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Background: Community-based health insurance (CBHI) schemes are an emerging strategy
for providing financial protection against healthcare-related poverty. In Ethiopia, CBHI is
being piloted in 13 districts, but community experience and satisfaction with the scheme
have yet to be studied.

Objective: To assess the magnitude of satisfaction and associated factors among household
heads who visited health facilities with community-based health insurance schemes in the
Anilemo district Hadiya Zone Southern Ethiopia.

Methods: A community-based cross-sectional study design was conducted for 627 house-
hold heads in the Anilemo district, from March 1-30, 2020. Study participants were selected
using stratified random sampling for kebeles and systematic sampling for study households.
Data were collected by trained data collectors using a pre-tested structured questionnaire.
Descriptive statistics, bivariate, and multivariate logistic regression analyses were performed.
P values less than 0.05 with 95% confidence intervals were used to determine associations
between independent and dependent variables.

Results: The magnitude of household heads’ satisfaction was 54.1%. Household heads age
[AOR=1.70;95% CI 1.09-2.67], households income [AOR=0.19; 95% CI 0.11-0.35], knowl-
edge of CBHI benefit packages [AOR=3.15; 95% CI 1.97-5.03], agreement with laboratory
services [AOR=2.25; 95% CI 1.40-3.62], and got and agreed with prescribed drugs
[AOR=2.69; 95% CI 1.66-4.37] were significantly associated with the magnitude of house-
hold heads satisfaction with community-based health insurance.

Conclusion: About half of the household heads who visited health facilities with CBHIS
were satisfied. Age, household’s income, knowledge of CBHI benefit packages, agreement
with laboratory service provision, availability and agreement with prescribed drugs were
significant predictors of satisfaction with CBHI. Therefore, much effort could be required to
increase the magnitude of the household head’s satisfaction with the scheme.

Keywords: community-based health insurance, satisfaction, household heads

Introduction

The global community has committed to working together to achieve universal
health coverage (UHC) by 2030 as part of the Sustainable Development Goals.
Despite this, at least half of the world’s population still lacks access to essential
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health services. Consequently, a large number of people
are being pushed into poverty by having made to spend
much of their household budgets on health care expenses.
Globally, each year around 150 million people suffer from
financial disaster, and about 100 million are driven into
poverty due to excessive out of pocket bills for health,
from these maximum of them are from developing
countries. ™

Ethiopia is dedicated to achieving universal health
coverage (UHC) — expanding high-quality health care
services which might be available, affordable, accessi-
ble, and acceptable to all households.” Due to financial
risk protection is a critical component of UHC, Ethiopia
has begun launching a comprehensive and sustainable
financial risk protection with a health insurance scheme.
The social health insurance (SHI) scheme has been all
started for formal sectors, and final preparations are
being made to implement the initiative entirely. In the
85% of

Ethiopians, community-based health insurance (CBHI)
4,467

informal area — which comprises over
is being expande

The overall enrollment rate inside the pilot districts
reached about 52% of the target population. When we
see within the country level, the current enrolment rate in
509 CBHI functional regions is 44%, of which 85% are
paying members, and the remaining have subsidized
membership.®

Recent reports of Ethiopia Health Insurance Agency
(EHIA) indicates that there is low population coverage of
28% (in-country level) compared to the target set in HSTP,
80%, and only 77% of CBHI enrolled households are
renewing their membership cards that mean 23% of them
are dropped out from CBHI enrollment due to dissatisfac-
tion with CBHI scheme. This dropout rate is also increased
by 10% in the Southern region (SNNPR). Due to this, the
goal of EHIA that want to make total coverage of CBHI in
2025 is in great question.®®

Several studies showed that socio-demographic char-
acteristics such as sex, age, marital status, educational
level, occupation, family size, and household’s economic
situation affect enrollee’s satisfaction with health
insurance.” ' In addition to socio-demographic factors,
health service-related factors also influence enrollee’s
satisfaction with CBHI. Satisfaction to CBHI is posi-
tively associated with the enrollee’s perception of proper
laboratory service provision, health provider’s friendli-
ness, weighting time, and availability of medicines.” "
Furthermore, studies in developing countries have shown

that satisfaction with the health insurance scheme is
influenced by the enrollee’s knowledge of health insur-
ance benefit packages.” '*'* Besides, community-based
health insurance (CBHI) experience-related determinants
are also affected by the household head’s satisfaction
with the scheme.'!

