DIGITAL ACCESS o HARVARD

SCHOLARSHIP arHARVARD LIBRARY
DASH.HARVARD.EDU 5

Identifying Indigent Households for
Subsidy and Exemption of
Community Health Insurance
Premium in Ethiopia: Considerations
of Technical Approaches and
Implementation Challenges

Citation

Dhufera, Hailu Tamiru. 2024. ldentifying Indigent Households for Subsidy and Exemption of
Community Health Insurance Premium in Ethiopia: Considerations of Technical Approaches
and Implementation Challenges. Doctoral dissertation, Harvard T.H. Chan School of Public

Health.

Link
https://nrs.harvard.edu/URN-3:HUL.INSTREPOS:37379136

Terms of use

This article was downloaded from Harvard University’s DASH repository, and is made

available under the terms and conditions applicable to Other Posted Material (LAA), as set

forth at
https://harvardwiki.atlassian.net/wiki/external/NGY5NDE4ZjgzNTc5NDQzMGIzZWZhMGFIOWI2M2EwYTg

Accessibility
https://accessibility.huit.harvard.edu/digital-accessibility-policy

Share Your Story

The Harvard community has made this article openly available.
Please share how this access benefits you.lSubmit a story |



https://dash.harvard.edu/submit-story?publicationId=b583a194-66ec-4cd5-a2a6-05fc7fbecc1e

This Doctoral Thesis, Identifying Indigent Households for Subsidy and Exemption

of Community Health Insurance Premium in Ethiopia: Considerations of Technical

Approaches and Implementation Challenges, presented by Hailu Tamiru Dhufera

and Submitted to the Faculty of The Harvard T.H. Chan School of Public Health in

Partial Fulfillment of the Requirements for the Degree of Doctor of Public Health,
has been read and approved by:

Peter Berman

Peter Berman (Apr 21, 2024 09:12 EDT)

Peter Berman

Stéphane Verguet

Stéphane Verguet (Apr 22, 2024 08:39 EDT)

Stephane Verguet

William Bean

William Bean (Apr 22, 2024 08:06 PDT)

William Bean

Date: April 8, 2024


https://harvard-esign.na2.documents.adobe.com/verifier?tx=CBJCHBCAABAAUXF6lIcRIh4zXbt2SaHbM-r-sd5PMdko
https://harvard-esign.na2.documents.adobe.com/verifier?tx=CBJCHBCAABAAUXF6lIcRIh4zXbt2SaHbM-r-sd5PMdko
https://harvard-esign.na2.documents.adobe.com/verifier?tx=CBJCHBCAABAAUXF6lIcRIh4zXbt2SaHbM-r-sd5PMdko
https://harvard-esign.na2.documents.adobe.com/verifier?tx=CBJCHBCAABAAUXF6lIcRIh4zXbt2SaHbM-r-sd5PMdko
https://harvard-esign.na2.documents.adobe.com/verifier?tx=CBJCHBCAABAAUXF6lIcRIh4zXbt2SaHbM-r-sd5PMdko
https://harvard-esign.na2.documents.adobe.com/verifier?tx=CBJCHBCAABAAUXF6lIcRIh4zXbt2SaHbM-r-sd5PMdko




IDENTIFYING INDIGENT HOUSEHOLDS FOR SUBSIDY AND
EXEMPTION OF COMMUNITY HEALTH INSURANCE PREMIUM IN
ETHIOPIA: CONSIDERATIONS OF TECHNICAL APPROACHES AND

IMPLEMENTATION CHALLENGES

HAILU TAMIRU DHUFERA

A Doctoral Thesis Submitted to the Faculty of

The Harvard T.H. Chan School of Public Health

in Partial Fulfillment of the Requirements

for the Degree of Doctor of Public Health

Harvard University

Boston, Massachusetts.

May 2024

ii



Thesis Advisors: Prof. Peter Berman Hailu Tamiru Dhufera

Identifying Indigent Households for Subsidy and Exemption of Community Health Insurance

Premium in Ethiopia: Considerations of Technical Approaches and Implementation Challenges

Abstract

In Ethiopia, a country grappling with the dual challenges of limited healthcare access and
pervasive poverty, implementing community-based health insurance (CBHI) schemes has
emerged as a pivotal public health intervention. In this doctoral project, | explore the complex
processes and policy implications of identifying indigent households eligible for subsidy and
exemption from CBHI premiums, a task that is crucial for the success of health insurance as a

tool for social protection and healthcare access improvement.

Employing a mixed-methods research design, the study combines quantitative analysis of
national household survey data with qualitative insights gleaned from focus group discussions
and interviews with key stakeholders, including policymakers, healthcare providers, and

community members across the Oromia region.

The quantitative findings reveal a CBHI scheme that, despite making progress, has yet to fully
penetrate the Ethiopian population, with a notable discrepancy in enrollment rates between poor
and non-poor households. This discrepancy underscores the scheme's potential to address the
healthcare needs of economically vulnerable segments and highlights the substantial coverage

gaps that persist. The household expenditure analysis further elucidates the population's
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economic disparities, emphasizing the importance of the CBHI scheme not only as a healthcare
access mechanism but also as a potential buffer against the financial shocks associated with

health crises.

The qualitative component of the study uncovers the complexities of identifying indigent
households for CBHI exemptions, a process fraught with challenges stemming from regional
variability, decentralized execution, and the multifaceted nature of poverty. The research
identifies the reliance on community-based decision-making as both a strength in its ability to
incorporate local knowledge and needs and a potential weakness due to the risk of subjective

biases and inconsistencies in application.

Insights from the thematic analysis highlight several critical areas for policy action. First is the
need for a harmonized yet adaptable policy framework that can ensure equity and transparency in
indigent identification processes while allowing for adjustments to local contexts. Second, it is
important to enhance financial sustainability through innovative funding strategies, governmental
support, and integration of private healthcare providers into the CBHI network. And third is the
imperative of improving awareness and perceived value of CBHI schemes through targeted

informational campaigns and community engagement efforts.

This thesis makes several contributions to the discourse on health insurance in low-resource
settings. It provides empirical evidence on the challenges and successes of implementing CBHI
schemes in Ethiopia, offers a nuanced understanding of the socio-economic factors influencing

health insurance enrollment among indigent households, and highlights the critical role of policy
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formulation and community engagement in enhancing health insurance coverage. Furthermore,
the study proposes actionable policy recommendations to improve the inclusivity, effectiveness,

and sustainability of CBHI schemes.
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Chapter 1. Introduction

Healthcare financing and access to essential medical services are critical components of global
health policy, universal health coverage (UHC), and equitable healthcare access (1). While the
Sustainable Development Goals (SDG) aim to protect citizens from financial hardships resulting
from health care needs, financing universal care has been challenging for low- and middle-

income countries (LMICs) (2).

Since the 1980s, policymakers and governments in LMICs have been using a cost-recovery
approach to alleviate financial strain on government budgets while striving to improve health
services (3). Cost-recovery methods necessitate that health facilities charge fees for services
rendered, generating revenues that assist in maintaining sustainable service delivery independent
of external funding sources. However, charging service fees created the concern of possibly
denying health care to those unable to pay those fees. Hence, targeting mechanisms are
suggested to grant fee waivers or other safety net means for the poorest while still charging those
who can afford them. To implement such targeting mechanisms, means testing (one type of
targeting) is often suggested for its potential of having the means to protect the poor while

permitting fees to be collected from those who can pay (4).

In this regard, governments have strived to implement more prepayment and risk protection
mechanisms by introducing insurance systems suitable to national economic structures.
Community-based health insurance (CBHI) is a prominent initiative in LMICs, including
Ethiopia, to provide financial protection to households and individuals against high healthcare

costs. CBHI is designed to make healthcare more accessible and affordable for people,



particularly those living in rural areas of the country and/or on low incomes. These programs are
often member-driven, emphasizing community involvement in the management and execution of
the initiative. CBHI schemes typically rely on pooling resources from members through
premium payments to provide financial protection against health-related expenses to their

members (5).

In Ethiopia, the government-supported CBHI scheme was introduced in 2011, and its national
scale-up in 2017 significantly expanded access to healthcare services (6). In this community-
driven health fund, each family pays into a collective pool, with their contributions guided by a
principle of mutual support and solidarity. This setup ensures that every community member can
access necessary healthcare services, regardless of their health status or what specific care they
might need. Understanding that some families may struggle to afford even these highly
subsidized premium fees, the program offers financial help to those who need it. This way, the
ability to pay does not stop anyone from benefiting from health insurance, making sure everyone

in the community is covered.

The CBHI scheme in Ethiopia offered two types of subsidies: general and targeted. In the context
of CBHI in Ethiopia, 'schemes' refer to the local health insurance programs that are established to
allow communities to pool resources and provide coverage to their members. The general
subsidy from the federal government, which contributes to these local schemes, matches 25% of
the total health insurance contributions collected by each, thereby making the insurance more
accessible and affordable for the community members. On the other hand, the targeted subsidy,

covering the costs of premium exemptions for the poorest populations, is the responsibility of



district and regional governments. These targeted subsidies are designed to help the poorest of
the poor by exempting them from CBHI premiums. However, there are challenges in accurately
identifying indigent households, resulting in significant incorrect exemptions and exclusions (6,

7).

Despite studies indicating the overall positive impact of CBHI on reducing the likelihood of
borrowing, increasing household income, and promoting healthcare-seeking behaviors (8, 9, 10),
challenges like the unavailability of service on benefit packages at the health facilities and the
preference for out-of-pocket payments persisted (11, 12). The issue of accurately identifying
indigent households for premium exemptions is another key concern, as approximately 24% of
the population qualified for such exemptions (13), yet only around 10% of the insured received

this benefit (6, 14).

Incorrect exemptions are a major concern as the potential of a targeting mechanism in meeting
its goals is contingent upon its precision and associated expenses (4). When targeting is precise,
it ensures that a program's intended benefits are exclusively going to the poor (or whichever
group is being targeted) without excluding any individuals from this demographic or
inadvertently providing benefits to those outside of it (15, 16). But precision also comes at a
price, and that cost could have been allocated to offering assistance to those in need.
Nevertheless, it's crucial to consider the trade-off between accuracy and cost, especially when
working within the constraints of a finite government budget meant to provide waivers and
conduct means testing. Striking the right balance between these factors is essential to ensure

efficient and equitable support for the less fortunate.



Complicating this issue further, the concept of poverty presents challenges in accurately
identifying the impoverished for targeted social interventions. Traditional quantitative methods
based on empirical and scientific evidence, emphasizing objectivity, assess poverty through
income or consumption expenditure criteria (17). This approach fundamentally views poverty as
a deficiency in material assets or a failure to meet a basic threshold of resources (18).
Conversely, qualitative methodologies posit poverty as a socially constructed phenomenon,
necessitating an understanding grounded in context and relativism (19, 20, 21). Gilson et al.
(2011) articulate this view, suggesting that individuals' interpretations of their experiences partly

shape poverty's essence (22).

Recognizing the multifaceted nature of poverty, the 2000/2001 World Development Report
expanded the definition to encompass non-material aspects, including vulnerability, insecurity,
voicelessness, and powerlessness, defining poverty as the inability to attain a socially acceptable
standard of living (23). This has led to the emergence of mixed-method approaches that integrate

qualitative and quantitative perspectives, offering a more holistic understanding of poverty.

A significant challenge in achieving the objective of exempting the poorest of the poor from out-
of-pocket health insurance premium payments in Ethiopia stems from the difficulty in accurately
identifying and targeting this demographic group. This challenge of identification is not an
emerging issue; rather, it has been a persistent obstacle in the implementation of various policies
in Ethiopia aimed at assisting groups who struggle to afford out-of-pocket fees for essential

services. The complexity of Ethiopia's socioeconomic and political landscape, characterized by



sophisticated social stratification and a substantial informal sector, made it challenging to use

traditional economic ranking methods for identifying indigent households accurately (24).

In this regard, | employed mixed methods to understand the methodological hurdle and the use of
various policy tools to identify indigent households for CBHI premium exemption and subsidies
in the context of Ethiopia. Mainly, | examined two approaches; the first is the use of means
testing as a traditional quantitative method of choice and its technical challenge of efficiency and
practicality. Second, | looked at the use of participatory wealth appraisal for a community-
engaged approach to understanding the holistic social construct of society for a better
interpretation of the concept of poverty and identification of indigent households for premium
exemption and subsidies. This strategy leveraged local knowledge and community participation
to identify indigent households based on their socioeconomic circumstances and other contextual

factors.

In my study, | assessed the potential precision, effectiveness, practicability, and financial
repercussions of two strategies within the Ethiopian setting. Additionally, | examined the
involvement and duties of key stakeholders such as governmental agencies, community

collectives, and international institutions throughout the strategy identification phase.

For this doctoral project, | worked with the Fenot project, a project working in partnership with
ABH Partners and Harvard T H Chan School of Public Health to enhance primary healthcare in
LMICs, focusing on Ethiopia. Fenot’s mission aligned with Ethiopia's Health Sector

Transformation Plan, working with the Ministry of Health and regional bureaus in Oromia, Dire



Dawa, and Amhara to boost primary healthcare service efficiency, quality, and equity through
evidence-based planning and policy analysis. It also aims to strengthen healthcare financing,
increase domestic revenue, and improve financial management to develop Ethiopia’s healthcare
system further and support pandemic response efforts. Throughout my research, Fenot

generously funded the research, providing resources and mentorship.

In the ensuing sections of this document, | will employ the terminology used in Ethiopia's
National Health Insurance law, referring to "indigents™ and alternatively using the terms "poorest
of the poor" or simply "the poorest” (25). These terms are interchangeable in this context and are
understood, in alignment with Ethiopian policy, to denote individuals and groups whose financial
means are so constrained that paying out-of-pocket for essential services (such as health
insurance) would jeopardize their ability to meet fundamental survival needs, including food,

clothing, and shelter (16).



Chapter 2. Background, Literature Review, and Framework for Change

2.1 Background
Ethiopia, the second most populous country in Africa with a population of more than 110
million, has significant health system challenges (26, 27). Its healthcare system is one of the least

financed in the world, with average expenditures of $34 per capita (28).

The Ethiopian health system is structured around a tiered delivery model that aims to provide
comprehensive and equitable access to healthcare services nationwide. This system is primarily
government-run and financed, with a growing private sector involvement, especially in urban

areas. In what follows is a brief overview of its structure and operation (29).

1. Primary Level: The base of the health system consists of primary health care units (PHCUSs),
which include health posts, health centers, and primary hospitals. Health posts serve rural
communities, offering preventive and basic curative services, and are staffed by Health
Extension Workers (HEWSs). Health centers provide more comprehensive services, including
outpatient, maternity, and minor surgical services. Primary hospitals serve larger populations,

offering inpatient, surgical, and referral services.

2. Secondary Level: This level comprises general hospitals that provide specialized care,
including major surgical procedures, in addition to the services offered at the primary level.

