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Effectiveness and sustainability of a diagonal investment
approach to strengthen the primary health-care system in

Ethiopia
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Weakness of primary health-care (PHC) systems has represented a challenge to the achievement of the targets of
disease control programmes (DCPs) despite the availability of substantial development assistance for health, in
resource-poor settings. Since 2005, Ethiopia has embraced a diagonal investment approach to strengthen its PHC
systems and concurrently scale up DCPs. This approach has led to a substantial improvement in PHC-system capacity
that has contributed to increased coverage of DCPs and improved health status, although gaps in equity and quality
in health services remain to be addressed. Since 2013, Ethiopia has had a decline in development assistance for
health. Nevertheless, the Ethiopian Government has been able to compensate for this decline by increasing domestic
resources. We argue that the diagonal investment approach can effectively strengthen PHC systems, achieve DCP
targets, and sustain the gains. These goals can be achieved if a visionary and committed leadership coordinates its
development partners and mobilises the local community, to ensure financial support to health services and improve
population health. The lessons learnt from Ethiopia’s efforts to improve its health services indicate that global-health
initiatives should have a proactive and balanced investment approach to concurrently strengthen PHC systems,
achieve programme targets, and sustain the gains, in resource-poor settings.

Introduction

The 1978 Declaration of Alma-Ata' advocated primary
health care (PHC) as the main strategy to achieve the goal
of health for all.” The principles underlying PHC systems
continue to be recognised as essential to the achievement
of universal health coverage (UHC).** However, the debate
between advocates of comprehensive PHC approaches
and those of more targeted strategies represents an
ongoing challenge.** Some have argued that compre-
hensive PHC is too idealistic and expensive, and that
UHC should be pursued with a more selective model that
focuses on diseases with cost-effective interventions.”

As a result, during the past two decades, there has
been an increase in the number of disease control
programmes (DCPs) and disease-specific global-health
initiatives (GHIs) that leverage additional resources for
targeted health interventions.’ Estimates suggest that
The Global Fund to Fight AIDS, Tuberculosis and
Malaria (The Global Fund), the President’'s Emergency
Plan for AIDS Relief (PEPFAR), and the World Bank
have contributed more than two-thirds of all develop-
ment assistance for health (DAH) to prevent and
control HIV/AIDS, tuberculosis, and malaria in
resource-poor settings."

Since 2005, GHIs have provided Ethiopia with
substantial resources to support DCPs. However, the
implementation of these DCPs was soon found to be
compromised by underlying weaknesses in the Ethiopian
health system, and the strategy of targeted funding was
found to undermine efforts to strengthen the health
system.? Criticisms have also been raised by the global
health community that weak health systems hinder
progress towards DCP targets and that GHIs overburden
already fragile health systems.® Acknowledging these
issues, key GHIs—ie, PEPFAR, The Global Fund, and
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Gavi, the Vaccine Alliance (Gavi)—have collaborated with
other donors to increase their financial support towards
health-systems strengthening,” in what has been called
the diagonal investment approach.""

A diagonal investment approach is a proactive
and balanced approach that concurrently strengthens
PHC systems and scales up DCPs. The diagonal invest-
ment approach addresses the requirements of specific
priorities while providing opportunities for strengthening
health systems."™ The approach has been employed in
Mexico, where specific intervention priorities (such as

Search strategy and selection criteria

We reviewed the medical literature within the framework of
the objectives of this Review, which were to understand what
contributed to strengthen the primary health-care systems
in Ethiopia and how this process happened. We searched

the PubMed, Embase, and Google Scholar databases.

We extracted data on health expenditure and related
statistics from databases or webpages of WHO; the World
Bank; The Global Fund to Fight AIDS, Tuberculosis, and
Malaria; and Gavi, the Vaccine Alliance. We used the search
terms “primary health care”, “health financing”, “health
systems strengthening”, “human resources for health”,
“supply chain management”, “laboratory”, “disease control
programs”, “vertical programs”, “horizontal integration”,
“global health initiatives”, “development assistance”, “health
outcomes”, “diagonal”, “effectiveness”, “sustainability”, and
“Ethiopia”. We included peer-reviewed papers and official
reports from the government and global health initiatives to
analyse the trend in health-care financing and health
outcomes over time. Only articles published in English
between 1980 and 2018 were included.
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Key messages

» Weak primary health-care (PHC) systems have hindered
progress in meeting the targets of programmes in
resource-poor settings