In the Anilemo district even though there is high
(80%) coverage of households in CBHIS, there is also
a high dropout rate (33%), and high enrollment com-
plaints were reported from the district CBHI facilitating
office. The community-based health insurance (CBHI)
scheme has been scaled up in this study area since the
end of 2016. However, the enrollee’s magnitude of satis-
faction and associated factors are not yet known. Hence,
whether this scheme satisfies enrollees and they have
a positive perception towards the CBHI scheme is
unknown so far in this study area. Up to the level of our
knowledge, only two related studies were conducted in
Ethiopia. The first study conducted in the Damatoyda
district assessed overall satisfaction by asking only six
questions. Asking only six questions to evaluate house-
hold heads satisfaction might not be enough, and both
studies did not stratify urban and rural enrolls before
sample size selection. Besides, the household’s wealth
index assessment method is not reliable. Therefore, this
study addressed these gaps to assess the knowledge gap
on household heads’ magnitude of satisfaction and other
associated factors with a community-based health insur-

ance scheme.

Methods and Materials
Study Area and Period

The Community-based cross-sectional study was con-
ducted in the Anilemo districts, Hadiya Zone, Southern
Ethiopia, from March 1-30 2020. The district is located
218km south of Addis Ababa (the capital city of Ethiopia),
200km North of Hawassa (the capital city of SNNPR), and
18km East from Hosanna town (capital of Hadiya Zone).
In 2019/20, according to the 2007 Ethiopia census projec-
tion, the district has an estimated total population of
98,650, of which 48,832 (49.5%) males, and 49,818
(50.5%) females.'> Regarding health infrastructure, there
are 28 health posts, five health centers, eight private
clinics, three drug stores, and one drug vendor in the
district. All health centers have linkages with the CBHI

scheme.
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Sample Size Determination

To determine the study sample size, the prevalence of the
dependent and independent variables associated with the
outcome variable from previous literature was considered.
The required sample size for this objective was determined
using the formula for a single population proportion with
the following assumptions: Confidence level at 95% =
1.96 Margin of error = 0.05 magnitude of satisfaction
with CBHI scheme to be 54.7%° and the design effect of
1.5 to account for the multi-stage level of sampling
method, Then by adding 10% non-respondent rate resulted
in the total sample required for the study to be 627.

Sampling Technique and Procedure

A multi-stage sampling technique was employed to select
the study participants. We applied simple random sample
selection at each stage to eliminate selection bias. First, all
the kebeles (the smallest administrative levels in the coun-
try) were stratified into urban and rural kebeles. Then 1 out
of 2 urban kebeles and 8 out of 26 rural Kebeles were
selected using simple random sampling (by lottery
method). In the second stage, households enrolled and
visited health facilities with CBHI in the selected kebeles
were identified using their enrollment identification num-
bers from the monthly report registration book (the book
that was written for the financial report from health centers
to woreda CBHI facilitating office were used). Then, the
sample size is proportionally allocated to each kebele.
Finally, the study participants were selected using sys-
tematic random sampling methods.

Data Collection Tools

Data collection questionnaires were adapted from previous
similar studies after repetitive reviewing.”'* The tool
includes five sections, such as socio-demographic charac-
teristics (9 items), the experience of household heads in
the CBHI scheme (5 items), household heads knowledge
of benefit packages (7 items), Health service provision
related (four items), household heads overall satisfaction
(9 pieces by using a five-point Likert scale from strongly
disagree=1 to strongly agree=5). The scale internal relia-
bility was checked by Cronbach’s Alpha value, which is
0.980.

Operational Definition

Health Insurance

Health insurance is a system where individuals or house-
holds pay small contributions or prepayments to get health

services at the time of illness and to protect them from
catastrophic health expenditures.

The Magnitude of Satisfaction

Household heads positive feeling level about the CBHI
scheme. Nine items related to satisfaction on a five-point
Likert scale from strongly disagree = 1 to strongly agree
=5 were asked. Then, the household head was leveled, as
satisfied if his/her sum responses were greater or equal to
the median value of the total sum score. Otherwise,
leveled as not satisfied. This scoring was taken from

9,12

similar studies. (Negatively stated questions were

inversely recoded).

Household Heads Knowledge of CBHIS

It assesses knowledge of the basic benefit packages of the
health insurance scheme. Household heads who answered
above the median score of correct answers were categor-
ized as having good knowledge. Household heads who
responded below and equaled with a median score of
correct answers were categorized as having poor knowl-
edge. This scoring method was taken from similar
studies.’