These hospitals serve larger geographic areas and act as referral centers for primary hospitals.



3. Tertiary Level: At the top of the system are specialized hospitals that offer advanced medical
care and training, research facilities, and specialized treatments. These are often located in major

cities and serve as national referral centers for complex health issues.

The Ethiopian health system is financed through government funding, donor contributions, and
out-of-pocket payments by patients, each having a roughly equal share. The government takes
leadership in policy-making, regulation, and provision of services, especially at the primary and

secondary levels.

Ethiopian Health Tier System
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Figure 1. Ethiopian Health Tier System!

! Figure 1 Reproduced from Ethiopian Health transformation plan.
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In recent years, there has been growing need and an emphasis on improving healthcare
infrastructure, increasing the health workforce, and expanding health insurance coverage to
reduce the financial burden of healthcare on individuals. The country's history, punctuated by
periods of conflict, war, and famine, has further complicated these challenges, undermining past
governmental efforts to improve public health and resulting in a health system characterized by

inequity and a disproportionate focus on urban hospital care (30).

Despite such adversities, the Ethiopian government has displayed remarkable resilience and
innovation in healthcare reform. It has instituted pivotal programs like the Accelerated
Expansion of Primary Health Care Coverage and the Health Extension Program, launched in
2003 (31). These initiatives signify a strategic pivot towards addressing the health needs of the
rural majority, emphasizing the provision of locally available essential healthcare services by
well-trained local staff rather than relying on curative medical care delivered in hospital settings

(32).

Key to these reforms has been establishing a primary healthcare-centered approach, leveraging
the contributions of community health workers who have been crucial to the country's health
achievements. The government's efforts have yielded substantial progress in improving health
outcomes, as evidenced by remarkable declines in the morbidity and mortality associated with
infectious diseases such as malaria, TB, and HIV, as well as maternal and early childhood
illnesses (30). This success is mirrored in the significant strides toward achieving the targets set

out in the Millennium Development Goals, with a 67% reduction in under-five mortality, a 71%



decline in maternal mortality ratio, a 90% decline in new HIV infections, a 73% decrease in

malaria-related deaths, and a more than 50% decline in mortality due to tuberculosis (33).

The backbone of this transformative health landscape has been the deployment of HEWs and the
Health Development Army volunteers (HDAVS), particularly in rural areas where the needs are
the greatest (34). The HEWs and HDAVSs, with their grass-roots level engagement and
promotion of healthy behaviors, have been instrumental in cultivating nearly three million model

households families that adhere to practices such as vaccinations and proper sanitation.

Ethiopia is actively building upon its successful accomplishment of the MDGs by setting its
sights on one of the most ambitious targets of the SDGs: Universal Health Coverage (UHC). The
UHC initiative is integral to the SDG agenda of ensuring healthy lives and promoting well-being
for individuals at every stage of life. The core tenet of UHC is to provide equitable access to
comprehensive health services of high quality, tailored to the needs of individuals across the

socioeconomic spectrum (35).

This endeavor goes beyond mere access; it also encompasses the financial aspect of healthcare,
aiming to design a system where the cost of health services does not become a burden that leads
to financial distress for the service users (36). Achieving UHC means that all people, regardless
of economic standing, can obtain the required health services without suffering financial
hardship. It includes the full spectrum of essential health services, from health promotion to

prevention, treatment, rehabilitation, and palliative care.
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Ethiopia's approach to UHC reflects a commitment to health as a human right and a necessary
foundation for economic development and social stability (37). The country's government is
focused on extending health coverage to reach all citizens, advancing towards a future where
every Ethiopian can access the health services they need with the assurance that the quality of
those services will be uncompromised and without the fear of the associated costs undermining

their economic welfare (38).

In this regard, Ethiopia's government has undergone various health reforms, some as a pilot and
others in large-scale implementation. Ethiopia's journey in healthcare financing reforms, initiated
with a comprehensive strategy in 1998, has significantly reshaped its healthcare landscape (39).
These reforms, embedded in the broader Health Sector Development Program (1997-2015) and
Health Sector Transformation Plan (since 2015/16), aimed at enhancing sustainability, quality,
and equity in healthcare services. A pivotal aspect was allowing health facilities to retain and use
their revenue, which by 2011 contributed substantially to health budgets, enabling vast
improvements in the availability and quality of services like essential medicines, equipment,

infrastructure, and utilities (40, 41).

The reforms also introduced a fee-waiver system and standardized exemption services, focusing
on the poor and promoting equitable access to healthcare. This was complemented by the
piloting and implementing of CBHI (42). Other initiatives, such as performance-based financing,
cash transfer programs, private wings in hospitals, and the introduction of private health
insurance, enhance the financial viability of healthcare facilities while ensuring wider coverage

(43, 44, 45).
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The CBHI initiative, as part of a broader effort to reduce catastrophic health expenditures and
improve access to healthcare services for all its citizens, was implemented in Ethiopia in 2011.
CBHI schemes are designed as risk-pooling systems aimed at shielding individuals, especially
those working in the informal sector, from exorbitant user fees or financially crippling medical
expenses during illness. Distributing the financial burden across all scheme members ensures
that healthcare remains accessible even to the most economically disadvantaged segments of the

population (5).

After a successful pilot phase in 13 districts, spanning major regions of the country, the scheme
was expanded nationwide. In 2019, over 657 districts (86% of all districts) actively participated
in CBHI, with nearly half of the households in these areas enrolled in the program (46).
However, challenges remain in ensuring the long-term sustainability and financial viability of the
CBHI scheme. The current flat-rate payment system, irrespective of income levels, can
potentially drive-up healthcare costs per insured member, jeopardizing the scheme's stability.
Moreover, it fails to account for household willingness and ability to pay variations, hindering

revenue generation optimization and financial risk protection goals (32).

Similarly, a program designed to benefit the worse-off by identifying the indigent households for
the targeted subsidy has been challenging to implement (47). Due to the difficulty in
methodology for identification associated with the Ethiopian community's complex socio-
economic and political dynamics, it has been challenging to correctly identify and prevent
incorrect exemptions. Incorrect exemptions refer to situations where households not genuinely

impoverished or eligible for premium exemptions manage to access the benefits, depriving
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intended beneficiaries. Conversely, genuinely impoverished households struggle to access the

benefits they are entitled to.

Even though different approaches can be utilized to identify indigent households, means testing
and participatory wealth ranking are two distinct strategies of interest in this project that could be
employed to identify indigent households for the subsidy and exemption of health insurance
premiums in the LMICs (4, 18, 48). Each strategy has unique advantages and limitations, and

various contextual factors influence their roles in the identification process.

Means testing is a conventional approach widely used in social welfare programs worldwide. It
involves assessing households' financial means or income to determine their eligibility for
subsidies or exemptions (4, 49). In the context of community health insurance in Ethiopia, means
testing can play a pivotal role in assessing the economic status of households. It relies on
quantitative data such as income, assets, and expenditure to categorize households into different
wealth quintiles. The process aims to target the poorest households who are most in need of

financial support for health insurance.

One of the key advantages of means testing is its objectivity and precision in assessing economic
status. It provides a quantitative measure of household wealth, allowing for a systematic and
data-driven approach to identification (50, 51). However, means testing is not without its
challenges. It often requires robust data collection systems, which can be resource-intensive and
time-consuming to establish (52). Additionally, it may not capture non-monetary dimensions of

poverty and vulnerability, such as social exclusion or disabilities, and non-material aspects of
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poverty, including vulnerability, insecurity, voicelessness, and powerlessness, which are

important considerations in health insurance coverage (23).

In contrast, participatory wealth ranking is a more community-oriented and qualitative approach
to identification (53). It involves engaging local communities in a participatory process to
collectively identify the poorest households based on their knowledge of the community's social
dynamics and vulnerabilities. This approach recognizes the value of local knowledge and
community empowerment (48). In Ethiopia, where communities often have close-knit
relationships and a deep understanding of each other's conditions, participatory wealth ranking

can be a culturally sensitive and inclusive strategy.

The role of participatory wealth ranking lies in its ability to capture context-specific dimensions
of poverty that may be missed by purely quantitative means testing. It considers community
perceptions and social dynamics, making it more responsive to local realities. Moreover, this
approach can foster community ownership and solidarity, contributing to the sustainability of

health insurance programs (54).

However, participatory wealth ranking also has limitations. It can be subjective and may suffer
from biases or power imbalances within the community (55). Ensuring transparency and fairness
in the ranking process is essential. Additionally, it may be less precise in identifying the poorest

households than means testing, as it relies on community consensus.
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In this research, I conducted an in-depth analysis of both means testing and participatory wealth
ranking within the Ethiopian context. This examination aimed to contribute to developing
effective policy approaches and solutions for identifying and categorizing households based on

their economic status.

2.2 Problem Statement:

Implementing premium exemption policies within the CBHI framework is a pivotal strategy for
broadening healthcare access to impoverished populations in Ethiopia. However, there is a
significant challenge in understanding how to develop and operationalize such policies
effectively. The efficacy of these policies is contingent upon their acceptance and execution at
multiple levels of governance, as well as their reception by the communities they intend to serve.
A critical gap exists in the knowledge of how to accurately identify and exempt eligible indigent

households from CBHI premiums in a cost-effective manner and that will be perceived as fair.

This research explores the challenges and achievements of designing and implementing a viable
premium exemption policy for CBHI in Ethiopia, as observed in various case studies. It will
investigate the precision and economic implications of different identification strategies, the
administrative and operational barriers at community, district, regional, and national levels, and
the social perceptions of policy legitimacy. Additionally, the research will consider the
application of theoretical frameworks, such as the Theory of Change, to understand and align the

causal factors necessary for the successful enactment of such policies.
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General Research Question:
What insights can be drawn from case studies and experiences regarding the obstacles and
achievements in developing and enacting a viable premium exemption policy for CBHI in

Ethiopia?

Specific Research Questions

1. Accuracy and Cost Efficiency: What has been learned about the accuracy and cost-
efficiency of different methods for identifying indigent households eligible for CBHI
premium exemptions? This sub-question evaluates various identification strategies'
practicality and economic implications, including means testing and participatory wealth
ranking.

2. Role of Social and Economic Indicators in Household Selection: How are social and
economic indicators, such as land ownership, quality of housing, livestock ownership, health
status, and social support dynamics, utilized in the identification of indigent households, and
what are their implications for policy effectiveness and equity? This question delves into the
criteria used for determining eligibility for premium exemptions and subsidies, examining
their relevance and impact on policy outcomes.

3. Implementation Challenges at Different Levels: What observations can be made regarding
the implementation challenges and opportunities at different administrative levels
(community, district, regional, and national) and among various stakeholders (including
citizens, local managers, regional officials, and national policymakers)? With this question, |
seek to understand the operational dynamics and barriers encountered at each level of

governance and by each group of stakeholders involved in the policy process.
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4. Perceptions of Fairness and Legitimacy: How do community members perceive the
fairness and legitimacy of the CBHI premium exemption policy, particularly concerning the
selection process for indigent households? This question explores the social acceptability of

the policy, focusing on community trust, perceptions of favoritism, and discrimination.

2.3 Literature Review

While there is a considerable body of literature on the measurement of socioeconomic position
(SEP) in high-income countries (HIC), there has been relatively little attention paid to this topic
from an epidemiology, health systems, and public health perspective in LMICs. This is partly
because social stratification processes in LMIC and appropriate measurement tools differ
significantly from HIC ones. For example, the informal economy is often of greater importance
in LMICs, and many such countries lack welfare states (49). However, over the past few years, a
significant amount of literature has surfaced that showcases extensive socioeconomic disparities

in health across several LMICs (49, 56, 57).

In this literature review, | will examine the various SEP measurement tools used in LMICs, their
application in epidemiological and public health research, and their policy implications. This
includes an in-depth analysis of asset-based measures, consumption-based measures, and cost
recovery mechanisms like means testing and targeting. Through this exploration, I aim to
highlight each approach’s strengths, limitations, and contextual suitability and how they
contribute to our understanding of household welfare and the economic determinants of health.
This review will also delve into innovative methods such as participatory wealth ranking (PWR),

discussing its utility and the potential biases inherent in such community-based approaches. The
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goal is to elucidate the multifaceted nature of SEP assessments and to foster a comprehensive

understanding of their role in informing effective and equitable health interventions in LMICs.

Asset-Based Measures: Some of the measures of SEP identified in the literature include asset-
based measures, also known as wealth indexes or asset indexes, which were developed to
measure household welfare in LMICs using household survey data (58). This approach relies on
information about durable assets, housing characteristics, and access to essential services, all of
which can directly impact the health of a household (59). While economic indicators such as
income or consumption expenditures are not collected in surveys like the Demographic and
Health Surveys (DHS), which were the basis for much of the theoretical and methodological
development of the asset index, DHS collects data on the ownership of items like cars,
refrigerators, and televisions, as well as housing and basic service access. An asset index is

constructed from this set of variables using weights assigned to each indicator (60).

The widespread availability of asset index data in numerous studies, including open-access data
like the DHS, and its comparability across multiple countries is crucial as it enables comparative
research. However, as the asset index measures relative socioeconomic position, it is impossible
to directly compare one country's bottom quintile with another (49). Additional limitations of the
asset index approach include challenges in determining asset quality (such as the inclusion of
non-functioning assets) and an "urban bias™ since it primarily captures social stratification in

urban areas rather than rural ones (61).

18



Consumption-Based Measures: Consumption expenditure is another concept that is an
essential tool for understanding the living standards of households. This measure tracks how
households use income by quantifying what goods and services are purchased or produced at
home within a specified timeframe (62). Consumption expenditure can provide valuable
information on how well households can meet their material needs. It is often considered an
alternative to income measurement since it shows how income is utilized rather than just what is

earned (49).

While income often indicates well-being, it may not accurately reflect a household's true
economic status, particularly if income varies significantly over time (57). This is where
consumption expenditure can be a more reliable measure of household living standards, as it is
generally considered more stable over time. The permanent income hypothesis proposed by
economist Milton Friedman supports this idea, suggesting that households base their
consumption decisions primarily on their longer-term income expectations or permanent income
rather than on their current income (63). This implies that households may adjust their
consumption levels in response to fluctuations in income, such as through the use of savings,

borrowing against anticipated income, or selling assets.

Consumption expenditure is a measure of how income is used by a household by summing
expenditures on various goods and services. It is most frequently used in the analysis of national
accounts and does not include capital expenditures or transfer expenditures (64). Household

surveys and expenditure diaries are used to collect data on household expenditures. Expenditure
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diaries can be used to collect data prospectively, but the period of data collection must be

sufficient to overcome the 'prestige effect' (65).

Due to the difficulties of diary methods of consumption expenditure data collection, large
household surveys have been developed for LMICs. A long list of potential expenditure items is
included on the questionnaire, and respondents are asked to report frequencies and quantities of
purchases, as well as expenditure amounts over a specified recall period. An equivalence scale is

often used to adjust the aggregate expenditure for the number of household members (66).

