................................................... 19 

4.1.2. Specific Objective ........................................................................................................................ 19 

4.1.3.  Research Questions .................................................................................................................... 19 

5.  METHODOLOGY .............................................................................................................................. 20 

5.1.  Study Design and Period .............................................................................................................. 20 

5.2.  Study Area and Settings ............................................................................................................... 20 

5.3.  Source/Target Population ............................................................................................................ 21 



3 
 

5.5.  Study Population ........................................................................................................................... 21 

5.6.  Study Units/Subjects ..................................................................................................................... 21 

5.7.  Sample Size Determination .......................................................................................................... 21 

5.8.  Sampling Procedures/Techniques ............................................................................................... 21 

5.9.  Data Collection Tools and Procedures ........................................................................................ 21 

5.10.  Data Management and Analysis ................................................................................................ 22 

5.11. Trustworthiness............................................................................................................................ 22 

5.12.  Term Definitions ......................................................................................................................... 24 

5.13. Ethical Clearance ......................................................................................................................... 25 

6. RESULTS .............................................................................................................................................. 26 

6.1 Characteristics of Respondent ....................................................................................................... 26 

6.2 Community-Based Health Insurance Bankruptcy (Qualitative and Quantitative Findings) .. 27 

Theme 1: -Program Related Factors ................................................................................................... 27 

Category One: - Low Contribution Amounts from Members ...................................................... 27 

Category Two: Low Subsidies ......................................................................................................... 28 

Category Three: -Out of Pocket Reimbursement .......................................................................... 29 

Category Four: Too many Benefits Packages ................................................................................ 29 

Category Five: Low Enrollment Rate ............................................................................................. 30 

Theme 2: -Community Related Factors .............................................................................................. 31 

Category One: Low Awareness on Health Insurance .................................................................... 31 

Category Two: Fraud and Moral Hazard Related with Beneficiaries ......................................... 31 

Category Three: Increased Health Service Utilization .................................................................. 32 

Theme 3: -Contracted Facility Related Factors ................................................................................. 33 

Category one: Shortage of Drugs and Laboratory Services ......................................................... 33 

Category Two: Increased Cost of Medical Supply and Health Care Services in Contracted 

Health Facilities ................................................................................................................................. 34 

Category Three: Referral System .................................................................................................... 35 

Category Four: Fraud and Moral Hazard Related with Providers ............................................. 35 

Theme 4: - Health Insurance Scheme Related Factor ....................................................................... 36 

Category One: Poor Medical Audit Systems .................................................................................. 36 

Category Two: Delay in Reimbursement of Health Service Fees for Contracted Facilities ...... 37 

Category Three: Structure of CBHI Scheme ................................................................................. 37 

7. DISCUSSIONS ...................................................................................................................................... 38 



4 
 

8. STRENGTH AND LIMITATIONS OF STUDY ............................................................................... 42 

9. CONCLUSIONS ................................................................................................................................... 43 

10.RECOMMENDATIONS ..................................................................................................................... 44 

11. REFERENCE ...................................................................................................................................... 45 

12. APPENDIXES ..................................................................................................................................... 49 

12.1 Annex 1.KII respondents consent form ...................................................................................... 49 

13.2 ANNEX II: KEY INFORMANT INTERVIEW GUIDE .......................................................... 51 

12.3 ANNEX III: Qualitative Questionnaire Tool ............................................................................. 52 

12.4 ANNEX IV: Data to Be Collected from the Woreda Offices /HF for Secondary Sources ..... 55 

12.1 አባሪ 1. የቁሌፌ መረጃ ሰጪዎች ቃሇ-መጠይቅ  የፇቃዯኝነት ቅጽ ........................................... 58 

12.2 አባሪ 2 - ቁሌፌ የመረጃ ቃሇ -መጠይቅ መመሪያ ....................................................................... 60 

12.3 አባሪ 3 - የቃሇ-መጠይቅ ዝርዝሮች .............................................................................................. 61 

12.4 አባሪ 4፡ ከወረዲ ጤና ጽ / ቤት / ተቋማት ከሁሇተኛ ምንጮች የሚሰበሰብ መረጃ ................... 63 

12.5. Ethical Clearance and Supporting Letter .................................................................................. 65 

12.6. DECLARATION.......................................................................................................................... 68 

 

 

 

 

 

 

 

 

 

 

 



5 
 

LIST OF TABLES 

Table 1: Summary of a description of study participants from North Mecha districts, West Gojjam ZHD, 

EHIS Bahir Dar branch office and Amhara regional health bureau 2021 (n=14)....................................... 26 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



6 
 

LIST OF FIGURES 

 

Figure 1: Conceptual Frame Work For Community Based Health Insurance Bankruptcy .......... 18 

Figure 2: Map of North Mecha District, West Gojjam Zone, Amhara Region Ethiopia. ............. 20 

Figure 3: Annual total revenue, expenditure and bankruptcy magnitude of North Mecha woreda 

CBHI Scheme and its trend 2021.................................................................................................. 28 

Figure 4:North Mecha District CBHI Scheme Enrollment rate by category 2021. ...................... 31 

Figure 5: Percentage of clients with 100 % prescribed drug-filled rate in North Mecha woreda 

CBHI schemes in contracting health facility 2021. ...................................................................... 34 

Figure 6: Supplier drug fill rate in North Mecha woreda CBHI scheme contracting facility 2021.

....................................................................................................................................................... 34 

Figure 7: North Mecha District CBHI Scheme Health Facility Cost per beneficiary over time in 

ETB birr 2021. .............................................................................................................................. 35 

Figure 8: Summary of the themes and categories for Facilitators of Community-Based Health 

Insurance Scheme Bankruptcy in North Mecha District, West Gojjam Zone, Ethiopia, 2021. ... 38 

 

 

 

 

 

 

 

 

 

 

 

 

 



7 
 

1. INTRODUCTION 

1.1. Background:  

Millions of people continue to suffer in many nations due to a lack of access to essential health 

care or because paying for it causes great financial hardship or pushes them into poverty[1, 2]. 

Every year, around 150 million people worldwide face catastrophic health costs, with 100 

million of them falling or being pushed below the poverty line [3-6]. The WHO estimates that 

out-of-pocket expenditure of over 15–20 % of total health expenditure or 40 % of household net 

income of subsistence needs can lead to financial catastrophe[7]. In low- and middle-income 

countries, more than 35% of health spending per country comes from out-of-pocket expenses[8, 

9]. Understandably, the majority live in resource-poor areas like Sub-Saharan Africa (SSA), with 

very weak modern health care systems and in most cases without any functioning health 

insurance schemes[2, 10, 11]. In the globe, Health financing modalities are General Government 

Revenue, Social Health Insurance (SHI), Voluntary Private Insurance, External Donor, 

Community Based Health Insurance (CBHI), and out-of-pocket (OOP)[5, 12-14]. 

According to the 2016/17 Ethiopia National Health Accounts(NHA), external funding, 

government, household out-of-pocket payments and private employers insurance accounts  35%, 

32%, 31%,and  2% respectively [9, 15]. The part of OOP spending is considerably higher than 

the global recommended target of 15- 20%. Payment at point of care may expose individuals to 

catastrophic health expenditure, and in extreme cases, force them and their households into 

poverty; or they might miss seeking health care and face the consequence of their illness[8, 14]. 

The Ethiopian HCF strategy focuses on implementing innovative financing mechanisms to 

increase domestic resource mobilization and sustainable health financing of essential health 

services to make them accessible and affordable to all people who need them[9, 16, 17].  

Health insurance, which is coverage against the risk of incurring medical and related financial 

costs, is one of the ways that people in many countries pay for their medical needs[7]. It was 

introduced in the 1990s in many African countries, as a promising alternative toward improving 

access to health care for vulnerable populations[18, 19]. It is a new concept for providing 

financial protection against the costs of illness while also enhancing access to high-quality health 

care for low-income rural households who are not covered by traditional insurance[15, 20]. 

African countries including Ghana and Rwanda, and developed countries like Germany, Japan, 
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and China, have implemented CBHI schemes as initial steps towards attaining national health 

insurance coverage. These CBHI schemes are characterized by common principles such as risk-

sharing, voluntary membership, community solidarity, and non-profit[21].  

Ethiopia Piloted CBHI in 13 districts for the first time in different regional states such as Tigray, 

Oromia, Amhara, and Southern Nations Nationalities and Peoples [15, 20, 22, 23]. The 

government is presently pursuing several steps to strengthen the current healthcare finance 

system, increase resource flows into the sector, enhance resource use efficiency, and secure long-

term funding to increase overall coverage and quality[17]. The Ethiopian Government had been 

set a target of ensuring community-based health insurance is available in 80% of the woredas in 

the country by 2020 aims to cover citizens in the rural and informal sector, expected to be 85% 

of the Ethiopian population[15, 23, 24].  

According to EHIS 2013 EFY report from 1100 woredas, 862 were implementing CBHI. In the 

Health Sector Transformation Plan (HSTP I ), CBHI is to play a key role in supporting 

Ethiopia‟s transition to universal health coverage and one component of the woreda 

transformation agenda, which enhanced the focus on the program [15]. Specific CBHI objectives 

are to: improve financial access to health care services, improve quality of health care services, 

increase resource mobilization in the health sector, strengthen community participation in the 

management of health services, and strengthen national capacity for policy development and 

scale-up of health insurance coverage in the rural and urban informal sectors[25].Schemes being 

financially unsustainable poses a serious challenge to all parties involved in the insurance 

system. Members were discouraged from renewing their memberships, and from enrolling new 

members, due to gaps in the availability of quality health services[8]. Contracted health facilities 

won‟t be able to receive sufficient payment from schemes promptly, depriving them of resources 

that could have been used for the procurement of drugs and supplies. If contracted facilities are 

unable to provide necessary services, schemes will be forced to pay an additional expense to 

members to reimburse their OOP expenditure in addition to what schemes pay to contracted 

health facilities[15].  

Bankruptcy is a legal process involving a person or company that cannot pay its debts. The 

bankruptcy procedure starts with a petition submitted by the debtor or on behalf of creditors, 
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depending on which is more usual. To say that Community Based Health Insurance schemes 

financially sustained revenue to expenditure ratio of schemes should be above one. 

1.2. Statement of the Problem  

Bankruptcy is described as a condition in which a debtor (the community-based health insurance 

scheme) is unable to pay its debts for contracted health facilities over six months. Community 

based health insurance has experienced some challenges, mostly due to low enrolment. The 

Sustainability and expansion of these schemes have been hindered by numerous operational 

challenges including low budgets, rising healthcare costs, small risk pools, low contributions, 

and overutilization of services [21]. The key dangers to CBHI's financial viability include 

adverse selection, over-prescription, moral hazard, fraud and abuse, and catastrophic 

expenses[18, 23].  

The number of schemes with a financial shortfall was increasing over time; Nationally as of 

January 2019, there were 46 insolvent schemes (9% of total active schemes)[15]. Amhara had 

the highest share of insolvent schemes at 63 % , followed by Oromia, and SNNPR accounting for 

15% and 13% of the total, respectively[15, 23]. According to the ARHB's EFY report dated 

January 2013, this figure has been escalated, to 54 schemes dropping and being unable to cover 

their medical expenses for contracted health facilities, reaching over 210 million ETB Birr. The 

study area faces financial bankruptcy and was unable to pay its health service utilization fee for 

contracted facilities.  This suggests that the health facilities may not be sufficient to deliver the 

required quality health care. If this trend continues, it will endanger the long-term scale-up plan 

and overall success of community-based health insurance schemes. Previous studies have shown 

factors such as enrollment, utilization, and the age of a scheme influence a scheme‟s financial 

position and long-term sustainability[15]. Furthermore, operational challenges related to 

mobilization, contracting, referral system, structure of scheme, availability of services, and OOP 

reimbursement also affect the financial sustainability of the insurance scheme in general were not 

explored.  

To sustain the community-based health insurance, improve community health status, reduce 

catastrophic health expenditure, and promote equitable access to health care services, it is 

essential to understand the facilitators for scheme financial bankruptcy. Therefore, this study 
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aims to explore the facilitators of the community-based health insurance bankruptcy in North 

Mecha District, West Gojjam Zone, North West Ethiopia.  