Wealth Indexes

The scores which show the respondents’ household eco-
nomic status. It is determined by using the respondents’
reported assets, sanitary conditions, housing conditions,
dwelling construction, water source, and other vital items
in the household. The total score constituted the wealth
index score, which was calculated by principal component
analysis, and enrolls divided into three classes: low
income, medium income, and high income enrolls.

Data Quality Control

To ensure the quality of data, the questionnaire was trans-
lated from English to the local Hadiyisa language and back
to English. The questionnaire was pretested at 5% CBHI
enrolls in Bandalicho kebele to assess clarity, consistency,
understandability, and the total time that it was taken to
finish the questionnaire before the actual data collection.
Then, the necessary comments and feedbacks were incor-
porated into the final tool to improve its quality. The
training was given for both data collectors and supervisors
for two days regarding the objective of the study, data
collection tool, ways of data collection, and checking the
completeness of the collected data. Supervisors did strict
supervision. Supervisors checked for completeness, clarity,
and consistency throughout the data collection period. All
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of the collected data were given to the supervisors daily,
and any missing data were confirmed before the next day.
The principal investigator did the overall supervision.
Double data entry was done to make a comparison of
two data cells and correct mismatches.

Data Processing and Analysis

The collected data were checked for completeness, cleaned,
coded manually, and entered into Epi-Data version 3.1, and
exported to SPSS version 22 statistical package for analysis.
The family wealth index was done by using the principal
component analysis (PCA) method by considering locally
available household assets and categorized them into three
(low, medium, and high). Seven items were also used to
measure knowledge of household heads on CBHI benefit
packages by using yes=1 and no =0 questions these ques-
tions are: 1, CBHI is a good way of helping clients to health
expenditure 2. CBHI covers only care from public health
institutions, 3. CBHI covers only care within the country, 4.
CBHI covers outpatient services in public hospitals and
health centers, 5. CBHI covers inpatient services in public
hospitals and health centers, 6. CBHI does not cover the
transportation fee, 7. CBHI does not cover medical care for
cosmetic value. After summing up their responses, they
recorded a minimum score of 2, a maximum score of 7,
and by using spss, we got a median score of 5. By using the
median score, we dichotomized enrolls either have good
knowledge or have poor knowledge. The outcome variable
was completed by asking nine questions by using five points
Likert scale (from strongly disagree=1 up to strongly
agree=5). These nine questions are 1) local CBHI is trust-
worthy, 2) satisfied with the collection process of insurance
card, 3) satisfied with time to make use of the CBHI pro-
gram after registration, 4) satisfied with the schedule for
paying a premium, 5) satisfied with the information pro-
vided, 6) satisfied with permitted insurance, 7) satisfied with
CBHI benefit packages, 8) want to stay enrolled and, 9)
After adding all nine responses, we got a total satisfaction
score for each individual ranging from 10-45. From this
total satisfaction by using SPSS we got a median value=41.
By using this median value (41) as a cutoff point, we have
a dichotomized dependent variable either satisfied (total
satisfaction >41) or not satisfied (total satisfaction <41).
A binary logistic regression model was used to identify
factors associated with the level of household head’s satis-
faction with the CBHI scheme. All variables with a p-value
<0.25 in bivariate analyses were included in the final model
of multivariate analyses to control all possible confounders.

The multi co-linearity test was checked to see the correla-
tion between independent variables by using standard error.
The goodness of fit test was checked by Hosmer-
Lemeshow’s  test found to

was insignificant

(p-value=0.06), an omnibus test was significant
(p-value=0.00), which indicates the model was fitted.
Adjusted odds ratio (AOR) along with 95% CI was esti-
mated to identify factors associated with the magnitude of
household heads satisfaction with the CBHI scheme by
using multivariable logistic regression analysis. Finally,
variables whose p<0.05 in multivariable logistic regression
were considered as the cutoff point for statistical

significance.

Ethical Consideration

Ethical clearance was obtained from Haramaya University,
College of Health and Medical Sciences, the Institutional
Health Research Ethics Review Committee (IHRERC).
The study was conducted in accordance with the
Declaration of Helsinki. A formal letter of permission
and support were written to the Anilemo district health
office. Then, the Anilemo district health office has written
a cooperation letter for all kebeles in which the study was
carried out. All the study participants were informed about
the purpose of the study and their right to refuse. Then,
written and signed informed, voluntary consent was
obtained from all study participants before data collection.