Collecting full consumption expenditure data is often not feasible within an epidemiological
study. To address this, a list of just ten expenditure items was identified that, when summed,
correlated highly with a full expenditure measure. However, this method requires country-
specific analysis of a large data set containing full expenditure data to identify the most
appropriate items (67). The Living Standards Measurement Surveys conducted by the World

Bank may be the right data source for some LMICs (68).

Overall, consumption expenditure is an important measure that can provide valuable insights into
household living standards, particularly when used in conjunction with other measures such as
income. While consumption data may be more stable over time than income data, it is still
subject to some degree of volatility, particularly in response to economic shocks such as
recessions or natural disasters. Consumption expenditure may not adequately capture the
economic well-being of households in cases where they engage in self-production and consume

their own output, as is often the situation for rural households. In such contexts, relying solely on
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consumption expenditure as a measure may overlook the full extent of their economic activities
and overall well-being. Nonetheless, consumption expenditure remains a valuable tool for
policymakers and researchers seeking to understand the economic well-being of households and

the effectiveness of policies aimed at improving it.

Cost Recovery Mechanisms: Means Testing and Targeting

Since the 1980s, the increasing adoption of health sector cost recovery mechanisms in
developing countries has marked a significant policy shift, driven largely by the need to alleviate
budgetary constraints and improve health services (3). This trend, especially evident in African
nations, involves introducing fees for health services, which in turn raises critical concerns about

healthcare accessibility for those who are economically disadvantaged (69).

The implementation of means testing has become an essential strategy to protect the poorest
segments of society within these cost recovery frameworks. Offering fee waivers to individuals
unable to bear these costs while still collecting fees from those who can afford them means
testing endeavors to maintain a delicate equilibrium between generating necessary revenue and
upholding the principles of equity (4). Its foundation suggests that it not only helps in increasing
funds for health services but also ensures that these financial mechanisms do not compromise the

goal of equitable healthcare access.

This concept of means testing is often intertwined with, but distinct from, the broader concept of
targeting (4). Targeting encompasses the process of directing benefits, such as subsidized

healthcare or food assistance, towards specific groups, including the economically vulnerable,
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women, or children. This approach stands in contrast to universally free services, as it seeks to
allocate government resources more effectively, potentially freeing up funds for critical areas
such as enhancing service quality (70). Means testing, within this spectrum of targeting
mechanisms, uniquely identifies individuals based on income or income-related criteria,

determining their eligibility for benefits like fee waivers.

Glewwe and van der Gaag (1988) categorize targeting into two primary forms: characteristic and
direct targeting (70). Characteristic targeting distributes benefits based on broad attributes of a
population, such as geographic location or demographic factors. In contrast, direct targeting
requires identifying specific individuals or households that fall within the intended target group,

often necessitating a means-testing process.

Several factors, including the overarching policy goals and the characteristics of the intended
recipients, influence the decision to employ a particular method of targeting. In the realm of
healthcare cost recovery, the dual objectives of safeguarding the financially vulnerable and
ensuring the collection of fees from those capable of paying are paramount. The efficacy of a
means-testing mechanism is assessed based on its precision in identifying the eligible population
and the associated administrative costs (71). Ideally, a perfect targeting mechanism would
exclusively reach the impoverished without mistakenly including non-needy individuals or

omitting any deserving beneficiaries.

The effectiveness of a targeting mechanism in accomplishing its goals hinges on two critical

factors: accuracy and costs. When targeting is perfectly accurate, it ensures that all program
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benefits are delivered exclusively to the intended beneficiaries, leaving no room for errors such
as missing any eligible individuals or mistakenly providing benefits to those who do not qualify.
While our primary focus is on examining the use of means testing to exempt fees for
economically disadvantaged individuals in the context of cost recovery, the principles outlined
here are applicable to any targeting method, recipient group, or specific benefit being targeted.
Figure 1 illustrates the four potential outcomes when applying a means test to categorize patients
as either economically disadvantaged (poor) or not (non-poor). Patients who are correctly
classified and subsequently granted or denied waivers fall within the unshaded regions, while
those who are inaccurately classified fall within the shaded areas, representing two distinct types

of inaccuracies.

Actual Income

Poor Non-Poor
= Correctly given Type-Ill error
B Poor benefit
ﬁ Non- Type-lerror  Correctly denied
g Poor benefit

Figure 2. Confusion matrix of targeting mechanism?

2 Reproduced from Carla Y Willis and Charlotte Leighton
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The first type of inaccuracy, Type | error, occurs when impoverished patients are unjustly denied
benefits (waivers), often referred to as errors of exclusion. Type I error is quantified as the
percentage of impoverished patients who are wrongly denied assistance. Conversely, the
percentage of the target population receiving benefits, such as fee waivers, is termed "waiver

coverage."

The second form of targeting inaccuracy, known as Type Il error, transpires when individuals
who are not economically disadvantaged receive benefits intended for the poor. Type Il error
also referred to as errors of inclusion or leakage, can be expressed in two ways: as the percentage
of waivers granted to non-poor individuals or as the monetary cost incurred due to incorrectly

awarded benefits, resulting in uncollected fee revenues.

It is important to note that one means test may exhibit lower Type | error but higher Type Il error
compared to another, more stringent means test. In such cases, accurately assessing the relative
merit of the two tests necessitates a value judgment concerning the relative importance of Type |

and Type Il errors.

A third measure of inaccuracy, incidence, exclusively considers information about the
beneficiaries (as depicted in the top row of Figure 2). Incidence denotes the distribution of
benefits among various groups. In this instance, incidence signifies the percentage of fee waivers
allocated to the poor versus the non-poor. However, incidence can also be expressed in terms of
the percentage of benefits allocated to income quartiles, females versus males, children versus

adults, and so forth. Whether benefits are expressed as fee waivers, vaccines, or subsidies net of
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fees, incidence is considered progressive when a substantial proportion of benefits reaches the

target group and regressive when a relatively small proportion does.

Type | error, Type Il error, and incidence each capture distinct facets of accuracy. Enhanced
accuracy serves to conserve limited resources by mitigating the misallocation of benefits to non-
poor individuals. However, achieving greater accuracy typically entails acquiring more
comprehensive information, thereby resulting in higher targeting costs. For instance, geographic
targeting relies on general knowledge of the distribution of poverty across different regions,
while means testing demands detailed information about each potential beneficiary eligible for a
fee waiver. Means testing possesses the potential for both heightened accuracy and increased

expenses due to the necessity of individually screening each applicant.

Participatory Wealth Ranking

Participatory wealth ranking (PWR) is a community-based approach used to rank the wealth of
households in a community (48). The approach is based on the principle that community
members are best placed to understand the social hierarchy of their community and that other
survey-based measures can be highly inefficient for data collection and analysis to solve
problems and make programmatic decisions. PWR involves community members ranking
households in their community according to their wealth, using a variety of techniques such as
focus group discussions and sorting techniques (53). The ranking process can be complex and
may involve multiple stages, but generally involves recruiting a minimum of 30 - 40 households
(the ideal number of participants in PWR can vary depending on the size of the community and

the objectives of the assessment) participants, generating a list of households within a defined
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community boundary, and then asking participants to rank households from poorest to wealthiest
within each category (54, 55). The process is repeated with different groups of community

members until an agreement is reached.

One of the strengths of PWR is that it captures locally relevant concepts of social stratification
since community members themselves generate the rankings and provide information about why
households were ranked in a particular way (49, 53, 54, 72). This feature of the process enables
participants to consider the multiple aspects of SEP and how they interact with or balance each
other. It also enables insight into the socio-economic processes being captured by the final
measure. In one study in South Africa, a high degree of correlation was seen between the ranks

given to households by three independent groups of participants (55).

However, there are limitations to PWR. The process can only be conducted in relatively small,
defined geographical areas within which community members are well placed to rank the SEP of
their neighbor's Fields (55). Additionally, the ranking process in PWR can be complex and
arguably non-transparent. It can also be inefficient since the process yields a rank for all
households in a cluster, but this may not be an efficient design for sample or case—control
surveys. Finally, because PWR is only based on external perceptions, there may be a tendency
for the process to rank households higher that more visibly display their wealth level to their
neighbors or for visible assets such as cars to have a particularly large influence on ranking

procedures (72).
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2.4 Framework for Change

Theoretical frameworks can serve as essential tools for understanding complex health issues,
guiding the design and implementation of interventions, and evaluating their outcomes. These
frameworks not only provide a structured approach to addressing health challenges but also
enable researchers and policymakers to anticipate potential impacts, identify critical pathways of
change, and understand the underlying mechanisms driving health outcomes. By applying these
frameworks, interventions can be tailored to address the specific needs of populations, ensuring

that health policies are both effective and equitable.

| have selected a theoretical framework for identifying indigent households for health insurance
in Ethiopia: the Theory of Change (73). The Theory of Change offers a comprehensive approach
to planning, participating in, and evaluating initiatives to create systemic change. It helps map
out the necessary steps to achieve desired outcomes, making explicit the assumptions underlying
these processes. This framework provides a robust basis for analyzing the challenges and
opportunities within Ethiopia's CBHI schemes, guiding the development of interventions that

aim to improve access to healthcare for the country’'s most vulnerable populations.

Theory of Change

The Theory of Change is a comprehensive planning, participation, and evaluation methodology
that enables social change initiatives to be conceptualized and measured (74). At its core, the
Theory of Change involves identifying the long-term goals of a program and then working
backward to map out the necessary preconditions and steps to achieve those goals. This approach

is grounded in a detailed understanding of the way in which a program brings about outcomes
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through a series of interlinked causal pathways. The rationale behind the Theory of Change’s
application in health policy and systems research lies in its ability to articulate the complexities
of health interventions and make explicit any assumptions underpinning the expected pathways
of change. It is particularly relevance for enhancing health insurance coverage for indigent
populations, as it allows for a structured examination of the systemic barriers to access and the

multifaceted strategies required to overcome them.

Application to CBHI in Ethiopia

In the context of CBHI schemes in Ethiopia, the Theory of Change provides a valuable
framework for addressing several challenges. These challenges include the need for robust
mechanisms to identify indigent households, comprehensive policy reforms to support inclusivity
and sustainability, and the enhancement of community engagement in health system planning
and implementation. The long-term goal of applying Theory of Change to CBHI schemes in
Ethiopia is to achieve equitable health insurance coverage that contributes to UHC and improves

health outcomes for all, particularly for the most vulnerable population segments.

Applying the Theory of Change begins with identifying the specific, long-term outcomes desired
from implementing CBHI schemes. The change that could be achieved for the CBHI program by
applying this framework will be increased access to essential health services for indigent
households and reduced health-related financial hardship. The necessary preconditions for
achieving these outcomes include the development of effective mechanisms for identifying and

enrolling indigent populations, establishing a financial model that ensures the sustainability of
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the CBHI scheme, and creating policies that mandate and facilitate equitable access to healthcare

services.

Pathways and Outcomes:

The pathways through which these changes can be achieved involve a series of interconnected
activities and outputs. Ilustrated in Fig 3 below, three critical avenues of the change process
contribute to the overarching goal of enhancing healthcare access for impoverished households.
Initially, the program must improve its ability to precisely identify indigent households for
exemption, leading to higher enrollment in CCBHI. Secondly, adopting and implementing
appropriate policies is essential to ensure that the CBHI schemes are sustainable and equitable.
Lastly, fostering community confidence in the health system and CBHI is crucial for achieving

high enrollment rates and, consequently, maximizing the benefits of the schemes.

Ultimately, this change process results in a broader outcome of a more equitable health system

that contributes to the broader goal of UHC, ensuring that all individuals, regardless of their

socioeconomic status, have access to necessary health services without financial hardship.
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Figure 3. Pathway for Change

Assumptions and External Factors:

The application of the Theory of Change to CBHI in Ethiopia is predicated on several key
assumptions, including the willingness of the government and health authorities to support and
implement necessary policy reforms, the existence of community trust in the health system, and
the capacity of the CBHI schemes to adapt to increased enrollment and demand for services.
Furthermore, external factors such as political stability, the macroeconomic environment, and
international funding and support play a critical role in influencing the success of these
initiatives. For instance, political commitment at the highest levels is essential for enacting and
sustaining policy reforms, while international partnerships can provide the technical and

financial resources needed to support the scale-up of CBHI schemes.

30



By articulating these assumptions and external factors, the Theory of Change framework helps to
highlight the conditions under which the CBHI schemes can be expected to achieve their
intended impacts. This, in turn, facilitates a more strategic approach to planning and
implementing interventions, enabling stakeholders to anticipate potential challenges and
opportunities and develop strategies responsive to the dynamic context of Ethiopia's health

system.
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Chapter 3. Methods and Analysis
3. 1. Methods

This study undertook an in-depth analysis of indigent household identification methods for a
premium subsidy and exemption from the CBHI schemes in Ethiopia. Utilizing a mixed-methods
approach, the research aimed to integrate quantitative and qualitative data to thoroughly examine
the existing challenges in identifying households eligible for premium exemptions within these
schemes. The primary focus was to understand the effectiveness of current methodologies and
explore potential alternative strategies that could enhance the precision and fairness of indigent

household identification.

The rationale behind adopting a mixed-methods approach was to capture a comprehensive
picture of the indigent household identification process. Quantitative data offered a broad,
statistical overview of the situation, highlighting trends and patterns that might not be
immediately evident through qualitative analysis alone. Conversely, qualitative data provided
depth and context, allowing for a nuanced understanding of the lived experiences of those
involved in the CBHI schemes, including the beneficiaries, healthcare providers, and
policymakers. This combination of data types was instrumental in forming a holistic
understanding of the challenges and potential solutions for identifying indigent households and

socio-economic classes within the informal sector where household income is unclear.

This research was conducted in the Oromia region in Ethiopia, a region with diverse
socioeconomic conditions that make it an excellent choice for studying the effectiveness of
indigent households and socio-economic class identification methods. The participants were

meticulously chosen to embody diverse viewpoints, utilizing purposive sampling to ensure a
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comprehensive representation. The sample comprised 16 community representatives, each group
formed by 8 individuals from neighboring communities within two districts. Additionally, the
selection included 5 healthcare providers, 8 policymakers, and local healthcare administrators.

Each participant was selected to ensure a balanced gender representation.

Beneshangul Gi

Gambela

Figure 4. Map of Ethiopia with highlighted study area.

I structured my study by initially conducting a thorough literature review and delving into
existing academic and policy documents related to CBHI schemes, socioeconomic ranking

methods, and premium exemptions. This review helped frame my research question and formed
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a solid theoretical foundation for the research, identifying current understanding and practice
gaps. Then I conducted semi-structured interviews with key stakeholders to gather rich,
qualitative data on indigent household identification challenges and perspectives. These
interviews were designed to tap into the diverse experiences and views of the stakeholders,
providing invaluable insights into the effectiveness of current methods and potential areas for

improvement.

