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Executive Summary

Ethiopia is lauded by development professionals for the rapid pro gress it has made in 
addressing the basic health care needs of its  people. The plaudits are largely justified. 

Since the current government led by the Ethiopian  People’s revolutionary Demo cratic 
Front (EPrDF) took power in 1991, an impressive effort has been made to expand health 
ser vices, particularly to rural communities that in many cases never had them before. the 
government has used an innovative model to increase access, training a cadre of almost 
entirely female health extension workers (HEWs) to deliver a basic package of health 
ser vices in the countryside. the results have been impressive. Deaths from the major 
communicable diseases of hIv/AIDS, malaria, and tuberculosis are all on a downward 
trend. Overall life expectancy is up, and significant pro gress has been made in cutting 
infant mortality, which has dropped by more than two- thirds since 1990.

the government is now entering a new, even more ambitious phase in the develop-
ment of the public health sector. With basic ser vices in place, efforts are  under way to 
raise the quality of  those ser vices and reach underserved communities that continue to 
lag  behind on the major health indicators, particularly pastoralists and  people living in 
the four regions of the country that lie farthest from the capital, Addis Ababa. Funding 
this effort  will be a huge challenge owing to rising demand for ser vices from a growing 
population with increasingly diverse health needs. the government has ambitions for 
Ethiopia to become a  middle- income country by 2035, but that remains a distant goal. 
Many Ethiopians remain poor and food insecure. The worst drought in three de cades is 
compounding the difficulties of improving the health and livelihood prospects of the 
country’s vast rural population. Despite more than a de cade of double- digit growth, 
Ethiopia is highly dependent on donor assistance and is likely to remain so for the fore-
seeable  future.

 there are other limitations that affect Ethiopia’s ability to meet its development objec-
tives. the most impor tant is the authoritarian nature of a government whose rhetorical 
commitment to demo cratic development is sharply at odds with its conduct. the EPrDF 
may well be popu lar in many parts of Ethiopia and has clearly delivered more public goods 
than any pre de ces sor government. But it has not submitted itself to anything resembling a 
 free and fair election since 2005, when opposition gains and street demonstrations 
prompted a brutal crackdown. Since then, the room for po liti cal expression has narrowed 
to such an extent that  today  there is no  free media in Ethiopia, civil society is aggressively 
regulated, and  there are few legitimate outlets for citizens to express dissent.  There is no 
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vI  |  RICHARD DOWNIE

evidence that the Ethiopian government has a strategy to manage its youthful, increasingly 
mobile, educated, and urban population, beyond seeking to control it. Ethiopia’s rigid form 
of governance creates an uncertain  future, putting the country at increased risk of insta-
bility that would undermine pro gress on public health and development more broadly. 
Warning signs are already pres ent. As this report was being written, the authorities  were 
using force to put down serious protests in towns and university campuses across Ethio-
pia’s largest region of oromia.1

Despite their qualms over the EPRDF’s approach to governance, foreign donors enjoy 
productive relationships with Ethiopia and continue to pour assistance into the country. 
They are willing to turn a blind eye to the quiet authoritarianism of their hosts in the 
interests of achieving near- term development goals. they re spect a government that 
largely does what it says it  will do with the money it receives, has a clear vision, strong 
leadership, and an unwavering focus on achieving results. In Ethiopia, the link between 
foreign assistance and positive health outcomes is clearer than in many other African 
countries. At the same time, however, some donors privately express suspicions that the 
data published by the government are too good to be true.

the united States is Ethiopia’s most generous bilateral benefactor, spending more than 
$1.5 billion on foreign assistance between 2013 and 2015 alone. Health funding accounted 
for the largest portion by far of that expenditure, at more than $641 million.2 u.S. invest-
ments in tackling disease, training health workers, and strengthening the health system 
have saved countless Ethiopian lives. the u.S. health partnership with Ethiopia  will re-
main strong and enduring even as foreign assistance declines over time. the united States 
has an impor tant role to play in helping Ethiopia operationalize its efforts to improve the 
quality and equity of its health ser vices, laid out in its next five- year health strategy, the 
health Sector transformation Plan (hStP).

the united States can make an even more impor tant contribution to Ethiopia’s develop-
ment agenda, however, by  doing more to advance the dialogue on democracy and good 
governance and directing more funding to programs that seek to strengthen demo cratic 
institutions and practices. Efforts to date, including President Obama’s high- profile visit to 
Ethiopia in 2015, have failed to persuade the EPRDF that both its long- term interests and 
the interests of the country at large are advanced by expanding po liti cal freedoms and civil 
liberties. Ethiopia’s best chance of sustaining its pro gress on development rests on 
strengthening the foundations of the nation- state that have held, shakily at times, since 

1.  Reports from the  human rights organ ization  Human Rights Watch suggest that dozens of  people  were 
killed and many more detained without charge during several weeks of protests that began in the town of 
Ginchi before spreading to locations across Oromia. The catalyst for the protests was unhappiness about plans 
to expand the bound aries of Addis Ababa into parts of Oromia. See  Human Rights Watch, “Ethiopia: Lethal 
Force against Protestors,” December 18, 2015, https:// www . hrw . org / news / 2015 / 12 / 18 / ethiopia - lethal - force 
- against - protesters.

2.  Note that the health spending figure does not include humanitarian assistance, which was also substan-
tial. See foreignassistance . gov, Map of Foreign Assistance Ethiopia, http:// beta . foreignassistance . gov / explore#.
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1991.3 the most effective way to promote lasting peace is through inclusive governance 
rather than by criminalizing opposition,  whether real or  imagined. Ethiopia has endured a 
history of vio lence and conflict that is only just beginning to recede into the distance. A 
prolonged period of peace represents the best chance for Ethiopia to become a prosperous, 
stable, and healthy nation.

In its approach to Ethiopia, the united States should do the following:

• Review the fundamentals of a relationship that has become too comfortable for 
Ethiopia’s authoritarian government. Confront, rather than put off, difficult conver-
sations about democracy and governance. the united States has a responsibility to 
do what it can to help set Ethiopia on a more stable, sustainable development path. 
the two countries do not see eye to eye on demo cratic governance; however, as a 
firm friend of Ethiopia, the United States is better placed than any other partner to 
broach the issue with sensitivity and to conduct dialogue in a respectful manner. 
This dialogue should be backed up by a meaningful financial commitment from 
Congress to democracy and governance programs in Ethiopia. At the same time, care 
must be taken. the EPrDF’s control of the state is so extensive that ill- directed fund-
ing could inadvertently strengthen its grip rather than offer an opportunity for 
alternative voices to make themselves heard. A top priority  will be to find creative 
ways to buttress institutions such as Parliament and the judiciary that have been 
captured by the EPrDF but could potentially act as a counterweight to the party.

• In addition, the United States should deploy more robust tactics to encourage positive 
pro gress in Ethiopia, such as using its influence in multilateral institutions such as 
the World Bank and International Monetary Fund to press for po liti cal reform and 
economic liberalization. The United States should use Ethiopia’s desire to be a global 
advocate for the UN Sustainable Development Goals (SDGs) to challenge the EPRDF to 
pursue all the SDGs with equal vigor. This would include SDG 16, with its commit-
ment to peace and justice; rule of law; strong, accountable, and transparent institu-
tions; and participatory decisionmaking.

In its approach to the Ethiopian health sector, the united States should do the following:

• Help Ethiopia improve the quality and integrity of its health data by offering techni-
cal support, funding institutions that conduct health surveys, making data sharing a 
condition of  future program support, demanding more oversight of data from exist-
ing programs, and exploring new ways to test the veracity of data related to health 
programs.

• Step up technical support to Ethiopia so that it can match the ambitions of its health 
transformation agenda with a realistic plan to finance and operationalize it.

3.  Although Ethiopia has remained intact since 1991, it has faced an insurgency in the Somali region and 
armed opposition in parts of Oromia, fought a war with neighboring Eritrea between 1998 and 2000, and 
invaded Somalia in 2005.
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• Provide ample warning of any funding cuts and major changes to programs so that 
Ethiopia has sufficient time to prepare.

• Step up support for health workforce development by matchmaking Ethiopian health 
professionals with mentors at u.S. universities and within the u.S.- based diaspora.

• Encourage the Ethiopian government to incentivize private- sector engagement and 
investment in the health care system.
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Sustaining Improvements to Public 
Health in Ethiopia

Introduction: Ethiopia’s Rapid, Impressive  
Pro gress on Health

 Table 1.  Ethiopia Key Statistics

1994 2012

Total Population (millions) 53.5a 91.7c

Annual Population Growth (%) 2.9a 2.3c

Urbanized Population (%) 13.7a 17c

Life Expectancy (years) 52.4a 63c

Gross National Income (USD) 260b 410c

GNI Purchasing Power Parity (USD) 420b 1140c

Population Living on Less Than 
$1.25/day (%)

55.6b 31c

a. 1994 Census.
b. World Bank.
c. UNICEF State of the World’s  Children 2014.

Ethiopia has made impressive strides in improving the health status of its population, now 
sub- Saharan Africa’s second largest at approximately 95 million  people. Ethiopia is a 
desperately poor country with a long, troubled history, residing in a chaotic neighborhood 
riven by conflict, poor governance, and food insecurity.  These impediments make Ethio-
pia’s pro gress since 1991, when the current leadership seized power, all the more striking. 
The ruling co ali tion, the EPRDF, began life as a collection of rebel movements engaged in a 
long strug gle to oust the bloody Derg regime of Mengistu Haile Mariam. It has since com-
pleted one of the most successful transitions from guerilla force to civilian government 
Africa has seen in recent times. Its main achievement has been to hold together a vast, 
ethnically diverse population composed of groups that have historical grievances with one 
another and the state. It has done this through a combination of tight po liti cal control and a 
federal system of governance roughly aligned with the ethnic subnational bound aries of 
the state. The EPRDF has also been the first government in Ethiopian history to make a 
genuine attempt to provide basic ser vices in a systematic way to  people in all corners of the 
country. Describing itself as a demo cratic developmental state, the mode of governance is 
in real ity highly authoritarian. It draws from the economic model previously pursued by 
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“Asian tigers” such as South  Korea and Singapore but uses China as its main source of 
po liti cal inspiration.1

In its health development strategy, the government’s focus has been to reach Ethiopia’s 
rural population, which accounts for more than 80  percent of the population. The main 
mechanism for achieving this has been the Health Extension Program (HEP) (see Box 2), in 
which HEWs provide a basic package of curative and preventive ser vices to rural commu-
nities. The health infrastructure has been dramatically expanded with the construction of 
16,000 health posts, 3,500 health centers, and 311 hospitals in the past two de cades.2 
Broader infrastructure improvements have been equally impor tant. In par tic u lar  there 
have been big efforts to expand the road network, with a focus on rural roads; bring elec-
tricity to rural communities; and increase access to clean  water and improved sanitation. 
The overall development effort has been guided by a national master plan, the Growth and 
Transformation Plan, now entering its second iteration.

The results of this effort can be seen in steadily improving health outcomes across a 
range of indicators (see  Table 2). overall life expectancy has increased from 45 years in 
1990 to 64  today.3 Ethiopia met its Un Millennium Development Goal (MDG) for child health 
with three years to spare, reducing mortality among the  under- five age- group by two- 
thirds between 1990 and 2012.4 Improved immunization coverage helped propel this 
pro gress. By 2013, 83  percent of one- year- olds  were described as fully immunized, having 
received the  whole package of 10 vaccines provided by the government.5 Access to contra-
ceptives has greatly increased, which has helped reduce Ethiopia’s total fertility rate from 
5.5 in 2000 to 4.1 in 2014.6 Significant pro gress has been made in cutting morbidity and 
mortality caused by major communicable diseases. HIV prevalence is 1.2  percent, down 
from nearly 5  percent in 2001.7 Although this is a low percentage, in a country with as large 
a population as Ethiopia it still equates to 750,000  people living with HIV. TB mortality and 
morbidity has been cut in half since 1990, while Ethiopia has not suffered a serious out-
break of malaria for more than a de cade (see Box 1).8

1.  Dereje Feyissa Dori, “Ethiopia’s ‘africa Tiger’ Leaps  towards  Middle Income,” The Guardian, october 22, 
2014, http:// www . theguardian . com / global - development / poverty - matters / 2014 / oct / 22 / ethiopia - african - tiger 
- middle - income.

2.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Health Sector Transformation Plan 
2015/16-2019/20,” August 2015, 12.