 

1.3. Significance of The Study 

This finding explored the facilitators of the financial shortfall or insolvency of the community-

based health insurance scheme.  It will provide relevant information about why schemes were 

becoming insolvent for a concerned body like program partners and policymakers to develop 

evidence-based interventional strategies for financial sustainability of the CBHI program.  

Furthermore, the study will also be used to complement a broader financial sustainability study 

that will be conducted by Ethiopian Health Insurance Service, Amhara Regional Health Bureau, 

etc.  It will be also important to provide information for other researchers for further study. 
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2. LITERATURE REVIEW: 

2.1. Community Based Health Insurance Scheme Bankruptcy 

The financial sustainability of some of the CBHI schemes Ethiopia is in jeopardy. There is a 

need to increase enrollment for better risk pooling at the scheme level. Contribution collection 

mechanisms should be strengthened and contribution levels made congruent with benefits 

packages, ability to pay, and service utilization. There is also a need to establish larger risk pools 

to have reinsurance and risk pooling among schemes. To do this, zonal and regional CBHI risk 

pools with clear resource contribution and expenditure assignment criteria should be established. 

This could gradually evolve into a national CBHI risk pool[26]. According to the American 

Journal of Medicine, health care costs were the leading cause of bankruptcy in the United States 

in 2007, accounting for 62 percent of all bankruptcies[27]. Studies in Massachusetts revealed 

that illness or medical bills contributed to 52.9% of bankruptcies. In contrast, in early 2007, 

medical bankruptcies accounted for 59.3% of personal bankruptcies in the state and 62.1% 

nationally. In 2009, 45.6% of the entire sample (86.2% of the medically bankrupt) had high 

medical bills or specifically cited illness as a cause of their bankruptcy, proportions that did not 

vary by insurance status[28]. CBHI schemes in Ethiopia with a negative financial balance are 

increasing, reaching close to 10% of schemes in 2018/19[8]. 

2.2 Subsidy (Target and General) 

Rwanda subsidized premiums for the poorest households, Ethiopia introduced two subsidies; a 

targeted subsidy for the so-called „indigent‟, funded by the regional and woreda governments, 

and a general subsidy of 25 percent of premiums financed by the federal government[25]. 

Furthermore, unlike Rwanda, Ethiopia did not require copayments for treatment, to improve 

utilization [22]. Targeted subsidies: Money received by CBHI scheme(s) from the woreda and 

regional governments for indigent households enrolled in the scheme. General subsidies: Money 

received by CBHI scheme(s) from the federal government, which tops up the resources raised by 

the insurance scheme by 10%[15]. The government of Rwanda covers the enrollment fees for the 

25 percent of Rwandans with the fewest assets, which are not charged for their insurance or 
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health services at any public facility. Nationally contribution amount from the targeted subsidy 

has reached 370 million Birr in 2019/20, it is only 88%, 70%, 91%, and 80% of the expected 

amounts disbursed in the years 2016/17 to 2019/20[8]. The ARHB also allocates 70 % (97 

million ETB birr) target subsidy to 182 schemes in the region[29].  

2.3. Contribution Amount 

Studies conducted in Ecuador,  the average amount of money that households were willing to 

pay for the scheme was US$30 in a rural part of Ecuador[30]. A previous study in the Oromia 

region revealed that respondents, knowing the benefits package of CBHI willing to pay 26.6 

USD annually[20].In Ethiopia previously, Contributions vary by region and range from Birr 

10.50 (US$0.56) to Birr 15.00 (US$0.80) per month per household[25]. While the current 

Amhara region contribution varies by household family size, households with up to 5,6-7 and 

above eight family members pay 350.00, 400.00, and 480.00 ETB respectively in rural settings 

[31]. Based on feasibility studies conducted by Abt associates, regional health administration 

officials determined the contributions to be charged by household-level monthly contributions 

for core household members range between ETB 10.50 in SNNPR to ETB 15 in Oromia. For 

each non-core household member, the monthly premium lies between ETB 2.10 and ETB 3.00. 

contributions in the Amhara region are set at ETB 3.00 per individual per month. The payments 

amount to about 1-3 percent of monthly household income. To enhance affordability, the central 

government subsidizes a quarter of the premium and district and regional governments are 

expected to cover the costs of providing a fee waiver to the poorest 10 percent of the population 

of so-called “indigent groups”[32]. 

2.4. Enrollment Rate  

Often CBHI schemes are characterized by low coverage and high dropout rates[33]. Moreover, 

there is evidence that the poorest are often excluded from enrolment as they cannot afford the 

premium. Enrolment in such schemes is voluntary, and those with poor health status are more 

likely to be attracted to the scheme compared to those with good health status which raises 

concerns about scheme sustainability[32]. Enrollment in a CBHI scheme is decided collectively 

at the kebele/tabia level as opposed to the household level[26]. According to a study in Burkina 

Faso, factors that affected enrollment of people were: affordability, distantly located health 

facilities, poor quality of health services that included long waiting times, overprescribing and 
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differential treatment depending on the socio-economic status of the enrollee, lack of health-

seeking behavior, cultural beliefs and practices. A study in Rwanda revealed that 98.2% of 

Reasons why households will not re-enroll next year in the CBHI were could not afford 

premium[2]. The enrollment ratio increased, on average, the longer the schemes were in 

operation; the majority of schemes were able to improve the enrollment ratio year after year, 

even after several years of operation, according to a study done in 23 Ethiopian CBHI schemes. 

Over 60% of CBHI schemes saw an increase in enrollment year over year from their third to the 

seventh year of operation[23].  Enrollment is done on a household, not on an individual basis, to 

reduce the possibility of adverse selection[25, 34]. Studies in Ethiopia shows that Solvent 

schemes had a 46 percent enrollment rate, whereas insolvent schemes had a 58 percent 

enrolment rate. There appears to be no link between solvency and enrollment, with enrollment 

rates varying greatly for both solvent and insolvent schemes[15].  

2.5. Health Service Utilization 

Studies in Congo show that the health service utilization reasons for delaying care are due to 

financial constraints (65.9%)[35]. Per capita, the health service utilization rate for CBHI 

beneficiaries has increased from a baseline of 0.36 in 2015/16 to 1.1 in 2019/20[8]. The Health 

Insurance Strategy indicates that the overall objective of insurance is to promote equitable access 

to sustainable quality health care, increase financial protection, and enhance social inclusion for 

the majority of Ethiopian families via the health sector[25].In Rwanda, findings showed that 

insured people were much more likely to use modern health care in general, that children whose 

mothers had any type of health insurance were twice as likely to use modern health services, and 

that women with health insurance were 1.6 times more likely to give birth in a modern health 

facility than women without health insurance[2]. Systematic review analysis shows that 74 

percent of the studies (26 out of 35) find positive effects on health care utilization. The increase 

in outpatient care utilization for insured versus uninsured ranges from 4.3 to 10.5 percentage 

points and for inpatient care utilization from 1.1 to 6.9 percentage points[32].CBHI Evaluation 

Studies in Ethiopia indicates that CBHI has increased health service utilization because of the 

financial protection it offers, the awareness creation efforts made during scheme establishment, 

and the ongoing health-related lessons provided by the facilities, health extension workers, and 

the Health Development Army[26]. The Ethiopian government has set a target of 2.0 visits per 

capita to a healthcare facility by 2020, however, the national utilization rate as of 2018/19 was 
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only 0.9 visits per capita. Utilization averaged 0.61 visits per capita in solvent schemes and 1.34 

visits per capita in insolvent schemes[15]. The Amhara region OPD attendance per capita is 

reached 1.34 in 2012 EFY[29]. The utilization has been consistently higher in insolvent schemes 

rather than solvent schemes[15]. 

2.6. Fraud and Moral Hazard 

Moral hazard is a broad term used in healthcare, normally used if there is a demand for specific 

medical care. Moral hazards are of two types: ex-ante, a type of moral hazard committed before 

obtaining health insurance, and ex-post, which is practiced after health insurance is acquired[32, 

36]. Moral hazard and cost escalation are particular problems, as patients are not able to identify 

what treatment they need; the risk of adverse selection means that insurers want to exclude high-

risk cases or charge them higher premiums, yet for social policy reasons, governments want all 

their population to have access to health care[37]. All health insurance companies endeavor to 

establish tactical strategies to minimize risks on an annual average, more than 196 fraudulent 

cases were reported with a claim rejection rate of approximately 15%. The majority of fraud 

cases were reported in dental services with invalid card usage, followed by obstetrics-

gynecology services (113 and 47 cases, respectively)[36]. CBHI members have become assertive 

in demanding their rights and sometimes making unreasonable demands, including jumping the 

queue; demanding a prescription for a particular type of drug; returning to the facility for another 

consultation or treatment before finishing the prescribed drug regimen, demanding unnecessary 

diagnostics and prescriptions; requesting drugs for their children without bringing them to the 

facility, and demanding immediate referral. In many schemes, the members are insured more 

against high-cost events that do not occur very frequently than the low-cost events that occur 

more frequently. This ultimately raises the cost affecting either the premium rates or benefits 

package, which is not in complete favor of the beneficiaries[14]. The study Guto Gida District, 

Western Ethiopia found that demand side moral hazard behaviors included frequent visits to 

health facilities, a tendency to collect more drugs, being cheated by the insurance, using their 

cards redundantly, giving their cards to nonmembers, and seeking out the most expensive drugs. 

From the supply side, inflating the price of drugs, increasing the price of services, claiming for 

services not provided, overstating the number of customers who obtained insurance packages, 

and insulting users are moral hazard problems[38]. Types of moral hazard and other 

inappropriate provider practices reported include lack of courtesy and mistreating patients, such 
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as displaying partiality toward some patients; overprescribing services including drugs and 

diagnostics; unnecessarily referring patients to private wings and private clinics, and making 

claims for reimbursement without backing them up with necessary evidence[26].  

2.7. Shortage of Drugs and Laboratory Services 

The increased and improved cash flow has had a positive effect on the availability of drugs and 

other supplies, which in turn has improved the quality of health services the facilities 

provide[25]. Contracted health facilities, especially in hospitals, experience drug stock-outs, and 

so patients often must buy items from outside private retailers. Fraud on the part of pharmacists 

at contracted health facilities – the pharmacists refer patients to private drug dealers who give 

them a “kickback” – is reported to exacerbate the shortage. Medical equipment frequently breaks 

down, due mainly to the absence of timely and proper maintenance but also negligence and 

mishandling by health workers[26]. 

2.8. Referral System 

In Ethiopia, the government which is the main provider and financer of healthcare has 

established a three-tier health service delivery system, which requires an effective two-way 

referral connection[39]. There are no copayments as long as members follow the scheme‟s 

referral procedure. Beneficiaries are allowed to access hospitals without penalty with a health 

center referral[25]. When they seek care, scheme members are first expected to visit a health 

center and can subsequently access higher-level care at district or regional hospitals as long as 

they have referral letters from the health center.  CBHI members demand referral before using 

services of a lower-level facility[26]. Members who visit hospitals without referral letters need to 

cover 50 percent of their costs (ARHB CBHI Directive 2005). Studies revealed that 84% of 

health care visits were made to health centers, and 16% were made to hospitals. Studies 

conducted in Ethiopia revealed that outpatient utilization by the facility is HP (7.42), HC 

50.65%, Public Hospital (8.98), Private clinic (18.49), private hospital (1.56), and the rest is to a 

religious leader, drug store, traditional healer. Access to tertiary level care differs across regions. 

In Amhara and Tigray, CBHI enrollees may visit any public hospital within the region but not 

outside the region. In SNNPR, care is covered only in the nearest public hospital, while in 

Oromia, coverage includes hospitals located outside the region[32]. 
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2.9. Out of Pocket Reimbursement 

Paying out of pocket is a problem for members who have already paid a registration fee and 

premium and may have no household budget left for these contracted services. Reimbursement 

first requires the pharmacist to put a stamp on the back of the prescription and record/register it 

in the member patient‟s file. As a result, the member‟s reimbursement claim is rejected, leaving 

the member highly dissatisfied[26]. The scheme covers both outpatient and inpatient health care 

services in public facilities. Transportation costs to access health facilities are not covered. 