Finally, | conducted a participatory wealth ranking workshop with community members from
two districts. The participatory wealth ranking approach was a significant and innovative aspect
of the research methodology. This approach actively involved community members in the
districts of Lomi woreda and Ada'a woreda, engaging them in the process of identifying and
ranking poverty indicators relevant to their local context. These two districts were selected
purposely based on geographic accessibility. This method was essential in understanding how
poverty is perceived and experienced at the community level, allowing for the identification of
locally relevant and culturally appropriate poverty indicators. The fieldwork for this study was
conducted with the aid of local health workers, who facilitated the selection of community
members for focus group discussions (FGDs). These discussions were held over four days in
Adama and involved groups from both selected districts, providing an in-depth understanding of
community views on poverty and healthcare access within the CBHI scheme. | primarily
facilitated the focus group discussion with assistance from the staff of the Fenot project. To
engage the conversation effectively, we utilized Amharic and Afan Oromo, the two predominant

languages within this community.
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Furthermore, the study analyzed existing national survey data, which was collected to evaluate
the CBHI program and provide a macro-level perspective on poverty trends and indicators in
Ethiopia. This data served as a benchmark for comparing the findings from the ground-level

participatory wealth ranking and stakeholder interviews.

Figure 5. Community Members Participant of Ada’a District®

Integration of Quantitative and Qualitative Methods:
Integrating quantitative and qualitative methods in this study was critical to achieving a holistic
understanding of the poverty identification process within CBHI schemes. The quantitative data

provided a broad overview of the trends and patterns in poverty identification, while the

3 Consent acquired for picture.
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qualitative data offered depth and context, highlighting the lived experiences of individuals and
communities. This mixed-methods approach facilitated a more nuanced and comprehensive
exploration of the challenges and potential solutions in poverty identification, ensuring that the

findings were robust, reliable, and reflective of the complexities of the real-world context.

Ethical considerations were paramount throughout the research process. The study adhered to
strict ethical guidelines, obtaining necessary approvals from institutional review boards, ensuring
informed consent from all participants, maintaining confidentiality, and safeguarding the well-
being of all involved. The study received an ethical review from the Harvard Longwood Campus
Institutional Review Board (IRB23-0905) and The Oromia Regional Health Bureau Institutional

Review Board (112/0ORHB/2015).

3.2. Analysis

Quantitative Analysis Component:

The quantitative aspect of the study focused on the analysis of national survey data, which
included a wide range of variables related to household economics, demographics, and
healthcare access. This data, collected by MERQ Consulting by a sub-contract from the health
insurance agency in partnership with other relevant institutions provided a macro-level view of
CBHI coverage, household consumption, asset ownership, and healthcare expenditure patterns
across Ethiopia. This analysis aimed to establish a baseline understanding of the current state of
CBHI and assess the effectiveness of the identification and incorporation of indigent household

in the CBHI schemes.
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A primary goal of the quantitative analysis was to uncover any variances or irregularities in the
existing approaches for identifying poverty. This process included conducting statistical
evaluations to assess the precision and dependability of these approaches. Both descriptive and
inferential statistics were utilized to examine the data, yielding information on the widespread
nature of household and health expenditures, as well as the distinctions between members and

non-members of the CBHI.

Figure 6. Focus Group Discussion with community members of Lomi District*

4 Consent acquired for picture.
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Qualitative Analysis Component:

The qualitative component of the study was equally significant, aiming to delve deeper into the
experiences, perceptions, and opinions of various stakeholders involved in the CBHI scheme.
This part of the research utilized participatory wealth ranking and semi-structured stakeholder

interviews as primary data collection methods.

Thematic analysis was applied to these qualitative data from interviews and focus groups,

identifying common themes, patterns, and insights related to the challenges of poverty

identification, policy implication, and future direction from the perspective of decision-makers.
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Chapter 4. Results

In this chapter, | present an integrated set of findings from both quantitative and qualitative
analyses, which together paint a comprehensive picture of the state of the CBHI scheme in
Ethiopia. The quantitative data was drawn from a national household survey of 5,954 households
conducted in 2021, which captured detailed household characteristics, including consumption,
health, food, and non-food expenditures. This analysis provides a statistical backdrop to
understanding the CBHI’s reach and demographic patterns of enroliment and healthcare

spending.

After initially presenting the quantitative results, I will delve into the qualitative insights derived
from the thematic analysis of interviews with community members, policymakers, and
healthcare providers. This part of the chapter offers a narrative that is as reflective of the

empirical data as it is of the complexities involved in operationalizing health insurance schemes.

A recurring theme in the qualitative analysis is the regional variability in identifying indigent
households eligible for CBHI exemptions. The lack of universally accepted criteria for
identification speaks to the decentralized nature of the scheme and the community’s significant
role in the process. This is directly related to my research problem statement, which seeks to
understand how to formulate and apply premium exemption policies effectively, a critical aspect

of expanding healthcare access to impoverished populations.

The findings explore various tangible and intangible factors used to identify indigent households,
revealing the multifaceted nature of poverty that goes beyond mere economic measures. This

part of the analysis is informed by the specific research questions posed at the outset of this
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study, which examine the accuracy and economic implications of different identification
strategies, the role of social and economic indicators in household selection, the multilevel

implementation challenges, and community perceptions of policy fairness and legitimacy.

By placing the quantitative data first, | provide a solid empirical foundation upon which the
qualitative narratives are constructed. Together, they enable a nuanced exploration of the
obstacles and achievements in enacting a viable premium exemption policy for CBHI in
Ethiopia, illustrating the current operational challenges and the potential pathways for policy

enhancement and system strengthening.

4.1 Quantitative Analysis of Household Survey Data

The analysis of the CBHI scheme’s membership in relation to poverty status among Ethiopian
households yields revealing insights. According to a survey of 5,954 households, 1,605 are
enrolled in the CBHI, 27% of the surveyed population. The remaining 4,349 households, or 73%,
are not members of the CBHI. With respect to poverty status, 1,514 households fall below the
poverty line, representing 25% of the total households surveyed. Conversely, 4,440 households,

or 75%, are above the poverty threshold.

These statistics indicate that while there is notable coverage of the CBHI scheme among the
surveyed households, a significant majority remain uninsured. Furthermore, the distribution of
poverty among the participants suggests that roughly one in four households live below the

poverty line.
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Table 1. Distribution of Respondents by Region

Regions Freq. Percent
Tigray 322 5.41
Afar 216 3.63
Ambhara 1,183 19.87
Oromiya 1,690 28.38
Somali 576 9.67
Benshangul 108 1.81
SNNP 1,043 17.52
Gambella 72 1.21
Harari 72 1.21
Addis Ababa 636 10.68
Dire Dawa 36 0.60
Total 5,954 100.00

The quantitative results from the survey data offer crucial insights into the socioeconomic
landscape and the reach of the CBHI scheme among different economic strata within Ethiopia.
The data depicts the distribution of households based on the poverty line set at $1.9 PPP
(Purchasing Power Parity) and their membership in the CBHI program. The categorization into

‘Not-poor’ and ‘Poor’ allows for examining the CBHI’s inclusivity and targeting efficiency.

From the 5,954 households surveyed, 4,440 are categorized as ‘Not-poor’, of which 3,322 (75%)

are not enrolled in CBHI, and 1,118 (25) are CBHI members. Among the ‘Poor’ category,

comprising 1,514 households, a larger percentage of households (32%) are enrolled in CBHI
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compared to the ‘Not-poor’, with 1,027 (68%) not enrolled. The figures indicate that 73% of the

surveyed households are not part of the CBHI, whereas 27% are insured under the scheme.

These figures are significant in several ways:

1. CBHI Penetration Among the Poor: The data shows that a greater proportion of ‘Poor’
households (32%) have taken up CBHI compared to ‘Not-poor’ households. This suggests
that the CBHI is relatively more successful in reaching poorer households with a more urgent

need for financial protection against health-related expenses.

Table 2. Distribution of Households by CBHI Membership and Poverty Status

CBHI Listing Poverty Status
Status Freq. Percent Status Freq. Percent
None CBHI 4349 73.04  Not-poor 4440 74.57
CBHI 1605  26.96  Poor 1514  25.43
Total 5954 100.00  Total 5954 100.00

2. Overall CBHI Membership: Despite the CBHI’s greater relative uptake among the poor,
overall membership remains low, with less than one-third of households in the sample being
insured and a larger share of the insured households not being poor. This points to potential

barriers to enrollment and the need for increased efforts to expand the scheme’s coverage.
3. Economic Disparities and CBHI Coverage: The disparity in CBHI coverage between the

‘Not-poor’ and ‘Poor’ is noteworthy and aligns with the scheme’s objective to support more

financially vulnerable households. However, the fact that a significant majority of ‘Poor’
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households remain outside the CBHI coverage suggests gaps in the program’s outreach and

accessibility.

The results show that a higher percentage of poor are CBHI members compared to the non-
poor, but looking at the overall CBHI members still, 70% of the members are non-poor,
indicating the premium exemption and subsidies are not sufficient to overcome the limitation

of the poor to join.

Table 3. Distribution of Households by Poverty Line and CBHI Membership

CBHI membership
HH below poverty line of $1.9 PPD  None-CBHI ~ CBHI

Not-poor 3,322 1,118
74.82% 25.18%

Poor 1,027 487
67.83% 32.17%

Total 4,349 1,605

73.04% 26.96%

The findings from the national household survey also present a comprehensive picture of the
expenditure patterns across different households within Ethiopia. The estimate of total annual
expenditure for households averages USD 2233, with a notably high standard deviation of USD
2213, suggesting a wide disparity in the economic capabilities of different households. The range
is substantial, from a minimum expenditure of USD 114 to a maximum of USD 80,819,

indicating a significant variance in wealth and spending power among the surveyed population.
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Table 4. Summary Statistics of Expenditures

Variable in USD(Adjusted for PPP)  Obs Mean Std. Dev.  Min Max

Total expenditure 5,942 22334 2213.1 114.3 80819.5
None Food Expenditure 5,942 1500.3 1720.5 756 T9671.8
Food Expenditure 5942  T716.9 682.9 23 22212
Health Expenditure 862 26.7 132 05 2634.3

Food Expenditure is a significant component of the total expenditure, with an average of USD
717 and a standard deviation of USD 683. The minimum reported food expenditure is USD 23,
while the maximum reaches USD 22212. These figures indicate that, while food remains a
consistent expenditure for all households, the amount spent varies greatly, potentially reflecting

differences in household size, income levels, and regional food costs.

Unsurprisingly, non-food expenditure mirrors the total expenditure pattern. It suggests that non-
food items, including housing, clothing, education, and other essentials, also see a wide range of

household expenditure, indicative of differing lifestyles, priorities, and access to services.

The Health Expenditure stands out with an average of USD 27, significantly lower than other
categories. The standard deviation of USD 132 for health expenditure is disproportionately
high relative to the mean, suggesting that while most households spend minimally on health, a
few incur substantially higher costs. This could reflect disparities in health needs, access to
healthcare services, or insurance coverage. The maximum health expenditure reported is USD

2634, which could indicate severe health issues or events necessitating high medical costs.
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4.2 Thematic Analysis of Community Members FGDs

In this section, the results from a comprehensive thematic analysis of FGDS with community
members are presented. The thematic analysis aimed to unravel the complexities surrounding the
implementation and operational challenges of CBHI. Distinct themes emerged from the data,
painting a vivid picture of the current landscape and the hurdles in establishing a robust CBHI
system. These themes include the variability in implementation across regions, the financial
sustainability of health insurance, the challenges inherent in identifying indigent households, the
nuances of private sector engagement, and the evolution of provider-patient interactions. The
following sections distill the key takeaways for each identified theme, providing a detailed

account of the findings.

The discussions revealed a structured, tiered approach to selecting indigent households involving
various stakeholders at different levels. This decentralized structure aims to leverage local

knowledge and ensure community involvement in the selection process.

District-Level Steering Committees: These committees strategically allocate quotas for
indigent households, monitor the kebele (neighborhood) recruitment process, and mobilize
resources. However, inconsistencies in the capacity and commitment of these committees across

different districts are mentioned as challenging and affecting the program'’s effectiveness.

Kebele-Level Steering Committees: At the Kebele level, a committee comprising local leaders,
health workers, and community representatives takes charge of the initial selection process. This

committee applies the indigency criteria, conducts initial assessments, and compiles lists of
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potential beneficiaries. The study identified challenges in ensuring transparency and fairness at

this level, with risks of bias influenced by local politics and personal relationships.

Community-Level Recruitment Committees: These committees, often formed by volunteers
or selected community members, are responsible for identifying and nominating households for
consideration. Their in-depth local knowledge is invaluable, but since committee members are
part of the community, their relationships, perceptions, and experiences within the community
might unduly affect their judgment. The process can be susceptible to subjective biases and lacks

a standardized approach.

In the urban and suburban contexts of the districts in the Oromia region, the criteria for
identifying indigent households for premium exemption and subsidy are specialized and
nuanced, as reflected by the participant. The following expanded account details the factors

considered in these settings:

1. Land ownership (farm and residential):

In the context of Oromia, the possession of agricultural land, particularly in rural locales,
emerges as a pivotal measure of wealth. The community perceives individuals with substantial
tracts of farmland as prosperous due to their enhanced capability to cultivate crops for both
personal consumption and commercial purposes. This dual function of agricultural land secures

food availability and secures a reliable revenue stream from the sale of excess produce.
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Consequently, landowners in these regions typically attain a superior socioeconomic position,
with the extent of their land holdings serving as a direct indicator of their wealth generation and
social influence capabilities. Thus, owning productive agricultural land transcends mere
economic benefit, significantly increasing the owner's rank within the rural social structure. The

community ranked members' socioeconomic status using the scales indicated in Table 1.

Having a lot of land makes you look rich because land means you can grow food and
make money. But it's not just about having it; you've got to be able to use it right. Some
folks have land but struggle to make it productive.

FGD participant community member of Ada’a

Table 5. Criteria for Wealth Ranking in Ada'a

Categories Poorest PoorClass Middle Rich Class Richest
Class Class class
Land No land Lessthan' Upto1 Upto2.25 >3-hectare land
hectare land hectare land hectare of
land
Livestock No livestock Some A pairof oxes 2 pairs of oxes >3 pairs of oxes
livestock (not 2 milk cows 2-5 milk cows >5 milk cows
more than 1 3-5 3-5 10-15
Ox,cow and goats/sheep goats/sheep goats/sheep
donkey) 2 donkeys 3 donkeys >3 donkeys
with animal A Horse with a
cart cart
House Lessthan12 Upto20iron Upto30iron 30-45iron >70 iron sheet
iron sheets  sheets of sheets of sheets of of ceiling for
of ceiling for ceiling for ceiling for ceiling for house
house house house house
Manner Thief, No significant Disciplined Disciplined, Socially
Alcoholic behavioral and hard-working, acceptable
issue acceptable and socially manner and
social acceptable beyond (helping
interactionin  manners. others)

the
community
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Table 5. Criteria for Wealth Ranking in Ada'a (Continued)

Education

Social
Support

Health

Head of the
household
is not
educated.