Results

Socio-Demographic Characteristics of
Household Heads Who Visited Health
Facilities with CBHIS

Five hundred sixty-two household heads had participated in
this study, yielding a response rate of 90%. Of these, 408
(72.6%) were male. The mean age of participants was 38
years. The majority of respondents (77.8%) were married to
one spouse. More than half 342 (60.9%) of the household
heads had greater than five family members. Regarding
education, 275 (48.9%) of participants did not attend formal
education. Nearly 90% of the study participants were farm-
ers by their occupation. Related to the family wealth index
187 (33.3%) of households income was high (Table 1).

Experience of Household Heads Who Visited Health
Facilities with CBHI Scheme

This study included household heads that had at least
one family member that had fallen sick and visited
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Table | Distribution of Socio-Demographic Characteristics of
Household Heads Who Visited Health Facilities with CBHIS in
Anilemo District, Hadiya Zone, Southern Ethiopia, 2020

Table 2 Experience of Household Heads Who Visited Health
Facilities with CBHI Scheme in Anilemo District, Hadiya Zone
Southern Ethiopia, 2020

health facilities at least two times since enrolled in
CBHIS. Accordingly, the majority (54.4%) of the
respondents visited only health centers, and 70.8%
visited more than five times since enrolled in the
CBHI scheme. Of the total participants, 89.9% are
paying members, and the rest is subsidized members
(Table 2).

Variables Frequencies | Percentages Variables Frequency Percentages
Household heads age, mean age=38 Length of households enroliment
Age<38 288 51.2 <12 months 102 18.1
Age>38 274 48.8 2|2 months 460 81.9
Household heads sex Health facility visited
Male 408 72.6 Health center only 296 527
Female 154 27.4 Hospital only 37 6.6
Both 229 40.7
Household heads marital status
Frequency of health facility visited
Married to one spouse 437 778
Married to more than one spouse | 68 12.1 2—4 times 173 29.2
Not in marriage 57 10.1 25 398 70.8
Family size CBHI related meeting history
<5 220 39.1 No 165 29.4
=5 342 60.9 Yes 397 70.6
Household heads educational status Households membership type
Unable to read and write 275 48.9 Paying members 505 89.9
Grade 1-8 251 44.7 Subsidized members 57 10.1
Grade 29 36 6.4
Household heads occupation
Household Heads Knowledge of CBHI
Farmers 509 90.6 L.
Merchants and others 53 9.4 Benefit Packages Who Visited Health
Household heads religion Fa‘CIIItIeS Wlth CBHIS
Seven items were used to measure a household’s knowledge
Protestant 356 63.3
f the CBHI benefi kages. From 1 of n item
Orthodox 104 185 of the C benefit p'ac. ages. From a total o s'eve tems,
Muslim 102 18.1 respondents have a minimum score of 2, a maximum score
of 7, and a median score of 5. Housecholds were labeled as
Households residency . . .
having good knowledge if answered more than the median
Urban 36 10 score of the CBHI benefit package questions. Otherwise,
Rural 506 90
e households were labeled as have poor knowledge.
Households wealth index Accordingly, 289 (51.4%) household heads had good knowl-
Low 187 333 edge of the CBHI benefit package (Figure 1).
Medium 188 335
High 187 333 Health Service Provision Related Factors of

Household Heads Who Visited Health Facilities with
CBHI Scheme

The majority of (67.1%) the participants mentioned that they
agreed with laboratory services received, and about 56% of
them agreed that they got immediate care when visiting
health facilities. However, nearly half of (43.4%) the parti-
cipants believed that they did not get respect from the health
care providers and 378 (67.3%) of household heads received
the correct prescribed drugs and agreed with that (Table 3).
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Knowledge of CBHI benefit packages

MNo MYes

Answered more than the median score
CBHI doesn't cover medical care for a cosmotic value

CBHI doesn't cover a transportation fee

CBHI covers IPD services in the public health facility
CBHI covers OPD services in the public health facility

CBHI covers within the country only
CBHI covers only care from the public health facility

CBHI is a good way to health expenditure

b d 51.40%

—18.30%

81.70%
s 19.80%
b 480.20%
— 27.20%
; . 4 72.80%
e 289
[ — —_— /0 -1 72%
— 6%
b a 74.00%
e 28.80%
k < 4 71.20%
— 27.50%
b - 4 72.50%

Figure | Knowledge of CBHI benefit packages who visited health facilities with CBHIS in Anilemo district, Hadiya Zone, Southern Ethiopia, 2020.