3.  Ibid., 23.
4.  UnIcEF, “Ethiopia Meets MDG 4 by cutting  Under 5 Mortality by Two- Thirds since 1990,” September 13, 

2013, http:// www . unicef . org / ethiopia / events _ 13459 . html.
5.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Health Sector Transformation Plan 

2015/16-2019/20,” 25.
6.  central Statistical agency, “Ethiopia Mini Demographic and Health Survey,” august 2014, 31, http:// www 

. unicef . org / ethiopia / Mini _ DHS _ 2014 _  _ Final _ Report . pdf.
7.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Health Sector Transformation Plan 

2015/16-2019/20,” 31; UnaIDS, “county Pro gress Report on the HIV Response, 2014: Federal Demo cratic Republic 
of Ethiopia,” March 31, 2014, 15, http:// www . unaids . org / sites / default / files / country / documents / ETH _ narrative 
_ report _ 2014 . pdf.

8.  Federal Ministry of Health (FMoH), “an Excellent Return on Investment,” 2015, 1.
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In a sign of Ethiopia’s determination to develop a modern, medically advanced health 
care system, the country’s first successful kidney transplants  were carried out in 2015, at 
St. Paul’s Hospital in Addis Ababa. However,  there is still a long way to go before Ethiopia is 
able to address its most basic health needs. According to data compiled by the government, 
only 16  percent of births took place at a health fa cil i ty in 2014. This represented significant 
pro gress from just 5  percent in the year 2000, but underlined the size of the challenge 
ahead.9 The underutilization of health facilities by pregnant  women, combined with low 
numbers of antenatal visits and low levels of postnatal care, accounts for stubbornly high 
rates of maternal and neonatal mortality. according to the most recent available figures, 
the Maternal Mortality Ratio in the seven years preceding 2011 was 676 per 100,000 
births.10 The same survey suggests that newborn babies still suffer disproportionate risks. 

 9.  central Statistical agency, “Ethiopia Mini Demographic and Health Survey,” august 2014, 47, http:// 
www . unicef . org / ethiopia / Mini _ DHS _ 2014 _  _ Final _ Report . pdf.

10.  central Statistical agency, “Ethiopia Demographic and Health Survey 2011,” March 2012, 271, http:// 
www . unicef . org / ethiopia / ET _ 2011 _ EDHS . pdf.

 Table 2.  Ethiopia Selected Health Indicators

1990 2000 2005 2011 2014 DHSb

 Under- Five Mortalitya (per 1,000) 166 166 133 88 N/A
Infant Mortalitya (per 1,000) 97 101 88 59 N/A
Neonatal Mortalitya (per 1,000) 49 54 48 37 N/A
Maternal Mortality Ratioa (per 100,000) N/A 871 673 676 N/A
Fertility Ratea, b (births per  woman) 7.7 5.5 5.4 4.8 4.1
Births at Fa cil i tya (%) 5 N/A N/A 10 16
Antenatal Care from Health 
Professionala, b (%)

N/A 27 28 34 41

Babies Delivered by Health 
Professionalsa, b (%)

N/A 6 5 10 16

Stuntinga, b (%) N/A 58 51 44 40
Access to Drinking  Watera, b (%) N/A 18 24 54 57
Improved Sanitationa, b (%) N/A N/A 7 8 4
Female Literacy Ratea (%) N/A N/A 29 38 41
Male Literacy Ratea (%) N/A N/A 59 65 N/A
HIV Prevalencec (%) 0.9 4.5 3.5 1.5 N/A
Tuberculosis Prevalenced (per 100,000) 426 253 239 284 190
Malaria Cases (confirmed)e N/A 392,377* 538,942 1,158,197 2,645,454
Malaria Deaths (reported) N/A 1,681* 1,086 936 358

a. central Statistics agency of Ethiopia, “Ethiopia Demographic and Health Survey 2011,” http:// www . dhsprogram . com 
/ pubs / pdf / FR255 / FR255 . pdf.

b. central Statistics agency of Ethiopia and UnIcEF, “Mini Demographic and Health Survey 2014,” http:// www . unicef . org 
/ ethiopia / Mini _ DHS _ 2014 _  _ Final _ Report . pdf.

c. Ethiopian FMoH, “aIDS in Ethiopia: 6th Report,” national HIV Prevention and control office, 2014 (EFY 2007), http:// 
www . etharc . org / aidsineth / charts / ethiopia / ethiopia . htm#ANCH _ 01.

d. world Health organ ization, “Global Tuberculosis Report, 2015.”
e. world Health organ ization, “Global Health observatory Data Repository— MDG 6 Malaria,” 2015, http:// apps . who . int 

/ gho / data / node . main . A1364 ? lang=en.
* Data are from 2001; data from 1990–2000 are not available.
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Box 1. A Snapshot of Success: Pro gress on Malaria

Tackling malaria is a complicated challenge, requiring simultaneous efforts on 
disease surveillance, diagnosis, treatment, and prevention through bed net distri-
bution, insecticide spraying, and education. Despite the challenges, Ethiopia has 
made impressive pro gress in reducing malaria- related mortality and morbidity. 
More than 50 million Ethiopians live in areas affected by malaria, and the disease 
was the number one cause of outpatient visits in 2011.1 The United States has been 
instrumental in supercharging the drive against malaria, focusing its efforts on 
Ethiopia’s largest region, oromia. Since it began work in Ethiopia in 2008, the 
President’s Malaria Initiative (PMI) has spent between $20 million and $45 mil-
lion each year on malaria control. In addition, the United States has been the main 
contributor to four grants targeting malaria in Ethiopia through the Global Fund 
to Fight aIDS, Tuberculosis, and Malaria. The most recent, covering the period 
2014–2016, is worth more than $150 million.2 Ethiopia has matched the U.S. com-
mitment with efforts of its own. It has or ga nized several mass bed net distribu-
tion campaigns and was on course to provide universal coverage in malarial 
areas by the end of 2015. a PMI technical expert with long involvement in Ethio-
pia summed up the government’s approach: “When they say  they’re  going to do 
something, they do it.”3

Quick, accurate diagnosis is the key to driving down infection rates. HEWs have 
been trained to conduct rapid diagnostic tests at health posts and immediately 
dispense medicines to  those who test positive. The benefits of this large, state- 
driven effort can be found in Jimma, a malaria hotspot located in southwest oro-
mia.  Here, two lab technicians at the city’s health center draw blood from patients 
with suspected malaria, place the samples on a slide, and analyze them  under one 
of two microscopes donated by the United States. The entire pro cess takes 45 min-
utes. The technicians receive regular training and mentorship from IcaP, a U.S.- 
funded public health or ga ni za tion based at columbia University. The effort is 
bearing fruit and the results are proudly displayed on the laboratory wall. At this 
fa cil i ty, more than 4,500 malaria tests  were carried out in 2014. of  these, only 91 
tested positive for the disease: 79 for the vivax strain and just 12 for the more 
serious falciparum strain.

Inefficiencies within the drug procurement and distribution system hamper 
efforts to make even more headway in tackling malaria. Drugs and equipment 
stock outs are common. The system for distributing malaria medicines operates 
outside the official government- run drug supply chain, the Phar ma ceu ti cals  
Fund and Supply agency (PFSa). In october, on the eve of the peak malaria  
season, an estimated 30–40  percent of facilities  were affected by stock outs of 
essential malaria drugs.4 As is the case with other communicable diseases, 
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A lab technician tests a blood sample for malaria, Jimma Health Center.

594-64741_ch01_3P.indd   5 2/25/16   11:17 AM



-1—

0—

+1—

6  |  RIcHaRD DownIE

In 2011 the neonatal mortality rate was 37 per 1,000, showing  little pro gress on previous 
surveys.11 overall, however, the statistics tell the story of a country that starting from a 
very low baseline has made steady—in some areas, rapid— pro gress on health.

Accounting for Ethiopia’s Achievements
Several  factors explain Ethiopia’s success in improving the health status of its population. 
First, the government’s drive, ambition, and singular focus on outcomes, such as meeting 
the health MDGs, must be acknowledged. The EPRDF has followed a clear development 
strategy and rallied donors around its main components, which include a strong emphasis 
on ser vice delivery particularly in the areas of health, education, and poverty reduction. 
The overall approach to development laid out by the GTP has been top down and state 
driven, centered on delivering highly ambitious GDP growth targets through a combina-
tion of large- scale infrastructure proj ects, agricultural development, and  human capacity 
strengthening.  There has been strong cooperation and coordination across sectors, particu-
larly between health and education, recognizing the impor tant role that education plays in 
nurturing health- seeking be hav ior. In an apparent paradox, the EPRDF has balanced its 
centralizing tendencies by instituting a federal system that hands significant autonomy to 
regional governments. It has felt comfortable  doing so  because the long reach of the EPRDF 
network (the party and the state have essentially merged in Ethiopia) has enabled it to 
devolve power without ceding control. Many african regimes have mistakenly viewed 
decentralization as a panacea to poor governance, but in the case of Ethiopia, efforts to 
bring government closer to the  people have coincided with a rapid expansion of public 
ser vices.

one distinctive aspect of Ethiopia’s approach to health ser vice delivery has been the 
attempt to nurture community involvement on health at all levels, right down to the  family 
unit. This is achieved through the HEP, the HDa, and the model  family structure, which all 
work together to promote good health. Ethiopia’s government reserves the 

11.  Ibid., 112.

donor- funded vertical programs have had a positive impact in driving down 
morbidity and mortality, but the supporting structures to sustain  these efforts 
have lagged  behind.

1. Ethiopia FMoH, cited in PMI, “Malaria operational Plan FY 2015,” 5, http:// www . pmi . gov / docs / default 
- source / default - document - library / malaria - operational - plans / fy - 15 / fy - 2015 - ethiopia - malaria - operational - plan 
. pdf ? sfvrsn=3.

2. PMI, “Ethiopia operational Plan FY 2015,” 5–6, http:// www . pmi . gov / docs / default - source / default 
- document - library / malaria - operational - plans / fy - 15 / fy - 2015 - ethiopia - malaria - operational - plan . pdf ? sfvrsn=3.

3. Interview with PMI se nior technical adviser, washington, Dc, october 2, 2015.
4. Interview with head of U.S.- funded health system strengthening (HSS) proj ect, Addis Ababa, November 

3, 2015.
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Box 2. The Health Extension Program

The HEP is the flagship health initiative in Ethiopia, designed by the government to 
deliver basic ser vices to the country’s predominantly rural population. The HEP 
has been operational since 2004 and provides health care at the kebele (village) 
level from health posts staffed by two- person teams of HEWs. Nearly all of the 
HEWs are  women, mostly chosen from the communities they serve, who undergo 
one year of training to deliver a package of 16 ser vices.  These ser vices include 
immunizations; malaria, TB, and HIV prevention and control;  family planning; and 
civic education on the importance of hygiene and sanitation. The list was recently 
expanded to include the treatment of common childhood illnesses such as pneumo-
nia and acute malnutrition.  There are more than 38,000 HEws, all on the govern-
ment payroll. The program has been instrumental in establishing basic health 
ser vices in underserved communities and improving health indicators. The HEP 
has drawn so much interest from other developing countries that Ethiopia plans to 
set up an international institute for primary health care to pass on lessons learned.1 
The success of the HEP hinges on the fact that it is linked to the community and is 
staffed by  people known and trusted by the community, yet is fully integrated with 
the government health system, which provides training and salaries.

at a health post in Mojo, near oromia’s regional capital of adama, two HEws 
deliver the full package of ser vices from a modest two- room building. The fa cil i ty 
has no electricity, so vaccines— which must be kept refrigerated— are picked up 
from the nearest health center.  Here, the HEWs say that one of the most common 
ser vices they provide is  family- planning advice. They administer four kinds of 
contraceptives, including implants, a long- acting method, and Depo- Provera, an 
injectable contraceptive that lasts three months. The pair estimate that they spend 
a quarter of their time outside the health post  doing community outreach activities. 
one of the main efforts is to pass on their knowledge of good health practices to the 
families they assist, training up and “graduating” so- called model families who 
exemplify healthy living and can in turn advise their friends and neighbors.  These 
model families, estimated at 3 million nationwide, form the nucleus of the Health 
Development army, a volunteer force that multiplies the outreach effort by preach-
ing health messages at community events.