Utilization of care from private providers is usually not permitted unless a particular service or 

drug is unavailable at a public facility. Treatment outside the country is not covered. Medical 

treatments that have largely cosmetic value ( artificial teeth and plastic surgery) are 

excluded[32]. A study conducted in the democratic republic of Congo revealed that, among 

individuals who sought outpatient care (n = 2412), 89.9% had non-zero monetary expenditures, 

and 0.9% reported in-kind payments. Among those who spent money for care (n = 2168), the 

mean overall OOPs for outpatient care was US$ 6.8 (0.4). The most important expense item was 

fees for drugs and medicines (62.3%), followed by fees for consultation (32.7%)[35]. Except for 

some ancillary services to be purchased from private facilities, public facilities are generally 

designated providers of services for members[25]. From 184 members interviewed, only 2.1 

percent paid for consultations, 1.6 percent for diagnostics, and 2.7 percent for drugs[26]. 

Excessive OOP reimbursement was thought to be a potential cause of insolvency. The sample of 

solvent and insolvent schemes showed that insolvent schemes were more likely to have OOP 

reimbursements to members than solvent schemes. Out of the 14 solvent schemes, 6 made OOP 

reimbursements to members (43%); whereas, out of the 21 insolvent schemes, 16 made OOP 

reimbursements (76%)[15]. Members utilize private drug dealers without full information on 

what is required for reimbursement (essentially, getting a receipt and submitting it with the 

prescription to the CBHI scheme), and again fail to follow procedures that preclude 

reimbursement by the scheme [26, 32]. 

2.10. Strong Governance and Management Structures 

The financial sustainability of schemes will depend largely on the strength of CBHI 

management. Scheme management is integrated and works within the woreda administration 

office. A general subsidy from the federal government is provided for all scheme members, and a 

targeted subsidy from the regional and woreda governments is provided for the very poor who 
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cannot afford to contribute. Scheme staff is employed through the government payroll [26]. A 

General Assembly and Board of Directors oversee the governance of CBHI schemes at the 

woreda level. The General Assembly is composed of 8–10 woreda each Kebele with a CBHI 

pilot scheme. Boards have 9–12 members who are elected during the General Assembly meeting. 

Of these, three are from woreda sector offices, and 6–9 are elected by the assembly to represent 

kebele sections[25].  Public sector representatives and 3–5 delegates from kebele. Contribution 

rates were raised in response to the increasing utilization rate and cost of care – albeit while 

keeping in mind people‟s ability to pay. To improve scheme financial management, scheme 

accountants were given training. This has helped them to prepare financial reports on time and 

prepare schemes for financial audits[8]. While the share of schemes audited increased from 38% 

in 2017/18to 69% in 2019/20, the financial audit process is still weak, implementation is 

irregular and the quality of claims audit still has many gaps that need to be addressed, after 

joining a CBHI scheme, members have a one-month waiting period before they can use covered 

services[25]. 
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3. CONCEPTUAL FRAMEWORK 

 

 

Figure 1: Theoretical Framework for Community Based Health Insurance Bankruptcy 
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4.STUDY OBJECTIVE: 

4.1.1. General Objective 

To explore the facilitators of community-based health insurance scheme bankruptcy and its 

magnitude in North Mecha District, West Gojjam Zone, Amhara region, Ethiopia, 2021 G.C. 

4.1.2. Specific Objective 

 To explore the facilitators of community-based health insurance scheme bankruptcy. 

 To estimate the magnitude of community-based health insurance scheme bankruptcy. 

4.1.3.  Research Questions 

Why do North Mecha District community-based health insurance schemes become bankrupt? 

What are the facilitators of North Mecha District community-based health insurance scheme 

bankruptcy? 
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5.  METHODOLOGY  

5.1.  Study Design and Period  

A mixed study design was used to explore the facilitators of Community Based Health Insurance 

Scheme Bankruptcy and its magnitude in North Mecha District, West Gojjam Zone, Amhara 

region, Ethiopia, 2021. The study was conducted from September to November 2021. 

5.2.  Study Area and Settings  

The study was conducted in North Mecha, which is one of the 14 Woredas and 5 City 

Administrations found in West Gojjam Zone. North Mecha is located 546 km away from Addis 

Ababa, the capital city of Ethiopia, 30 km far from Bahir Dar, and 150 km from Zone town 

Finote-Selam. According to the 2013 EFY plan commission, the districts total population was 

expected to be 261,471. Administratively, divided into 37 kebeles and has one primary Hospital 

and 10 Health centers. It has an estimated target households 49,389, and from these, 27,457 were 

enrolled in CBHI. The CBHI Scheme have contractual agreement from 13 Health centers and 

two hospitals[40, 41]. 

 

Figure 2: Map of North Mecha District, West Gojjam Zone, Amhara Region Ethiopia. 
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5.3.  Source/Target Population 

The source population of this study was the North Mecha woreda health office, health facilities, 

West Gojjam Zone health department, EHIS Bahir Dar branch office, and ARHB. 

5.5.  Study Population  

The study population of this study was North Mecha woreda CBHI Scheme and health office, 

North Mecha public health facilities, West Gojjam Zone CBHI team, EHIS Bahir Dar branch 

office, and regional health bureau CBHI team. 

5.6.  Study Units/Subjects  

The study units of this study were woreda health office head, CBHI scheme coordinator, scheme 

clinical auditor and accountant, Marawi primary hospital Chief Executive Officer and Finance 

head, admission and liaison officer, Merawi health center head, Dagi health center head, Zone 

CBHI Coordinator and accountant, EHIS Bahir Dar branch manager and provider officers, and 

Amhara regional health bureau resource mobilization directorate CBHI coordinator. 

5.7.  Sample Size Determination  

The level of information saturation determined the sample size for the qualitative method, and 

for the quantitative method, the last three consecutive years‟ CBHI data was used. It was planned 

to have an interview with 16 KII and conducted for 14 KII. For quantitative data, Enrollment 

rate, contribution collected and allocated subsidy, health service expenditure, drug filled rate 

(supplier and 100 % prescribed drug) and health service utilization was used.  

5.8.  Sampling Procedures/Techniques 

The purposive sampling technique was applied to select the study area and study participants.  

5.9.  Data Collection Tools and Procedures 

Data were collected by using a semi-structured questionnaire for qualitative methods and data 

collection format for quantitative data. Three years of data were collected by document review. 

The KII guide and document review checklist was first developed in English and translated into 

Amharic to collect the data and then translated back to English to check reliability. Firstly, 

qualitative data was collected and then the quantitative data were collected. During the interview, 

codes were given to each participant, and profiles were registered. A principal investigator was 

moderating each interview. One note-taker was assigned for each interview. To maintain the 
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transferability of the finding, appropriate probes were used to obtain detailed information on 

responses. All interviews were digitally tape-recorded and the interviews took 25-60 minutes. All 

Key informant interviews were conducted in a place free from trouble. The pre-test was 

conducted before starting data collection in Hulet Ejju Enesie district by taking four respondents 

and one year of data for quantitative data collection.  

5.10.  Data Management and Analysis  

Data analysis for qualitative data was done side by side with the data collection. All interviews 

were transcribed verbatim directly from audios into Amharic transcripts initially by the principal 

investigator. The Amharic transcripts were translated into English by the principal investigator 

and another public health professional to keep the data‟s consistency, and minimize the 

researcher‟s bias. Through repeated reading of transcripts, the transcribed data was immersed to 

know the data in detail. After that, the data was analyzed as a whole to get a sense of what 

patterns were present, and then first code was created by identifying where and how patterns 

appeared. The data that had been transcribed was coded, and the coded data were categorized. 

The data was then organized into related themes and sub-themes to conduct thematic data 

analysis. Verbatim quotations were used to show their responses to vital issues and themes. 

Themes were repeatedly checked to make sure they support the data and to look for missing 

information and to get richer outcome. Throughout the study, bracketing of preconceptions of the 

investigator was employed. Data were analyzed using a qualitative data analysis software 

package Atlas ti 7. The emerging findings during the analysis were shared with my advisors and 

experienced qualitative researchers for peer debriefing before synthesizing the final outputs. For 

the quantitative method, data were entered into excel for analysis. The data were edited and 

cleaned for inconsistencies and completeness. Descriptive analysis was performed to describe the 

variables. 

5.11. Trustworthiness 

Credibility: To maintain credibility of the research findings, both key informant interviews and 

document review guidelines were evaluated by the professionals, before the data collection. The 

key informants were observed persistently at the time of interview. Triangulation was done by 

collecting data from different people in using different data sources, combination of quantitative 

and qualitative methodologies. Peer- debriefing was done for questioner and transcripts given to 
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my colleagues. Member checking was made by returning the preliminary findings to some 

participants to correct errors and challenge what was perceived as wrong interpretations.  

Transferability: To maintain the transferability of the finding, appropriate probes were used to 

obtain detailed information on responses, and study participants were selected based on specific 

purpose to answer study questions and to get greater in-depth findings. 

Dependability/Consistency: To maintain the dependability of the research process, peer 

examination was conducted with lecturer (MPH) in woldia university, and code were conducted 

twice to see the code agreement. Rigor was attained through strict attention to detail, adhering to 

procedures, and consistency and accuracy throughout the research process, each of which the 

investigator had considered at all times.  

Confirmability: To achieve confirmability of the study findings raw data, interview and 

observation notes, documents and records collected from the field, and others should be 

documented for crosschecking and to conduct an audit trial and triangulation was used.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



24 
 

5.12.  Term Definitions  

Health insurance: is insurance against the risk of incurring medical expenses among 

individuals, families, and groups. 

Adverse selection: This is the enrolment of those who are ill or more prone to illness in an 

insurance scheme compared to the healthier ones. 

Capitation/ Per capita: Providers are paid a fixed amount for a fixed period of time in advance 

to provide a defined sub-set of services for each individual covered/enrolled. 

Contributions: the term used for the regular payments made by the consumer/beneficiaries. 

Targeted subsidies: Money received by CBHI scheme(s) from the woreda and regional 

governments for indigent households enrolled in the scheme. 

General subsidies: Money received by CBHI scheme(s) from the federal government, which 

tops up the resources raised by the insurance scheme by 10% 

Extra/Additional family member፡ means a person who lives outside the base/core family 

member and lives under the same roof as the member and earns his or her income. 

Per-capita expenditure for health services:  is the amount of money reimbursed for requested 

claims per total number of beneficiaries utilized the health services. 

Expenditure to Revenue Ratio (for CBHI): the amount of total payment made to health 

facilities for service provided to members in a given year divided by the total revenue of the 

CBHI scheme.  

Bankruptcy: in CBHI results when the amount of money collected from pay members, and 

subsidy doesn‟t cover the members‟ medical expense. Or it occurs when the expenditure to 

revenue ratio was greater than 1. 
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5.13. Ethical Clearance 

Ethical clearance was taken from the ethical clearance committee review board of Bahir Dar 

University College of Medicine and Health Sciences (Reference number: MD/2949/2.4). After 

getting the ethical clearance, a written legal letter of permission was obtained from respective 

administrative levels to collect data. This study was conducted in accordance with the 

Declaration of Helsinki. All study participants were well informed about the purpose of the study 

and informed verbal consent to use a tape recorder during data collection was secured from the 

study participants prior to the interview. Participants had also been informed that participation 

was voluntary and they could leave the study at any time if they were not comfortable with the 

questionnaire. The study participants‟ confidentiality was maintained and no personal identifiers 

were used in the data collection tools, write-up procedures and codes were used in place of it. All 

paper-based and computer-based data were kept in protected and safe locations. The recorded 

data were not accessed by a third person, except the research team, and data sharing will be 

enacted based on the ethical and legal rules of data sharing. 
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6. RESULTS 

6.1 Characteristics of Respondent 

Data had been collected from a total of 14 key informants from North Mecha district public 

health facilities and woreda health office (9 KII), West Gojjam ZHD (2 KII), EHIS Bahir Dar 

branch office (2 KII) and Amhara regional health bureau (1KII) CBHI main implementers were 

involved. The time of key informant interviews was determined up on reaching the saturation 

point where no newer emerging ideas come from the participants. The age of the key informants 

ranged from 28-60 years, and the mean age was 38.2 years. The educational status of the 

respondents was 78.6% degree and above holders, and 21.4% was diploma holders. The mean 

time for the key informant interview had been taken 33 minutes. 

Table 1: 1: Summary of a description of study participants from North Mecha districts, West 

Gojjam ZHD, EHIS Bahir Dar branch office and Amhara regional health bureau 2021 

(n=14). 