« Ethiopia has embraced a diagonal investment approach to
strengthen its PHC systems and scale up disease control
programmes (DCPs); this approach has led to increased
PHC-system capacity and has improved programme
coverage and health status

+ Despite the decrease in development assistance for
health, Ethiopia has sustained its financial support for
health and has promoted PHC systems’ capacity with
increased domestic resources (such as public, private, and
out-of-pocket funds)

+ The lessons from Ethiopia have implications for future
investments on DCPs so that effective, sustainable, and
resilient PHC systems can be built to progressively realise
universal health coverage in resource-poor settings

Panel: Primary health-care units of Ethiopia

Primary health-care (PHC) units comprise five satellite health
posts, a referral health centre, and a primary hospital. A
primary hospital provides inpatient and ambulatory services
to an average population of 100 000. The primary hospital is
also a referral centre for close health centres and a practical
training centre for nurses and other paramedical
professionals.?*?* A health centre provides both preventive
and curative services to approximately 25000 people,?*
accepts referrals from the five health posts, and offers
training for health-extension workers

The Health Extension Programme (HEP) is an innovative
community-based programme to deliver preventive and
promotive services and selected high-impact curative
interventions at the community and household levels. This
programme was introduced in 2003 to enhance PHC services,
especially for the rural population.® The HEP includes

17 packages under four main categories: hygiene and
environmental sanitation, disease prevention and control,
family health services, and health education and
communication.” These are delivered at health posts at the
village (locally called Kebele) level to an average 5000 people.
The health-extension workers, who manage the health posts,
report to health centres and village administrations. The HEP
has substantially improved the knowledge, attitudes, and
practices of rural people on hygiene, environmental
sanitation, disease prevention, and family health.”

28

immunisation services) were used to drive improvements
to the health system.** Other resource-poor countries,
such as Rwanda and Malawi, have also benefited from
this approach as HIV/AIDS investments have been
channelled to strengthen health systems.""

With this Review, we aim to present the experience of
Ethiopia as a case study of how diagonal investments
from key GHIs can be used to broaden funding
effectiveness (ie, the degree to which the objectives of
targeted and complementary health systems are achieved)
and sustainability (ie, the ability to maintain achieve-
ments at the desired standard after the intervention is
completed). Our manuscript combines a narrative review
of both published and grey literature and a quantitative
analysis of national programmes and health-account data
from government offices and financial-disbursement
data from GHIs.

Advocacy for strengthening primary health-care
systems in Ethiopia

Ethiopia’s health-service delivery is structured in a
three-tier system: primary, secondary, and tertiary levels.
The primary level is the most accessible service-delivery
point, where basic health care is provided and managed
(panel, figure 1, and appendix).**

Since 2005, the Ministry of Health (MOH) of Ethiopia
has embraced the vision, committed to, and sustained
the technical requirements for the establishment of
strong PHC systems. To reconcile the divergence
between DCPs and health systems, and to make DAH
effective and sustainable, Ethiopia implemented a
diagonal approach. Dr Tedros Adhanom Ghebreyesus,
former minister of health of Ethiopia (2005-12), now
director general of WHO, actively promoted PHC as
the preferable way to extend health-service coverage.
Dr Tedros argued that the weakness of health systems
was one of the greatest challenges that would be
addressed through strategic strengthening of PHC
systems and a community-based Health Extension
Programme (HEP).* This advocacy led to a series of
discussions with development partners, including The
Global Fund, PEPFAR, Gavi, and others, which
acknowledged that the country could not expand
services from DCPs without strengthening the PHC
system.

As a result, these GHIs have used a diagonal
investment approach in Ethiopia.” Gavi introduced a
health-systems support programme in 2007 to help
countries expand immunisation services by addressing
critical health-system constraints such as infrastructure,
supply chain, human resources, and information
systems.” The Global Fund’s 2008 institutional strategy
reaffirmed its commitment to support country-led
health-system strengthening initiatives.”

