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Background: More than 150 million people encounter huge cost of health expenses 
every year, and most of these treatment seekers face poverty owing to out-of-pocket 
payments. Community-based health insurance (CBHI) won popularity as a makeshift health 
financing mechanism for out-of-pocket payments in poor communities. The aim of this study 
was therefore to explore the facilitators and impediments of enrollment to community-based 
health insurance in rural parts of the Amhara region, Ethiopia.
Methods: Focus Group Discussion (FGD) was the main data collection instrument supple-
mented by key informant interview (KII). The FGD participants were selected using 
a purposive sampling technique. The participants were therefore selected based on their 
membership status of CBHI (members or non-members). Six FGDs and four KIIs were 
conducted in November 2019 in three districts. Before analyzing the data, all FGDs and KIIs 
were transcribed and transferred into ATLAS.ti version 7.1 software. An inductive thematic 
analysis approach was done, that is, on the basis of major themes emerged from the data.
Results: Low level of awareness, perception of high amount of premium, poor perception of 
quality of services and lack of trust are the barriers to join community-based health insurance.
Conclusion: There has been low level of awareness and misconception about community- 
based health insurance. The major reason to decline to join CBHI was low capacity to pay 
the premium.
Keywords: community-based health insurance, enrolment, Ethiopia

Introduction
Globally, more than 150 million people encounter huge cost of health expenses 
every year, and most of these treatment seekers face poverty owing to out-of-pocket 
payments (OOP) for health care. Community-based health insurance (CBHI) won 
popularity as a makeshift health financing mechanism for out-of-pocket payments 
in poor communities.1,2 CBHI runs by combining resources and risks at the 
individual and community levels. In similar projects, individuals/families willingly 
cover set amounts for the benefit of packages involving medical services.3

Studies showed that CBHI schemes can reduce catastrophic health expenditure 
(CHE) by reducing OOP payments and increasing resource mobilization.4,5 

Although it has been proved that CBHI schemes can bring financial protection, 
its effect and coverage are different in certain contexts and conditions.6,7 This 
shows that conducting similar interventions in different settings cannot be effective 
unless a variety of factors are taken into consideration for its sustainability.8
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In sub-Saharan Africa, CBHI success is seldom over 
10% of the goal9 excluding nations like Rwanda and 
Ghana.10,11 Researchers investigated and identified bar-
riers that diminished enrolment. Unaffordability of pay-
ment, poor and limited referral services and weak 
management which resulted in lack of client trust have 
been the major identified constraints to enrolment.5,9,12,13

A scientific investigation in Burkina Faso pointed out 
that the cost of premium, inaccessibility of health facil-
ities, poor quality services, absence of health seeking 
behavior and local notions were the major constraints 
that held down enrolment initiatives.14 A research in 
Tanzania also reported family size, economic status, 
family members’ health condition and awareness of 
CBHI were the major factors connected with 
membership.15

Despite increases in the supply of health care and 
increases in the utilization of some specific services in 
Ethiopia, overall utilization rates remain low. For instance, 
based on the findings of Ethiopian Demographic and 
Health Surveys (EDHS), outpatient health care utilization 
per capita per year has increased only marginally from 
0.27 visits in 2000 to 0.3 visits in 2011. The low utilization 
rates are convoyed by a high dependence on OOP spend-
ing to finance health care. The FMoH (2010) estimated 
that the three main sources of health-care financing in 
Ethiopia are local and international donors (40%), OOP 
spending by health-care users (37%), and central and local 
governments (21%). The remainder (about 2%) is covered 
by employers and other private insurance schemes.16

In 2011, the Ethiopian government introduced CBHI as 
a pilot project in 13 districts of the four major regional 
states of the country (Tigray, Oromia, Amhara and SNNP) 
which was then expanded to additional 161 districts in 
2013. This project scored substantial success in the initial 
stage but dropped in the following years, that is, the 
enrolment decreased by 18%.17 While the scheme has 
been introduced by the government, the community deter-
mines whether or not to join the scheme since it is “com-
munity-based”. Enrollment was done in a household, not 
on an individual basis, to reduce the possibility of adverse 
selection. The CBHI benefit package covers all outpatient 
and inpatient services at the health center and nearby 
hospital levels except false teeth, eye glasses, and cosmetic 
procedures.18

In Ethiopia, some studies tried to assess the determi-
nants of CBHI but none of them examined the barriers of 
CBHI enrolment adequately specifically in Amhara 

region.19 Therefore, the aim of this qualitative study was 
to explore barriers and facilitators of CBHI enrolment 
thereby to provide information for policy makers to 
improve the implementation of CBHI.