Characteristics Total  

Age 

20-30 2 (14.2%) 

31-40 7 (50%) 

41-50 4 (35.7) 

>50+ 1 (7.1%) 

Sub Total 14 (100%) 

Gender 

Male 13 (92.9%) 

Female 1 (7.1%) 

Sub Total 14 (100%) 

Educational status 

Below Diploma level 0 (0%) 

Diploma holder 3 (21.4%) 

Degree and above 

holder 11 (78.6%) 

Sub Total 14 (100%) 

Marital status 

Married 11 (78.6%) 

Unmarried 3 (21.4%) 

Sub Total 14 (100%) 
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6.2 Community-Based Health Insurance Bankruptcy (Qualitative and 

Quantitative Findings) 

The study revealed that various reasons were facilitate the Community based health 

insurance bankruptcy in the selected district. In this study four main themes were 

identified: program related, community related, contracted health facility and health 

insurance scheme related factors. 

Theme 1: -Program Related Factors 

Category One: - Low Contribution Amounts from Members  

In this study the existing amount of contributions collected from members was based on family 

size, up to 5,6-7 and above eight family sizes 350.00,400.00, and 480.00 birr respectively 

without considering the cost of current medical care. All participants said that the contributions 

collected from members are not enough to cover the health care expenses since currently there 

was an increase in cost of   pharmaceuticals, health service fees, and laboratory reagents in 

relation to raised foreign currency exchange. 

"…. contributions do not cover medical expenses, for example, if one household pays 350 birrs 

per year to treat up to 5 families a year, and at least once each family member goes to a health 

facility, they will spend at least 200-500 birr. This means that the CBHI Scheme will pay between 

1,000 and 2,500 birrs for each family per year." (Male participant age 41-50) 

Most participants state that the contributions from dependent families were not collected 

properly as the directive of CBHI. Almost all respondents stated that the parents were not told 

the exact children‟s age and some respondents said that the kebele collectors (cashier) were not 

asking them to pay.  

"There is a problem with the collection of additional/dependent family contributions. There are 

parents who, in particular, reduce the age of their children so that they do not have to pay an 

extra payment. Registering two households together as the same family member (for example, 

married couples living autonomously)." (Male participant age 31-40) 

"Extra/dependent family contributions are not being properly collected. This is because kebele 

money collectors/cahiers cannot read and write well." (Male participant age 31-40) 

In this study, the scheme‟s average total revenue collected from paying households in the form of 

contributions, and the general subsidy was 8,577,588.00 Birr per year. The average annual health 
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service utilization expenditure was 12,930,753.00 ETB Birr per year. Hence the scheme had a 

mean of bankruptcy yearly by 4,353,165.00 ETB birr annually. The three-year expenditure to 

revenue ratio was 1.5. As shown below, the North Mecha district CBHI scheme was had a total 

bankruptcy of 13,059,495.00 Birr bills for contracted facility and CBHI members OOP 

reimbursement.  

The findings from the scheme data show that the expenditure to revenue ratio was increasing 

yearly from 1.3 to 1.6 in 2011 and 2013 respectively. 

 

Figure 3: Annual total revenue, expenditure and bankruptcy magnitude of North Mecha 

woreda CBHI Scheme and its trend 2021. 
Category Two: Low Subsidies  

General Subsidies from the federal ministry of health and target subsidies for selected indigents 

are one of the financial sources of schemes. In this study, all the participants said that there was 

insufficiency of general subsidy from MOH expected 10 percent of the total collected money by 

the scheme. Even in the document reviewed finding, the schemes woreda target subsidy for the 

last two years was not allocated.  The three-year regional and woreda target subsidy (4,190,699 

ETB) was not transferred to the CBHI scheme bank account.  

"We receive a ten percent federal subsidy. However, this subsidy is insufficient. For the past two 

years,30% of the district subsidy has been improperly allocated and has not been remitted to the 

system. Because the woreda did not have a budget, we did not also collect the region subsidy for 

two years. " (Male participant age 20-30) 
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Category Three: -Out of Pocket Reimbursement 

All participants said that the scheme allowed reimbursement for OOP paid by members 

for drugs, laboratory, and imaging services during stockout at contracted health facilities. 

Most of the participants said that the scheme does not reimburse the OOP expenditures 

for the members nearly a year due to a lack of money.  

"The scheme was reimbursing the OOP for members during stock out. But currently, they 

stop due to a lack of money." (Two male participants aged 20-30 and 41-50) 

All respondents agreed that OOP reimbursement facilitated the CBHI scheme becoming 

insolvent. Most participants said that the main factors for the high cost of OOP 

reimbursement were from private dealers and incomplete health services in contracted 

health facilities. Private drug stores and pharmacies were deliberately adding prices, 

especially for CBHI members.  

"The increase in members' pocket money is due to several factors. There is a deliberate 

increase in the price of drugs on private pharmacies for CBHI members, and there is a 

lack of supply of drugs and laboratory services in the contracted health facilities. For 

instance, a medicine that costs 10birrs can cost up to 500 birrs in private pharmacies.” 

(Male participant age 31-40) 

"……  When the OOP is replaced, the price of the drugs was increased by up to 300 

percent compared to the government rate. So, this was the main cause for CBHI Scheme 

being insolvent." (Male participant age 31-40) 

The quantitative data shows that of out-of-pocket payment per beneficiary, three-year 

average was 932 high compared with the public facilities 290 for Hospitals and 47 in 

Health centers. 

Category Four: Too many Benefits Packages 

The majority of the respondents stated that CBHI beneficiaries have access to entire 

domestic packages of health care provision from the health center to tertiary levels within 

contracted public health facilities. Outpatient, inpatient, surgical, laboratory, and 

medication services to contracted health facilities listed as benefit packages in CBHI 

directives, were too many, facilitating the schemes to be bankrupt. 

"Because the current amount of money contributed by the CBHI members is low, too 

many numbers of benefits packages will cause the health insurance scheme to be 

bankrupt." (Male participant age 41-50) 
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Category Five: Low Enrollment Rate 

Enrollment rates in the schemes were below the minimum enrollment rate of 60% that is 

required to commence operations, according to the CBHI directives. All participants said 

that the membership rate was increasing yearly. Most respondents agreed that enrollment 

rate and community-based health insurance scheme insolvency have directly 

proportional. 

"The number of CBHI members in the woreda is increasing, but not all eligible 

households can join. If all eligible households be a member, everyone would not be sick 

at a time, solidarity will be created and there would be no scheme bankruptcy." (Male 

Participant age from 41-50) 

"Low membership rates can lead to bankruptcy. This means that only those who have 

serious health problems, who often go to the health facility for treatment, and who have 

chronic health problems will become a member and they incur high costs in the health 

facility, i.e., the members we produce will be "patient association" and it will cost the 

scheme a lot of money." (Male participant age from 31-40) 

Most Participants revealed that the factors for households not to enroll in the scheme 

were low awareness creation on health insurance, interruption of OOP reimbursement, 

poor health care services in the contracted health facilities, and lack of money for 

contributions.  

Most of the respondents said that members failed to renew the membership due to 

dissatisfaction with the health services, dislike of referral system and lack of money to 

pay were the main reasons. 

"… Reasons for some people not to enroll in the scheme are; Problems with health 

service delivery, lack of OOP reimbursements, assumption that certain households are 

self-sufficient/have health care in private hospitals because they are wealthy, inability to 

pay to owe to higher contributions, and lack of awareness about the CBHI.” (Two Male 

participant aged from 41-50) 

"Some people do not renew their membership due to a dislike of the referral system 

(when members go to the hospital ask for referrals, but nonmembers are not), inadequate 

health services at contracted health facilities, or a lack of money.” (Male participant 

aged from 31-40) 

The quantitative data on CBHI Enrollment shows low newly engaged members to the 

scheme, constant renewal rate, and some increment in net CBHI enrollment in North 

Mecha District. The three-year average annual renewal rate shows that only 70% of 
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members renewed their membership ID. It shows that the three-year average enrolled 

members (52%) and share of indigents was 19.2 %. 

 

Figure 4:North Mecha District CBHI Scheme Enrollment rate by category 2021. 

Theme 2: -Community Related Factors 

Category One: Low Awareness on Health Insurance 

Most of the participants revealed that the community awareness towards health was very 

low.  

"……community's attitude towards health is low, especially when they come to treatment 

leave their medicine at home and return to the health facility. For example, if a person 

suffers from joint pain and is prescribed oral medication, he or she should take this 

medication and leave it at home. then they say that I am not feeling well and I should be 

given medication by injections.” (Male participant aged from 31-40) 

Few respondents said that the members needed unnecessary referrals from health 

facilities without having sickness. 

"…For example, they forced the health center to give referrals to hospitals and said, 

since we pay contributions, why don't we get services like X-ray and ultrasound, without 

getting sickness? said this at the end of the membership due date.” (Male participant 

aged from 41-50) 

Category Two: Fraud and Moral Hazard Related with Beneficiaries  

All respondents said that CBHI members needed to pursue unnecessary medical care in 

the contracted facility. Most of the participants said that the facilitating factors for CBHI 

scheme bankruptcies were frauds and moral hazards experienced by members like; giving 
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IDs for non-members, taking drugs for non-insured family members, selling drugs to 

private pharmacies, and using of forged receipts for taking OOP reimbursement. 

"Health insurance members tend to seek unnecessary treatment, claiming that eligibility 

will end up without using in November and December. In some cases, they provide 

identification card for a non-member to receive treatment. For example, at Tagel Health 

Center, a person was found trying to take the drugs by telling his brother's illness which 

is a non-member. The other female member comes to Merawi health Center with her 

mother’s (not CBHI member) symptom and has been found while taking medication for 

signs of her mother's illness." (Two Male participant aged from 31-40 and 20-30) 

"…. fraudulent members. For example, returning before taking the medication, giving the 

medicine to someone else / selling it to a private pharmacy.” (Male participant aged 

from 31-40) 

Category Three: Increased Health Service Utilization 

The CBHI scheme has been signed a contractual agreement from 13 health centers and 

two hospitals. All respondents said that with the implementation of the CBHI program, 

the rate of health service utilization had improved significantly. This finding shows that 

the mean per capita OPD attendance health service utilization rate in the woreda were 

1.5. All participants said that the community health-seeking behavior and visiting of 

health facilities, especially CBHI members were increased, which incurred a high cost to 

the CBHI schemes leading to insolvency.  

" Yes, since the start of CBHI, more patients have been visiting our hospital daily. The 

main reason for this is that members come to the hospital when they are sick, they do not 

have to pay for medical expenses, so they want to come and be treated even without 

having illness. Frequent use of health services will result in high a cost of the health 

insurance schemes." (Male participant aged from 31-40) 

All participants agreed that the current contributions collected from members were not 

considering the rate of health service utilization. 

"With the introduction of health insurance, the practice of community health insurance 

members visiting a health institution for treatment is improving. As a result, an increase 

in health-seeking behavior will have an impact on CBHI's financial sustainability, as its 

contribution was previously calculated based on the assumption that health-seeking is 

low." (Male participant aged from 20-30) 
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Theme 3: -Contracted Facility Related Factors 

Category one: Shortage of Drugs and Laboratory Services 

All respondents agreed that, low availability of drugs, low laboratory test and other health 

services in the contracted health facilities were the facilitators for scheme bankruptcy. The 

respondent states that this was due to different factors like drugs not found in the market, 

untimely refund from CBHI scheme, lack of budget allocated to medical supply, inability to avail 

the supply Agency, and rise in cost of medical supplies for its shortage. 

"……The total budget allocated to the health center is low, the budget allocated to the medical 

supply is low /may not be allocated occasionally, and there are low drugs available in 

pharmaceutical supply agencies and very high costs when buying from a private supplier. The 

other causes are not timely reimbursements from the CBHI scheme for health service utilization 

claims fee." (Male participant aged from 31-40) 

Participants revealed that due to the current increase in foreign currency exchange the facilities 

were not afford the price and unable to avail the drugs.  

Respondent aged from 31-40 said, ".... Sometimes there are drugs not found in the market, the 

shortage of medicines available from pharmaceutical companies, the cost of laboratory reagents 

is increasing, and the hospital's incapability to buy them privately." 