The commitment of GHIs and successive MOH
administrations to strengthen the PHC system has been
maintained. Subsequently, the MOH and its partners
developed a policy document to coordinate GHIs for the
implementation of the health-sector development plan.
This document provides details about the one-plan,
one-budget, and one-report model to successfully
implement the plan. The creation of the Millennium

www.thelancet.com Vol392 October 20,2018


http://www.uhep.jsi.com/

Review

Development Goals (MDGs, currently replaced by the
Sustainable Development Goals [SDGs])* performance
pool fund, based on the International Health Partnership
Compact framework, formalised structures to enable
direct contributions from donors into a pooled fund for
health-systems strengthening. This fund has provided
flexible resources for critical services with funding gaps
at the PHC-unit level. The major contributors were the
Department for International Development (43-9%),
Gavi (20-1%), and the Netherlands Embassy (15-4%).
The Global Fund and PEPFAR did not contribute to
the pool.*

Health-care financing in Ethiopia

Ethiopia’s health sector is financed by multiple sources
including the government treasury, bilateral and multi-
lateral donors, household out-of-pocket expenditures,
non-governmental organisations, and private and para-
statal employers.’**” Substantial resources have been
mobilised from different GHIs, such as The Global
Fund, Gavi, the US Government, and other sources.
This increase in resources has resulted in a marked
growth in total health expenditure,** which has
increased from US$357 million in 2000, to more than
$2-4 billion in 2015 (ie, about seven times its initial
value).” The per-capita spending on health—which
includes both domestic and external sources—increased
from $4-1 in 1995-96, to $28-7 in 2013-14 (ie, about
seven times its initial value), at an average annual growth
rate of about 12% (figure 2).* Most of the spending
occurs at the PHC units, consistently with the effort to
strengthen PHC systems.” In 2013-14, the PHC units
received 54% of the total government recurrent
expenditure, with 43% of the recurrent government
health expenditure spent on health centres and health
posts, and 26% of the recurrent government health
expenditure spent on hospitals.”

DAH is estimated to make up 73% of government
expenditure on PHC.® The contributions from GHIs
increased from 16% of the total health expenditure in
1995, to 50% of the total health expenditure in 2010.
PEPFAR, The Global Fund, and Gavi have been the major
contributors to the health sector. PEPFAR donated
$2.75 billion between 2007 and 2017, The Global Fund
donated $2 billion between 2003 and 2018 (which
represents an average of 13-5% of the total health
expenditure per annum and peaked at 20% of the total
health expenditure in 2010),* and Gavi donated
$940 million between 2000 and 2018.*

These GHIs focus on reducing the burden of HIV,
malaria, and tuberculosis, ensuring the availability
of essential PHC services, and achieving key MDGs.
The largest donors to Ethiopia’s HIV response are
PEPFAR (51%) and The Global Fund (26%). The Global
Fund is the largest contributor to the malaria programme
(41%), and the US President’s Malaria Initiative contributes
27%. Close to 24% of the tuberculosis programme
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Figure 1: Ethiopian health-care delivery tiers
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Figure 2: Trend in per-capita health expenditure in Ethiopia, from
1995-96 to 2013-14

is financed by The Global Fund and 18% by the US
Government.*

Strengthening the primary health-care systems
in Ethiopia
Ethiopia has been designing and implementing several
reforms, such as the business-process re-engineering
(ie, analysis and renewed design of workflows and
structures).” These reforms have resulted in the develop-
ment of system-wide strategies: the Pharmaceutical
Logistic Master Plan, the Laboratory Master Plan, the
Health-Management Information Reform Scale-Up, the
Health-Sector Financing Reform and Health Insurance,
the Human Resource For Health (HRH) strategy, and
second-generation HEP.** These reforms and initiatives
have also been accompanied by strategic investments to
strengthen the PHC system and expand access to health
services.

The Global Fund, PEPFAR, and Gavi have contributed
substantially to the development of the PHC systems.
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2000 2005 2010 2015

MDG 4
Proportion of children who received all basic vaccinations (%) 17-0% 20-0% 24-0% 39-0%
Under-5 mortality per 1000 livebirths 166 123 88 67
MDG 5
Contraceptive prevalence (any method, %) 8-0% 15-0% 29-0% 36-0%
Proportion of women who received antenatal care (at least one visit, %) 27-0% 28-0% 34-0% 62:0%
Proportion of births at a facility (%) 5-0% 5-0% 10-0% 26-0%
Proportion of women who received skilled birth attendance (%) 6-0% 6-0% 10-0% 28.0%
Maternal mortality ratio per 100 000 livebirths 871 673 676 412
MDG 6: HIV
HIV prevalence among pregnant women aged 15-24 years (%) 12:4% 5-6% 2:6% 17%
Proportion of people living with HIV/AIDS receiving ART (%) <1.0% <1-0% 29-0% 54:3%
MDG 6: tuberculosis
Tuberculosis incidence per 100 000 people 370 364 349 192
Proportion of tuberculosis cases detected (%) 36-0% 30-0% 42-0% 67-3%
Number of deaths associated with tuberculosis per 200 000 people 56 54 45 25
MDG 6: malaria
Malaria incidence per 100 000 people per year 3854 2452 2320 1540
Proportion of children younger than 5 years sleeping under insecticide-treated 1.0% 60-2% 64-5% 70-0%
bednets (%)
Number of deaths associated with malaria per 100 000 people 32 18 16 10