Methods
Study Setting
The study was conducted in the Amhara regional state. 
Out of 167 rural districts, three of them were chosen 
purposively (Libo Kemekem, Fogera, and Farta) due to 
poor implementation of CBHI and accessibility of trans-
port. The data were collected in November, 2019.

Data Collection and Sampling
FGD was the main research method supplemented by key 
informant interview. FGD was preferred to in-depth inter-
view to involve group interactions and gain rich informa-
tion about perceptions and experiences relating to 
community-based health insurance.20 Six FGDs (3 from 
CBHI members and 3 others from CBHI non-members) 
and 4 key informants were conducted. The FGD partici-
pants were farmers, while the key informants were com-
munity health extension workers and CBHI focal persons. 
There were about 10–12 members in each FGD. Both 
FGDs and KIIs were audio-recorded in Amharic and lasted 
1–1.5 hours and 40–45 minutes, respectively.

A pretested interview guide was used both FGDs and 
KIIs in Lay Armachiho district which has similar features 
with the study areas. All FGDs and KIIs were led by 
a moderator and notes were written by an independent 
note-taker. Purposive sampling, specifically a mix of cri-
teria-based and maximum variation sampling technique, 
was used based on CBHI membership status for sampling 
technique.21 Exploratory research design was used in this 
study. Data were gathered through a semi-structured inter-
view which touched the following themes: socio- 
demographic characteristics, CBHI awareness, perception 
of affordability of the payment, renewalship for CBHI and 
trust in CBHI, and quality of service.

Data Analysis
Before analyzing the data, all FGDs and KIIs were tran-
scribed to Amharic, and translated to English. ATLAS.ti 
version 7.1 software package was used to aid the analysis 
of the data. The transcribed FGDs and KIIs texts were read 
several times to clearly understand the transcribed and 
translated data. We read the transcripts line by line; 
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codes were developed by considering the objective of the 
study and the possible meanings and then codes were 
clustered into categories and subcategories. The categories 
and subcategories were modified according to the major 
themes emerged from the data. An inductive thematic 
analysis approach was used.22 Initial coding was done by 
the lead author and commented on by the co-author.

Trustworthiness of the Study
The participants shared their opinions as to whether the 
findings were in line with their experiences. The researchers 
also had prolonged and deep engagement with the qualitative 
data. A peer checking was done on the second review of the 
transcripts, codes and concepts on which several colleagues 
took part. Documentation was done throughout the study to 
ensure the conformability of the findings. Purposive sam-
pling (maximal variation in participant’s selection) and the 
guidance of experts experienced in qualitative inquiry to 
ensure dependability and transferability of the finding.

Ethics Approval and Consent to 
Participate
Ethical clearance was obtained from the University of 
Gondar, Institutional Review Board (IRB) with IRB number 
of 1610/003-007. As the study was conducted in rural areas, 
most of the participants were not able to read and write. 
Therefore, verbal consent was obtained from each respondent 
before data collection by explaining the purpose of the study 
and this procedure was approved by the review committee. 
Finally, strict confidentiality was also maintained through 
anonymous recording of responses and the study was con-
ducted in accordance with the declaration of Helsinki.

Results
A total of six FGDs (3 CBHI members and 3 non- 
members) and 4 key informant interviews were conducted. 
All the FGD participants were farmers, and almost 50% of 
them were female participants (Table 1).

