ETHIOPIA

Health care is provided on a fee-for-service basis. A key element of the health care funding reforms is to systematize waiver and exemption systems, with government allocation to facilitate access to health services showing improvement in recent years
(reaching 2 million beneficiaries). However, challenges remain in identifying beneficiaries and allocating resources from local government. Communicable diseases are the greatest cause of disability-adjusted life-years (DALYs) lost. Ethiopia is making
significant progress towards achieving Millennium Development Goal 4. The density of skilled health professionals is lower than indicative thresholds, and there may be challenges in geographical access with a highly unequal distribution of physicians.
A low percentage of women doctors (18%) may also indicate problems with acceptability, although the ratio of nurses to doctors is above the OECD average. The Health Sector Development Plan includes a major focus on developing human resources
for health, including support for salaries and training. The institutionalization and scaling up of health extension workers through the Health Extension Programme is yielding positive results. Increasing the capacity of training institutions is also seen as a
priority. There is a recognized need to improve systems for collecting health workforce data.
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Top 10 causes of morbidity and mortality (DALYs)
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Disability-adjusted life years (DALYs) quantify both premature mortality (YLLS) and
disability (YLDs) within a population. The top 10 causes of DALYs are ranked from
top to bottom in order of the number of DALYs they contribute in 2010. Bars going
right show the percent by which DALYs have increased since 1990. Bars going left
show the percent by which DALYs have decreased.
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*See Annex 1 for full explanation on country profile methods and sources.