MDG=Millennium Development Goal. ART=antiretroviral treatment.

Table: Improvements in selected health indicators (defined under Millennium Development Goals 4, 5, and 6) in Ethiopia, from 2000 to 2015

For instance, Gavi has invested $254 million (27% of its
total support to Ethiopia) on non-vaccine activities (such
as cold-chain equipment, injection safety, and health
systems) between 2002 and 2018. This donation included
$173 million (18-4% of the total Gavi support to Ethiopia)
spent on health-systems strengthening between 2007
and 2018, which was largely focused on the construction
of PHC facilities, strengthening of the supply chain and
laboratory management, and training PHC staff.* One-
third of The Global Fund investments has also been
calculated to have been used to support health systems in
the period leading up to 2018.*°%' In 2015, the Government
of Ethiopia and The Global Fund signed a 3-year grant of
of $551 million, to strengthen health systems, including
supply-chain management, data systems, and training of
PHC workers.*

As a result, Ethiopia has made substantial improve-
ments to its health infrastructure, which include the
construction and renovation of more than 250 hospitals,
3000 health centres, and 12000 health posts between
2003 and 2016. Subsequently, the total number of health
centres increased from 519 in 2004, to 3727 in 2016, and
the total number of health posts increased from 2899 in
2004 to 16480 in 2016. The total number of hospitals
also increased from 146 in 2004 to 394 (more than
60% of them are primary hospitals) in 2016.** Ethiopia
also used the support from PEPFAR to develop its
laboratory system (for example, a national reference
laboratory and six regional reference laboratories were

constructed).”* Some of these regional laboratories
have now evolved into fully operational regional public-
health institutes.***

Staffing the increased PHC infrastructure has been a
challenge in Ethiopia.”*” The World Health Report
2006 estimated that Ethiopia had a collective density of
doctors, nurses, and midwives of 0- 25 per 1000 citizens.
The country has been implementing a flooding strategy
to address its HRH gaps since 2008, which consists in
increasing exponentially the number of training
facilities and setting ambitious targets for health
graduates to ensure an excess of HRH that will not be
offset by attrition.”® In the past decade, the government
has allocated up to 4-6% of its GDP on education,
which has caused a marked increase in training and
education.* The number of graduates from higher
education institutions has increased from 1041 in 2000,
to 16 017 (16 times the initial number) in 2013.” PEPFAR,
through its Medical Education Partnership Initiative,
has contributed to these developments.® The Global
Fund and PEFAR have supported the training of health
extension workers and the implementation of the
HEP.** As a result, the HRH density has increased
from 0- 25 per 1000 people in 2006, to 1- 3 per 1000 people
in 2013.

Logistics and supply chain were recognised as bottle-
necks for scaling up PHC services. Therefore, the MOH
developed a Pharmaceutical Logistics Master Plan,
which led to the establishment of the Pharmaceuticals
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Fund and Supply Agency in 2008. This agency be-
came the sole purchaser and distributor of health
commodities.” The Global Fund supports the con-
struction of warehouses, the purchase and maintenance
of trucks, and the procurement of laboratory and
diagnostic equipment that can benefit the entire health
system.*

The agency’s annual distribution capacity increased to
six times its initial value between 2010 and 2015. The
completion of 17 modern warehouses increased the
national storage capacity from 46260 m3 to 531000 m3,
and the cold-chain storage capacity from 50 m3 to 800 m3.
A 2014 national survey indicated that the availability of
essential tracer medicines at health facilities increased
from 65% in 2006, to 89% in 201426263