In this qualitative study 6 themes were identified: (I) 
awareness of households about the benefits and principles of 
CBHI, (II) reasons for declining to join CBHI, (III) readiness 
for CBHI membership renewal, (IV) perception of premium 
amount of CBHI, (V) trust in CBHI, and (VI) qualities of 
services provided by the schemes. Various opinions were often 
expressed in the key informant interviews and focus group 
discussions by both members and non-members of the com-
munity-based health insurance.

Awareness on CBHI
Although the majority of the members and non-members 
of CBHI were aware of the scheme, a good number of 
community members were still not very clear as can be 
understood below.

“CBHI focal persons simply informed us to be mem-
bers, but they did not tell us about the benefits and the 
principles of governing its implementation in detail.” (P2, 
FGD1, CBHI non-member)

This idea was confirmed by one of the community 
health extension workers who explained that there were 
no sufficient awareness creation sessions.

No specific meetings were conducted for CBHI, so we 
tried to use other meetings which were prepared for 
other purposes to create awareness about the scheme. 
We believe that if some information is given to the 
community, we could develop their awareness about 
CBHI through discussion. However, awareness ses-
sions on the issue were not given. (KII1, Farta 
District) 

Reasons for Declining to Join CBHI 
Membership
The major reasons for the majority of non-members of 
FGD participants for declining to join CBHI membership 
were financial constraints,

Table 1 Socio-Demographic Characteristics of FGDs 
Participants

Socio-Demographic 
Variables

CBHI 
Members

Non-CBHI 
Members

Gender
Male 18(51.0%) 17(48.5%)
Female 17(49.0%) 18(51.5%)

Age
20–35 5(45.0%) 9(25.7%)

36–50 27(77.0%) 17(49.0%)
51–65 2(5.6%) 4(11.5%)

>65 1(2.7%) 5(15.0%)

Educational status
Illiterate 24(68.6%) 29(82.5%)

Able to read and write 3(8.5%) 3(8.5%)
Primary school 8(22.0%) 3(8.5%)

Occupation
Farmer 35(100%) 35(100%)
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“Currently we have different payment responsibilities, 
like taxes, student educational fees which makes difficult 
for insurance payment.” (P3, FGD3, CBHI non-member)

Readiness for Renewalship
A large number of CBHI members were not ready to 
renew their membership. One of the FGD participants 
explained that:

We have been discussing the issue during our coffee 
and local beer ceremonies. May be, persons with chronic 
sicknesses are ready to renew their membership, but mem-
bers who have not been sick for more than a year are not 
ready because they did not use their previous payments. 
They said we will be treated by selling our goats when we 
do not have money. (P10, FGD5, CBHI member)

A key informant who is the CBHI focal person of the 
district confirmed,

At the beginning 33% of our target population joined 
CBHI. But these days, we have faced challenges to get 
new members and membership renewals. At present mem-
bership renewal rate is less than 10%. (KII4, Addiszemen 
District) 

Perception About CBHI Premium
The majority of both members and non-members of CBHI 
complained that the annual increase in premium of CBHI 
is not fair, but there were also some participants who 
thought that the payment was fair.

The premium for a family member of five was around 
ETB 202($1 is equivalent to 35 ETB based on the current 
exchange rate), which was affordable to the community. 
However, this premium increased by ETB 38 in this year. 
So, the community is worried about the increment which 
is beyond their capacity to pay. (P4, FGD1, CBHI 
member) 

On the other hand, both some members and non-members 
of CBHI explained that the premium was fair.

I have known a non-member lady whose child got sick, 
and she went to Bahir Dar and spent not more than ETB 
300. Another CBHI member paid only transport costs for 
a similar case. So, the premium is much lower than the 
health care expenses. (P4, FGD6, CBHI member) 

Trust on CBHI
The majority of FGD participants have trust in CBHI.