Children out
of school

Elderly with
no support

Chronic
illness and
disability
including
mental
illness with
no support

No education
to primary
education for
household
heads

Childrenin
school with
frequent
absentees

Single
parents and
widows with
no other
support

Chronic
illness and
disability
including
mental
illness with

some support

from
charitable
organizations

Primary
education for
household
heads

Childrenin
school

Couple/
family with
good social

standing in the

community.

Minor
treatable
illness

Primary to
Secondary
education for

the household

head

Childrenin
school and
thriving.

Extended
family with
strong social
support

Health
household

Primary to
Secondary
education for
the household
head

Childrenin
school and
thriving

Family with big
names/social
influence,
including
political power

Health
Household or
can afford the
best care

2. Residential and Commercial Property Ownership:

In Oromia's urban and suburban areas, owning residential property or commercial storage spaces

within towns is regarded as a significant indicator of wealth. Properties that generate rental

income, such as houses, stores, and warehouses, are often owned by the more affluent members

of the community. For example, a person who has constructed a multi-room house in town and
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earns rental income is considered wealthy. These individuals may also own commercial spaces,
such as stores or shops, further solidifying their financial standing within the community.

A house or shop in town shows you're doing all right and makes you someone in the

community. It means you've got roots in the community, but you've also got branches

reaching out, touching the sky.

FGD participant community member of Ada’a

3. Quality of Residential Housing
The quality of residential houses is a telling sign of a household's socioeconomic status in the
Oromia region. In some suburban areas, the poorer segments of the population are reported to
reside in low-quality housing units, many of which are owned and managed by the local kebele
administration. These kebele houses are typically provided to those who do not have the means
to afford private housing. Contrastingly, households living in well-constructed homes with
modern amenities and durable materials indicate higher economic status.

In our community, most of the households own a house with iron-sheet roofing, but the

quality of houses varies; those who have money will have houses with ceilings of more

than 60 iron sheets, and some will have concert floors and nice house pieces of furniture.

FGD participant community member of Lomi

In these communities, the quality of residential houses is mainly measured by the roofing and
wall material, including the size of the house and rooms, usually expressed by the roofing

material number used.

4. Livestock Ownership
In Oromia’s rural and suburban areas, livestock ownership—encompassing cattle, sheep, goats,
donkeys, mules, and chickens—is another pivotal indicator that comes across as a sign of wealth

and social standing. Livestock is not merely a collection of animals but a tangible asset that
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contributes directly to a household's economic and nutritional well-being. The number and
variety of animals a person owns often reflect their economic stability and capacity for wealth

generation.

Cattle, for instance, are highly valued for their role in plowing fields, providing milk, and serving
as a source of meat. Sheep and goats offer wool, milk, and meat, contributing to diverse income
streams and dietary needs. Donkeys and mules are indispensable for transportation and labor,
especially in agricultural activities, enhancing the efficiency of farming operations. Chickens
contribute eggs and meat, offering a steady source of food and income by selling surplus
produce.

Around here, the size of your herd speaks volumes. A man with a healthy spread of cattle,

sheep, and goats? He's not just a farmer; he's a pillar of our community. It's not just

about the animals; it's about what they represent—prosperity, stability, and respect.

When you've got a diverse herd grazing your land, it's a clear sign you're doing well, that

you've mastered the art of living off this earth.

FGD participant community member of Ada’a

Owning a broad spectrum of livestock ensures a comprehensive approach to agricultural and
household sustenance and signifies the owner's ability to invest in and manage diverse
agricultural assets. In the community's eyes, a person with a large and varied livestock portfolio
is considered wealthy, as these animals represent both immediate and long-term resources. They

can be sold or traded in times of need, providing a financial safety net, while their ongoing

products support daily needs and generate income.

5. Health Status: Chronic IlIness or Disability

50



The presence of chronic illness or disability within a household is a critical consideration for fee-
waiver eligibility. Such health conditions can lead to significant economic strain due to the cost
of ongoing medical care and the potential loss of income if the ill or disabled person is a primary
wage earner. Therefore, households with members suffering from chronic diseases or disabilities,
especially those without assets, are given priority in the fee-waiver program. However, some
community members argue there must be exceptions to this blanket consideration, as some
households could have the means and support structure that could help them take care of their

medical bills and the judgment to be made on a case basis.

6. Social Support and Single-Parent Households

The absence of social support is regarded as one of the primary factors when determining
indigence. In rural and suburban Oromia, particular attention is given to individuals who lack
financial or material support, such as elders, widows, and single parents. These community
members, who may struggle to provide for themselves or their families, are considered high-

priority candidates for the exemption from the CBHI premium.

7. Education level of head of household:

Community members consistently pointed to the education level of the household head as a key
determinant of a household's socioeconomic positioning. According to the participants,
households headed by individuals with higher levels of education were perceived to have better
economic stability and access to resources than those led by individuals with little to no formal

education. This perception is rooted in the belief that education enhances employability, earning
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potential, and the capacity to navigate complex socio-economic landscapes, thereby reducing the

likelihood of falling into poverty.

The discussions revealed that education is not only valued for its direct economic benefits, such
as increased income from formal employment but also for its role in enabling informed decision-
making, particularly regarding health and financial management. Moreover, the level of
education of the household head influenced the social capital of the household, affecting its

ability to access information, resources, and support networks.

..... of course, education matters; I can attest to that as since my kids advanced in
education ...my eldest is now graduating from college, we have a better stand as a
family, making better and more informed decisions. Imagine if I had been educated, |
could have led my family to prosperity a long time ago.
FGD participant community member from Ada’a
8. Manner
Community participants highlighted the significance of "manner" - defined as socially acceptable
behavior - as a pivotal socio-economic indicator. This aspect, framed within the broader concept
of social capital, encompasses a range of behaviors, practices, and adherence to community

norms, acting as a barometer for a household's respectability, trustworthiness, and social

standing.

Community insights revealed that manner, encapsulating behaviors from politeness in personal

interactions to active participation in community events and adherence to local norms

significantly impacts a household's socio-economic positioning. This adherence to socially
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endorsed behaviors underpins the community's perception of a household's or individual's socio-

economic status.

The role of manner as an essential element of social capital was consistently emphasized,
influencing households' access to communal resources, information, and support networks.
Households led by individuals recognized for their exemplary manners were reported to enjoy
elevated trust and cooperation levels from both neighbors and the broader community. This trust
is crucial, facilitating access to informal support mechanisms, such as mutual aid in times of
hardship and community development initiatives, enhancing a household's resilience and

economic stability.

Furthermore, manner is intricately linked with a household's reliability and credibility, bearing
significant implications for their access to formal support mechanisms, including health
insurance subsidies and exemptions. Community members often perceive households that exhibit
socially acceptable manners as more deserving and trustworthy, which could sway decisions

regarding resource allocation.

9. Children as Indicators of Socio-Economic Status:

The number of children in a household emerged as a critical indicator of socio-economic status.
Community participants shared the perspective that a specific number of children, identified in

this study as approximately five, represents an optimal balance for a household to maximize its

socio-economic status while still maintaining the well-being of each child. This finding
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underscores a nuanced understanding of how family size interacts with socio-economic

capabilities and welfare.

Within this community, a household with around five children is perceived as capable of
optimizing its socio-economic status. This optimum number is believed to reflect a balance
where the benefits of having multiple children- such as potential support for household chores,
care for younger siblings, and future economic contributors - do not yet outweigh the resources
available to the household. It suggests a societal recognition of the value children bring to the
family unit while acknowledging the finite resources a household can allocate for each child's

development and well-being.

However, the participants indicate a tipping point beyond which the addition of more children
begins to inversely affect the household's socio-economic status. When a household exceeds five
children, the strain on resources becomes more pronounced, highlighting the challenges of
adequately providing for a larger number of dependents. This shift underscores a critical socio-
economic dynamic where the capacity to maintain, educate, and nurture each child becomes
compromised, potentially impacting the family's overall socio-economic standing and the

children’s future prospects.
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Optimal Number of Children as a Source of Socioeconomic Status
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Figure 7. Children as a Source of Socio-economic Status

Vulnerability of indigent households’ selection process to favoritism and discrimination
Though most informants perceived the selection process to be fair, some informants perceived
the likelihood of favoritism and discrimination in the selection process that gives a chance for
non-deserving households to benefit from the fee-waiver program while the deserving ones are

excluded.

Some folks are getting left in the dust, while others who shouldn't be getting help from the
program are getting it anyway. The ones missing out often don't have family ties in the
system. Plus, there's some unfair play going on, with those picking the beneficiaries
tending to favor their own relatives over others.

FGD participant community member, Ada’a district

55



Those informants who perceived the likelihood of favoritism and discrimination indicated the
tendency of committee members to select their acquaintances and relatives for the premium
exemption and subsidy program. Some healthcare providers working in the two districts' referral
hospitals also raise the same concern.
Even though identifying the recipients of the CBHI premium subsidy as they arrive at our
health facility presents a challenge. My experience as a healthcare provider has exposed
me to surprising situations related to the fee-waiver program, designed to allow indigent
community members to access care at public facilities at no cost, courtesy of an
exemption letter from local government authorities. We've observed instances where
some program beneficiaries' appearance and means of transportation seem to contradict
their alleged financial struggles. Notably, some arrive in their own vehicles, which
sharply contrasts with the purpose of the exemption letters they carry. These occurrences
raise significant concerns about the precision and effectiveness of our current methods
for determining eligibility, revealing a gap between the established criteria for subsidy
qualification and the actual situations of the beneficiaries.

Hospital Staff at Bishoftu General Hospital

4.3 Thematic Analysis of Interviews with Policy Makers and Providers

The thematic analysis of the interviews with the policymakers and healthcare providers reveals
several key themes related to the implementation and challenges of health insurance systems,
particularly focusing on CBHI. The key themes from the analysis include the variability of
implementation across regions, financial sustainability, challenges in indigent household
identification, private sector engagement, and change in provider-patient interaction. Below, |

summarized the key takeaways under each theme.

1. Implementation Stages and Regional Disparities in CBHI Coverage
The interviews highlight the different stages of implementation for two health insurance systems:

the yet-to-be-started Social Health Insurance (SHI) and the actively implemented CBHI across
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1,006 districts. This means that around 89 % of districts in the country, with every region having

at least one district with a scheme.

The interviewees highlight the pronounced variation in health insurance coverage and
development across different regions, with some, including Amara, Oromia, Tigray (before the
conflict), SNNPR (before its division into three regions), Harari, Dire Dawa, and Addis Ababa,
achieving nearly comprehensive district coverage, with a higher proportion of district
participating. However, certain regions like Somalia, Afar, Gambella, and Benishangul-Gumuz

have yet to be fully covered.

This disparity highlights the geographical and developmental hurdles faced in uniformly
implementing health insurance schemes. Some zones of the high-performing regions have
achieved near-complete coverage, showcasing successful models of health insurance
implementation. In contrast, others, notably those identified as developing regions, significantly
lag in their coverage metrics. This uneven distribution of the CBHI scheme coverage underscores
the challenge of addressing the varied socio-economic and infrastructural conditions that

influence the efficacy of health insurance programs in these regions and with the overall effect of

equity.

With 78% of eligible households registered and a 92% renewal rate, CBHI shows promise in its
adoption and perceived value among the population. However, the scheme faces implementation
challenges, including the administrative fragmentation of schemes, with each district running

independent schemes with loos coordination at the regional or national level and having varying
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levels of coverage across regions. This theme underscores the need for significant additional
efforts to overcome these deficiencies, which supersede the details of identifying the poor for
subsidy and the strategic planning involved in rolling out such systems to enhance healthcare

accessibility.

The analysis further explores the impact of these disparities on the overall goal of achieving
universal health coverage. It points to the need for targeted interventions and policies addressing
the regions' unique challenges. Enhancing the infrastructure, increasing awareness, and tailoring
health insurance programs to meet the specific needs of these areas are critical steps toward
mitigating regional disparities. Such measures would promote equitable access to healthcare
services and contribute to the broader objectives of strengthening the health system and

enhancing societal well-being.

2. Financial Sustainability of Health Insurance

The financial aspects of CBHI represent another critical area of discussion, with particular
emphasis on the variability of contribution amounts across different regions and the need to
transition to a national-level standardization of premium contributions. This move towards a
national standard aims to mitigate regional disparities, fostering a more equitable and financially
stable CBHI landscape. Currently, only about 20% of the schemes can cover their costs,

highlighting a significant gap in financial sustainability that needs to be addressed.

Interviews suggest that there has been an increase in collected contributions in the year 2022/23,

signaling a positive trend towards achieving financial sustainability within the health insurance
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system. Despite this progress, the findings indicate a pressing need for continuous efforts to
bolster financial management and support mechanisms. This includes developing innovative
financing models, enhancing efficiency in fund allocation and utilization, and increasing the
overall transparency of the health insurance financial operations. Additionally, there is a growing

advocacy for pooling at the regional or national level than the district.
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Figure 8. Regional Variation in CBHI Coverage in 2020/21.

Improving financial sustainability is fundamental to ensuring the long-term viability of CBHI

schemes and achieving the overarching goal of universal health coverage. This entails increasing
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contributions, optimizing resource use, and leveraging financial innovations to effectively

support the population's health needs.

3. Challenges with Indigent Identification and Policy:

The thematic analysis of interviews elucidates the complexity of identifying and supporting
indigent households as a multifaceted challenge that draws attention to the complexities inherent
in determining who qualifies for premium subsidies or exemptions. This process varies
significantly across different regions, each employing its own set of methods to establish
eligibility criteria. The primary hurdles encountered in this endeavor revolve around the accurate
identification of those truly in need. This task is complicated by the diversity of socioeconomic
conditions and the lack of a universal definition of indigence, leading to disparities in who

receives aid.

Interviewees highlighted significant policy challenges, notably the struggle to allocate adequate
budgets that sufficiently encompass the indigent population within health insurance schemes.
This difficulty is compounded by the necessity to ensure that coverage accurately targets those in
dire need, thereby avoiding misallocation of resources and ensuring that support reaches the
intended beneficiaries. The complexity of these challenges is exacerbated by the variation in
socioeconomic backgrounds across different areas, which demands a nuanced approach to policy

formulation and implementation.

Furthermore, discussions during the interviews unveiled an overarching ambition among

policymakers and stakeholders to extend health insurance coverage to all indigent individuals.
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This goal is driven by a commitment to fostering healthcare equity, ensuring that all members of
society have access to necessary healthcare services, irrespective of their economic standing.
Such aspirations signal a move towards more inclusive health policies, emphasizing the
importance of increasing government funding and resources dedicated to healthcare. This
strategic direction aims to broaden coverage and address systemic inequities within healthcare
provision, highlighting a forward-looking approach to health policy and social support

mechanisms.