The prescribed drug field rate for clients visiting the contracted facility shows that high 

clients were not given the prescribed drugs in health facilities. As shown below, the 

Merawi Primary Hospital had relatively higher (92%) availability than others. The 

average three-year percentage of clients with 100 % prescribed drug-filled rate in the 

woreda health facilities was below 65%. 
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Figure 5: Percentage of clients with 100 % prescribed drug-filled rate in North Mecha woreda 

CBHI schemes in contracting health facility 2021. 

In my study, the percentage of all items ordered by health facility from a distribution source 

(Ethiopian Pharmaceutical Supply Agency, or private supplier) over a period show that there was 

low supplier drug-filled rate, i.e., average 54%, 34%, 80% and 72% respectively for North 

Mecha woreda Health office, Merawi Health center, Dagi Health center and Merawi Primary 

Hospital.  

 

Figure 6: Supplier drug fill rate in North Mecha woreda CBHI scheme contracting facility 

2021. 

Category Two: Increased Cost of Medical Supply and Health Care Services in Contracted 

Health Facilities 

All participants said that the price of medical supplies and health care services increased 

compared with the previous time. Most participants also revealed that the increase in the cost of 

drugs and health care services were the main facilitator for the CBHI scheme to be insolvent. 
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"… the cost of drugs has increased, the health insurance contributions collected from members 

will not cover the cost of health services. Currently, the health care costs increase at health 

facilities. for example, the user fees in Tibebe Gion Specialized Hospital for ICU Bed per day is 

318 ETB birr.” (Female participant aged from 20-30) 

 

Figure 7: North Mecha District CBHI Scheme Health Facility Cost per beneficiary over time 

in ETB birr 2021. 

Category Three: Referral System 

The current referral system for CBHI members states that except for emergencies and patients 

having an appointment, all members should initially visit the health center. Some respondents 

revealed that due to schemes not reimbursing timely our fee, there is a tendency to give a referral 

for patients treated at the health center level.    

"Unless there is an emergency or an appointment, health insurance members should have 

referral paper to a hospital. However, for patients who can be treated at the health 

center level, due to no timely reimbursement of member fees for our HC, we are referring 

directly to the hospital." (Male participant aged from 31-40) 

Some of the respondents said that members bypassing the referral system should be treated by 

paying from their pocket money, and the facility that treats with CBHI Identification card should 

be penalized. 

"If members do not have a referral, they will be treated with a payment. If there is a 

treating a member without a referral, we will deduct money from the hospital." (Male 

participant aged from 20-30) 

Category Four: Fraud and Moral Hazard Related with Providers 

All participants agreed that frauds, like treating nonmembers, requesting non-member claims, encryption 

with private pharmacies, and giving unnecessary referrals were the factors for CBHI scheme bankruptcy. 
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Most participants mentioned that there were some health care providers who had prescribed drugs for 

non-members, more likely for admitted patients, treating non-members as a member and requesting 

unnecessary laboratory tests. 

"Occasionally there is a professional who prescribes expensive medicines and orders 

unnecessary  

laboratory requests because assuming members do not pay for it." (Male participant aged from 

41-50) 

"… Sometimes there is a tendency for others to use the medication by prescribing CBHI 

members in the inpatient department. This, too, is a virtue. Because I think people who don't 

have money are left untreated." (Male participant aged from 31-40) 

On the contrary few participants said there is no discrimination in ordering for insured and noninsured 

patients. 

"The health professional does not over-prescribe medication or laboratory tests for CBHI 

members. The same is true of paid members. Before health insurance was started, the 

health professional was anxious to prescribe medication after examining a patient and 

seeing the condition; But with the advent of health insurance, this problem has been 

solved."  (Male participant aged from 41-50) 

Some participants said that the worrying moral hazard that CBHI schemes face, comes 

from the providers of healthcare services where they prescribe expensive treatments to 

CBHI beneficiaries, refer them to private facilities, and bill for services not provided to 

CBHI members. 

"…., professionals' unwillingness to request drugs from stores while drugs are on hand, 

and encryption with private pharmacies are all problems.” (Male participant age 31-40) 

Theme 4: - Health Insurance Scheme Related Factor 

Category One: Poor Medical Audit Systems 

All respondents uniformly stated that the scheme clinical auditor conduct a medical audit 

every quarter by taking a sample from requested claims.  

"The health insurance scheme has a clinical auditor. Every three months, they audit the 

service by taking a sample of 10 cards from each month for a total of 30 patient cards 

quarterly." (Male participant aged from 41-50) 

Most of the respondents said that there is no action taken depending on clinical audit 

findings, in spite of the auditor sending feedback to the health facility. 
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"Members who do not follow the referral system will receive the service by out-of-pocket 

payment. Sometimes members having relatives in the hospital receive health care service 

without a referral; No action will be taken unless a sample is found in a clinical audit." 

Category Two: Delay in Reimbursement of Health Service Fees for Contracted Facilities 

Most participants agreed that the CBHI scheme was delayed to reimburse the fee for health 

services given for community-based health insurance members and was the precipitating factor 

for the scheme‟s insolvency. Health facility respondents stated that the fees for health services 

for CBHI beneficiaries was not reimbursed for the last year. Most respondents said that this was 

also the factor for the shortage of drugs and supplies in contracted facilities. 

"The health service utilization payment has been delayed for a year due to a lack of funds in the 

health insurance scheme." (Male participant aged from 20-30) 

"…. The other reason for low drug availability is that the CBHI program does not reimburse 

health service utilization claims in timely." (Male participant aged from 20-30) 

Category Three: Structure of CBHI Scheme 

Most respondents mentioned that the structure of the CBHI Scheme, no split of purchaser- 

provider was the facilitating for the scheme bankruptcy. Most respondents revealed that the 

CBHI board were not fully supporting the schemes. On the contrary there was a respondent the 

board supported during the membership mobilization period.  

"The CBHI Scheme's structure is also a factor in its insolvency. Because the purchaser and 

provider aren't separated." (Male participant aged 50+) 
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Figure 8: Summary of the themes and categories for Facilitators of Community-Based Health 

Insurance Scheme Bankruptcy in North Mecha District, West Gojjam Zone, Ethiopia, 2021. 

 

 

 

 

7. DISCUSSIONS  

This study aimed to explore the facilitators of CBHI scheme bankruptcy and its magnitude in 

North Mecha district. The study participants discussed potential facilitators of CBHI scheme 

bankruptcy that need to be given due attention to the financial sustainability of the CBHI 
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schemes. Low rate of contribution, low general subsidies, too many benefit packages, low 

awareness on community, fraud and moral hazard, shortage of drugs and laboratory services, no 

timely reimbursement of the fee for health facilities, the structure of CBHI scheme, increased 

health service and drug cost and poor medical audit system were identified the main facilitator of 

CBHI bankruptcy. The trend of bankruptcy was increasing from year to year (1.3 to 1.6 2011to 

2013 respectively). This might be due to increase in health service utilization, cost of drugs and 

low contributions from members. 

In this study, the enrolment ratio was increased from 49% (2011E.C) to 59% (2013E.C),  and 

consistent to other studies[23, 42]. The growth of net enrollment was not significant, even it was 

below the criteria‟s for scheme formation stated in the CBHI directives[31]. The drop-out rate 

was also found (30 %), which was very high as compared with the Amhara regional state 18%, 

and other studies, signaling the possibility of adverse selection[15, 29, 42, 43]. The current study 

identifies, major reasons for high dropout and not newly enrolled were lack of money and the 

poor health service quality in a contracted health facility and it was consistent with previous 

studies[2, 43, 44]. Even though, the participants firmly agreed that low enrollment was a 

facilitator for scheme insolvency, another study found that even with high enrollment, a scheme 

can become insolvent[42].  

In this finding, low contribution rates and not properly collecting contributions from extra 

families was stated as the key facilitators for scheme bankruptcy. The CBHI directive states, for 

each additional family 100 ETB birr should be paid, but the scheme doesn‟t collect it. This might 

be due to the kebele cash collectors being unable to receive according to a bylaw, since they 

were not well educated, and the family heads also reduced the child‟s age. Different studies 

revealed that the number of contributions collected from members was low to cover the medical 

expenses[42, 44]. Insolvency was also enhanced by the low general subsidies which was  10% 

from collected revenues, and it is inconsistent with Rwanda and  the CBHI piloting program in 

Ethiopia, 25 percent from collected[25]. Findings from document review more than 4 million 

ETB from target subsidy were not collected to the scheme, which displays the inefficiency of 

schemes in collecting contributions, and nearly 64,878 indigents household families have been 

getting health care through unpaid insurance, while the scheme was bankrupt[45]. This may 

suggest low commitment on the woreda CBHI Board were not supporting the CBHI schemes as 
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stated role and responsibility[31]. The results from the scheme data, trend of bankruptcy show 

that expenditure to revenue ratio was increasing yearly from 1.3 to 1.6 2011 and 2013 

respectively. The average three year expenditure to revenue ratio was greater than 1 (i.e. 1.5), 

which shows that the scheme is going to be under financial deficit or bankruptcy , and it was 

higher with the national target of 0.95[8]. This might be due to increase health service utilization, 

too many benefit packages, high out of pocket reimbursement, high cost of medical care, and 

health service fees. In this finding 36 % of clients prescribed drugs in the contracted facility did 

not getting their drugs from dispensary and the schemes would be pay the costs of the drugs for 

OOP. The findings revealed that, schemes OOP reimbursement (932 ETB Birr/Patient), was high 

as compared with the public health facilities (47 at HC and 290 at hospitals) and was higher with 

previous studies conducted financial sustainability of CBHI in Ethiopia[42]. This was due to 

using the forged receipt for getting OOP reimbursement, private providers adding cost 

intentionally for members, lack of drugs in contracted facility, and health professionals also 

encryption with private pharmacies. 

From the evidences, shortage of drugs and laboratory services in contracted facilities was 

identified as the main facilitator for CBHI scheme bankruptcy. The percentage of clients who 

received all of their prescribed medications from the dispensary was less than 65 percent, which 

was predicted to be 100 percent[46]. The drug filled rate from the requested drug list was below 

60 percent in contracted facilities, which was very low to be expected 80%[46, 47]. This might 

be due to inadequate supply in the EPSA, unavailability of drugs on the market, rising cost of 

medical supplies and pharmaceuticals, and low government budget allocation to health facilities 

for purchasing of medical supplies and equipment. The increase of medical supplies and 

equipment price was also related with the rise in foreign currency exchange rates ($1 USD = 

Br27.3609 and $1USD = Br44.3473 2018 and 2021 respectively).  

The referral mechanism was also identified as a motive of scheme bankruptcy. The referral 

mechanisms require only members to visit the health center first, which hinders them from 

registering in the scheme[31]. On the other hand, findings show that patients were referred 

directly from a health center to a tertiary hospital, resulting in a high cost for the scheme since 

the cost of tertiary level care for diagnostic and consultation fees was higher than in primary 

hospitals[48].  
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Fraud and moral hazards of the demand side, were also facilitators for insolvency, such as 

frequent visits, giving ID for non-members, seeking treatment for other people by complaining 

about their symptoms, and selling drugs to private pharmacies, which is consistent with the 

findings of a study conducted in Western Ethiopia's Guto Gida District[38]. Members of CBHI 

also tend to collect more drugs by going to other facilities and coming to the service provision 

area just after putting the drugs in their home, and consistent with other  studies findings on 

demand-side frauds[38].  The existence of these fraudulent would incur high costs in the health 

insurance scheme.  

Since the inception of health insurance, regular visits to community health facilities had been 

increased, and it resulted in the inability of a CBHI scheme to cover the cost of members' 

medical services fee and consistent to the findings from diagnostic study of financial 

sustainability of CBHI in Ethiopia[42]. In this study, high utilization(1.5) -boosted the schemes 

bankruptcy, and it was much higher than the regional and national outpatient per capita 

utilization rate of 1.3 and 0.8, respectively[8, 42]. Findings in Rwanda and Ethiopia show that 

CBHI significantly improves health services utilization by increasing member‟s visits [2, 42, 49].   

Another stated factor for bankruptcy of health insurance was the delay in reimbursement of 

health facilities health service utilization fees. Although, health insurance scheme agrees to pay 

members' medical expenses to the health facilities on a quarterly basis, there was a delay in 

reimbursement up to one-year due to lack of money. This finding was also higher than studies 

conducted by EHIS[42].  