I and other persons believe that this health insurance 
payment is only for our health, and I know a woman 
who was seriously sick and got treatment at Bahir Dar 
hospital. The treatment cost more than ETB 9000, but she 
paid only five hundred for the card. The insurance covered 
the cost. She asked what would happen if she was not 
a member? When we look at this, it has high benefits. So, 
we all believe the payment is used for our health, not for 
other purposes. (P8, FGD2, CBHI non-member) 

On the other hand, some of FGD participants have not trust,

I joined the scheme when the payment was ETB 85, but 
next year the payment rose to ETB 144, without any services 
due to delays in the issuance of identification cards. In the 
meantime, I and my child got sick and went to the health 
center, but they told us we needed to renew our membership 
which disappointed us very much. Then, we started to think 
about the importance of insurance. Therefore, we decided to 
leave the scheme. (P10, FGD4, CBHI member) 

Perception on Quality of Care
The majority of both members and non-members criticized 
the quality of services from different perspectives. 
Criticisms focused on three aspects: long waiting times, 
excessive prescription (non-CBHI members), and differ-
ential treatment depending on patient membership status.

The government has provided this great opportunity, but the 
health professionals serving at health centers are disappoint-
ing. There are no enough drugs, no good services; they have 
only empty offices. We get better services when we are 
referred to higher health service institutions, like hospitals. 
For example, I had a neighbor who had breast cancer; she 
went to Bahir Dar hospital and got very good service without 
payment. So, I can say the insurance is a very good mechanism 
for good health services; the problem is with the health provi-
ders. (P8, FGD3, CBHI member) 

A key informant from community health extension work-
ers confirmed that,

The majority of CBHI members are not satisfied with the 
services provided by health facilities. People are complaining 
about service providers. They are considering CBHI member 
patients healthy and thinks that they come to health facilities 
because they have free cards. (KII3, Farta District) 

Discussion
The aim of this study was to explore the barriers and 
facilitators of CBHI membership schemes. Low level of 
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awareness, perception of the amount of premium and 
quality of services, and trust in CBHI were identified as 
the main barriers to membership in CBHI.

The study revealed that although the majority of members 
and non-members have awareness, there are groups who were 
not aware enough about CBHI benefits and principles. This 
result is similar to other findings which showed that inade-
quate knowledge and understanding of insurance and CBHI 
principles are one of the obstacles to enrolment.23,24 Poor 
knowledge of insurance is likely due to poor communication 
and sensitization campaigns that do not manage CBHI to 
convey information in an effective manner.

In this study, the main reasons to be membership among the 
current CBHI members were preventing out-of-pocket pay-
ment for emergency. On the other hand, a significant number of 
non-members of CBHI raised that a high amount of premium 
was a barrier to be membership. A study conducted in Tanzania 
reported a similar finding.15 This study also revealed that the 
majority of both members and non-members of CBHI com-
plained that the premium of CBHI was increasing yearly which 
pushed them to decline from CBHI membership. This is sup-
ported by other qualitative studies.14,15

Different studies also showed that premium is one of 
the main factors associated with CBHI enrolment.25 Rural 
poor people complained that the flat rate nature of pre-
mium prevents them from enrolment. Therefore, strategies 
which enhance the flexibility of the payment by consider-
ing the poorest should be planned.26

This study showed that providers do not give similar or 
equal services to patients who are CBHI members and non- 
members. Members perceived that CBHI non-members are 
more respected and treated. This is supported by other 
studies.23,24 The respect of care providers is one of the main 
factors for enrolment in CBHI.27

According to this study, lack of transparency has been 
one of the constraints for enrolment of CBHI. A similar 
finding was reported in Uganda.23 The lack of transparency 
in CBHI administration resulted in client distrust and 
decreased enrolment in the scheme.14,23,27–29 Premium 
rates and management of funds set without community 
participation also affect the sustainability of CBHI.30,31

Conclusion
There is a low level of awareness about the benefits and 
principles of CBHI. The major reason for declining CBHI 
membership is due to a lack of capacity to pay the pre-
mium. Therefore, awareness creation programs in the 
scheme, avoiding flat rate payments (stratified premium 

based on the economic status of households), ensuring 
transparency, and monitoring the quality of services are 
essential empowering tools for increasing enrolment.

Abbreviations
CBHI, community-based health insurance; OOP, out-of- 
pocket payment; FGD, focused group discussion; KII, key 
informant interview; LMICs, low- and middle-income 
countries.
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