In essence, the interview findings underscore the nuanced challenges and policy dilemmas
involved in supporting indigent households. They reflect a concerted need for effort among
stakeholders to refine and enhance the mechanisms for identifying and assisting the most
vulnerable, alongside an ambitious vision for achieving universal healthcare coverage. The
insights gained point towards the critical need for innovative solutions, collaborative policy-
making, and an augmented commitment to healthcare funding to realize the principle of

healthcare equity.

Interviewees underscore the necessity of a concerted effort towards establishing a universally
adaptable yet precise definition of indigence, recognizing the challenge posed by varying
socioeconomic conditions across regions. They propose that this can be effectively tackled
through a combination of local data collection and national policy integration, ensuring a
balanced approach that respects regional differences while maintaining a standard for eligibility.
To address the sustainability of health insurance schemes for the economically disadvantaged,

innovative financing models such as targeted subsidies, public-private partnerships, and
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international support are highlighted as pivotal strategies. Furthermore, there's a strong emphasis
on the importance of cross-regional learning and dialogue at the national level to foster the
exchange of successful strategies and lessons learned, thereby enhancing policy formulation and
implementation across different areas. Interviewees are optimistic that by leveraging technology
for improved data management, encouraging collaborative policymaking, and ensuring dedicated
funding, alongside fostering cross-regional exchanges and national dialogue, the ambitious goal
of universal health coverage can be achieved. This collective and informed approach is seen as
essential for overcoming the hurdles to healthcare accessibility and achieving comprehensive

coverage for all, regardless of economic standing.

4. Engagement with Private Facilities and Future Strategic Directions:

A prominent theme emerging from the thematic analysis is the critical need and associated
challenges of integrating private healthcare facilities, such as private hospitals and clinics, within
the health insurance framework to manage patient demand and enhance the accessibility of
services adequately. The discussions explored strategies for effectively engaging private
healthcare providers, tackling issues related to payment methods, and the prospects for
establishing public-private partnerships. These strategies are essential for broadening the scope
of health insurance coverage and ensuring that beneficiaries can access a wide range of

healthcare services.

Moreover, the interviews shed light on the strategic planning aspects of health insurance,
highlighting the adoption of phased implementation approaches for the social health insurance

scheme and the importance of aligning these plans with the broader economic and financial
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policies. The cross-subsidy from these two programs could help address the challenges of equity.
This alignment is critical for creating a sustainable and effective health insurance system that can

adapt to and support the country's health and financial objectives.

The conversations also delve into the significant challenges that have contributed to the
postponement of social health insurance, focusing on budgetary constraints and the impact of
inflation. These financial hurdles have delayed the rollout of health insurance schemes and
complicated the planning and execution of these programs. Addressing these challenges requires
robust economic planning and, perhaps most importantly, a collaborative effort between the
government, private sector, and other stakeholders to ensure that health insurance schemes can

be implemented effectively and sustainably.

5. Provider and Service Utilizer Interactions, Access Improvements

The other prominent theme of the analysis illuminated that implementing CBHI has facilitated
more streamlined interactions between healthcare providers and beneficiaries. The CBHI has
removed the often-burdensome step of affordability discussion before making a care decision,
thus simplifying the pathway for patients to access healthcare services. This simplification has
been associated with increased healthcare utilization, as identified through the interview

narratives.

However, the analysis also uncovered certain inadequacies within the CBHI framework.
Participants frequently cited the unavailability of services at healthcare facilities, a shortage of

medical equipment, and a lack of necessary medications as significant barriers to comprehensive
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care. These gaps highlight a mismatch between CBHI coverage and the actual services available
to beneficiaries, emphasizing a critical area for system development. To address these issues,
interviewees advocated for improvements in healthcare infrastructure, such as upgrading facility

capabilities and ensuring a reliable supply of medications and equipment.

Additionally, the findings from interviews pointed to several systemic operational challenges.
The use of outdated CBHI identification cards, hurdles in the reimbursement procedures, and
instances of system exploitation were identified as notable issues. For example, some
beneficiaries were reported to be acquiring medications from multiple facilities, which suggests a
need for stricter regulation and oversight. To counteract these challenges, there is a call for
enhanced training for healthcare personnel on the intricacies of the CBHI system, implementing
more diligent documentation practices, and deploying robust tracking systems to monitor service

utilization effectively.

6. Lesson from Productive Safety Net Program

In an interview with the Addis Ababa Regional Social Affairs Policy Advisor, insights were
shared about the functioning and challenges of Ethiopia's Productive Safety Net Program
(PSNP), illuminating how this localized initiative has innovated to address targeting issues
effectively. This exploration into the PSNP not only sheds light on the nuanced approach the
program takes to identify and assist those most in need but also serves as an encouraging
example that other regions could imitate. The success of the PSNP in innovating around some of
the complex targeting challenges suggests a pathway for similar initiatives to refine their

approaches and enhance their effectiveness in reaching the most vulnerable populations. Through

64



a combination of administrative directives and community involvement, the PSNP aims to offer
targeted support to the most vulnerable segments of the population.
The PSNP operates on a fine balance between administrative oversight and the crucial
role of community engagement. In Addis Ababa and across Ethiopia, our goal is to
ensure that no one in need is left behind,"” the advisor explained. "We allocate beneficiary
slots to each woreda, but it's the community, through Food Security Task Forces, that
helps us pinpoint those who are most vulnerable- be it due to chronic food shortages,
sudden economic shocks, or specific household vulnerabilities like elderly members,
female-headed households, or families caring for the chronically ill.
The advisor also highlighted the program'’s adaptive nature:
Our approach is not static; it evolves to meet emerging needs. For instance, 'full family
targeting' is a concept we've embraced to ensure that aid is comprehensive, reaching
every household member rather than providing piecemeal support.
The involvement of traditional leaders and the community in the selection process is something
the advisor pointed to as a strength of the PSNP.
Incorporating local wisdom and understanding into our processes ensures that our
support is effective and respectful of the communities we serve. These leaders help us
navigate the complex social dynamics and ensure our aid reaches those most in need.
Reflecting on the program's impact and challenges, the advisor shared,
The PSNP has been a beacon of hope for many, but the road is still long. The gap
between our aspirations and the resources at our disposal constantly reminds us of the
work that lies ahead. Yet, our commitment to transparency, community participation, and
targeted assistance remains steadfast.
Through these insights, it becomes evident that the PSNP's strategy of combining categorical and
personal selection criteria, informed by both top-down guidance and grassroots identification, is
critical to its mission. Yet, the realities of implementing such a comprehensive program in a

diverse and complex country like Ethiopia bring to light the intricate balance between ambition,

operational challenges, and the constant pursuit of equitable and effective aid distribution.



Chapter 5. Discussion

Drawing from the results of the quantitative analysis of the national household survey and the
thematic analysis of focus group discussions and interviews, this discussion synthesizes the
findings of CBHI coverage and impact. It explores methods of identifying indigent households
for subsidies and formulating necessary policies to support CBHI in Ethiopia. My analyses were
conducted through the lens of the theory of change model presented in method section 2.4 and

aim to contribute to the ongoing discourse on health insurance as a vehicle for social protection.

Incorporating data from a national household survey alongside thematic insights from interviews
provides a multifaceted understanding of the CBHI scheme's reach, effectiveness, protection of
indigent households, and areas of improvement. This blend of empirical evidence and personal
narratives offers a nuanced view of the scheme's role in advancing healthcare access and

contributing to poverty alleviation efforts within the Ethiopian context.

5.1 The Reach and Impact of CBHI

The findings from the quantitative analysis of the CBHI scheme in Ethiopia illuminate its partial
success and the significant challenges that still lie ahead. With 27% of surveyed households
enrolled in the CBHI, the scheme demonstrates a significant impact on the country's health
insurance landscape. Notably, the higher enrollment rate among households classified as poor
compared to their non-poor counterparts underscores the scheme's potential for addressing the
healthcare needs of the economically vulnerable segments of the population. However, the data
also showed that 70% of CBHI members were non-poor. In part, they may also not perceive the

need for CBHI; for the poor, the need may be much greater, but only 40% succeed in joining the
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program. This differential in enrollment rates is a positive indicator of the CBHI's reach to its
intended demographic, offering a semblance of financial protection and access to healthcare

services for those most at risk of health-related financial hardship.

However, the overall enrollment rate also highlights a significant coverage gap, revealing that a
substantial portion of the Ethiopian population remains outside the ambit of the CBHI scheme.
This gap is particularly pronounced among the poor, where despite a relatively higher enrollment
rate, a large number are still uninsured, underscoring the presence of challenging barriers to
enrollment. These barriers could range from financial constraints, inhibiting the ability of
households to afford the premiums, to a lack of awareness about the CBHI scheme and its
benefits. Additionally, the perceived value of insurance coverage may not be sufficiently
compelling to encourage enrollment, suggesting a need for enhanced communication and

community engagement efforts to elucidate the tangible benefits of participation in the CBHI.

The wide variance observed in household expenditures, encompassing both health and non-
health-related expenses, underscores the profound economic disparities that persist within the
Ethiopian context. This variance not only reflects the differential capacity of households to
engage in the economy but also their varied vulnerability to financial shocks, particularly those
related to health. In this light, the CBHI scheme emerges not merely as a mechanism for health
coverage but as a potential instrument for promoting economic stability among households. By
offering protection against the impoverishing effects of health-related expenses, the CBHI can

play a critical role in cushioning households from the economic shocks that often accompany



health crises, thereby contributing to broader goals of poverty alleviation and economic

resilience.

The sustainability and effectiveness of the CBHI scheme, however, are contingent upon its
ability to broaden its base of enrollees. Expanding coverage is essential not only for enhancing
the scheme's financial viability through increased pooling of resources but also for reinforcing
the principle of social solidarity that is foundational to CBHI models. Greater enrollment would
facilitate more equitable risk-sharing among members, thereby improving the scheme's capacity

to provide coverage and support to its members, including the most economically vulnerable.

To achieve this broader coverage, concerted efforts are needed to address the identified barriers
to enrollment. This may involve targeted interventions to alleviate financial constraints, such as
subsidized premiums for the poorest households, coupled with robust community outreach and
education campaigns to enhance awareness and understanding of the CBHI scheme. Moreover,
efforts to demonstrate the value of CBHI participation could be vital in changing perceptions and
encouraging broader engagement with the schemes. A specifically tailored approach to the
expansion of the program is based on regional progress in implementation and the broader

concept of the diffusion innovation curve.

5.2. Identifying Indigent Households: Challenges and Insights

The qualitative component of this study illuminates the complex challenges and insights
associated with identifying indigent households for CBHI exemptions in Ethiopia. The process,

characterized by its regional variability and decentralized execution, highlights a critical tension
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between the desire for community-based decision-making and the need for consistency and
fairness in identifying those truly in need. This decentralized approach fosters community
engagement and leverages local knowledge, yet it also opens the door to subjective judgments

and potential biases, which can skew the selection process.

The variability in criteria and processes across regions underscores a broader issue within the
CBHI scheme, the challenge of achieving scalability and uniformity in poverty identification
mechanisms. While local autonomy allows for tailored approaches that are sensitive to the
specific contexts of different communities, it also complicates efforts to apply a consistent
standard across the board. This inconsistency can lead to disparities in who gets covered and who
remains outside the safety net the CBHI intends to provide. Addressing this challenge calls for a
delicate balance between standardization to ensure equity and transparency and the flexibility to

adapt to local conditions and needs.

The nuanced understanding of poverty that emerges from the thematic analysis underscores the
limitations of relying solely on economic measures to identify indigent households. Poverty, as
revealed through the lived experiences of community members, encompasses more than just
income levels or asset ownership. It is a complex interplay of various factors, including family
size, which can strain a household's resources; the education level of the household head, which
affects employment opportunities and income; and the level of social capital, which influences a

household's ability to access support networks and community resources.
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To bridge these gaps, using the theory of change framework, implementing community-based
approaches to effectively identify indigent households should be emphasized. This complexity

points to the necessity of adopting a holistic approach to poverty assessment, one that moves
beyond mere economic indicators to consider the social and health-related vulnerabilities that
affect a household's well-being. Such an approach would not only improve the accuracy of
indigent household identification but also ensure that the CBHI exemptions reach those who
need them most, thereby enhancing the scheme's impact on reducing health-related financial

burdens among the most vulnerable.

Implementing a more holistic approach requires the development of comprehensive criteria that
integrate these diverse indicators of poverty and vulnerability. It also necessitates training for
local committees on these criteria to minimize subjective biases and ensure a fair and transparent
selection process. Moreover, community participation should be structured in a way that allows
for oversight and appeals, ensuring that the process remains accountable to the broader

community it serves.

In sum, the task of identifying indigent households for CBHI exemptions in Ethiopia presents a
complex challenge that mirrors the multifaceted nature of poverty itself. Addressing this
challenge effectively calls for innovative policy formulations that embrace a broader conception
of poverty, integrating economic, social, and health-related factors. Such policies must strike a
balance between the benefits of local decision-making and the need for standardization and
fairness, ensuring that CBHI exemptions serve as an effective tool for social protection and

healthcare access for all Ethiopians, regardless of their socioeconomic status.
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Considering this analysis, prioritization of capacity building and the development of clear,
actionable guidelines to navigate the challenges identified, especially regarding the funding
shortfall for subsidies and the wide-ranging powers of local authorities, is imperative. The key to
this approach is launching targeted capacity-building initiatives aimed at local officials and
stakeholders who are involved in identifying households eligible for CBHI exemptions. These
initiatives should focus on enhancing skills, knowledge, and understanding of poverty indicators,

ensuring a more accurate and equitable process for granting exemptions.

Simultaneously, the formulation and dissemination of detailed guidelines are imperative. These
guidelines should offer a step-by-step approach to accurately identify and assess the needs of the
indigent population, ensuring consistency and fairness across different localities. By improving
the framework within which exemptions are determined, we can significantly increase the

effectiveness of the CBHI system.

To address the financial constraints, it's essential to integrate these capacity-building and
guideline-development efforts with strategies aimed at expanding the funding base. This may
include advocating for increased health budget allocations, fostering partnerships for
international support, and exploring innovative funding models. Strengthening the capacity of
local entities to implement these guidelines effectively and transparently will also serve as a
critical step towards mitigating rent-seeking behaviors and ensuring that CBHI exemptions reach
those most in need. Through these focused efforts on capacity building and guideline
development, we can build a more robust, equitable, and resilient system for CBHI exemptions,

underpinning our broader goals of health equity and access for all.
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5.3 Enhancing Inclusivity through Advocacy and Policy Development

The synthesis of interviews with policymakers underscores an imperative need for a harmonized
yet flexible policy architecture for CBHI schemes. This approach is aimed at cultivating an
inclusive policy environment, thereby sparking policy reform recommendations that confront the
issues of administrative inefficiency, coverage inconsistencies, and financial sustainability
challenges inherent in the current system. A theoretical framework predicated on the theory of
change advocates for initiating advocacy and policy development symposia engaging key

stakeholders.