The HEP is entering a transition that  will bring with it many challenges.  These 
include maintaining— even expanding— the program while protecting its fiscal 
sustainability. Quality control is another issue, with reports of highly variable 
ser vices across the country. A public health expert from Jimma University voices 
concerns that HEws are being asked to take on too much responsibility: “They are 
supposed to deliver a package of 16 dif fer ent ser vices but how can they do that  after 
only one year of training?”2 Ensuring job satisfaction among HEWs is another issue 
 because  there are ongoing prob lems with staff retention. one of the strategies is to 
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right to intervene directly and robustly in  people’s lives and emphasizes the individual’s 
responsibility to help advance the development goals of the state. Most controversially this 
has involved relocating pastoralist families in remote locations into permanent settlements 
to bring them closer to public ser vices, only for commercial agriculture to begin on the 
land they vacated.12 In the health arena, citizens are encouraged to adopt health- seeking 
be hav ior such as using  family- planning ser vices for healthy timing and spacing of preg-
nancies; giving birth with the assistance of a skilled birth attendant; and abandoning 
“harmful traditional practices,” such as child marriage and female circumcision. While 
the goals are admirable, some Ethiopians are wary of the model  family representatives in 
par tic u lar, believing that they perform a dual role as health promoter, on the one hand, 
and eyes and ears of the party, on the other. one of the most difficult dilemmas for Ethio-
pia’s foreign donors to grapple with is the fact that the effectiveness of the ser vice delivery 
system in the country is partly due to the authoritarian nature of the EPRDF, which is able 
to use its network to efficiently channel goods to its citizens.

DoNoR SUPPoRT

“We think Ethiopia is a  great partner.”13

“It’s a rewarding place to work.  There’s strong leadership, a strategic focus on results; you 
have opportunities to engage at a strategic level.”14

12.  See, for example,  Human Rights watch, “waiting  Here for Death: Forced Displacement and ‘Villagiza-
tion’ in Ethiopia’s Gambella Region,” January 2012, https:// www . hrw . org / report / 2012 / 01 / 16 / waiting - here - death 
/ forced - displacement - and - villagization - ethiopias - gambella - region; africa confidential, “aid and Ethics clash,” 
February 26, 2014, http:// www . africa - confidential . com / article / id / 5243 / aid _ and _ ethics _ clash.

13.  Interview with se nior U.S. official, U.S. embassy, addis ababa, october 26, 2015.
14.  Telephone interview with se nior country representative of leading multilateral donor, September 28, 2015.

provide a  career path for HEWs who wish to rise up in the health system, but this 
 will be difficult  because many HEws do not have enough formal education to qualify 
for more se nior positions. Another challenge is tailoring the HEP model to dif fer ent 
settings. Although the rural HEP has been adapted to serve urban populations and 
pastoralists, a more modest package of ser vices is provided  under  these systems, 
and the results have been underwhelming. Fi nally,  there are concerns about the 
potential politicization of health provision  under the HEP and other community 
health structures. one U.S. malaria expert with experience of working in Ethiopia 
notes, “Structures like the HEP and Health Development army are strongly  under 
the control of EPRDF. They have become arms of the party.”3 Foreign donors have 
been prevented from interacting directly with the HDa, making it difficult to evalu-
ate their exact purpose or their effectiveness in promoting health- seeking be hav ior.

1. Interview with se nior adviser to minister of health, addis ababa, october 25, 2015.
2. Interview with public health professor, Jimma, November 1, 2015.
3. Interview with washington, Dc– based expert with PMI, october 2, 2015.
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“The government is actually a privilege to work with. It has its own ideas, we  don’t always 
agree, but we can engage with them.”15

As  these effusive testimonies illustrate, Ethiopia has been able to count on steadfast 
allies in the donor community, the United States in par tic u lar, to help deliver on its devel-
opment vision.16 The United States is Ethiopia’s largest single bilateral donor, committing 

15.  Interview with country man ag er of leading multilateral donor, washington, Dc, September 22, 2015.
16.  While the Chinese relationship with Ethiopia garners outsize attention, theirs is a relationship built 

around trade and investment rather than aid, and to date  there has been relatively  little Chinese engagement 
in the health sector.

Box 3. Po liti cal Control in Ethiopia

The May 2015 elections underlined the complete dominance of Ethiopia’s ruling 
party in the po liti cal life of the country. The EPRDF and its allied parties won all 
547 seats in Ethiopia’s main legislative body, the House of  People’s Representatives.1 
This outcome demonstrated the limited opportunities for alternative voices to make 
themselves heard in public life. The only safe space for po liti cal debate is within the 
confines of the EPRDF. opposition parties are marginalized, internally divided, and 
strug gle to make themselves relevant. A barrage of repressive legislation has re-
stricted  free speech and effectively criminalized dissent, including the Anti- 
Terrorism Proclamation, which defines terrorism in overly broad terms. 
In de pen dent media has been hounded out of the country. The in de pen dent nongov-
ernmental sector has been largely regulated out of existence and its links severed 
with international donors by the 2009 charities and Socie ties Proclamation. nGos 
that concentrate on ser vice delivery continue to operate but even their activities are 
restricted by onerous regulations that prevent them from spending more than 
30  percent of their bud get on administration, a vague category that includes train-
ing.2 Ethiopia’s large diaspora is derided— and mischaracterized—as a shrill voice 
of opposition to every thing the EPRDF says and does.

The po liti cal climate was not always so constricted. The 2005 elections briefly 
opened a win dow into an alternative real ity, where opposition parties  were  free to 
or ga nize and campaign. The result shocked the EPRDF. when the votes  were 
counted, opposition parties had secured more than 30  percent of the vote and 
claimed they had been cheated out of even bigger gains. The security forces  were 
dispatched to quell the demonstrations that followed, and approximately 200 
 people  were killed. Ethiopia’s short- lived demo cratic experiment was over.

1. For more analy sis of the 2015 elections and their implications for governance in Ethiopia, see Leon-
ardo R. arriola and Terrence Lyons, “Ethiopia’s 100% Election,” Journal of Democracy 27, no. 1 (January 2016): 
76–88, http:// www . journalofdemocracy . org / sites / default / files / arriola - 27 - 1 . pdf.

2. Full text of the law available at http:// www . mfa . gov . et / docs / charities%20and%20Socities%20Legisla-
tion . pdf.
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no less than half a billion dollars per year since 2008. The health sector receives by far the 
largest share of this assistance (see  Table 3). It is hard to overstate the role that U.S. health 
assistance, both financial and technical, has played in saving and extending the lives of 
millions of Ethiopian citizens, particularly through disease- specific programs such as the 
President’s Emergency Plan for aIDS Relief (PEPFaR) and PMI.  Today, 380,000 Ethiopians 
living with HIV are sustained on antiretroviral drugs (ARVs) thanks in large part to U.S. 
support, delivered directly and via the Global Fund.17 Even though PEPFAR expenditure 
declined 20  percent in Ethiopia between FY 2012 and FY 2014, the program nevertheless 
spent more than $660 million in the country during that period.18 This huge influx of 
resources enables the Ethiopian government to concentrate on other health priorities, such 
as maternal and child health. Less than 1  percent of Ethiopia’s domestic health bud get is 
spent on HIV.19

Ethiopia has nurtured relationships with its international partners based on mutual 
trust. While the concept of host country leadership is an aspiration rather than a real ity for 
the United States in much of its development engagement elsewhere in Africa, Ethiopia 
lives up to the ideal. Ethiopia is firmly in control of the relationship, has laid out a vision 
for its health sector, and has or ga nized the donors around it. a se nior adviser to the FMoH 
summarizes the relationship in clear terms: “We  don’t want donor backseat  drivers. We 
take the lead. If donor priorities  don’t fit, then fine, go elsewhere.”20 While this uncompro-
mising approach can sometimes lead to clashes, U.S. officials say they would rather have a 
partner that is committed and clear about its priorities than a passive one that sits back 
and waits for assistance to be delivered.

17.  Interview with se nior official in Ethiopian FMoH, addis ababa, november 3, 2015.
18.  PEPFaR, PEPFaR Dashboard, “Ethiopia Expenditures by Program area, FY 2012– FY 2014,” https:// data 

. pepfar . net / country / expenditure ? country=Ethiopia & year=2012 & yearTo=2014.
19.  Interview with health official, U.S. embassy, addis ababa, october 26, 2015.
20.  Interview with se nior adviser to Ethiopian FMoH, addis ababa, october 25, 2015.

 Table 3.  U.S. overseas Development Assistance, 
FY 2014

USD

HIV/aIDS $127,625,891
TB $13,696,848
Malaria $26,833,800
Maternal, newborn, and child Health $23,923,091
 Family Planning and Reproductive Health $18,214,526
Nutrition $5,958,889
other Public Health Threats $13,345
 Water Supply and Sanitation $4,509,166
Total U.S. Investments in Health $221,285,616
Total U.S. oDA Spending $539,107,813

Source: http:// beta . foreignassistance . gov / explore#.
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The authoritarian nature of Ethiopia’s governance system and its denial of basic po liti-
cal rights and civil liberties are sources of concern for Western donors but have rarely 
threatened to slow the flow of development (and, for that  matter, security) assistance. The 
2005 election vio lence prompted donors to review their engagement but ultimately caused 
no lasting damage to relations. Beyond the occasional mildly critical public statement, the 
traditional donors simply do not know how to respond effectively to the challenge of man-
aging a relationship with an effective, useful partner that tolerates no discussion on demo-
cratic development. Ultimately, when it comes to development and security, it seems that 
Ethiopia is too good a partner to turn down. It also helps that in a region characterized by 
poor governance and instability,  there are few attractive alternatives to choose from. 
Western partners, including the United States, appear to have reached the pragmatic 
conclusion that they have limited leverage over the government of Ethiopia and can hardly 

Box 4. Health Provision at the Regional Level: The Perspective from oromia1

Ethiopia’s federal system of governance was instituted by the current government 
in recognition of the country’s cultural and ethnic diversity and as a response to a 
legacy of overcentralized rule by disconnected elites in Addis Ababa.  Under the 
EPRDF, nine federal regions and two city administrations  were created, each with 
their own regional Parliaments, all of which are governed by EPRDF member 
parties or affiliates. The regions have significant responsibilities, particularly in 
the area of ser vice delivery. The oromia region is home to nearly 35 million  people, 
a population bigger than most countries on the African continent. It is a sprawling, 
diverse region that surrounds Addis in the center and extends west and south, to 
the borders of South Sudan and  Kenya, respectively. It is also a region with a history 
of po liti cal opposition to the government, both peaceful and violent. Most recently, 
protests erupted in November 2015 over plans to expand the municipal bound aries 
of addis ababa into parts of oromia.

oromia’s Regional Health Bureau (RHB) and its workforce of 55,000  people is 
responsible for meeting the complex health needs of oromia’s population. The 
region has made pro gress in improving its health indicators, for example, on child 
survival and access to  family planning and in tackling the main communicable 
diseases.2 For example, the HIV prevalence rate has dipped below 1  percent, down 
from a high of 1.6  percent in 2009. A total of 22.6 million  people have been tested for 
HIV in oromia alone, and more than 90,000 patients are currently taking aRVs.3 
However,  there are signs that efforts to stop the spread of the disease are coming 
 under strain. The RHB expresses concern about the number of new cases at univer-
sities, construction sites, and in the investment corridor that runs through the 
region. A growing number of patients are experiencing treatment failure. At the 
same time, cutbacks to PEPFAR mean that U.S. support for HIV treatment and 
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Jimma University Hospital
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prevention is dwindling at a critical time. of the 206 districts being transitioned out 
of direct PEFPaR support nationwide, 105 are in oromia.

an estimated 35–40  percent of the region’s TB cases go undetected. The cost of 
testing and treating the rising number of multidrug- resistant TB (MDR- TB) cases places 
enormous strain on resources. Health officials also express concern about the growing 
burden of treating noncommunicable diseases such as diabetes and hypertension. 
not only that, parts of oromia are severely affected by food and  water shortages 
triggered by the El Niño weather system and resulting drought, currently affecting 
scores of countries across africa and beyond. oromia’s 4 million pastoralists are 
particularly badly hit. The authorities already face par tic u lar challenges in accessing 
 these hard- to- reach populations, who suffer the worst health outcomes in the region.

Despite impressive efforts, oromia strug gles to meet this enormous health 
burden. a se nior official with the RHB says  there are challenges with funding, 
infrastructure, and  human capacity: “We have limited resources and so much 
demand. Lab capacity is an issue; we need more capacity building in that area. we 
also have high staff attrition and have had to be creative with task shifting to fill 
gaps.”4 In some areas, local communities have helped address health equipment 
shortages by raising money to buy ambulances and other assets. Despite  these ad 
hoc initiatives, however, the health funding gap is widening.

Good pro gress has been made in reaching rural communities through the HEP, 
but the tertiary health system is creaking. In Jimma, a six- hour drive southwest of 
addis, the city’s thriving medical school is one of the country’s finest. But the teach-
ing hospital, serving a catchment area of 15 million  people, is in a pitiful state. The 
hospital’s 800 medical staff members receive 300,000 outpatient visits and treat 
20,000 inpatients each year in cramped, dilapidated conditions. A scrum of would-
be patients jostles for attention at the triage area,  mothers give birth on mattresses 
in the corridor of the maternity unit, and huddles of medical students crowd around 
patients, trying to learn in chaotic, unsanitary conditions. Construction of a new, 
more spacious hospital, funded by the national government and built by the Chi-
nese, was completed several months ago. Yet for the time being it stands idle while 
the authorities wait for the power supply to be connected. a se nior official at the 
hospital diplomatically describes the situation as “suboptimal.”