Ethiopia has upgraded its Health Management Infor-
mation System, which has been used by the government
as a major source of information for decision making
since 2008. One of the achievements of this initiative is
the introduction of family folders, which provides a great
opportunity to strengthen evidence-based planning and
service delivery, and establishes the base for vital events
registration in the country.* Institutes financed by
PEPFAR, such as Tulane University and John Snow, Inc,
have supported this national endeavour.*®

Involvement and empowerment of communities has
been the major driver of PHC improvement in Ethiopia.
Community engagement has increased considerably
since 2003, when the HEP was launched, and has been
further enhanced by the initiatives of the Health
Development Army.* The Global Fund, PEPFAR, and
Gavi have been supporting these initiatives,“*** which
have played a pivotal role in improving accesses to
essential health services.* This support has also enabled
the health sector to mobilise resources from communities,
both in kind and in cash, for the construction of health
posts, improvement of environmental health, and other
activities.”%

Improved health status in Ethiopia

Enhanced PHC-system capacity through increased and
strategic investment, which have accompanied the
health-reform initiatives, has substantially improved
service coverage and health status in Ethiopia.*** Given
that the MDGs were effective proxies for essential PHC
services, Ethiopia achieved most of the health-related
MDGs, with a 67% reduction in mortality of children
younger than 5 years, a 71% decline in maternal
mortality ratio, and a greater than 50% decrease in
mortality due to malaria, tuberculosis, and HIV from its
1990 baseline.®”

Coverage of PHC services and health outcomes have
consistently improved between 2000 and 2015, but
underwent the most pronounced change since 2010, as
improvements in health-systems capacity reached
critical mass (table).”*®”” Even though it might not be
possible to establish a causal link between PHC-system
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Figure 3: Disbursements from The Global Fund to Fight AIDS, Tuberculosis
and Malaria and Gavi, the Vaccine Alliance (Gavi) to Ethiopia, 2002-18

strengthening and health-status improvements, there is
evidence of temporal association between the two:
access to services and their use have progressively
increased in the country since its PHC-service capacity
started to improve.® Moreover, progress accelerated
after 2005, when the annual rate of reduction in
mortality of children younger than 5 years increased
from 3-3% in 1990-2005, to 7-8% in 2005-13.” However,
it is important to note that the improved PHC-service
capacity has benefited only strong vertical programmes,
but not weaker ones, such as the non-communicable
diseases programmes.® Furthermore, we acknowledge
that the improvements in health status are also partly
due to progress in the socioeconomic status in the
country.”

Despite these successes, Ethiopia still faces challenges
to achieve equity and offer quality services in health,
which need to be addressed within the SDGs
framework. Towards this objective, the country has
developed a health transformation plan that aims to
sustain the gains achieved through the MDGs and
address the equity and quality gaps. The leadership,
once again, has recognised that further transformation
of the PHC system is fundamental to sustain the gains
and achieve UHC.*

Decreasing development assistance for health in
Ethiopia

Ethiopia is now experiencing a decline in DAH (figure 3).
The share of DAH for the total health expenditure has
also decreased from 50% in 2010-11, to 36% in 2013-14.?
This decline is substantial, since the cuts in funding
from The Global Fund (which contributes 59% of the
total DAH) and PEPFAR (which contributes 30% of
the total DAH) have resulted in a combined decrease of
total funding of almost 50%.2# The national health
accounts®” indicate that the resources for HIV/AIDS
decreased from 20% of the total health expenditure in
2007-08, to 10% of the total health expenditure in
2013-14, because of the decline in the DAH contributions
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(particularly from PEPFAR and The Global Fund), which
decreased from 86% of HIV/AIDS funding in 2007-08,
to 20% in 2013-14. The funding from PEPFAR declined
from $894 million in 2007-09, to $710 million in
2013-15.%2* The support from Gavi has also started to
decline since 2015 (figure 3).**

The rapidly decreasing assistance from PEPFAR
and The Global Fund has mainly affected the supply-
chain and laboratory system, the functioning of the
AIDS resource centre, the HIV/AIDS advanced clinical
monitoring systems, and mentorship activities, and
has caused qualified staff, both internal and external,
to leave the country.”® These effects could have impli-
cations for quality of care. For example, commodities for
the laboratory programme have declined to the point that
some services (such as clinical chemistry) have become
unavailable to people living with HIV/AIDS and the
public. Activities such as laboratory quality assurance
and specimen referral are downsizing. Quality assurance
for HIV rapid testing can only be implemented in 54% of
HIV testing points. The specimen-transportation service
has decreased by more than 45%.%

MOH personnel and external analysts have become
seriously concerned that the decline in DAH and
technical support will affect the continuity of service
delivery and compromise the gains already achieved.®
Others, such as PEPFAR, contend that Ethiopia can
substantially support further development of its PHC
services, regardless of reduced external support.® In
light of these critiques, we analyse any available evidence
of sustainability of the investments made thus far and
we identify the most vulnerable areas of progress, as the
country is facing a decrease in support from its major
global-health partners.