Central to these advocacy endeavors is the emphasis on augmenting the capabilities of local
administrators and healthcare providers, thus ensuring the successful enactment of policy
reforms. This objective will be achieved through targeted workshops and training initiatives
designed to deepen stakeholders' comprehension of the reformed health insurance paradigms and
give them essential tools for grassroots implementation. As these policy adjustments materialize,
the CBHI scheme will evolve towards broader inclusivity, enhancing equity and forging a more

robust and sustainable health insurance framework for the Ethiopian population.

The exploration into the operationalization of the CBHI scheme in Ethiopia reveals a landscape
marked by both commendable achievements and substantial challenges. Notably, issues such as
administrative fragmentation due to very centralized district-level schemes, disparate coverage
extends across different regions, and financial sustainability concerns have surfaced as

significant impediments. On the brighter side, the successes of the scheme, especially in areas
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where it has achieved widespread coverage, highlight its potential to act as a powerful catalyst

for achieving universal health coverage across the nation.

A thematic examination highlights the criticality of integrating private healthcare providers to
enhance service accessibility and quality. Such integration is pivotal for overcoming supply-side
barriers to healthcare access, including medical resources and equipment scarcity. Furthermore,
the CBHI scheme's facilitation of interactions between healthcare providers and service
beneficiaries signs a transition towards a more patient-centered healthcare paradigm. This
transition, nonetheless, necessitates ongoing enhancements in healthcare infrastructure and

service provision to adequately meet the escalating needs of CBHI participants.

Yet, this approach introduces intricate challenges for the CBHI administration, particularly
regarding financial arrangements with non-government entities. The cost implications of
engaging private providers are significant, given that these entities do not benefit from
government subsidies allocated to public health facilities for infrastructure, workforce salaries,
and other expenses. This discrepancy poses a risk to the financial viability of the CBHI scheme,
as it strives to extend coverage while ensuring affordability and managing the higher expenses

associated with private healthcare services.

5.4. Policy Implications, Future Directions, and Informational Campaigns

Drawing from the insights of this investigation, the necessity for strategic policy interventions to
refine the identification of indigent households and enhance the breadth of CBHI coverage is

underscored, underpinned by a strengthened financial base. Two critical recommendations
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emerge as pillars for advancing the scheme: the adoption of a standardized yet locally adaptable
method for determining indigency and the initiation of targeted awareness and community

involvement campaigns.

Firstly, in line with the theory of change, central to my recommendations is the adoption of a
uniform method for identifying indigent households that allows for local adjustments. This
strategy directly addresses the current system's unevenness and biases, aiming to ensure a more
equitable distribution of the CBHI scheme's benefits. By instituting a framework that is
consistent across different regions while still flexible enough to adapt to local socioeconomic
nuances, we can significantly improve the scheme's fairness and reach. This approach aligns with
our understanding that equitable access to healthcare is foundational to fostering social justice

and health equity, marking a critical step towards systemic improvement.

Secondly, building upon the foundation of a more equitable identification process, | emphasize
the importance of launching targeted awareness and community involvement campaigns. These
campaigns are vital for expanding enrollment and achieving more comprehensive coverage,
serving as a catalyst for increasing the perceived value of the CBHI scheme among the populace.
By actively engaging communities and raising awareness about the scheme’s benefits and
enrollment procedures, these campaigns aim to bridge the gap between the services offered and
the community’s understanding and appreciation of these services. Through diverse media
outlets, community gatherings, and leveraging existing local and health initiatives, we can
demystify the enrollment process and underscore the CBHI scheme's role in providing financial

security and access to quality healthcare.
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These emphasized recommendations are interlinked: establishing a fair and equitable system for
identifying those in need lays the groundwork for a more informed and engaged community.
Together, they form a logical sequence of actions that, when implemented, promise to not only
expand the CBHI scheme's coverage but also to deepen its impact, moving us closer to the goal
of universal health coverage. By prioritizing these strategies, we set the stage for a more
inclusive, effective, and sustainable health insurance framework that truly serves the needs of all

citizens, particularly the most vulnerable.

Financially, the CBHI scheme's longevity may be enhanced by exploring creative funding
options, such as government subsidies, contributions from donors, and internal cross-
subsidization. Additionally, incorporating private healthcare providers into the CBHI network
might relieve some financial strains by broadening the funding pool and improving the efficacy

of service delivery.
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Conclusion

This doctoral thesis on identifying indigent households for subsidy and exemption of CBHI
premiums in Ethiopia concludes by drawing together the key findings, reflecting on broader
implications for public health policy, and outlining pathways for future research. Through a
mixed-methods approach that combined quantitative data analysis with qualitative insights from
stakeholders, this research has illuminated the complexities of implementing a CBHI scheme in a
low-resource setting, the challenges of accurately identifying indigent households, and the

critical role of community involvement in fostering equitable health outcomes.

The CBHI scheme, while partially successful in reaching economically vulnerable segments of
the population, has highlighted substantial coverage gaps and identified barriers to enroliment,
such as financial constraints and lack of awareness. Identifying indigent households underscored
the need for a holistic approach that goes beyond economic indicators to include social and
health-related factors, emphasizing the importance of community-based decision-making while

pointing out the challenges in ensuring consistency and fairness.

The findings from this thesis underscore the importance of creating a harmonized policy
framework for CBHI schemes that can balance the benefits of local decision-making with the
need for equity and transparency in indigent identification processes. It highlights the necessity
of advocacy and policy development initiatives to address administrative inefficiencies, coverage
disparities, and financial sustainability issues within the health insurance system. Moreover, it
stresses the need to integrate private healthcare providers and improve healthcare infrastructure

to enhance service quality and accessibility for CBHI beneficiaries.
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This research opens several avenues for future investigation. One critical area is examining the
scalability and adaptability of participatory approaches to indigent identification in different
cultural and socio-economic settings, which could offer valuable insights for policy
development. Additionally, investigating the mechanisms through which community engagement
in policy design and implementation can enhance the legitimacy and perceived fairness of health
interventions could provide critical insights into improving health access. Furthermore, the
exploration of the long-term impacts of CBHI schemes on health outcomes and financial

protection for indigent populations.

This thesis stands as a testament to the complex interplay between policy design, community
engagement, and equitable health access in a low-resource setting like Ethiopia. It highlights the
pivotal role of inclusive, context-sensitive policy development and the need for collaborative
efforts among public health professionals, policymakers, and communities to advance toward a
more equitable and responsive health system. As we look to the future, let us carry forward the
lessons learned from this project, using them to illuminate the pathways toward a healthier, more

equitable world for all.

77



Bibliography

1. Ifeagwu SC, Yang JC, Parkes-Ratanshi R, Brayne C. Health financing for universal health
coverage in Sub-Saharan Africa: a systematic review. Global Health Research and Policy.
2021;6(1).

2. Royston G, Pakenham-Walsh N, Zielinski C. Universal access to essential health information:
accelerating progress towards universal health coverage and other SDG health targets. BMJ
Global Health. 2020;5(5):e002475.

3. Nolan B, Turbat V. Cost recovery in public health services in Sub-Saharan Africa: World
Bank Publications; 1995.

4. Willis CY, Leighton C. Protecting the poor under cost recovery: the role of means testing.
Health policy and planning. 1995;10(3):241-56.

5. Tahir A, Abdilahi AO, Farah AE. Pooled coverage of community based health insurance
scheme enrolment in Ethiopia, systematic review and meta-analysis, 2016-2020. Health Econ
Rev. 2022;12(1):38.

6. Alemayehu YK, Dessie E, Medhin G, Birhanu N, Hotchkiss DR, Teklu AM, et al. The impact
of community-based health insurance on health service utilization and financial risk protection in
Ethiopia. BMC Health Services Research. 2023;23(1):67.

7. Atnafu DD, Alemu YA. Multidimensional determinants of willingness to pay for community-
based health insurance in Ethiopia and its implication towards universal health coverage: A
narrative synthesis. Preventive Medicine Reports. 2023:102474.

8. Yilma Z, Mebratie A, Sparrow R, Dekker M, Alemu G, Bedi AS. Impact of Ethiopia's
community based health insurance on household economic welfare. The World Bank Economic
Review. 2015;29(suppl_1):5S164-S73.

9. Mebratie AD, Sparrow R, Yilma Z, Abebaw D, Alemu G, Bedi AS. The impact of Ethiopia's
pilot community based health insurance scheme on healthcare utilization and cost of care. Social
science & medicine. 2019;220:112-9.

10. Mebratie AD, Sparrow R, Yilma Z, Abebaw D, Alemu G, Bedi A. Impact of Ethiopian pilot
community-based health insurance scheme on health-care utilisation: a household panel data
analysis. The Lancet. 2013;381:592.

11. Atafu A, Kwon S. Adverse selection and supply-side factors in the enrollment in community-
based health insurance in Northwest Ethiopia: A mixed methodology. The International journal
of health planning and management. 2018;33(4):902-14.

12. Koon AD, Wright J, Ageze L, Charles J, Holtz J. Aligning priorities in Ethiopian health
finance: How do the essential health services package and health benefit plans compare? The
International Journal of Health Planning and Management. 2022;37(1):417-28.

78



13. Feyisa BB, Deyaso SF, Tefera GM. Self-Reported Morbidity and Health-Seeking Behavior
and its Predictors Among a Geriatric Population in Western Ethiopia: Community-Based Cross-
Sectional Study. Int J Gen Med. 2020;13:1381-93.

14. Mussa EC, Otchere F, Vinci V, Reshad A, Palermo T, Team IE. Linking poverty-targeted
social protection and Community Based Health Insurance in Ethiopia: Enrolment, linkages, and
gaps. Social Science & Medicine. 2021;286:114312.

15. Van Domelen J. Reaching the poor and vulnerable: Targeting strategies for social funds and
other community-driven programs. Network HD Washington DC: World Bank. 2007:1-52.

16. Aryeetey GC, Jehu-Appiah C, Kotoh AM, Spaan E, Arhinful DK, Baltussen R, et al.
Community concepts of poverty: an application to premium exemptions in Ghana’s National
Health Insurance Scheme. Globalization and Health. 2013;9(1):1-11.

17. Howe LD, Galobardes B, Matijasevich A, Gordon D, Johnston D, Onwujekwe O, et al.
Measuring socio-economic position for epidemiological studies in low- and middle-income
countries: a methods of measurement in epidemiology paper. Int J Epidemiol. 2012;41(3):871-
86.

18. Htet S, Ludwick T, Mahal A. Targeting subsidised inpatient services to the poor in a setting
with limited state capacity: proxy means testing in Myanmar's hospital equity fund scheme. Trop
Med Int Health. 2019;24(9):1042-53.

19. Coady D, Grosh M, Hoddinott J. The targeting of transfers in developing countries: Review
of experience and lessons. Social Safety Net Primer Series, World Bank, Washington DC. 2002.

20. Castafieda T, Lindert K, de la Briere B, Fernandez L, Hubert C, Larrafiaga O, et al.
Designing and implementing household targeting systems: lessons from Latin America and the
United States. World Bank Social Protection Discussion Paper Series. 2005;526.

21. Kothari U, Hulme D. Narratives, stories and tales: understanding poverty dynamics through
life histories. 2004.

22. Gilson L, Hanson K, Sheikh K, Agyepong IA, Ssengooba F, Bennett S. Building the field of
health policy and systems research: social science matters. PLoS medicine. 2011;8(8):e1001079.

23. Lustig RKaN. Attacking Poverty, World Development Report 2000/2001. 2001.

24. Desta CG. The urban informal economy in Ethiopia: theory and empirical evidence. Eastern
Africa Social Science Research Review. 2018;34(1):37-64.

25. Ethiopia TFDRo. Proclamation no. 1273/2022, Community Based Health Insurance
Proclamation Federal Negaret Gazette 2022;28th year.

26. Assefa Y, Getachew T. Successes and challenges to ensure health and wellbeing in Ethiopia.
The Lancet. 2022;399(10332):1283-4.

79



27. Tadesse T, Dalango D. The impact of rapid population growth on economic growth:
evidence from ethiopia. Journal of Economics and Sustainable Development https://doi
org/107176/jesd/11-15-02. 2020.

28. Health-Ethiopia Mo. Ethiopia National Heath Accounts Report, 2019/20. In: Ministry of
Health PaCD, editor. Addis Ababa, Ethiopia2022. p. 44.

29. Ethiopian Ministry of Health. Ethiopian health sector transformation plan I. 2015.

30. Admasu K-B. Designing a resilient national health system in Ethiopia: the role of leadership.
Health Systems & Reform. 2016;2(3):182-6.

31. Assefa Y, Gelaw YA, Hill PS, Taye BW, Van Damme W. Community health extension
program of Ethiopia, 2003—2018: successes and challenges toward universal coverage for
primary healthcare services. Globalization and health. 2019;15:1-11.

32. Tefera YG. Community-based health extension policy implementation in Ethiopia: a policy
experience to scale-up. Journal of Public Health in Africa. 2022;13(3).

33. Assefa Y, Van Damme W, Williams OD, Hill PS. Successes and challenges of the
millennium development goals in Ethiopia: lessons for the sustainable development goals. BMJ
global health. 2017;2(2):e000318.

34. Damtew Z, Lemma S, Zulliger R, Moges A, Teklu A, Perry H. Ethiopia’s Health Extension
Program. Health for the People: National Community Health Programs from Afghanistan to
Zimbabwe Edited by Perry H Washingon, DC, USA: USAID/Maternal and Child Survival
Program. 2020:75-86.

35. World Health Orgnization. Monitoring progress on universal health coverage and the health-
related Sustainable Development Goals in the South-East Asia Region-2022 update. 2022.

36. World Health Organization. Health in 2015: From MDGs to SDGs. Geneva: World Health
Organization. 2015.

37. Mullan Z. Transforming health care in Ethiopia. The Lancet Global Health. 2016;4(1):el.

38. Annis E, Ratcliffe H. Strengthening primary health care systems to increase effective
coverage and improve health outcomes in Ethiopia. PHCPI. Retrieved online.<
https://improvingphc. org/strengthening-primary ...; 2019.

39. Alebachew A, Yusuf Y, Mann C, Berman P. Ethiopia’s Progress in health financing and the
contribution of the 1998 health care and financing strategy in Ethiopia. MA, Addis Ababa:
Harvard TH Chan School of Public Health and Breakthrough International Consultancy, PLC.
2015;95.

40. Zelelew H. Health care financing reform in Ethiopia: improving quality and equity. Health
Systems. 2014,20:20.

8o


https://doi/
https://improvingphc/

41. Debie A, Khatri RB, Assefa Y. Contributions and challenges of healthcare financing towards
universal health coverage in Ethiopia: a narrative evidence synthesis. BMC Health Services
Research. 2022;22(1):866.