Table 3 Health Service Provision Related Factors of Household
Heads Who Visited Health Facilities with CBHI Scheme in
Anilemo District, Hadiya Zone, Southern Ethiopia, 2020

Variables Frequencies Percentages
Agreed with laboratory services

No 187 329

Yes 377 67.1
Agreed with weighting time

No 247 44

Yes 315 56

Agreed with respect and friendliness of

health professionals

No 244 434

Yes 318 56.6
Got prescribed drugs and agreed

No 187 327

Yes 378 67.3

The Overall Magnitude of Satisfaction Among
Household Heads Who Visited Health Facilities with
the CBHI Scheme

The median score for household heads satisfaction on the
CBHI scheme was 41.00. About 304 (54.1%) respondents
scored above the median satisfaction score (they are satis-
fied), and the remaining 258 (45.9%) scored below the
median satisfaction score (Figure 2).

Factors Associated with the Magnitude of Household
Heads Satisfaction Who Visited Health Facilities with
a Community-Based Health Insurance Scheme

In bivariable analysis variables with p <0.25 included in
the final model. Then: age, households’ wealth index,

Satisfaction

45.90%

= Satisfied = Not satisfied

Figure 2 The magnitude of household heads satisfaction with CBHI scheme in
Anilemo district, Hadiya Zone, Southern Ethiopia, 2020.

general knowledge of CBHI benefit packages, agreed
with lab services, and agreed with prescribed drugs were
factors significantly associated with outcome variable in
multivariable analysis. The odds of household head satis-
faction were 1.70 times higher for elder enrolls than
younger enrolls [AOR=1.70; 95% CI 1.09-2.67]. For
those household heads who had high household wealth,
the odds of household head satisfaction decreased by 81%
compared with those household heads who had low house-
hold wealth [AOR=0.19; 95% CI 0.11-0.35]. The odds of
household head satisfaction were 3.15 times higher for
those who had good knowledge about CBHI benefit
packages compared to those who had poor knowledge
[AOR=3.15; 95% CI 1.97-5.03]. Similarly, the odds of
household heads satisfaction were 2.69 and 2.25 times
higher for those enroll who agreed with prescribed drugs
and laboratory services when compared to those enrolls
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who disagreed on these services [AOR=2.69; 95% CI 1.-
66—4.37] and [AOR=2.25; 95% CI 1.40-3.62] respectively
(Table 4).

Discussion

In this study, the magnitude of satisfaction with the CBHI
scheme was found to be 54.1%. This is in line with the
different studies done in the Sheko district (Ethiopia),g
Istanbul city (Turkey),'” and Nigeria.'® However, it is
higher in comparison to two studies conducted in
Nigeria.'*!'* It is probably because of the look at settings,
socio-demographic characteristics of the respondents, and
study duration variations.

However, the magnitude of satisfaction in this study is
lower than the study conducted in the Damatowyda district
of Southern Ethiopia."" The possible reason might be the
definition of satisfaction; in the former study, the satisfac-
tion scored based on the percentage of maximum scale
(taking the percent strongly agree and agree). Calculating
household heads satisfaction based on the percentage of
maximum scale might overestimate the proportion of
household’s satisfaction to CBHIS. In addition to these,
it measures the overall satisfaction score by asking only
six questions; it might be difficult to express enroll satis-
faction by asking a few questions. When we ask more
questions we may probe more problems on CBHI
enrollment.

In this study, older participants (age>38) were more
likely satisfied than younger (age<38) participants. The
finding of this study is supported by the studies conducted
in Ethiopia, Nigeria, and Turkey.'''* This might be attrib-
uted to more frequent illness in older people; when age
increases, the probability of getting sick increases; thus,
they use health services more frequently without paying
from their pocket for every service they received.

Enrolls who had high household wealth less likely to
be satisfied than low-wealthy household heads. This find-
ing is similar to the studies done in Nigeria, Bangladesh,
and Ethiopia.'®'"'*> This might be due to a high expecta-
tion of wealthy people for more quality health services
than they are practically had. They have the trends of
using private sectors. Public health sectors are not as
qualified as private sectors in this study area. On the
other hand, poor households might not use the private
sector. So, their expectation is lower than wealthy enrolls.

Participants with good knowledge about CBHI benefit
packages were more likely satisfied than participants with
poor knowledge. These findings were in line with studies

conducted in Ethiopia, Nigeria, and Uganda.”'"!31416

This might be that enrollee’s satisfaction gets better only
if they understand how the health insurance scheme works,
and know CBHI benefits packages. Those who know more
about CBHI benefit packages may benefit more from it
and might be more satisfied. And also, another study
conducted in Senegal showed that inadequate knowledge
of CBHI benefit packages is often associated with
dropout.'’