1. The information in this section is drawn from meetings with the se nior leadership of oromia RHB in 
the state capital, Adama, and site visits to hospitals, health centers, and health posts in the Adama area, 
october 27–28, and site visits to health facilities and Jimma University, Jimma, november 1–2.

2. according to figures from 2014–2015,  under- five mortality was 55 per 1,000 live births, slightly better than 
the national average. The contraceptive Prevalence Rate, which mea sures the percentage of  women of reproduc-
tive age using modern  family planning methods, improved from 6.6  percent among married  women in 2000 to 
44  percent in 2014. Figures from oromia RHB, “Five Years Major  Family Health Program Pro gress 2003–2007 EFY 
(2011/12-2014-15),” october 2015. The oromia RHB has not published data on its Maternal Mortality Rate.

3. Figures taken from pre sen ta tion by RHB, adama, october 28, 2015.
4. Interview with se nior official from oromia RHB, october 28, 2015.
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use donor funding, much of which comes in the form of lifesaving assistance, as a bargain-
ing chip to negotiate for accelerated pro gress on demo cratic development.

Building on Success: The way ahead
Ethiopia’s health system has reached an impor tant crossroads. Primary health care ser-
vices have been introduced nationwide and are beginning to address the basic needs of its 
citizens. The next challenge is to expand, sustain, and improve the provision of health care, 
from the primary up to the tertiary level. This is a much more ambitious task, particularly as 
Ethiopia enters a period of financial uncertainty with donor support leveling out and limited 
sources of domestic financing available. as always, the government has deployed consider-
able effort to thinking through  these prob lems and devising a strategy to address them. 
The HSTP, launched in october 2015, provides the blueprint for the next five years. It is 
supposed to be the first installment of a 20- year plan to achieve universal health coverage 
in Ethiopia. Although much of the document is aspirational in tone, attempts are made to cost 
the plan, design a framework to implement it, and provide monitoring and evaluation tools to 
check pro gress along the way. In many ways, the agenda of the HSTP mirrors that of the 
United nations in its evolution from MDGs to SDGs, a pro cess in which Ethiopia was deeply 
engaged. The focus is on the sustainability, quality, and equity of health care provision.

TWo PRIoRITIES: QUALITY AND EQUITY

Ethiopia’s health agenda for the next five years can be boiled down to a quest for two goals: 
quality and equity in health care. With the basic foundations of a health system in place, 
the government is expanding its ambitions to focus on the quality of ser vices patients 
receive. This shift in focus stems from an awareness that basic ser vices have been intro-
duced with  little consideration of  whether they are any good, which may account for why 
many health ser vices continue to be poorly utilized.

The shift from outputs to outcomes contains several components. at the center of the 
plan is the desire to create a more patient- focused ser vice by improving health care facili-
ties and developing what the HSTP calls a “caring, respectful and compassionate 
workforce.”21 on the one hand, this effort is directed at health workers, through initiatives 
to improve training, lift standards, improve working conditions in order to motivate and 
retain staff, and identify champions that personify the ethos of medical professionalism. 
The HSTP is candid that a lack of professionalism is a serious prob lem within the health 
workforce, describing a situation where “in many of our hospitals, se nior physicians cancel 
their outpatient clinics without informing their patients, elective surgeries get cancelled; 
admitted patients are by default getting the care they need from relatives as nurses, for 
vari ous reasons, have limited their role to providing injections and securing IV lines.”22 on 
the other hand, the effort to focus more closely on patients’ needs is designed to stimulate 

21.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Health Sector Transformation Plan 
2015/16-2019/20,” 14.

22.  Ibid., 118.

594-64741_ch01_3P.indd   14 2/25/16   11:17 AM



—-1

—0

—+1

SUSTaInInG IMPRoVEMEnTS To PUBLIc HEaLTH In ETHIoPIa  | 15

Box 5. Moving from Quantity to Quality: Health Workforce Development

Ethiopia has made impressive efforts in recent years to address the chronic under-
staffing of its health ser vice. The deficit of qualified professionals is huge. Figures 
from 2012 showed that Ethiopia had just 2,152 physicians for a population that at 
the time stood at more than 80 million  people.1 Nontraditional ways have been 
found to deliver health care and health prevention advice through task shifting via 
innovative mechanisms such as the HEP and the HDa. a worldwide search has been 
conducted to attract foreign doctors for short-  and long- term assignments focused 
not only on providing medical treatment but on training and mentoring Ethiopian 
counter parts. For example, St. Paul’s Hospital Millennium Medical college in addis 
Ababa supplements its staff with 20 Cuban doctors who signed a two- year ser vice 
contract in october 2015. It also brings in what it calls “retired but not tired” doctors 
from around the world— including the diaspora—to do short- term working visits and 
busily forges partnerships with universities around the world. They include the 
center for International Reproductive Health Training at the University of Michigan, 
which is led by one of its former cEos and works with nine Ethiopian medical schools.

The government views reliance on outside assistance as a stopgap mea sure 
while it scales up a rapid expansion of medical school programs that  will dramati-
cally increase the volume of Ethiopian medical gradu ates in the coming years. The 
number of medical schools has expanded from 3 to 33 (including 3 private schools) 
in  little more than a de cade, and  there are now 47 midwife- training centers around 
the country.2 The range of courses has also greatly expanded. at Jimma University’s 
College of Health Sciences, postgraduate students are now able to specialize in 
anything from pathology and plastic surgery to dentistry, radiology, and drug 
quality management. National policy aims to attract students from the four poorest 
regions, officially known as the Developing Regional States (DRS) (afar, 
Benishangul- Gumuz, Gambella, and Somali Regions), where medical professionals 
are often reluctant to work. The government has ordered that 30  percent of all new 
entrants to medical degree programs must come from  these regions, and serve a 
minimum of three years back home upon graduation.

Unsurprisingly, the huge influx of new recruits raises concerns that the educa-
tion system is being overloaded and  will strug gle to adequately prepare gradu ates 
for a  career in medicine. The cEo of one of the country’s top medical schools said he 
could only comfortably admit 100 students a year, but the government forced him to 
accept 200 to meet its quota.3 The better established schools are being asked to do 
faculty exchanges with the less capable ones in order to spread resources more 
equitably. Quality assurance mea sures have been introduced, standardized curri-
cula have been rolled out, and courses have been restructured to give students 
hands-on experience as early as pos si ble. But resources are stretched to their limit. 
one medical school cEo complains, “The government sets very high standards, but 
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demand, educating clients on what they should expect from the ser vices they utilize so that 
they can better hold medical staff to account when ser vices fall short of their expectations. 
In a country where citizens are accustomed to receiving directives rather than asking 
questions of authority, the task of cultivating demand  will require a significant shift in 
be hav ior.

The quest for quality is being concentrated at the woreda level, the second- lowest rung 
of the administrative ladder in Ethiopia. A woreda is home to roughly 100,000  people and 

how can we achieve them if they  don’t deliver the tools?”4 An additional prob lem is 
finding candidates of sufficient quality, particularly in the DRS. The head of another 
medical school describes the difficulty of finding functionally literate students for 
his undergraduate medicine program.

In addition to flooding the health system with new  human resources, the gov-
ernment is trying to do more to retain staff members once they enter. Low retention 
rates are a serious prob lem in the public system, where overworked, underpaid 
staff members find it hard to resist better conditions and salaries in the private 
sector, the international nGo sector, or overseas. Some efforts have been made to 
make a medical  career in the public sector a more attractive  career option. Salaries 
for physicians have increased in recent years, although at approximately 7,000–
8,000 birr per month (about $350), they are barely enough to rent a condominium in 
addis. on the  whole, the government’s response to retention prob lems has focused 
on sticks rather than carrots. In par tic u lar, medical gradu ates are refused accredi-
tation  until they have served a minimum time period in the public sector. This can 
range from three years in a hardship post to up to six years in a more attractive 
location such as Addis.

Per sis tent workforce quality and retention issues make it difficult for the gov-
ernment to enact its agenda,  under the HSTP, to improve professionalism and de-
velop a more caring health workforce. It is not difficult to find dedicated 
professionals at all levels of Ethiopia’s health system but the exacting nature of the 
job, the poor working conditions, and the lack of support inevitably impairs the 
quality of ser vice provision. As one se nior health hospital executive notes, “It’s not 
that we lack caring  people in the profession;  people are just overworked. We make 
more and more demands on our staff, but if you  don’t motivate them, then you are 
heading for prob lems. The government is very demanding.”5

1. Kelly Ramundo, “The Female ‘army’ Leading Ethiopia’s Health Revolution,” USAID Frontlines, May 
2012, https:// www . usaid . gov / news - information / frontlines / child - survival - ethiopia - edition / female - army 
- leading - ethiopias - health - revolution.

2. Interview with former cEo of Ethiopian medical school, october 15, 2015.
3. Interview, November 2, 2015.
4. Ibid.
5. Ibid.
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has an elected council. In terms of health provision, a woreda is supposed to have 20 health 
posts staffed by HEws, four health centers, and a primary hospital.  These facilities are 
overseen by a health office, which provides administrative direction, coordinates public 
and private health care providers, and performs a financial stewardship function.  Under 
the plans laid out by the HSTP,  these health offices  will become the fulcrum of a “woreda 
transformation” in health.23  There are few concrete details about how this vision  will be 
achieved, but  great emphasis is placed on the importance of community participation and 
consultation as a means for improving health care provision.

a final, impor tant, ele ment of the quality agenda is improving the collection of health 
data that can be used to better inform the authorities about gaps in provision, patient 
outcomes, and patient satisfaction. one of the main concerns with health data in Ethiopia is 
that while plenty is gathered,  there are doubts about its accuracy and  little evidence to 
suggest that it is used to inform and improve policy. Hence, the so- called information 
revolution is a major component of the HSTP’s “transformation agenda” and a constant 
theme of conversations with Ethiopian health officials.  There is suspicion, however, that 
the primary purpose of data is to support the government’s claims of continuous, inexo-
rable pro gress on health, while its utility in improving ser vices is of secondary concern.24

aside from quality, the other main focus of the HSTP is improving equity. The govern-
ment is officially committed to ensuring that all groups and regions have equal access to 
ser vices. The HSTP identifies several impediments to equity, including poverty, underde-
veloped road and power infrastructure that limits the ability to reach remote populations, 
and substandard education. Under lying the equity agenda is a concern that while Ethiopia 
has experienced more than a de cade of strong GDP growth, the gap between rich and poor 
has widened.25

In terms of health equity, the biggest challenge is addressing the lagging health out-
comes in Ethiopia’s four outlying DRS. The DRS are remote, poor, and underserved, and 
many of their populations follow a pastoralist lifestyle that complicates ser vice delivery. 
Health indicators underline the disparities between the DRS and better performing re-
gions. The 2011 Demographic and Health Survey found that  under- five mortality in 
Benishangul- Gumuz was 169 per 1,000 births compared with 53 in addis ababa.26 In 
Somali Region, the total fertility rate was 7 compared with 1.7 in Addis.27 The government 
openly acknowledges that it has a prob lem in the DRS, a vast area covering half of the 

23.  Ibid., 116.
24.  This suspicion was raised by multiple sources, both Ethiopian and members of the donor community, 

during interviews conducted inside and outside the country.
25.  For example, a World Bank study found that although Ethiopia has succeeded in lifting large numbers 

of  people out of poverty, the poorest  house holds  were poorer in 2011 than they  were in 2005. See World Bank, 
Ethiopia Poverty Assessment 2014 (washington, Dc: world Bank, 2015), https:// openknowledge . worldbank . org 
/ handle / 10986 / 21323.

26.  central Statistical agency, “Ethiopia Demographic and Health Survey 2011,” March 2012, P113 http:// 
www . unicef . org / ethiopia / ET _ 2011 _ EDHS . pdf.

27.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Health Sector Transformation Plan 
2015/16-2019/20,” 59.
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landmass of Ethiopia but containing only one- tenth of the population. a modified version 
of the HEP that tries to reach pastoralist communities through mobile clinics has not 
delivered health gains in a cost- effective manner, and new models of support  will be 
needed. The U.S. government is working with Ethiopia to come up with solutions, and 
USaID is poised to launch a $30 million program to test new approaches  toward health 
ser vice delivery in the DRSs.28 In the short term, the United States is likely to revert to 
direct health ser vice delivery through nGos.