42. Hallalo H. Achieving universal health coverage through health financing reform: Ethiopian
showcase. Health Econ Outcome Res. 2018;4(148):2.

43. Sabates-Wheeler R, Devereux S. Cash transfers and high food prices: Explaining outcomes
on Ethiopia’s Productive Safety Net Programme. Food policy. 2010;35(4):274-85.

44. cordaid. PERFORMANCE-BASED FINANCING IN BORANA ZONE 2021 [Available
from: https://www.cordaid.et/projects/performance-based-financing-pbf-
borana/https://www.cordaid.et/projects/performance-based-financing-pbf-borana/.

45. Dessie E, Getinet T. Private Wing Policy Formulation Process, Its Effective Implementation
and Associated Factors among Health Workforces in Public Hospitals of Addis Ababa, Ethiopia:
Convergent Study Design. 2023.

46. Alula M. Teklu YKAGMea. The Impact of Community-Based Health Insurance on Health
Service Utilization, Out-of-Pocket Health Expenditure, Women’s Empowerment, and Health

Equity in Ethiopia: Final Report. Addis Ababa, Ethiopia: MERQ Consultancy PLC.; 2021.

47. Mebratie AD, Sparrow R, Yilma Z, Alemu G, Bedi AS. Dropping out of Ethiopia’s
community-based health insurance scheme. Health Policy Plan. 2015;30(10):1296-306.

48. Van Campenhout BF. Locally adapted poverty indicators derived from participatory wealth
rankings: A case of four villages in rural Tanzania. Journal of African Economies.
2007;16(3):406-38.

49. Howe LD, Galobardes B, Matijasevich A, Gordon D, Johnston D, Onwujekwe O, et al.
Measuring socio-economic position for epidemiological studies in low-and middle-income
countries: a methods of measurement in epidemiology paper. International journal of
epidemiology. 2012;41(3):871-86.

50. Pauly MV. Means-testing in Medicare. Health Aff (Millwood). 2004;Suppl Web
Exclusives:W4-546-57.

51. Aryeetey GC, Jehu-Appiah C, Spaan E, D'Exelle B, Agyepong I, Baltussen R. Identification
of poor households for premium exemptions in Ghana's National Health Insurance Scheme:
empirical analysis of three strategies. Trop Med Int Health. 2010;15(12):1544-52.

52. Jehu-Appiah C, Aryeetey G, Spaan E, Agyepong I, Baltussen R. Efficiency, equity and
feasibility of strategies to identify the poor: an application to premium exemptions under
National Health Insurance in Ghana. Health Policy. 2010;95(2-3):166-73.

53. Hargreaves JR, Morison LA, Gear JS, Kim JC, Makhubele MB, Porter JD, et al. Assessing
household wealth in health studies in developing countries: a comparison of participatory wealth

81


https://www.cordaid.et/projects/performance-based-financing-pbf-borana/https:/www.cordaid.et/projects/performance-based-financing-pbf-borana/
https://www.cordaid.et/projects/performance-based-financing-pbf-borana/https:/www.cordaid.et/projects/performance-based-financing-pbf-borana/

ranking and survey techniques from rural South Africa. Emerging themes in epidemiology.
2007;4:1-9.

54. Laderchi CR. Participatory methods in the analysis of poverty: a critical review: Queen
Elizabeth House Oxford; 2001.

55. Hargreaves JR, Morison LA, Gear JS, Makhubele MB, Porter JD, Busza J, et al. “Hearing the
voices of the poor”: assigning poverty lines on the basis of local perceptions of poverty. A
quantitative analysis of qualitative data from participatory wealth ranking in rural South Africa.
World Development. 2007;35(2):212-29.

56. Health CoSDo. Closing the gap in a generation: health equity through action on the social
determinants of health: final report of the commission on social determinants of health: World
Health Organization; 2008.

57. Gwatkin DR, Rutstein S, Johnson K, Suliman E, Wagstaff A, Amouzou A. Socio-economic
differences in health, nutrition, and population. Washington, DC: The World Bank. 2007:1-301.

58. Rutstein SO, Johnson K. DHS comparative reports 6: the DHS wealth index. Calverton, MD:
ORC Macro. 2004.

59. Filmer D, Pritchett LH. Estimating wealth effects without expenditure data—or tears: an
application to educational enrollments in states of India. Demography. 2001;38(1):115-32.

60. Stifel D, Christiaensen L. Tracking poverty over time in the absence of comparable
consumption data. The World Bank Economic Review. 2007;21(2):317-41.

61. Liverpool LSO, Winter-Nelson A. Asset versus consumption poverty and poverty dynamics
in the presence of multiple equilibria in rural Ethiopia. Washington DC, USA: International Food
Policy Research Institute. 2010.

62. Carroll CD, editor Housing wealth and consumption expenditure. Academic Consultants
Meeting of Federal Reserve Board; 2004: Citeseer.

63. Friedman M. Front Matter" A Theory of the Consumption Function”. A theory of the
consumption function: Princeton University Press; 1957. p. -20-0.

64. Berman PA. National health accounts in developing countries: appropriate methods and
recent applications. Health economics. 1997;6(1):11-30.

65. Wiseman V, Conteh L, Matovu F. Using diaries to collect data in resource-poor settings:
questions on design and implementation. Health Policy and Planning. 2005;20(6):394-404.

66. Deaton A, Zaidi S. Guidelines for constructing consumption aggregates for welfare analysis:
World Bank Publications; 2002.

82



67. Morris SS, Carletto C, Hoddinott J, Christiaensen LJ. Validity of rapid estimates of
household wealth and income for health surveys in rural Africa. Journal of Epidemiology &
Community Health. 2000;54(5):381-7.

68. Grosh ME, Mufioz J. A manual for planning and implementing the living standards
measurement study survey: The World Bank; 1996.

69. Ridde V. Fees-for-services, cost recovery, and equity in a district of Burkina Faso operating
the Bamako Initiative. Bulletin of the World Health Organization. 2003;81:532-8.

70. Van Oorschot W. Targeting welfare: on the functions and dysfunctions of means testing in
social policy. World poverty: Policy Press; 2002. p. 171-94.

71. Glewwe P, Van der Gaag J. Confronting poverty in developing countries. 1988.

72. Zeller M, Feulefack J, Neef A. How accurate is participatory wealth ranking (PWR) in
targeting the poor? A case study from Bangladesh. 2006.

73. Woodward EN, Matthieu MM, Uchendu US, Rogal S, Kirchner JE. The health equity
implementation framework: proposal and preliminary study of hepatitis C virus treatment.
Implementation Science. 2019;14(1):26.

74. Funnell SC, Rogers PJ. Purposeful program theory: Effective use of theories of change and
logic models: John Wiley & Sons; 2011.

83



Annex

Annex-1. Fieldwork and FDG Guide

Introduction:

- The Principal Investigator (PI) introduces themselves and explains the purpose of the
fieldwork, which is to conduct a participatory wealth ranking exercise and written consent will
be taken from participants.

- The Pl emphasizes the importance of accurately identifying indigent households for subsidy
and exemption of community health insurance premiums in Ethiopia.

- It is explained that the fieldwork aims to gather insights and perspectives from the community
members to improve the current approach to identifying qualifying households.

- Community members are assured that their opinions and experiences are valued and will

contribute to meaningful recommendations.

1. Preparing for the Fieldwork:

- The PI ensures they have all the necessary materials for the exercise, such as paper, markers,
and note-taking tools.

- The PI familiarizes themselves with the community and its socio-economic context.

- Key community members who can assist in facilitating the wealth ranking exercise and serve as
local guides are identified.

- A suitable venue or community gathering space is arranged for the discussion to take place

comfortably.

2. Introduction to Participatory Wealth Ranking:

- The PI explains the concept of participatory wealth ranking, which involves the community
members collectively ranking households based on their perceived wealth or socio-economic
status.

- It is emphasized that the purpose is not to create divisions but to understand the community's
perception of wealth and poverty, which will inform the identification of indigent households for

premium exemption.
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3. Establishing Trust and Confidentiality:

- The PI creates a supportive and respectful environment by emphasizing the confidentiality of
the information shared during the exercise.

- Community members are assured that their individual rankings or personal information will not

be disclosed or used against them.

4. Conducting the Wealth Ranking Exercise:

- Community members are divided into small groups of 5-8 participants to facilitate focused
discussions.

- The criteria for wealth ranking, such as physical assets, land ownership, livestock, income
sources, housing conditions, access to education and healthcare, etc., are explained.

- Each group is instructed to independently rank households in their community based on the
agreed-upon criteria, from the wealthiest to the poorest.

- Participants are encouraged to openly discuss and debate their rankings within their groups,

considering different perspectives and experiences.

5. Consolidating the Rankings:

- The small groups reconvene, and each group presents their rankings to the larger group.

- The PI facilitates a discussion to compare and discuss the differences and similarities between
the rankings.

- Participants are encouraged to explain their reasoning behind the rankings and seek

clarification from others if needed.

6. Consensus Building and Final Ranking:

- The PI facilitates a group discussion to arrive at a consensus ranking that reflects the collective
judgment of the community members.

- Participants are encouraged to engage in respectful dialogue, address discrepancies, and

collectively make adjustments until a final ranking is agreed upon.

7. Reflecting on the Process:
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- The community members engage in a reflection session to provide feedback on the wealth
ranking exercise.

- They share their thoughts on the process, whether it was clear and understandable, and if they
feel their opinions were adequately represented.

- Any challenges faced during the exercise are discussed, and suggestions for improvement are

gathered.

8. Recording and Documenting:

- The PI documents the final wealth ranking, ensuring confidentiality by not including individual
household names or specific identifying information.

- Notes are taken of key insights, observations, and significant points raised during the
discussion.

- The audio recording will be used to aid in data analysis and reporting.

9. Closing the Fieldwork:

- The PI thanks the community members for their active participation and valuable contributions.
- They reiterate the importance of the community's input in shaping recommendations to improve
the identification of indigent households.

- Information is provided on the next steps, such as data analysis, and report writing.

FDG Guide questions:

1. How would you define wealth within our community, and what are the key indicators
you consider when ranking households based on their perceived wealth or socio-
economic status?

2. Please share any specific challenges or considerations that should be taken into account
while conducting the wealth ranking exercise.

3. As we begin the wealth ranking process, how do you envision the exercise contributing to
identifying qualifying households for subsidy and exemption of community health
insurance premiums?

4. How can we ensure that all community members' perspectives are included and valued

throughout the wealth ranking exercise to make the final ranking more representative?
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10.

11.

What role do you believe community leaders and local guides can play in facilitating the
wealth ranking exercise and ensuring the participation of all members?

During the group discussions, what kind of criteria or factors do you think will most
significantly influence the rankings, and why do you feel these factors are essential for
determining wealth?

As we consolidate the rankings, how would you approach discussing and resolving
differences between different groups to arrive at a consensus ranking that reflects the
community's collective judgment?

Reflecting on the process, what aspects do you think worked well during the wealth
ranking exercise, and are there any areas that you think need improvement or further
clarification?

Considering the cultural and social dynamics within our community, how can we ensure
that the confidentiality of the information shared during the exercise is upheld and
respected?

In your opinion, how do you think the participatory wealth ranking process aligns with
our community's values and goals, and what do you believe are the potential long-term
benefits of this approach for the community's development?

As we close the fieldwork, what final thoughts or suggestions would you like to share
about the wealth ranking exercise or the overall process? How would you envision the

outcomes being used to support community development efforts?

87



Annex-2: Key Informant Interview Guide
Key Informant Interview Guide: Identifying Indigent Households for Subsidy and Exemption of

Community Health Insurance Premium in Ethiopia

Note: The interviewer will briefly introduce the project, including how the interviewee and their
organization were identified. The interviewer will also review the informed consent sheet and
emphasize the research team’s goal to maintain confidentiality and the research team’s goal to

learn about the nature of cross-sector collaboration over the course of the project.

Note: Not all questions will be appropriate to all interviewees. Since these are semi-structured
interviews, this guide includes broad questions or topics that allow each participant to share their
view of the issue being explored. Interviewers will tailor question selection in light of the
interviewee’s role, exploring some topics in greater or lesser depth, depending on the role and
perspective of the interviewee and their responses (i.e. the extent to which they feel able to speak
to one issue vs another). Interviewers will ensure the interview does not exceed the agreed

length/time available.

Introduction:

Thank you for participating in this interview. This interview aims to gather insights and
perspectives regarding identifying indigent households for subsidy and exemption of community
health insurance premiums in Ethiopia. Your expertise and experience in your respective roles
make your input invaluable. The information collected will be used to inform policy decisions
and improve the implementation of community health insurance programs. Please note that your
responses will be kept confidential, and the data collected will be used for research purposes

only.

Section 1: Background Information

1. Could you please introduce yourself and briefly describe your role and responsibilities in the

organization?
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2. How long have you been working in the health sector, particularly in relation to health
insurance programs and indigent population support?
3. Can you provide an overview of the current community health insurance system in Ethiopia,

including its objectives, coverage, and target population?

Section 2: Indigent Household Identification

4. How is the identification of indigent households currently conducted for the purpose of
subsidy and exemption of community health insurance premiums?

5. What criteria or indicators are used to determine if a household qualifies as indigent?

6. How are these criteria or indicators applied in practice during the identification process?

7. Are there any challenges or limitations associated with the current identification process? If
so, what are they, and how do they affect the accuracy and fairness of identifying indigent
households?

8. Are there any specific strategies or approaches being employed to ensure the inclusion of
marginalized or vulnerable populations during the identification process? If yes, could you

please explain them?

Section 3: Stakeholder Collaboration and Community Engagement

9. What role do non-governmental organizations play in the identification process of indigent
households for subsidy and exemption of community health insurance premiums?

10. How do you engage with community representatives during the identification process? What
mechanisms are in place to ensure their participation and representation?

11. In your experience, what are the benefits and challenges of involving community

representatives in the identification process?

Section 4: Data Collection and Monitoring

12. What data collection methods and tools are used to gather information about households
during the identification process?

13. How is the data collected used to monitor the implementation of subsidy and exemption
programs for indigent households? Are there any feedback mechanisms in place to address

potential issues or concerns?
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Section 5: Policy and Implementation Recommendations

14. Based on your experience, are there any policy changes or improvements that could be made
to enhance the identification process for indigent households?

15. What strategies or measures would you suggest to ensure the accuracy, fairness, and
transparency of the identification process?

16. How can the subsidy and exemption programs for indigent households be better integrated

into the overall community health insurance system in Ethiopia?

Conclusion:

Thank you for your valuable insights and input. Your expertise will contribute significantly to
our understanding of the identification process for indigent households and improving the
subsidy and exemption programs for community health insurance in Ethiopia. If there is any

additional information or recommendations you would like to provide, please feel free to do.
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