Those who got prescribed drugs and agreed with that
drugs were more likely satisfied than those who did not get
and disagreed with prescribed drugs. This finding is con-
sistent with the study conducted in Bangladesh.'” This
might be due to enrolled who did not get prescribed
drugs in a public health facility were enforced to pay
additional costs for private pharmacies, which might be
the causes of disagreement and less satisfaction with the
CBHI scheme.

Participants who agreed with the laboratory services
they received were more likely satisfied when compared
with counterparts. This finding is consistent with former
studies conducted in  Ethiopia, Uganda, and
Bangladesh.”'""'® This might be linked to the quality of
health services (availability of reagents, lab services, good
professionals, and equipment) after enrollment determines
household heads’ satisfaction with the CBHI scheme.

Strength and Limitation of the
Study

The study was community-based, includes both urban and
rural kebeles, to generalize for the study area. Despite this
strength, it is a cross-sectional survey; causality cannot be
inferred from these studies.

Conclusions

The study showed that more than half of household heads’
were satisfied with the CBHI scheme in the Anilemo
district. Household head’s age, household wealth, knowl-
edge of CBHI benefit packages, agreement with laboratory
service provision, availability of prescribed drugs, and
agreement with that were independent factors of house-
hold heads’ satisfaction. Therefore, different strategies
were required to improve enrolls knowledge of CBHI
benefit packages through education, information cam-
paign, and strengthening community participation in the
district. And also, a further comparative study should be
done on the magnitude of household heads satisfaction
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Table 4 Multivariable Logistic Regression Analysis Results on Factors Associated with the Magnitude of Household Heads Satisfaction
Who Visited Health Facilities with CBHIS in Anilemo District, Hadiya Zone, Southern Ethiopia, 2020

Variables

More Satisfied

Less Satisfied

COR 95% CI

AOR 95% CI

Household heads age

Age<38 17 171 | |

Age>38 187 87 3.14 (2.224.44) 1.70 (1.09-2.67)*
Marital status

Married to | spouse 235 202 | |

Married to >| spouse 48 20 2.06 (1.18-3.59) 0.79 (0.38-1.64)

Not in marriage 21 36 0.50 (0.28-0.88) 0.58 (0.26-1.29)
Family size

<5 96 124 | |

=5 208 134 2.00 (1.42-2.82) 1.39 (0.87-2.21)
Households residency

Urban 45 Il | |

Rural 258 247 0.25 (0.13-0.50) 0.491 (0.21-1.13)
Households wealth index

Low 149 38 | |

Medium I 77 0.36 (0.23-0.58) 0.60 (0.35-1.03)

High 44 143 0.07 (0.04-0.12) 0.19 (0.11-0.35)*
Length of enrollment

<12 months 42 60 | |

212 months 262 198 1.89 (1.223-2.922) 1.54 (0.86-2.76)
Health facility visited

Health center only 130 166 | |

Hospital only 21 16 1.67 (0.84-3.34) 1.39 (0.54-3.56)

Both 153 76 2.57 (1.79-3.67) 1.57 (0.96-2.55)
Frequency of visited

2—4 times 53 120 | |

=5 251 138 4.14 (2.80-6.06) 1.31 (0.78-2.17)
CBHI related meeting

No 44 103 | |

Yes 260 115 2.41 (1.66-3.50) 1.07 (0.64—1.80)
Households membership

Paying members 264 241 | |

Subsidized members 40 17 2.148 (1.18-3.88) 1.520 (0.70-3.29)
Knowledge of CBHI

Have poor knowledge 83 190 | |

Have good knowledge 221 68 7.44 (5.11-10.82) 3.152 (1.97-5.03)*

(Continued)
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Table 4 (Continued).

Variables More Satisfied

Less Satisfied

COR 95% CI AOR 95% CI

Agreed with laboratory services

No 57 128
Yes 247 130

[ |
5.27 (3.58-7.77) 2.25 (1.40-3.62)*

Got prescribed drugs

No 51 133
Yes 253 125

| |
5.27 (3.58-7.77) 2.69 (1.663-4.37)*

Note: *Significantly associated variables with the magnitude of satisfaction with CBHI scheme or p<0.05

who visited a health facility should be done on CBHI
enrolls and non-enrolls.
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