Perhaps the most impor tant overarching equity issue to address in the long term is 
ensuring that  people can afford health care. Despite rapid improvements in public health 
ser vices, much of them provided  free of charge, Ethiopians still pay a disproportionate 
amount on health care out of their own pockets. The most recent edition of Ethiopia’s 
national Health accounts found that in 2010–2011,  house holds provided 34  percent of 
Ethiopia’s overall expenditure on health.29 Ambitious efforts are  under way to establish 
health insurance programs that  will ultimately cover all citizens. A social health insurance 
scheme is being set up for workers employed in the formal sector while the majority who 
work informally  will be covered by community- based health insurance programs.  These 
efforts are at an early stage, but they  will be critical in determining the success or failure 
of the government’s aspiration to deliver on its equity mandate.

Challenges on the Horizon
Ethiopia  faces a set of formidable hurdles as it approaches the task of realizing the ambitious 
goals laid out in its health strategy for the next five years and beyond.  These challenges also 
impact or complicate U.S. efforts to effectively support Ethiopia’s development agenda.

RISING DEMAND

While it is impor tant to credit Ethiopia for the pro gress it has made in tackling its commu-
nicable disease burden, improving maternal and child health, and beginning to address 
some of the under lying structural  causes of ill health, such as poverty and poor education, 
 there is a long way to go. Ethiopia remains a very poor country, despite the rapid economic 
growth of recent years, ranking 174th out of 188 nations in the 2015 Un  Human Develop-
ment Index.30 Ethiopia also  faces a complex, fast- evolving health burden in common with 
rapidly developing countries. The HSTP talks of a “ triple burden” of communicable disease, 
noncommunicable disease, and accidents/injuries.31

28.  Interview with se nior USaID official, U.S. embassy, addis ababa, october 26, 2015.
29.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Ethiopia’s Fifth national Health accounts 

2010/11,” april 2014, xiv, https:// www . hfgproject . org / wp - content / uploads / 2014 / 04 / Ethiopia - Main - nHa - Report 
. pdf.

30.  Un Development Program (UnDP),  Human Development Report 2015: Work for  Human Development 
(new York: UnDP, 2015), 210, http:// www . undp . org / content / dam / undp / library / corporate / HDR / HDR%202015 
/ HumanDevelopmentReport _ En . pdf.

31.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Health Sector Transformation Plan 
2015/16-2019/20,” 12.
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A careful balance must be struck between responding to the emerging threats posed by 
“Western” health conditions like cardiovascular disease and diabetes while maintaining 
efforts to reduce the communicable disease burden.  There are some warning signs that 
pro gress on malaria, HIV, and other communicable diseases could stall, even reverse, 
without vigilance. For example, multiple health officials expressed concerns that young 
 people in urban areas and at universities  were becoming increasingly resistant to mes-
sages about safe sex. Health experts working on malaria are alarmed that temperature 
rises due to climate change could soon turn Addis Ababa, currently protected owing to its 
high altitude, into a malarial zone. Such an outcome would have a calamitous effect on 
malaria control, prevention, and financing efforts. Furthermore,  there is no room for 
complacency in the fight against TB while detection rates hover at around only 60  percent 
and cases of MDR- TB— which is difficult and ruinously expensive to treat— continue to 
increase.

one final  factor to consider is the likely consequence of the government succeeding in 
achieving the quality- related goals laid out in the HSTP. By making the health ser vice more 
client focused, it is likely to create more demand for its ser vices as  people start to see the 
benefits of using them. This  will place even more strain on an already overloaded system.

FINANCIAL SUSTAINABILITY

Ethiopia has  grand ambitions to achieve the status of a lower- middle- income country by 
2025 and  middle- income status by 2035. Achieving  these ambitions comes with a big price 
tag, and obtaining this status  will have financial implications for its relationship with 
donors, whose support  will tail off. Currently, Ethiopia is light- years away from being able 
to sustainably finance its health care needs. The most recent national Health accounts 
showed that donors provided nearly half of the expenditure on health in 2010–2011, while 
the government contribution was less than 16  percent. The donor contribution to specific 
disease responses was even higher. For example, donors bankrolled 83  percent of expendi-
ture on HIV/aIDS.32

Ethiopia’s health system  faces a race against time to reduce its reliance on external 
assistance, particularly as impor tant donors such as the United Kingdom transition away 
from health care funding and the bud gets of big disease- specific programs such as PEPFaR 
begin to taper off. Ethiopia must calculate the cost of its  future health needs, quantify the 
funding gap, and come up with ways to fill it. The task is made even more difficult  because 
Ethiopia’s health ambitions are entering an even more expansive and costly phase as it 
embarks on a path to achieve universal health coverage in the next 20 years. The funding 
envelope is therefore contracting just as the goals become more ambitious and expensive. 
Even within the short- term outlook of five years, Ethiopia’s health financing gap is enor-
mous. The FMoH uses financial projections to cost the HSTP over the next five years and 
estimate the funds that  will likely be available to meet  those costs, from both domestic and 

32.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Ethiopia’s Fifth national Health accounts 
2010/11,” xiv– xv.
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external sources. Even  under the most optimistic scenario (least cost and most funding), 
the gap is $1.5 billion: $15.6 billion versus $14.1 billion.33

Urgent efforts are  under way to bridge this gap. They include efficiency savings, health 
insurance schemes, sin taxes on tobacco products, allowing individual health facilities to 
raise and spend their own revenues, pressing donors to reduce their transaction costs, and 
even encouraging communities to raise money for the purchase of health assets. Many of 
 these ideas are innovative and worth pursuing, but they do not go far enough. Ultimately, 
the government itself  will need to commit more of its money to health, but it has limited 
fiscal space to do so. The private sector  will also need to play a bigger role, which  will 
require a more supportive attitude from the government.

oVERREACH

We want to run fast. And to run fast, we need more fuel.

— Dr. Mulatu Teshome, President of Ethiopia34

Ethiopia’s government has set itself hugely ambitious, some would say unobtainable, 
health targets. It wants to leap entire developmental stages rather than take incremental 
steps  toward its objectives. While lofty ambitions are to be applauded, they place the 
government  under intense pressure to deliver, make excessive demands of a hard- pressed 
health workforce, and raise concerns about the durability of hurriedly assembled systems 
and programs. In the area of immunizations, Ethiopia wants to move from a successful 
approach based around mass vaccination campaigns or well- baby clinics on a designated 
day of the week to a fully integrated, decentralized system where the  whole menu of immu-
nizations are available at the lowest- level health fa cil i ty on a daily basis. While this is an 
admirable goal, it is dependent on functioning logistics systems, such as cold chain, that do 
not yet fully exist. overreach by the authorities puts the bigger goal of universal immuni-
zation coverage at risk.

The approach  toward immunization extends to other areas of the health system, where 
new strategies and programs tend to be operationalized with undue haste. According to the 
head of a major U.S.- funded HSS program, “The government is very averse to pi lots; it 
wants to scale up straight away.” He adds, “ There’s no acknowl edgment that we are in a 
learning environment.”35

The government expects donors to share its soaring ambitions, which can lead to exces-
sive financial demands being made. a se nior official at the U.S. embassy in addis describes 
an attitude where “they always want more, more, more.”36 The desire to prioritize every-
thing within a context of finite funding means that resources tend to get shunted from one 

33.  Federal Demo cratic Republic of Ethiopia Ministry of Health, “Health Sector Transformation Plan 
2015/16-2019/20,” 122–140.

34.  Interview with CSIS, Addis Ababa, November 3, 2015.
35.  Interview with country man ag er of large U.S.- funded health program, Addis Ababa, November 3, 2015.
36.  Interview with USaID official, U.S. embassy, addis ababa, october 26, 2015.
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urgent item to the next. when successive rounds of Demographic and Health Survey data 
showed insufficient pro gress in bringing down Ethiopia’s Maternal Mortality Rate, resources 
 were flooded  toward maternal health, which inadvertently led to a dip in immunization 
coverage.37 one U.S. embassy official likens the situation to a half- filled balloon; prioritizing 
one area means squeezing air to one part of the balloon, thereby deflating the rest.

The impatience for achieving rapid pro gress that translates into better health indicators 
means insufficient attention is sometimes paid to the systems that sustain  these improve-
ments. While the government understands the importance of supply chain systems, pro-
curement functions, data- gathering systems, and knowledge management, the 
development of  these institutions tends to lag  behind “front office” functions. Similarly, 
donors— including the United States— have also strug gled to integrate vertical, disease- 
specific programs into broader HSS efforts. The current prob lems facing the PFSa illustrate 
the importance of devoting constant care and attention to HSS. The PFSa is a federal agency 
responsible for procuring, warehousing, and distributing essential medicines and health 
equipment to more than 1,000 health facilities across the country. It has made significant 
improvements to drug delivery supply during a life span of less than a de cade but has 
expanded so rapidly in that time that cracks are starting to appear. A health expert who 
works closely with the PFSA paints a picture of an overcentralized or ga ni za tion with weak 
leadership that lacks sufficient institutional support from the FMoH. He forecasts that the 
agency  will likely reach crisis point before it gets better  because staff morale is low, techni-
cal specialists are leaving in large numbers, and a firefighting, ad hoc approach has been 
 adopted  toward operations, “which is a disaster for supply chain management.”38

Ethiopia’s obsession with achieving rapid, inexorable pro gress also creates a temptation 
to play fast and loose with health indicators. Ethiopia has clearly made impressive strides, 
but many observers question  whether the health indicators are  really as good as they 
appear. a se nior U.S. official describes concerns over the quality of health data as “a huge 
source of stress in our relationship with the Ethiopian government.”39 It is impossible to 
understand the extent of the prob lem  because of a lack of clarity about how statistics are 
collected and compiled at each reporting level. Nor is it pos si ble to apportion blame for 
faulty data to incompetence or malfeasance, although both appear to play a part. However, 
among the many  people interviewed for this report,  there was consensus that  there are 
serious prob lems with the government’s main framework for reporting health data, the 
Health Management Information System (HMIS), not least the fact that— because of a donor 
funding quirk— there are two rival systems in operation that do not communicate with 
each other. an internal, in de pen dent assessment of HMIS identified prob lems with data 
quality, poorly trained and overworked technicians, lack of guidelines, and a desire by 
staff members at health facilities to prioritize fulfilling their reporting requirements 
over gathering complete or accurate data.40 In addition, the government aggressively 

37.  according to a se nior official at the U.S. embassy, addis ababa, october 26, 2015.
38.  Interview with country man ag er of large U.S.- funded health program, Addis Ababa, November 3, 2015.
39.  Phone interview with se nior U.S. embassy official based in addis ababa, January 19, 2016.
40.  Document privately shared with author.
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guards its data and is reluctant to share it with donors, even for programs that donors 
themselves fund.

all of  these prob lems make it difficult to mea sure Ethiopia’s health pro gress and raise 
suspicions among donors that the story being presented by their hosts does not accurately 
reflect real ity. To cite one example, it is hard to reconcile the government’s claims to have 
achieved almost universal immunization coverage with the fact that  there  were 14,000 
confirmed cases of measles in 2014 and more than 18,000 suspected cases in the first 11 
months of 2015.41 an internal data quality assessment of immunization figures conducted 
by the FMoH in 2014 found serious discrepancies. The study examined data from more 
than 320 health facilities in all nine regions and both city administrations. For coverage of 
the Penta 1 vaccine,42 five regions significantly overreported their coverage levels,43 in one 
case by as much as 55  percent. A similar pattern was found for another childhood vaccina-
tion, Penta 3, where three regions overreported. The one exception was addis ababa, 
which significantly underreported its coverage for both vaccines.44

 Human Rights watch says it has evidence that health officials at the regional level have 
been pressurized into producing data that fit with the story line of relentless health pro-
gress. In one case, it spoke to an official from oromia’s RHB who alleged that figures he 
collected and fed up the chain of command  were exaggerated in data published by the 
FMoH. The man claims he was arrested and tortured  after he blew the whistle on what 
was happening.45

The government is aware that in a system where po liti cal freedoms and civil liberties 
are limited, much of its legitimacy derives from being able to deliver ser vices. officials are 
 under im mense pressure to demonstrate to citizens that  these ser vices are having a posi-
tive impact on public health. Data that reinforce this message are therefore highly prized. 
For this reason, statistics are vulnerable to manipulation, exaggeration, and politicization. 
Particularly suspect are indicators purporting to show pro gress in priority areas for the 
government, such as HMIS data showing a big rise in the number of  mothers giving birth 
at health facilities.46 Concerns over data quality are fueling mistrust among Ethiopia’s 
partners. as one health specialist puts it, “This government loves numbers, but their obses-
sion is killing them.” He adds, simply, “ Don’t believe the numbers.”47 For  these reasons, 

41.  wHo, “Reported Measles cases and Incidence Rates by wHo Member States 2014, 2015 as of october 5, 
2015,” http:// www . who . int / immunization / monitoring _ surveillance / burden / vpd / surveillance _ type / active 
/ measles _ monthlydata / en / index1 . html; wHo, “classification of Measles cases through november 2015, Update 
on accelerated Disease control in Ethiopia through november 2015,” 3.