The medical audit system was also stated as facilitating scheme bankruptcy.  According to the 

Ethiopian Health Insurance Service Health facilities' Medical Audit System manual, all 

nominated members should be taken a claim list and perform a 100% audit[50]. However, the 

current clinical audit system, was found that 30 patient cards sampled per quarter for paying 

health service utilization fee was required. Due to the fact that the sample was low and there 

might be unaddressed issues by sampling, this causes the health insurance scheme to pay extra 

costs. The other motives for the scheme‟s bankruptcy were the scheme structure. The current 

structure is the health service provider and the buyer (Health Insurance and Health Office / 

Health Institutions) together, and would not be taken action in findings of clinical audits, frauds 

and misuses.  



42 
 

 

8. STRENGTH AND LIMITATIONS OF STUDY 

The strength of this study lies in its methodology which was mixed type and involving 

participants from different level from regional, zonal and woreda levels of Community Based 

Health Insurance implementers. In addition, triangulation of qualitative data with quantitative 

data was provided an opportunity to compare the study findings. 

This study's main limitation was that the selection was not random, resulting in the risk of 

selection bias and since it was an interviewer-administered questionnaire, it is prone to 

interviewer bias. Another disadvantage of this study was the lack of sufficient literature on this 

topic. 
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9. CONCLUSIONS 

In the principle of health insurance, the total amount of money collected from pay members, 

target and general subsidy for CBHI schemes should cover he yearly member‟s health service 

utilization fee. In conclusion, this study‟s findings explored low membership rate, low 

contribution amount and subsidy, too many benefit packages, fraud and moral hazards demand 

and supply side, low availability of drugs and laboratory services, OOP reimbursement, poor 

medical audit system, delay in reimbursement, referral system, increased cost of medical supply 

and health care services, low community awareness, and increased health service utilization were 

identified as facilitating factor for scheme bankruptcy. In this finding the scheme had the mean 

expenditure to revenue ratio was 1.5 higher than the target of 0.95. These facilitating factors 

would need policy shift and program redesign. Finally, research and academic work must focus 

on studying and addressing the financial sustainability of the schemes and the capacity of 

members to contribute for membership. This should be done by establishing collaborative links 

with the health system and various stakeholders like the government, and Non-Governmental 

Organizations. 
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10.RECOMMENDATIONS 

For MOH, EHIS and Regional state  

The federal government should increase the general subsidy from current 10 percent to 25 

percent.  

The implementation of provider purchaser split would be needed to strengthening the controlling 

mechanisms of health service providers. 

The Contribution fee should be revised by considering the current cost of drugs, members ability 

to pay and health care services utilization. 

Highly political commitment and different stakeholder engagement should also be needed to 

Strengthening the pharmaceutical supply agency, and the availability and quality of health 

services in public health facilities. 

Engagement of private facilities in health insurance should be consider. 

Should be redesign the benefit package / payment mechanisms other than fee for services (like, 

copayment, capitation,) 

For woreda administration, WoHO, CBHI Scheme, and HF staffs 

Continued awareness creation should be given to beneficiaries, private and public health care 

providers.  

Should increase the enrolment rate. 

To decrease OOP reimbursement the Engagement of private facilities in health insurance should 

be consider. 

Strengthening the medical and claim audits systems. 
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12. APPENDIXES 

12.1 Annex 1.KII respondents consent form 

Warm Greetings! 

First of all, we would like to express our gratitude and appreciation for your participation in this 

Key informant interview (KII) to get your valuable input for my request. My name is 

__________________________. My colleagues are ____________________ and 

__________________ we are from Bahirdar University College of medicine and health sciences 

school of public health department of health systems management and health economics.  

This study is conducted to explore the causes of community-based health insurance scheme 

bankruptcy and its magnitude in North Mecha district. The results of this study will be used to 

assist the Federal Ministry of Health, EHIA, Regional council, woreda council and others for 

addressing the potential challenges and enabling the scheme financially sustainable and through 

that to achieve universal health coverage. The main purpose of this study is for the fulfillment of 

my master degree in public health. The other it will contribute to test alternative modalities and 

to answer key operational questions during the implementation of CBHI program. May be the 

finding of this will help for the policy makers. 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.  

Procedures: There are questions that intended to explore the causes of community-based health 

insurance bankruptcy and its magnitude. 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 45- 60 minutes to finish. 

Benefits and Risks: By participating in this study and answering my questions, you will not 

receive any direct benefit. However, the information will help the researcher to explore the 

causes of community-based health insurance insolvency 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 me 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: -Chernet Mengistie /+251922714508 

E-mail= chernetmengistie@yahoo.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 /disagree to participate in the research voluntarily. 

                                                              Thank you for your cooperation! 
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13.2 ANNEX II: KEY INFORMANT INTERVIEW GUIDE  

INSTRUCTION TO THE INTERVIEWER 

 This document is meant to be used as a general guide for Exploring the facilitators of 

Community Based Health Insurance Scheme Bankruptcy and Its Magnitude in North Mecha 

District during interviews with a broad range of stakeholders. Find the manager or the most 

senior person responsible at this level. After introducing yourself and greetings, explain briefly 

the purpose of the interview, the interview process and thank them for seeing us. Provide the 

following information and obtain verbal informed consent to take part in the interview. The 

purpose of this study is to Exploring the Barriers and Facilitators of Community Based Health 

Insurance Scheme Bankruptcy and Its Magnitude from different perspectives including 

enrollment, benefit package, health service utilization, referral system, and premium 

contribution. This assessment will also provide recommendations for the financial strategy 

designating of scheme sustainability. If there are questions for which someone else is the most 

appropriate person to provide that Information, I will appreciate if you introduce me to that 

person. Any information you will provide as part of this interview will be held strictly 

confidential. Any reference to the information you provide in my analysis will be made without 

mentioning or implicating your name in any way. 
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12.3 ANNEX III: Qualitative Questionnaire Tool 

Interviewee: -ID/Name (optional):-____________________________Age________sex_____                

Title/position: -______________Marital status_____________Level of Educ_____________ 

Phone no: ________________________________ Email, __________________________ 

Date: ________________      Time: _____________ 

Specific objective S/N Guiding Questions  

1. To investigate 

the causes 

/factors 

related with 

current CBHI 

Program 

bankruptcy  

1.1 What are the Program related causes of bankruptcy? (Contribution rate, 

benefit package, administration related, subsidy/financial status, OOP) 

1.2 What are the community related causes of bankruptcy? (Awareness, level of 

enrollment, belongingness, way of service utilization…) 

1.3 What are the health service providers related causes of bankruptcy? (Type 

of agreement with way of payment, service provision, referral system, fraud 

and moral hazard…) 

1.4 What are the other causes of bankruptcy? 

2. To examine 

the amount of 

contribution 

and subsidy is 

the cause for 

bankruptcy? 

2.1 Is the contribution being enough to cover all medical expenses? If yes how? 

No why?  

2.2 How do you oversee your member contribution amount to ensure that you 

have collected accurate contributions from every member, including extra 

dependents? 

2.3 Do you think the general and targeted subsidy is enough, if not why? how 

do you calculate/determine and request it?  

3. To investigate 

enrolment 

3.1 What is the status and progress of the woreda/catchments in enrolling 

residents into CBHI since its establishment?  
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status and 

why people 

does not join 

the scheme? 

3.2 How does the registration of high / low members relate to the inability to 

cover medical expenses? 

3.3 What do you think are the major reasons for some people not to enroll into 

the scheme? 

3.4 What do you think are the major reasons for some people failure to renew 

membership/ drop-out? 

4. To examine 

the current 

referral 

system, 

benefit 

package and 

health service 

utilization of 

CBHI 

members 

4.1 What is the referral system for members receiving at health facilities? 

4.2 Is there any action against members who do not comply with the referral 

system? 

4.3 How Health service utilization does is in your woreda in relation with 

initiation of CBHI and it does relate with financial short fall, describe it? 

4.4 What are the benefit packages that members gain in contracted health 

facilities?  

4.5 How do you describe the benefit packages are related with bankruptcy? 

5. To investigate 

fraud and 

moral hazards 

in CBHI 

beneficiaries 

and health 

service 

providers 

5.1 Do you think members have a tendency to seek unnecessary medical care? 

5.2 How does a health professional order drug prescription, laboratory, and 

imaging services for members? How is it that over-orders are compared to 

other payer patients? 

5.3 How do you audit claims of service providers?  

5.4 Are there any action taken by the institution on the findings? 

5.5 How often do you reimburse health facilities for services used by CBHI 

members?  

5.6 What are the mechanisms by which you check whether the invoices sent 

from the health facilities are right?  

5.7 What are the main findings of the audit of health facilities? 

6. To assess the 6.1 How do you describe your contracted facility availability of drugs, 
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availability of 

drugs and 

medical 

supplies in 

contracted 

facility 

imaging‟s and laboratory services? 

6.2 What are the reasons for the low supply in 6.1 above? 

6.3 How do you explain Drug availability of health facility 

64 How do you explain Laboratory test availability of health facility 

7. To examine 

OOP 

reimbursemen

t criteria and 

its factor 

7.1 Does the scheme reimburse the OOP for members during stock out?  

7.2 What type of services are eligible for out-of-pocket reimbursement?  

7.3 What factors contribute the high OOP Reimbursement please describes all 

in detailed? 

8. To examine 

the 

governance 

and 

management 

structure of 

CBHI 

schemes 

8.1 Describe the woreda scheme management structure? Scheme Organo gram,  

8.2 Auditing system of scheme finance? 

8.3 How do you describe the CBHI board support the Scheme?  

8.4 Are the current payment mechanisms contributing to insolvency? 

9. Recommendat

ions for 

program 

sustainability 

9.1 What do you recommend for the sustainability of CBHI scheme? 

                                                    Thank you! 
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12.4 ANNEX IV: Data to Be Collected from the Woreda Offices /HF for Secondary Sources 

S/No Activities During 

start 

2011 2012 2013 

1 Total population     

2 Total # of estimated households      

3 Estimated number of indigents      

4 Total number of HHS enrolled     

5 Scheme Enrollment rate of 

eligible members 

    

6 Total money collected from pay 

members (contribution and 

registration fee) 

    

7 Estimated regional subsidy for 

indigents  

    

8 Allocated regional subsidy     

9 Estimated woreda subsidy for 

indigents 

    

10 Allocated woreda subsidy     

11 Estimated 10% subsidy for the 

premiums 

    

12 Allocated General subsidy     

13 

 

How many public 

facilities have you 

contracted 

Health 

centers 

    

Hospitals     

14 Total outpatient visits (HC& 

Hospital) in the woreda 
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15 Total patient visits (HC & 

Hospital) only CBHI members 

    

16 Total visits HC     

17 Total visits Hospital     

18 Total claim requested from HC     

19 Total claim requested from 

Hospital 

    

20 Total claim reimbursed health 

center 

    

21 Total claim reimbursed hospital     

22 Total payable birr to health 

facility 

    

23 Total claim deducted by clinical 

audit 

    

24 Total claims/beneficiaries for 

OOP reimbursement  

    

25 Total OOP reimbursed     

26 Expenditure per Beneficiary     

27 Per capita utilization of health 

services for CBHI Beneficiary  

    

28 Cost/visit – Health center     

29 Cost/visit – hospital     

30 Financial support to CBHI Schem 

from the FMOH/RHB/Woreda 
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Admin (in ETB) Other than subsidy 

31 Number of board meetings/verify 

munities 

    

32 Yearly total revenue collected     

33 Yearly total expenditure      

34 Yearly revenue to expenditure 

ratio for CBHI 

    

35 Amount of money acquired by 

financial audit deficit 

    

36 Percentage of clients with 100 % 

prescribed drug-filled rate 

    

37 Supplier drug fill rate     

 Thank you! 
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12.1 አባሪ 1. የቁሌፌ መረጃ ሰጪዎች ቃሇ-መጠይቅ  የፇቃዯኝነት ቅጽ 

ሞቅ ያሇ ሰሊምታ! 