Sustaining the gains from investments by GHls
in Ethiopia

Ethiopia has visibly stronger health systems now than a
decade ago. The remarkable progress that has been made
can be identified, in particular, in the increased number
of PHC facilities and HRH, the improvements to the
supply-chain management, and the decentralisation of
services.*” Furthermore, programme activities have
been transferred from PEPFAR to local authorities
smoothly, so that continuity of care will not be
compromised.”* This successful transition was possible
because of the increased number and capacity of health
workers in the PHC system.”

Other factors have also contributed to sustain the PHC
systems. The per-capita health expenditure and the total
health expenditure have continued to increase even after
the drop in DAH since 2010-11 (figure 1).* The share of
the total health expenditure coming from domestic
sources (which include public, private, and out-of-pocket
funds) has increased substantially, from about 50% of
the total health expenditure in 2010-11, to almost 64% in
2013-14. Government spending on health increased

substantially (to 257% its initial value), as did its contri-
bution to the total health expenditure, which increased
from 16% to 30% between 2010-11 and 2013-14. Health
spending increased from 4-5% of general government
expenditure in 2007-08, to 6-7% in 2013-14.*

Household out-of-pocket spending is also a major
source of financing for health. It has almost doubled
in absolute terms, but its contribution to the total
health expenditure has remained essentially the same,
decreasing only slightly from 34.0% in 2010-11, to
33.0% in 2013-14.# The substantial increase in domestic
financing and its share of overall spending on health is
encouraging; however, the excessive out-of-pocket
spending on health is a real concern because it precludes
the country from gradual progression towards UHC. The
introduction of community-based health insurance and
social health insurance is designed to address the
challenge of high out-of-pocket spending during use of
health services.”® To achieve UHC, the country needs to
accelerate the implementation of initiatives for health
insurance, while also advocating for increased allocation
of funds from public-sector budgets and development
partners to the PHC system.”

A projection model that was used to estimate Ethiopia’s
ability to finance its PHC system indicated that the
country can substantially support further development of
PHC services even if external support is decreasing.®
The projection shows that the increasing out-of-pocket
payments represent a challenge of concern. The
possibility of addressing this concern will largely depend
on substantial economic growth, increased mobilisation
of government funding for PHC, and efficient use of
resources.”

Finally, we would like to underline that health-
development initiatives in Ethiopia have benefited from
socioeconomic development, peace, and stability in the
country. However, we currently observe that there are
instabilities that might compromise the gains achieved
thus far. The political turmoil in the country, which has
been ongoing since 2015, might challenge the financial
support to the health system, the ability to retain the
health workforce, the distribution of supplies to health
facilities, and the overall possibility of providing health
services. Hence, the country’s pursuit of UHC and
SDG 3 (ie, “ensure healthy lives and promote wellbeing
for all at all ages”)” is at risk again.” To face this risk, all
concerned bodies need to fundamentally rethink every
action and weigh their benefits and drawbacks toward
democratisation, social justice, and economic equity.

Conclusions

A diagonal investment approach has enabled Ethiopia to
attain both short-term goals (ie, MDGs 4, 5, and 6) and
long-term goals (ie, strengthened PHC system).” It is
commendable that the government is responding to a
decrease in DAH with additional domestic resources,
which are essential to sustain the gains that have been
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achieved in health development. However, achieving
UHC necessitates greater and more consistent political
awareness and commitment than has been displayed
thus far, increased government expenditure, and reduced
out-of-pocket payments. The reduction of out-of-pocket
expense, moreover, requires overall socioeconomic de-
velopment, which includes the achievement of social
justice and peace in the country. The lessons learnt from
Ethiopia’s efforts to improve the country’s health services
can affect future investments on DCPs that already exist,
are emerging, or are re-emerging, and thus help
countries to build effective, sustainable, and resilient
PHC systems towards a progressive achievement of
UHC.SO,93
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