42.  Pentavalent is a five- in- one combination vaccine.
43.  By more than 10  percent, according to the FMoH definition.
44.  FMoH Policy Plan Directorate, “Routine Data Quality assessment Preliminary Report,” June 2006 

(Ethiopian calendar), Power Point pre sen ta tion privately shared with author.
45.  Phone interview with  Human Rights watch country researcher, washington, Dc, September 23, 2015.
46.  according to HMIS figures from 2014, cited in the HSTP, skilled birth attendants  were pres ent at 

55  percent of deliveries. Federal Demo cratic Republic of Ethiopia Ministry of Health, “Health Sector Transfor-
mation Plan 2015/16-2019/20,” 26. This figure is at odds with the figure of 16  percent recorded in central 
Statistical agency, “Ethiopia Mini Demographic and Health Survey,” august 2014.

47.  Interview in Addis Ababa, November 2, 2015.

594-64741_ch01_3P.indd   22 2/25/16   11:17 AM

http://www.who.int/immunization/monitoring_surveillance/burden/vpd/surveillance_type/active/measles_monthlydata/en/index1.html
http://www.who.int/immunization/monitoring_surveillance/burden/vpd/surveillance_type/active/measles_monthlydata/en/index1.html


—-1

—0

—+1

SUSTaInInG IMPRoVEMEnTS To PUBLIc HEaLTH In ETHIoPIa  | 23

the U.S. government does not use HMIS data for its own reporting, preferring to conduct 
direct assessments. as one se nior official explained, “we always take Ethiopian data with a 
grain of salt.”48

GoVERNMENT RIGIDITY

The Ethiopian government’s dogmatic, singular, and imperious approach to driving na-
tional development has helped catalyze pro gress in the health sector. The determination 
and drive of health policymakers and prac ti tion ers has led to some impressive achieve-
ments. But as Ethiopia tries to navigate the next, tricky phase of implementing the HSTP, 
 there are concerns that its rigid approach might start to limit, rather than propel, further 
pro gress. Some observers won der  whether the control- freakery that characterizes the 
EPRDF’s governance style  will stifle its ability to adapt, innovate, and respond to health 
challenges as they emerge.

on the economic front, the EPRDF views the state as the dominant actor in driving 
growth, and  there has been a reluctance to embrace the private sector. Many observers 
argue that a more mixed approach  will be needed in  future. As one U.S.- based Ethiopia 
expert puts it, “In order to survive, the government has to continue to deliver the goods. 
But can it continue to deliver 10  percent GDP growth a year for the next 50 years?  Because 
that’s what it  will need to do.”49 A country representative of a major multilateral institution 
agrees that new approaches are required: “Ultimately, Ethiopia needs to transform to a 
more modern economy, with more manufacturing and ser vices. It needs more growth in 
the private sector and more inclusive growth  because growth so far  hasn’t led to much 
poverty reduction.”50 Poverty and poor health are so closely linked in Ethiopia that slower 
than expected economic growth could put a major dent in the government’s health trans-
formation plans.

The government has been slow to appreciate the potential role that the private sector 
can play in expanding the scale and quality of the health care system.  There are already 
more than 10,000 private clinics in Ethiopia, and in places like Addis Ababa, the private 
sector is an integral part of the health system. The addis RHB estimates that 60  percent of 
health ser vices in the city are provided privately and that 20  percent of births occur in a 
private fa cil i ty.51 officials working to promote more private- sector involvement in health 
care highlight several areas of opportunity. They include drug production, supply, and 
distribution; testing ser vices for HIV, TB, and other diseases (many patients prefer to get 
HIV tests at private clinics outside their catchment area rather than rely on their nearby 
public fa cil i ty, where they might be spotted by someone they know); and using technology 
in innovative ways. For example, SMS messaging is being used by some HEws to track 
down patients lost to follow-up. The government has made some steps  toward establishing 

48.  Phone interview with se nior U.S. embassy official based in addis ababa, January 19, 2016.
49.  Interview with Ethiopia expert and academic, washington, Dc, September 22, 2015.
50.  Interview with Ethiopia country team of multilateral or ga ni za tion, washington, Dc, September 22, 

2015.
51.  Interview with deputy chief of party of U.S.- funded health program, Addis Ababa, November 3, 2015.
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links between the public and private health care systems, but major barriers remain in 
place, such as the inability of private facilities to dispense essential medicines like ARVs 
and TB drugs without first seeking governmental approval.

The EPRDF’s rigid and uncompromising approach to po liti cal governance poses an even 
broader set of long- term prob lems. Ethiopia is a large, diverse country with a fast- growing, 
young population. During a quarter of a  century in power, the government’s approach to 
managing this hard- to- govern country has been to place strict limits on po liti cal space and 
civil liberties in the hope that delivering economic growth and public goods  will be suffi-
cient to ensure the acquiescence of its citizens. The EPRDF has shown no appetite for easing 
po liti cal controls, limits on public expression, and restrictions on civil society activity. 
Indeed the May 2015 elections point to an even stronger determination to maintain its grip 
on public life. To many observers, this approach is unsustainable. In the long run,  there is 
a risk that  people denied legitimate outlets for expressing dissent  will resort to vio lence to 
seek change. This outcome would put Ethiopia’s development and health pro gress at risk. a 
se nior U.S. official in addis ababa argues that the government needs to anticipate  these 
threats and respond to them now. Highlighting the importance of addressing the aspira-
tions of Ethiopia’s young  people, she observes, “The government is not nimble; it is pater-
nalistic, and that attitude  will only get them so far.”52

To a  great extent, the EPRDF remains in thrall to Meles Zenawi, who brought the EPRDF 
to power and put the country on a fast track to development, prior to his death in office in 
2012.  There is  great reluctance to deviate from the po liti cal and economic path set by Meles, 
whose portrait stares out from offices, public buildings, and billboards all over the coun-
try. as one observer wryly— and quietly— puts it, “Meles’s skeleton is ruling this country.”53

THE LIMITS oF EQUITY

The pursuit of equity in health care is a major theme of the HSTP, but the government’s 
approach is not as inclusive as it suggests. While  there is a genuine commitment to increas-
ing the quality and quantity of health ser vices in outlying regions and ensuring that 
historically marginalized groups, such as  women, the poor, and pastoralists, get better 
access to health care,  there is  little to no mention of other underserved communities.  There 
have long been suggestions, for example, that ser vices have been denied to groups that are 
perceived to be anti- EPRDF. For example, parts of the Somali Region have historically been 
a center of re sis tance to the government through armed groups like the ogaden national 
Liberation Front, and also suffer some of the worst health indicators in the country.  There 
are long- standing allegations that the government has withheld public ser vices to  people in 
 these areas as a form of collective punishment, but investigating  these claims is difficult 
 because the region is largely off- limits to foreigners  under the  orders of the government.54

52.  Interview, U.S. embassy, addis ababa, october 26, 2015.
53.  Interview with public health professor, Jimma, November 1, 2015.
54.  See, for example,  Human Rights Watch, Collective Punishment: War Crimes and Crimes against Human-

ity in the Ogaden Area of Ethiopia’s Somali Regional State (new York:  Human Rights watch, 2008), https:// www 
. hrw . org / sites / default / files / reports / ethiopia0608 _ 1 . pdf.
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LGBT groups encounter many barriers to accessing health ser vices. Indeed, the govern-
ment refuses to even acknowledge the existence of homo sexuality in Ethiopia, a highly 
conservative society where homophobia is commonplace. In a country where rapid ad-
vances have been made in tackling HIV/aIDS,  there are dangers that pro gress could stall, 
even reverse, without specific efforts to address the needs of one of its most vulnerable 
populations. a se nior official in the FMoH, when asked about HIV prevention, treatment, 
and outreach activities for gay  people in Ethiopia, replied, “For MSM [men who have sex 
with men], we  don’t  really have them; I’m not certain it’s a big prob lem.  There’s no evi-
dence that MSM are a driving  factor in HIV transmission; heterosexual activity is the major 
driver.”55 This willful blindness  toward such an impor tant population is a critical failure 
that undermines what in other re spects is an excellent national aIDS strategy.

DEALING WITH SHoRT- TERM CRISES

The harsh climate in parts of Ethiopia and the presence of many millions of poor  people 
who rely on subsistence agriculture for survival mean that the country is perennially food 
insecure. Notwithstanding the development gains of the past two de cades, Ethiopia is a 
hard place to live for most of its citizens. Drought is a recurring prob lem, and the effects of 
climate change mean that the drought cycle is speeding up. Significant efforts have been 
made to build the resilience of the state to withstand  these shocks; they helped Ethiopia 
cope with a regional drought in 2011–2012 better than its neighbor Somalia, where a fam-
ine occurred. However, the current drought and associated food shortages caused by the El 
niño weather system would test even the most capable governments. The drought, which is 
the most serious to hit the Horn of Africa for 30 years, has the potential to damage Ethio-
pia’s transformation agenda and even undo some of the advances made to date on health. 
Pro gress in reducing infant mortality and improving levels of childhood nutrition are 
particularly vulnerable to setbacks. The government is acutely sensitive about the drought, 
believing it places Ethiopia in a negative light and resurrects old ste reo types of the country 
as a place of death and disaster. However,  after initially downplaying the seriousness of the 
situation and saying it could cope, the government has since called on the international 
community to do more to help the estimated 15 million  people who may require emergency 
food assistance in 2016.56

The  Future of the U.S.- Ethiopia Health 
Relationship: Navigating Bumps in the Road
The U.S.- Ethiopia relationship is wide- ranging and deep, extending to the areas of diplo-
macy, peace building, development, security, humanitarian assistance, 

55.  Interview with se nior Federal Demo cratic Republic of Ethiopia Ministry of Health official, adama, 
october 28, 2015.

56.  Figures current as of mid- november 2015. Un office for the coordination of Humanitarian affairs, 
“Un Emergency Fund Releases $17 Million to Help communities affected by worst Drought to Hit Ethiopia in 
De cades,” press release, november 12, 2015, http:// reliefweb . int / sites / reliefweb . int / files / resources / ocHa%20
cERF%20Press%20Release%20on%20Ethiopia%2012%20november%202015 . pdf.
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and— increasingly— trade. The United States appreciates Ethiopia’s active engagement on 
the international stage on issues such as climate change and the setting of the global devel-
opment agenda. Ethiopia is an impor tant voice on the African continent. Not only is Addis 
Ababa home to the headquarters of the African Union and the United Nations Economic 
Commission for Africa; the Ethiopia government has assumed leadership positions on a 
host of issues ranging from providing peacekeepers to conflict hot spots, mediating efforts 
to end the civil war in South Sudan, and deploying 200 medical professionals to West Africa 
to assist with the Ebola crisis. President obama’s 2015 visit to Ethiopia, the first by a sit-
ting U.S. head of state, reflected the impor tant ties between the two countries.

The health partnership between the United States and Ethiopia is one of the most suc-
cessful ele ments of the bilateral relationship. U.S. financial and technical assistance has 
played an invaluable role in saving the lives of Ethiopians with HIV, TB, and malaria; 
improved maternal and child health and  family planning; trained Ethiopia’s health work-
force; boosted lab and disease surveillance capacity; and strengthened the overall health 
system. The U.S. commitment on health is substantial. The centers for Disease control and 
Prevention employs 100 staff members in Ethiopia alone, many of whom are seconded to 
host government institutions. Ethiopia is USaID’s third- largest program globally, with 
health its largest portfolio.57 Ethiopian health experts and their U.S. counter parts work 
together in a genuine spirit of partnership. The United States  will continue to make a 
significant financial contribution to Ethiopia’s development agenda, and  there is no reason 
to doubt that the strong health relationship  will endure.

at the same time,  there are difficult dynamics to manage in the overall bilateral rela-
tionship. Many of them reflect fundamental differences of opinion on democracy and 
governance. The United States is committed to advancing the growth of demo cratic institu-
tions in Africa yet has achieved no pro gress whatsoever in persuading its ally to make even 
symbolic moves in this direction.58 Ethiopia is strongly aligned to Beijing’s model of gover-
nance, and China is by far its most impor tant business partner. Critics of U.S. policy in 
Ethiopia contend that  there is  little substance  behind the rhe toric on democracy and com-
plain that washington places a higher value on other interests— particularly its strategic 
security partnership with Ethiopia. U.S. officials respond that discussions on democracy 
and  human rights are an integral component of the bilateral relationship, but that  these 
discussions are better conducted in private rather than aired in public.59 Furthermore, 
they argue— with some justification— that they have limited ability to influence the con-

57.  Figures provided by U.S. embassy, addis ababa, october 26, 2015.
58.  See the most recent statement of U.S. policy in Africa, in which “strengthening demo cratic institutions” 

is cited as the first of four strategic priorities on the continent. white House, “U.S. Strategy  toward Sub- Saharan 
Africa,” June 2012, http:// www . state . gov / documents / organization / 209377 . pdf.