ሇጥያቄዬ ጠቃሚ ግብዓትዎን ሇማግኘት በዚህ ቁሌፌ መረጃ ሰጭ ቃሇ -መጠይቅ ውስጥ 

ስሇተሳተፈ ምስጋናዬን እና አዴናቆቴን ሇመግሇጽ እወዲሇሁ። ስሜ  

__________________________ነው. የሥራ ባሌዯረቦቼ/ዬ ____________________ እና 

__________________ ናቸው፡፡ እኔ ከባሕርዲር ዩኒቨርሲቲ የህክምናና ጤና ሳይንስ ኮላጅ 

የህብረተሰብ ጤና ትምርት ቤት የህብረተሰብ ጤና የማስተርስ ተማሪ ነኝ። 

ይህ ጥናት የሚካሄዯው በሰሜን ሜጫ ወረዲ ውስጥ የማህበረሰብ አቀፌ የጤና መዴን   የጤና  

አገሌግልት ወጭ መሸፇን አሇመቻሌ መንስኤዎችን ሇመዲሰስ ነው ፡፡ የዚህ ጥናት ዋና ዓሊማ 

ሇእኔ የማስተርስ ዱግሪዬን ሇመመረቂያነት የሚያበቃ ነው ፡፡ በተጨማሪም የዚህ ጥናት 

ውጤት የፋዳራሌ ጤና ጥበቃ ሚኒስቴር፣የኢትዮጵያ ጤና መዴን ኤጀንሲ፣ የክሌሌ ምክር 

ቤት ፣ የወረዲ ምክር ቤት እና ላልችም አካሊት በማህበረሰብ አቀፌ ጤና መዴን ሉያጋጥሙ 

የሚችለ ተግዲሮቶችን ሇመቅረፌ፣ ቀጣይነት እንዱኖረው እና የማህበረሰቡን ሁሇንተናዊ የጤና 

ሽፊን እንዱያገኝ ሇማገዝ ይጠቅማሌ። ይህ ጥናት የ ማዏጤመ መርሃ-ግብር በሚተገበርበት ጊዜ 

ቁሌፌ የአሠራር ጥያቄዎችን ሇመመሇስ እና አማራጭ ዘዳዎችን ሇመፇተሸ አስተዋፅኦ 

ያዯርጋሌ። እርስዎ እዚህ ያቀረቡት መረጃ የማስተርስ ዱግሪ መርሃ-ግብር ሇማጠናቀቅ፣ 

የምርምር ወረቀት ሇመፃፌ ሇዚህ ጥናት መርማሪ ይረዲሌ። የዚህ ምርምር ግኝቶች በማህበረሰብ 

አቀፌ ጤና መዴን ትግበራ ቅዴሚያ የሚሰጣቸውን ስትራቴጂዎች ሇመንዯፌ ይረዲሌ። 

አሰራሮች-በማህበረሰብ አቀፌ ጤና መዴን ወጭ መሸፇን አሇመቻሌ መካከሌ ያለ 

መንስዔዎችንና የኪሳራ መጠኑን ሇመዲሰስ የሚያግዙ መጠይቆች አለት ፡፡ በመጠይቆች ሊይ 

እውነተኛ እና ሐቀኛ መሌሶችዎን እንዱሰጡ እጠይቃሇሁ። ማብራሪያ ከፇሇጉ እባክዎን 

ይጠይቁኝ። መጠይቁን ሇማጠናቀቅ ከ 45-60 ዯቂቃዎች ያህሌ ይወስዲሌ። 

ጥቅሞች እና አዯጋዎች - በዚህ ጥናት ውስጥ በመሳተፌ እና ጥያቄዎቼን በመመሇስ ፣ ምንም 

ቀጥተኛ ጥቅም አያገኙም። ሆኖም መረጃው ተመራማሪው ከጥናት ርዕሱ ጋር የተዛመደ 

መንስኤዎችን በአግባቡ ሇመሇየትና በማህበረሰብ አቀፌ ጤና መዴን ወጭ መሸፇን አሇመቻሌ 

ምክንያቶችን ሇመመርመር ይረዲሌ። በዚህ ጥናት ውስጥ የእርስዎ ተሳትፍ በዕርስዎ ሊይ 

ምንም ዓይነት ጉዲት አያስከትሌም። 
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ምስጢራዊነት - የዲሰሳ ጥናት ጥያቄዎችን ሲጠየቁ  ስምዎን እንዱገሌፁ  አይጠየቁም። ሇእኔ 

የሰጡኝ መረጃ ሁለ የግሌ ሆኖ ይቀመጣሌ። እርስዎ የሚሰጡት ማንኛውም መረጃ በጥብቅ 

በሚስጥር ይቀመጣሌ። የሚሰጧቸውን መሌሶች ሇማየት የሚችሇው ተመራማሪው ብቻ ነው። 

ከዚህ የመረጃ አሰባሰብ እንቅስቃሴ ውጭ እርስዎን ማንነት የሚሇይ ምንም መረጃ  አይሇቀቅም 

፡፡ 

ተሳትፍ - በጥናቱ ውስጥ መሳተፌ ሙለ በሙለ በፇቃዯኝነት ነው። ማንኛውንም ጥያቄ 

ሇመመሇስ የማይመችዎት ከሆነ መተው ይችሊለ። ምክንያቱን ሳይሰጡ በማንኛውም ጊዜ 

መጠይቁን ሇመሙሊት ማቆም ይችሊለ፡፡ ይህንን በማዴረግዎ ከማህበረሰቡ ወይም ከላሊ አካሌ 

ጋር ያሇዎት ግንኙነት በምንም መንገዴ አይጎዲውም። 

የበሇጠ ማወቅ ከፇሇጉ እባክዎ ቀጥል በተቀመጠው አዴራሻ ያናግሩ፡- 

      የዋና መርማሪ አዴራሻ-ቸርነት መንግስቴ /+251922714508 

      ኢሜሌ = chernetmengistie@yahoo.com 

ሇጥያቄዎች መሌስ ሇመስጠት ጊዜዎን ስሇወሰደ አስቀዴሜ አመሰግናሇሁ። 

በጥናቱ ውስጥ ሇመሳተፌ ፇቃዯኛ ነዎት? 

አዎ ከሆነ ፣ እኔ ሌጠይቅዎት። 

ካሌሆነ ፣ እባክዎን እዚህ ያቁሙ፡፡ 

የተሳታፉው ስምምነት; 

እኔ ከታች የፇረምኩት የዚህ ምርምር ዓሊማ በዯንብ ተነቦሌኝ በአግባቡ ተረዴቻሇሁ። ከሊይ 

ባሇው መረጃ መሠረት በፇቃዯኝነት በምርምር ሇመሳተፌ እስማማሇሁ/አሌስማማም። 

 

                ሇትብብርዎ በዴጋሜ እናመሰግናሇን! 
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12.2 አባሪ 2 - ቁሌፌ የመረጃ ቃሇ -መጠይቅ መመሪያ 

መመሪያ ሇቃሇ -መጠይቁ 

 ይህ ሰነዴ በሰሜን ሜጫ ወረዲ ውስጥ ከባሇዴርሻ አካሊት ጋር በሚዯረግ ቃሇ ምሌሌስ ወቅት 

የማህበረሰብ አቀፌ ጤና መዴን የጤና አገሌግልት ወጭን መሸፇን አሇመቻሌ መንስኤዎችን 

ሇማወቅ እንዯ አጠቃሊይ መመሪያ ሆኖ ያገሇግሊሌ። በዚህ ዯረጃ ኃሊፉነት የተሰጠውን የተመረጠ 

ሥራ አስኪያጅ ወይም ከፌተኛውን ሰው ያግኙ። ሰሊምታዎን አቅርበው እራስዎን ካስተዋወቁ 

በኋሊ የቃሇ መጠይቁን ዓሊማ ፣ የቃሇ መጠይቁን ሂዯት በአጭሩ ያብራሩ። በቃሇ መጠይቁ 

ውስጥ ሇመሳተፌ የሚከተሇውን መረጃ ያቅርቡ እና በቃሌ የተረጋገጠ ስምምነት ያግኙ። የዚህ 

ጥናት ዓሊማ የጤና መዴን አባሊት ምዝገባን ፣ የጥቅም ማዕቀፌን ፣ የጤና አገሌግልትን 

አጠቃቀምን ፣ የሪፇራሌ ስርዓትን ፣ የአባሊት መዋጮን ጨምሮ በማህበረሰቡ ሊይ የተመሠረተ 

የጤና መዴን መርሃ ግብር ወጭን መሸፇን አሇመቻሌ ምክንያቶችን ከተሇያዩ አቅጣጫዎች 

ሇመሇየት ነው። ይህ ግምገማ ሇጤና መዴን ዘሊቂነት እና የፊይናንስ ስትራቴጂ ምክሮችንም 

ይሰጣሌ። ይህንን መረጃ ሇመስጠት ላሊ ሰው በጣም ተገቢ የሆነባቸው ጥያቄዎች ካለ ፣ ያንን 

ሰው ቢያስተዋውቁኝ ከሌቤ አመሰግናሇሁ። የዚህ ቃሇ መጠይቅ አካሌ አዴርገው የሚያቀርቡት 

ማንኛውም መረጃ በጥብቅ ሚስጥር ይያዛሌ። በዚህ ትንታኔ ውስጥ ሇሚሰጡት መረጃ 

ማንኛውም ማጣቀሻ በማንኛውም መንገዴ ስምዎን ሳይጠቅሱ ወይም ሳያካትት ይዯረጋሌ። 
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12.3 አባሪ 3 - የቃሇ-መጠይቅ ዝርዝሮች 

ቃሇ መጠይቅ የተዯረገሇት (መ/ቁ (ስም)፡_____________________ዕዴሜ____ ፆታ_____ 

የስራ ዴርሻ__________የትዲርሁኔታ______________ የት/ት ዯረጃ________________ 

ስሌክ ቁጥር:__________________________ኢሜሌ  ____________________ 

ቀን ፦__________________________ ሰዓት፡__________________________ 

ሌዩ ዓሊማ ጥያቄ 

ቁጥር 

መመሪያ ጥያቄዎች 

1. የማዏጤመ 

የጤና ወጭን 

መሸፇን 

አሇመቻሌ 

ምክንያቶችን 

ሇመመርመር 

1.1 ከፕሮግራሙ አተገባበር ጋር የተዛመደ የኪሳራ ምክንያቶች ምን ምን ናቸው? 

(የመዋጮ መጠን ፣ የጥቅም ማዕቀፌ ፣ ከአስተዲዯር ጋር የተዛመዯ ፣ የዴጎማ መጠን 

፣ የኪስ ትክ ክፌያ) 

1.2 ከማህበረሰቡ ጋር የተያያዙ የኪሳራ ምክንያቶች ምንዴን ናቸው? (የማህበረሰቡ ግንዛቤ 

፣ የአባሌነት ምዝገባ ፣ ባሇቤትነት ፣ የአገሌግልት አጠቃቀም …) 

1.3 ከጤና አገሌግልት አቅራቢዎች ጋር የተያያዙ የኪሳራ ምክንያቶች ምን ምን ናቸው? 

(የአገሌግልት አቅርቦት ፣ የሪፇራሌ ስርዓት ፣ ከማጭበርበር እና ከሥነ ምግባር አዯጋ 

፣…) 

1.4 ላልች የኪሳራ ምክንያቶች ምንዴን ናቸው? 

2. የአባሊት መዋጮ 

ገንዘብ 

መጠን፣የዴሃ 

ዴሃ የዴጎማና 

የጠቅሊሊ ዴጎማ 

መጠን ወጭን 

መሸፇን 

አሇመቻሌ ጋር 

ያሇውን ግንኙነት 

ሇመመርመር 

2.1 የማዏጤመ አባሊት መዋጮ ሁለንም የሕክምና ወጪዎች ሇመሸፇን በቂ ነው ብሇው 

ያስባለ? አዎ ከሆነ እንዳት? ካሌሆነ ሇምን? 

2.2 ተጨማሪ ቤተሰቦችን ጨምሮ ከእያንዲንደ አባሌ ትክክሇኛ መዋጮ ማሰባሰብዎን 

ሇማረጋገጥ የአባሌዎን መዋጮ መጠን እንዳት ይቆጣጠራለ? 

2.3 ጠቅሊሊ ዴጎማ የሚመዯበው በቂ ነው ብሇው ያስባለ? ካሌሆነ ሇምን? እንዳት 

እንዯሚሰሊ እና እንዯሚጠይቁት በዝርዝር ያስረደ? 

3. የአባሊት ምዝገባ 

ምጣኔ፣ ሰዎች 

ሇምን 

3.1 ማዏጤመ ከተቋቋመበት ጊዜ ጀምሮ የወረዲው ነዋሪዎችን ወዯ ማህበረሰብ አቀፌ ጤና 

መዴህን  በማስመዝገብ የወረዲው ዯረጃና እዴገት  በየአመቱ ምን ይመስሊሌ?  

3.2 ከፌተኛ/ዝቅተኛ የአባሊት ቁጥር መመዝገቡ ከወጭን መሸፇን አሇመቻሌ ጋር እንዳት 
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አባሌነታቸውን 

አያዴሱም እና 

አይቀሊቀለም 

የሚትን 

ሇመመርመር 

ይገናኛሌ? 

3.3 አንዲንዴ ሰዎች በማዏጤመ አባሌነት እንዲይመዘገቡ የሚያዯርጉ ዋና ዋና ምክንያቶች 

ምንዴን ናቸው ብሇው ያስባለ? 

3.4 ሇአንዲንዴ ሰዎች አባሌነት ማቋረጥ ዋና ዋና ምክንያቶች ምን ይመስሌዎታሌ? 

4. የጤና መዴን 

አባሊት የሪፇራሌ 

ስርዓት፣ ፣ 

የጥቅም 

ማዕቀፌን እና 

የጤና 

አገሌግልት 

አጠቃቀምን 

ሇመመርመር 

4.1 የማዏጤመ አባሊት በጤና ተቋማት የሚያገኙት አገሌግልት  የሪፇራሌ ስርዓት ምን 

ይመስሊሌ? 

4.2 የሪፇራሌ ስርዓቱን ጠብቀው በማይመጡ አባሊት ሊይ የሚወሰዴ እርምጃ አሇ? 

4.3 የጤና አገሌግልት አጠቃቀም ከጤና መዴን መጀመር ጋር በተያያዘ በወረዲው/በጤና 

ተቋሙ ውስጥ ምን ሇውጥ አሇ? የማዏጤመ ወጭ መሸፇን አሇመቻሌ ጋር 

ይዛመዲሌ? በዝርዝር ይግሇጹት? 

4.4 የማዏጤመ አባሊት ውሌ በተገባበት ጤና ተቋም ውስጥ የሚያገኙት የጥቅም 

ማዕቀፍች ምን ምን ናቸው? 

4.4 የጥቅም ማዕቀፍች  ከኪሳራ ጋር የተያያዙ መሆናቸውን እንዳት ይገሌፁታሌ? 

5. በ ጤና መዴን 

አባሊት እና 

የጤና 

አገሌግልት 

አቅራቢዎች 

ውስጥ 

የማጭበርበር እና 

የሞራሌ 

አዯጋዎችን 

ሇመመርመር 

5.1 የማዏጤመ አባሊት አሊስፇሊጊ የህክምና አገሌግልት የመፇሇግ ባህሪ አሊቸውብሇው 

ያስባለ? 

5.2 የጤና ባሇሙያው ሇአባሊት የሚታዘዙ የመዴሃኒት፣ የሊብራቶሪ፣እና የኢሜጂንገ 

አገሌግልቶችን እንዳት ያዝዛለ? ከልልች ከፊይ አባሊት ጋር ሲነፃፀር ከመጠን በሊይ 

የማዘዝ ሁኔታ እንዳት ነው? 

5.3 የጤና ተቋማትን የክፌያ ይገባኛሌ ጥያቄ እንዳት ኦዱት ይዯርጋለ?  

5.4 የተገኙ ግኝቶችን ሊይ በተቋሙ የሚወሰደ እርምጃዎች አለ ወይ? 

5.5 አባሊት ሇሚጠቀሙባቸው አገሌግልቶች የጤና ተቋማትን ወጭ በምን ያህሌ ጊዜ 

ይመሌሳለ? 

5.6 ከጤና ተቋማቱ የተሊኩት የክፌያ መጠየቂያዎች ትክክሌ ስሇመሆናቸው 

የሚፇትሹባቸው ስሌቶች ምንዴን ናቸው? 

5.7 የጤና ተቋማትን ኦዱት ሲዯረጉ የሚገኙ ዋና ዋና ግኝቶች ምን ምን ናቸው? 

6. ውሌ በተገባት 

ተቋም ውስጥ 

የመዴኃኒቶች 

እና የህክምና 

አቅርቦቶች 

6.1 የመዴሃኒት፣ የምስሌ እና የሊቦራቶሪ አገሌግልቶችን አቅርቦት ውሌ በተያዘባቸው ጤና 

ተቋማት እንዳት ይገሌፁታሌ? 

6.2 ከሊይ በ6.1 የተጠቀሱት አቅርቦቶቶ ዝቅተኛ ከሆኑ ምክንያቶቹ ምን ምን ናቸው? 

6.3 የጤና ተቋሙ የመዴሃኒት አቅርቦት የመገኘት ምጣኔ ምን ይመስሊሌ? 
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መኖራቸውን 

ሇመገምገም 

6.4 የጤና ተቋሙ የሊብራቶሪ ዝርዝረ የመገኘት ምጣኔ እንዳት ይገሌጠታሌ? 

7. የኪስ ትክ ክፌያ 

የመመሇሻ 

መስፇርቶችን 

እና ምክንያቱን 

ሇመመርመር 

7.1 ወረዲው ሇአባሊት ውሌ ከተገባባቸው ተቋማት የላለትን አገሌግልቶች የኪስ ትክ 

ይከፌሊሌ? 

7.2 የኪስ ትክ የሚከፇሊቸው የአገሌግልት አይነቶች ምን ምን ናቸው? 

7.3 ሇከፌተኛ የኪስ ትክ ተመሊሽ አስተዋፅኦ የሚያዯርጉት ነገሮች እባክዎን ሁለንም 

በዝርዝር ይግሇፁሌኝ? 

8. የጤና መዴን 

የአስተዲዯር እና 

የአስተዲዯር 

መዋቅር 

ሇመመርመር 

8.1 የወረዲውን የማዏጤመ አስተዲዯር መዋቅር ምን እንዯሚመስሌ ያስረደኝ? የማጤመ 

ስትርክቸር/ ኦርጋኖ ግራም /  

የማዏጤመ ፊይናንስ ኦዱት ስርዓት ምን ይመስሊሌ? 

8.2 የማዏጤመ ቦርዴ ተቋሙን የሚዯግፇው እንዳት ነው? 

8.3 የአሁኑ የጤና መዴን የክፌያ ስሌቶች ምን አይነት ነው? ይህስ ሇኪሳራ አስተዋፅኦ 

ያዯርጋለ? 

9. ሇፕሮግራም 

ቀጣይነት 

ምክሮች 

9.1 ሇጤና መዴን ፕሮግራም ቀጣይነት ምን ይመክራለ? 

አመሰግናሇሁ! 

 

 

 

 

 

12.4 አባሪ 4፡ ከወረዲ ጤና ጽ / ቤት / ተቋማት ከሁሇተኛ ምንጮች የሚሰበሰብ መረጃ 

ተ

.ቁ 

ዝርዝር ተግባራት ማዏጤ

መ 

ሲጀመ

ር(200

2011 2012 2013 
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6) 

1 ጠቅሊሊ የህዝብ ብዛት     

2 አባሌ ሉሆን የሚችሌ አባ/እማወራ      

3 መክፇሌ የማይችለ አባ/እማወራ      

4 ጠቅሊሊ አባሌ የሆኑ አባ/እማወራ     

5 የአባሌ ማፌራት አፇፃፀም በፐርሰንት     

6 ጠቅሊሊ ከከፊይ አባሊት የተሰበሰበ 

(ከመመዝገቢያና አባሊት መዋጮ) 

    

7 የሚጠበቅ የክሌሌ ዴጎማ (70%)      

8 የተመዯበ የክሌሌ ዴጎማ (70%)     

9 የሚጠበቅ የወረዲ ዴጎማ (30%)      

10 የተመዯበ የወረዲ ዴጎማ (30%)     

11 የሚጠበቅ የፋዯራሌ ዴጎማ (10%ጠቅሊሊ 

ከተሰበሰበው) 

    

12 የተመዯበ የፋዯራሌ ዴጎማ (10% ጠቅሊሊ 

ከተሰበሰበው) 

    

13 

 

ውሌ የተያዘባቸው ጤና 

ተቋማት ብዛት 

ጤና ጣቢያ     

ሆስፒታሌ     

14 በወረዲው ውስጥ ጠቅሊሊ ታካሚ (በጤ/ጣ 

ሆስፒታሌ) 

    

15 ጠቅሊሊ ታካሚ (በጤ/ጣ ሆስፒታሌ)-የማዏጤመ 

አባሊት 

    

16 ጠቅሊሊ ታካሚ በጤና ጣቢያ      

17 ጠቅሊሊ ታካሚ በሆስፒታሌ     

18 በጤና ጣቢያ የተጠየቀ ብር     
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19 በሆስፒታሌ የተጠየቀ ብር     

20 በጤና ጣቢያ የተከፇሇ ብር     

21 በሆስፒታሌ የተከፇሇ ብር     

22 አጠቃሊይ ሇጤና ተቋማት ያሌተከፇሇ እዲ     

23 በክሉኒካሌ ኦዱት የተቀነሰ የብር መጠን     

24 የኪስ ትክ የተተካሊቸው አባሊት ብዛት     

25 ሇኪስ ትክ የተከፇሇ ብር መጠን     

26 የኪስ ትክ ወጪ በአንዴ ተጠቃሚ     

27 የጤና አገሌግልቶችን በነፌስ ወከፌ አጠቃቀም 

(ሇጤና መዴን አባሊት ብቻ) 

    

28 ወጪ/ጉብኝት - ጤና ጣቢያ     

29 ወጪ/ጉብኝት - ሆስፒታሌ     

30 ሇማዏጤመ ተቋሙ የተዯረገ የገንዘብ ዴጋፌ 

(ከክሌሌ/ከወረዲ/ከፋዯራሌ) ከዴጎማ ውጭ 

    

31 የቦርዴ ስብሰባ የተካሄዯ ብዛት(ቃሇጉባዔ 

በማየት) 

    

32 ዓመታዊ ጠቅሊሊ ገቢ     

33 ዓመታዊ ጠቅሊሊ ወጪ     

34 የማዏጤመ ዓመታዊ የገቢ ወጪ ጥምርታ     

35 በፊይናንስ ኦዱት ጉዴሇት የተገኘ ብር      

36 100% የታዘዘ መዴሃኒት የታዯሇ መጠን 
ያሊቸው የዯንበኞች መቶኛ 

    

37 የአቅራቢ ዴርጅት የተጠየቀውን መዴሃኒት 
የመስጠት ምጣኔ 

    

                                    አመሰግናሇሁ! 

 

12.5. Ethical Clearance and Supporting Letter 
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  12.6. DECLARATION  

We the undersigned declare that this is our original work and has not been presented in this or in 

any other university and all source of materials used for the proposal has been fully 

acknowledged. 

 Name of principal investigator: Chernet Mengistie Signature________ Date: 04/30/2022G.C 

Name of advisors 

1.  Name Getasew Tadesse Signature ____________ Date: 04/30/2022G.C 

2.  Name Getachew Sitotaw Signature _______________ Date፡04/30/2022G.C 

መግሇጫ 

እኛ የፇረምነው ይህ የመጀመሪያ ሥራችን መሆኑን እና በዚህ ወይም በላሊ ዩኒቨርሲቲ ውስጥ 

ያሌቀረበ መሆኑን እና ሇፕሮጀክቱ ያገሇገለ ቁሳቁሶች ምንጭ ሙለ በሙለ እውቅና 

ተሰጥቶታሌ። 

የዋና መርማሪ ስም፡ ቸርነት መንግስቴ ፉርማ ______ ቀን 22/08/2014 ዓ.ም 

የአማካሪዎች ስም 

1. ስም ፡- ጌታሰው ታዯሰ     ፉርማ ____________ቀን 22/08/2014 ዓ.ም 

2. ስም፡-ጌታቸው ስጦታው    ፉርማ ____________ ቀን 22/08/2014 ዓ.ም 