59.  During his official visit to addis ababa in July, President obama did address Ethiopia’s demo cratic 
development in public, saying, “ There is still more work to do,” during an official press conference with Prime 
Minister Hailemariam Desalegn. However, he drew criticism from  human rights activists back home for twice 
referring to Ethiopia’s government as “demo cratically elected” in the same remarks. See white House office of 
the Press Secretary, “Remarks by President obama and Prime Minister Hailemariam Desalegn of Ethiopia in 
Joint Press conference,” July 27, 2015, https:// www . whitehouse . gov / the - press - office / 2015 / 07 / 27 / remarks 
- president - obama - and - prime - minister - hailemariam - desalegn - ethiopia.
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duct of a government that simply does not share U.S. enthusiasm for liberal democracy and 
has a host of other partners to choose from.  These ideological differences seep into the 
health relationship at times, complicating discussions on issues like transparency and 
accountability and modes of ser vice delivery.60

 There are also specific challenges to the health relationship that  will require sensitive 
and skillful  handling by the United States in the coming years. Beyond the obvious sensi-
tivities of managing an assistance bud get that is expected to level off, they include the 
following:

oWNER SHIP

Ethiopia demands meaningful own ership of donor- assisted development proj ects. The 
United States welcomes having a partner that is fully invested in its own development, but 
robust conversations and differences of opinion naturally result. Embassy staff members 
prob ably spend more time on relationship management, meetings, and consultations than 
their colleagues in most other African missions do.

Many of  these challenges are currently playing out as major changes to the PEPFaR 
program are implemented. Ethiopia, in common with other PEPFAR countries, has ex-
pressed deep unease about the so- called PEPFAR pivot, which  will accelerate a data- driven 
approach to tackling HIV with the objective of maximizing the impact of reduced fund-
ing.61 assistance  will be directed  toward disease hot spots, flooding some districts with 
additional resources while withdrawing them from  others.62 Ethiopian officials complain 
that they  were not sufficiently consulted while the new approach was being formulated in 
washington. They also strug gle to reconcile PEPFaR’s more targeted approach to their 
commitment to promoting equity. Their initial response, according to a U.S. official in-
volved in the negotiations, was for PEPFAR to “take your money and go.”63

Despite the grumbles,  there are grounds for optimism that the PEPFaR pivot can be 
successfully navigated. First, the economic and strategic justification for the pivot is sup-
ported by the fact that in Ethiopia, 80  percent of  people living with HIV are being cared for 
in just 20  percent of PEPFaR sites. while Ethiopian officials may dislike the way the strat-
egy was communicated,  there is growing acknowl edgment that the approach has merit. 
Second, PEPFAR has already under gone a largely successful transition in Ethiopia, whereby 
the program shifted from working through implementing organ izations (mainly U.S. 
universities) to dealing directly with the Ethiopian government’s RHBs. Ethiopia has 

60.  For example, concerns that Ethiopia’s “villagization” policy was leading to forced relocations and 
 human rights abuses prompted congress to place restrictions on USaID’s activities in the Lower omo valley 
and Gambella Region. See 2014 omnibus, appropriations Bill, 1295–1296, http:// docs . house . gov / billsthisweek 
/ 20140113 / cPRT - 113 - HPRT - RU00 - h3547 - hamdt2samdt _ xml . pdf.

61.  For details of the overall strategy, see PEPFaR, “PEPFaR 3.0— controlling the Epidemic: Delivering on 
the Promise of an aIDS- Free Generation, December 2014,” http:// www . pepfar . gov / documents / organization 
/ 234744 . pdf.

62.  According to the plan, PEPFAR funding  will be increased to 284 woredas,  will remain at current levels 
in 312 woredas, and end entirely in 206 woredas; 138 woredas received no assistance in the first place.

63.  Interview with se nior health official at U.S. embassy, addis ababa, october 26, 2015.
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therefore shown that it can withstand and adapt to potentially disruptive changes to U.S. 
programs. The U.S.- Ethiopia partnership can absorb tensions over PEPFaR, but the next 
phase  will require close consultation and a flexible attitude by both sides to ensure that the 
transition runs smoothly at the local level.

THE BUREAUCRACY oF U.S. ASSISTANCE

A second area of tension in the bilateral relationship, and one frequently referred to by 
Ethiopian officials, surrounds the way in which U.S. funding is delivered. Ethiopia com-
plains that the impact of American largesse is lessened by the high transaction costs, 
inefficiencies, and red tape involved. as a se nior FMoH official puts it: “In terms of total 
aid,  there’s no single donor that equates with the USG [U.S. government] but in terms of 
effectiveness, it’s not the best.”64 In par tic u lar, the Ethiopians resent the fact that despite 
PEPFAR’s shift  toward operating through local partners, the United States has been slow to 
drop its reliance on American implementing organ izations.

A second bone of contention is Washington’s refusal to join the fund that pools the 
contributions of multiple donors and channels them directly to the FMoH to manage them 
directly. Thirteen bilateral and multilateral donors are part of the SDGs Per for mance 
Fund. They include the UK Department for International Development and the world Bank, 
which through its Program for Results initiative has begun to direct some nonearmarked 
funds to the FMoH, sometimes up front. For Ethiopia, the value of the SDGs Per for mance 
Fund is that it lowers transaction costs, invests in domestic institutions, and places the 
FMoH in charge of aligning funds with its own priorities. Health officials complain that the 
failure of the United States to sign up signals a lack of faith in its institutions and a lack of 
genuine commitment to country own ership. The United States, however, is bound to its 
taxpayers and has reservations about the capacity of Ethiopian institutions to use its 
resources efficiently and accountably. It is undeniable that Ethiopia’s auditing and public 
financial management systems are weak. addis  counters that the best way for the United 
States to strengthen Ethiopian institutions is to invest in them directly. For the time being, 
 there is  little sign that the United States  will follow the lead of other donors and enter the 
pooled fund. While it stands on the sidelines, Ethiopia  will continue to believe that it gets 
less return from U.S. assistance than the United States puts in.

This debate again boils down to the question of own ership. Ethiopia wants U.S. assis-
tance and demands the final say in how to use it, while the United States finds itself agree-
ing in princi ple but not always in practice.  These tussles highlight difficulties with the 
concept of country own ership, which induces self- delusion on both sides. For donors, 
country own ership is a feel- good mantra that is nice to talk about but harder and in some 
cases unwise to operationalize; recipient countries like to interpret it to mean financial 
support with no strings attached. In the case of Ethiopia, the United States could be more 
creative in exploring funding mechanisms that improve efficiencies and give truer 

64.  Interview with se nior Federal Demo cratic Republic of Ethiopia Ministry of Health official, addis 
Ababa, November 3, 2015.
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meaning to country own ership, without surrendering its oversight responsibilities. At the 
same time, however, the Ethiopian government could do more to earn the trust it demands. 
one area where improvements are required is in data sharing. Ethiopia is less than trans-
parent about its data and at times unwilling to share data related to programs that donors 
themselves fund.

PRESERVING BALANCE IN THE RELATIoNSHIP

The main objective guiding U.S. development and health efforts in Ethiopia is to improve 
the life chances of Ethiopian citizens. However, the United States must be clear about 
differentiating between this goal and engaging in activities that merely serve to advance 
the interests of the Ethiopian government. When it comes to advancing national interests, 
it seems that Ethiopia gets more out of the bilateral relationship than the United States 
does. For example, in the security realm, the United States has used Ethiopian airstrips to 
launch counterterrorism operations and credits the Ethiopians for playing a useful role in 
peacekeeping operations in the Horn of Africa region.65 However, it is undeniable that 
Ethiopia has benefited significantly from positioning itself as an ally in the fight against 
global terrorism, that— thanks in part to U.S. security assistance— its military is perhaps 
the most capable on the continent, and that this strengthened capacity has been used 
against domestic opponents the United States does not classify as terrorists.

In the area of health, Ethiopia is  eager to use its growing capabilities— which derive in 
part from U.S. assistance—as a tool of soft power to buttress its continental leadership 
aspirations. For example, it has been chosen to host the interim coordinating center for the 
newly established african centers for Disease control and Prevention, modeled on its U.S. 
equivalent. While it deserves credit for offering to take on this responsibility, it also ben-
efits from the training and funding that comes with it. This is the case with the broader 
Global Health Security agenda, of which Ethiopia is a core signatory and funding recipient. 
Ethiopia is a “donor darling”: a country that—on the whole— can be relied on to use the 
assistance it receives wisely. This should not mean, however, that the United States un-
thinkingly turns to Ethiopia  every time it wants to spend new money or roll out a new 
initiative. It is impor tant to consider the broader, unintended consequences of favoring a 
government that is defiantly authoritarian, and the impact that approach may have on the 
way the United States is perceived by Ethiopians and other african citizens. Does the 
United States want to fulfill Ethiopia’s continental ambitions and empower the EPRDF 
regime at home?  There may be long- term costs to  doing so, and it behooves the United States 
to actively engage the Ethiopian government to address its governance deficits that, if left 
untouched, could come back to bite them.

65.  In January 2016 the Department of Defense announced that it would no longer operate drones from the 
arba Minch airfield in southern Ethiopia. a Pentagon spokeswoman explained that its use was “not required at 
this time” but gave no further details. See John Hudson and Siobhán o’Grady, “as new Threats Emerge, U.S. 
closes Drone Base in Ethiopia,” Foreign Policy, January 4, 2016, http:// foreignpolicy . com / 2016 / 01 / 04 / as - new 
- threats - emerge - u - s - closes - drone - base - in - ethiopia /  ? wp _ login _ redirect=0.
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Recommendations
In Ethiopia, the United States  faces the classic diplomatic challenge of managing a prob-
lematic ally. Ethiopia performs well on the development front and plays a useful strategic 
and security role in a troubled region, but also acts in a way that conflicts with the values 
the United States believes in and is trying to promote around the world.66 The United 
States  faces an impossible balancing act. If it focuses on the successful areas of the rela-
tionship, it is accused of abandoning its princi ples and adopting double standards when 
it delivers tougher messages on democracy to less strategically impor tant African coun-
tries. If it tilts too far in  favor of the democracy and  human rights agenda, it risks getting 
shut out of the country by a self- assured, uncompromising government that feels it has 
other partners to turn to. The losers in this scenario would be the Ethiopian  people 
whose lives are sustained and improved by U.S. financial and technical support to the 
health sector.

In its interactions with the Ethiopian government, the United States should seek to do 
the following:

•	 Rebalance	the	relationship. The United States sometimes appears to tiptoe around 
Ethiopia and is acutely careful to avoid upsetting the government in addis. This 
timid approach seems surprising for a country that committed to provide more than 
half a billion dollars in direct assistance to its hosts in 2015. The Ethiopian govern-
ment, by adopting an aggressive, uncompromising stance, appears to have success-
fully cordoned off serious discussion on a host of topics it does not want to address, 
including politics, democracy, and  human rights. Even in the development arena, 
where bilateral cooperation is close and collegial, Ethiopia is an unapologetically 
demanding partner, refusing to share data and making excessive calls for country 
own ership of what are ultimately U.S. taxpayer dollars.

The United States should correct impressions that it is a ju nior partner in the 
bilateral relationship both in its private messages and public pre sen ta tions. The 
United States may think it has limited leverage to exert in Ethiopia, and this is par-
tially true. However, despite its defiant posture, the Ethiopian government deeply 
cares about being in good standing with the United States. one need only look at how 
President obama’s 2015 visit to Ethiopia was viewed by the government and covered 
in the state media to see that it was interpreted as a symbolic and impor tant expres-
sion of U.S. approval of the EPRDF. It is not clear that the United States fully under-
stood the propaganda coup it delivered to the EPRDF; a public relations victory that 
was sealed when President obama injudiciously described Ethiopia’s government as 

66.  For more discussion on this topic, see Richard Downie, “President obama’s Engagement in africa: 
Managing complex Relationships,” cSIS, July 23, 2015, http:// csis . org / publication / president - obamas - engagement 
- africa - managing - complex - relationships.
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demo cratically elected. Furthermore,  there are few signs that Washington sought to 
extract anything in return.67

The United States needs a sharper- edged po liti cal strategy that proactively seeks 
to address areas of concern in the relationship and rallies other lead donors to do the 
same. This could include, for example, using its influence within multilateral institu-
tions like the world Bank and IMF to put pressure on Ethiopia to adopt po liti cal and 
economic liberalization. The United States should use Ethiopia’s aspirations for conti-
nental and global leadership as a point of leverage. For example, Ethiopia has been 
closely involved in shaping the Un SDGs and advocating on their behalf. The United 
States should make it clear that Ethiopia cannot privilege some SDGs over  others, and 
that achieving SDG 16 on peace, justice, and strong institutions is just as impor tant as 
making pro gress on other goals, such as gender equality, climate action, and good 
health.68 In addition, the U.S. government should engage in clear, unequivocal public 
and private diplomacy that clearly calls out the Ethiopian government for conduct 
that violates po liti cal rights and civil liberties.69

•	 Confront	democracy	and	governance	issues	now		because	the	conversation		will	not	get	
any	easier. The sustainability of Ethiopia’s pro gress, including its health pro gress, 
depends on how it  settles the question of governance.  Will it continue along a path of 
rigid authoritarianism or begin to expand po liti cal space? The United States clearly 
feels it is not in a position to push the conversation in a positive direction, but the 
real ity is that the Ethiopian government’s stranglehold on po liti cal discourse and 
public expression is storing up prob lems for the  future that may eventually put the 
stability of the country— and the health of its  people—at risk. The widespread dem-
onstrations and public disorder that erupted in november 2015 in parts of oromia 
 were a timely warning of  these risks.70

The United States cannot and should not avoid confronting  these difficult issues 
head-on, now. It is not enough to say that discussions are regularly held and that 
both sides agree to disagree. at some point,  these difficult but necessary conversa-
tions must start to deliver meaningful outcomes. In part  because of its close relation-
ship with Ethiopia, the United States is well placed to engage its hosts in respectful, 

67.  when asked about U.S. “wins” from the trip, an embassy official noted that following the visit, the 
EPRDF agreed to a U.S. request to include opposition parties in discussions about the next phase of the Growth 
and Transformation Plan. Interview, U.S. embassy, addis ababa, october 26, 2015.

68.  For the full list of SDGs, see Un Department of Economic and Social affairs, “Sustainable Development 
Knowledge Platform,” https:// sustainabledevelopment . un . org / topics / sustainabledevelopmentgoals.

69.  For example, the white House issued no public statement about the EPRDF’s clean sweep of the 2015 
elections, while the Department of State rounded off a statement expressing concern about aspects of the 
election by emphasizing the “broad and strong partnership with Ethiopia and its  people.” Marie Harf, “Ethio-
pia’s May 24 Parliamentary and Regional Elections,” U.S. Department of State, May 27, 2015, http:// www . state 
. gov / r / pa / prs / ps / 2015 / 05 / 242900 . htm.

70.  on December 18, three weeks  after the demonstrations began, the Department of State said it was 
“deeply concerned” by events and urged both sides to refrain from vio lence. Mark c. Toner, “The United States 
concerned by clashes in oromia, Ethiopia,” U.S. Department of State, December 18, 2015, http:// www . state . gov / r 
/ pa / prs / ps / 2015 / 12 / 250778 . htm.
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frank discussion on uncomfortable topics. U.S. Congress could help the pro cess by 
putting its money where its mouth is on democracy and governance. of the $593 
million of assistance given to Ethiopia in 2014, just $400,000 was directed  toward 
democracy,  human rights, and governance programs.  Until this modest figure in-
creases, the U.S. commitment to demo cratic development in Ethiopia  will appear 
shallow. a se nior official at the U.S. embassy in addis said additional funds could be 
usefully spent strengthening weak institutions like the judiciary and Parliament, 
conducting more  human rights training, and improving the professionalism of the 
Public Prosecution Ser vice.71 However, given the degree of control that the EPRDF 
wields over the institutions of the state, care must be taken to ensure that additional 
funding does not inadvertently strengthen its position rather than assist other voices 
to make themselves heard.

In its interactions with the Ethiopian health sector, the United States should consider 
the following:

•	 Press	Ethiopia	to	improve	the	quality	of	its	health	data	and	be	more	forthcoming	in	
sharing	it	with	donors	and	submitting	its	collection	methods	to	outside	scrutiny. It 
should do this by offering technical support to efforts to improve the standard of 
data collection, funding institutions that conduct health surveys, making data shar-
ing a condition of  future program support, demanding more oversight of data from 
existing programs, and exploring new ways to test the veracity of data related to 
health programs. It can also strengthen data quality and transparency by scaling up 
initiatives that promote accountability and place information in the hands of pa-
tients and health workers.  These include the  family health card, supported by USaID, 
a  simple tool for HEWs to collect basic health information about the  house holds in 
their communities.

•	 Help	Ethiopia	balance	its	ambitions	for	rapid,	scaled-up	health	pro	gress	with	the	practi-
cal	realities	of	achieving	it. The HSTP is a broad, aspirational document that is short 
on operational details. It also  faces a yawning funding gap. The United States can be 
a supportive partner to Ethiopia by providing strategic advice and technical support 
on what priorities to focus on in the HSTP and how to achieve them.

•	 Challenge	Ethiopia	to	adopt	a	more	inclusive	definition	of	equity		under	the	HSTP. The 
Ethiopian government cannot defeat health crises like HIV/aIDS  unless it takes 
better care of LGBT populations it currently does not wish to acknowledge, let alone 
assist. Ethiopia is not likely to listen to U.S. lectures about LGBT rights. However, the 
United States should devote more energy to looking for creative ways to fund basic 
research to understand the size and needs of Ethiopia’s LGBT community, and to 
support and represent  those needs.  These efforts should be situated within broader 
attempts to promote the  human rights of all Ethiopians, to avoid accusations that the 
United States is favoring one group of  people over another.

71.  Interview with se nior U.S. official, U.S. embassy, addis ababa, october 26, 2015.
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•	 Elevate	programs	on	health	workforce	development	to	ensure	that	the	rapid	increase	in	
new	medical	gradu	ates	entering	Ethiopia’s	health	system	does	not	lead	to	a	decrease	in	
quality. The U.S. government should look for more opportunities to incentivize and 
encourage university medical schools to engage in training and mentorship with 
Ethiopian counter parts in a more strategic, or ga nized way. This could be done 
through distance learning as well as in- person teaching. Similar efforts should be 
made to amplify the efforts of the large Ethiopian diaspora, looking at successful 
models like  People to  People, a U.S.- based nGo set up by Ethiopian medical profes-
sionals to conduct training, health care, and health systems development back 
home.72 The United States should also think innovatively about how to boost reten-
tion rates in the Ethiopian health system and deter medical professionals from 
jumping into the U.S.- funded nGo sector, where salaries are higher. one pos si ble 
incentive would be to support the establishment of a loan fund to help health work-
ers wishing to buy or build a new home.

•	 Moderate	the	speed	of	the	PEPFAR	“pivot”	to	take	account	of	the	short	time	scale	for	
introducing	major	changes	to	programs. While the change in approach is slowly 
winning buy-in among se nior Ethiopian officials, the task of implementing it at the 
regional level is more complex and may encounter more re sis tance.

•	 Encourage	more	private-	sector	involvement	in	health	by	providing	technical	assistance	
in	areas	where	the	United	States	has	a	comparative	advantage	over	other	partners. 
 These may include advising on the development of a domestic phar ma ceu ti cal and 
vaccination production industry; and encouraging HSS by advocating for a bigger 
private- sector role in state enterprises such as the PFSA.

•	 Consider	ways	to	streamline	and	integrate	assistance. Making U.S. assistance more 
efficient and effective becomes an even more impor tant agenda item in light of the 
projected decline in overall spending on health in Ethiopia. At a minimum, the 
United States should work with Ethiopia to strengthen its finance and accounting 
systems to reduce residual doubts over its stewardship of U.S. development assis-
tance. In order to incentivize pro gress, the United States should commit to giving 
serious consideration to entering the pooled funding mechanism. The United States 
should also consider expanding collaborations with other donors, to include newer 
partners such as China. For example,  there may be scope to work together on proj-
ects to combat malaria, given the shared interest the two countries have in this 
issue.

Conclusion
The United States is right to credit Ethiopia for overcoming a turbulent history of vio lence 
and po liti cal upheaval and embarking on a dif fer ent path  toward a healthier, more pros-
perous society. In the area of public health, Ethiopia has reached the point where basic 

72.  For more details, see  People to  People, “overview and History,” http:// www . p2pbridge . org / about.
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ser vices have been established for  people who—in many rural communities— never had 
access to them before. Impressive pro gress has been made in tackling the leading  causes of 
death through communicable disease.  Great efforts have been made in attending to the 
health needs of  women, young  children, and infants. Donor assistance, led by the United 
States, has played a critical part in this success. Now Ethiopia can approach a new phase of 
development that focuses on improving the quality of the health ser vices it has established 
and ensuring that the needs of the hardest- to- reach populations are met.

However, when attention turns to considering the sustainability of  these development 
gains, it is hard to ignore the clouds on the horizon. Ethiopia remains very poor and aid 
dependent, and foreign assistance is likely to decline in the coming years. Food insecurity 
is a chronic prob lem— aggravated by climate change— that threatens to undermine health 
gains. Most impor tant, the Ethiopian government appears unwilling to adapt to the quick-
ening pace of social change by establishing a more inclusive form of governance that might 
keep at bay the centrifugal forces that have torn the country apart at regular intervals 
throughout its history.

As one of Ethiopia’s most impor tant partners, the United States has a responsibility to 
help its ally confront  these governance issues. But too often, the United States appears more 
interested in achieving near- term development goals instead of focusing on long- term, 
structural concerns that could ultimately undo the pro gress that has been made. The 
United States is correct to point out that good  things are happening in Ethiopia. However, it 
should not be complacent about this pro gress and assume it is irreversible. Some U.S. 
diplomats, in calling for a broader perspective on Ethiopia, persuasively argue that Ethio-
pians have never had it so good and compare their situation favorably with Africans else-
where in the region. Some, with less justification, argue that most Ethiopians are  simple 
rural  people with limited aspirations far removed from the concerns of Western critics 
who bemoan the lack of po liti cal space and the authorities’ occasional arrests of journalists 
and bloggers.73

The question that must be posed about Ethiopia in the long run is  whether it is a realis-
tic strategy for the government to impose limits on  people’s aspirations and expect citizens 
to agree to postpone their desire for po liti cal freedoms and civil liberties in return for 
limited improvements to their daily lives. The Ethiopian government thinks so, but it is a 
high- risk approach that places the authorities  under enormous strain to keep delivering 
public goods. So far, GDP continues to grow at impressive rates and overall poverty is 
declining, but  there is less evidence that ordinary  people are feeling the benefits. while 
rates of in equality are lower than in other African countries, the gap is widening, particu-
larly in the cities.74 Ethiopia’s mass of poor, increasingly urban young  people is a poten-
tially volatile force whose aspirations for quality education, good jobs, and decent life 

73.  a sample of opinions from conversations with past and pres ent U.S. officials with experience in 
Ethiopia, washington and addis ababa, September– november 2015.

74.  Ethiopia now has approximately 2,700 millionaires, according to new africa Business news, “Taste for 
Luxury in Ethiopia’s new wealthy Elite, Spur Housing Boom,” December 3, 2015, http:// newafricabusinessnews 
. com / 2015 / 12 / taste - for - luxury - ethiopias - new - wealthy - elite - spur - housing - boom / .
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prospects the government  will strug gle to meet if it continues on the same course.  These 
pressures can already be seen in the health workforce, among the army of new medical 
school gradu ates poised to enter the health system.  These young professionals  will be 
expected to commit themselves  wholeheartedly to their country while working in chal-
lenging conditions for  little reward. They  will embark on their  careers knowing that their 
professional accreditation  will be withheld  because the government cannot trust them to 
remain inside the country or resist the private sector.  Will their desire to serve their nation 
be enough to motivate them?

The United States has a responsibility to champion the aspirations of  these young 
 people and to urge Ethiopia’s government to lay out on its own terms a realistic transition 
 toward a more open system of governance that matches the country’s new phase of devel-
opment. The very society the government is helping create— a more educated populace, an 
economy more reliant on urban- based manufacturing, a  middle- income nation— contains 
the ele ments that could ultimately hasten its demise. For now, the government has the 
means to determine the speed and nature of the transition, but if it does not wake up to the 
accelerating pace of change in the country,  there may come a time when it is no longer able 
to control  these forces.
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