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1. Preamble

Ethiopia’s official policy remains to achieve Universal Health Coverage (UHC) by 2030, targeting an 80%
UHC index. This ambition is rooted in the Health Sector Transformation Plan Il (HSTP Il, 2020/21-2024/25),
the Health Care Financing Strategy 2022-2031, and the National Health Equity Strategic Plan, all of which
position primary health care (PHC) as the foundation for equitable service delivery and financial protection.

However, the country is
significantly off track. The
UHC Index has plateaued
around 35 in 2020,
diverging from the policy
trajectory that envisioned
an increase from
approximately 15 in 2000
to 80 by 2030. Since 2015,
bottlenecks in  health
financing, PHC service
delivery, workforce, and
governance have
contributed to  this
divergence.

Simultaneously, Ethiopia is
pursuing ambitious
economic reforms under
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Despite Ethiopia’s proven commitment, the progress towards UHC is off track so far
but recoverable through gent actions to realign UHC Progress by 2030

the Home-Grown Economic Reform (HGER) 2.0, focusing on productivity, job creation, industrialisation,

and private sector-led growth.

Ahealthier, more productive population is essential to these reforms. Consequently, this Compact is designed
not only as a health sector instrument but as a macroeconomic and human capital investment platform

that:

Accelerates progress to UHC by 2030 through PHC and financial protection.

Crowds in private sector capital and capabilities, including through the International Finance Cooperation
(IFC) and the wider World Bank Group.

Supports job creation and industrialisation, especially via local manufacturing and services.

Aligns with Ethiopia’s national debt management and debt swap strategies.

Reinforces national priorities in agriculture, water, sanitation and hygiene (WASH), energy, and other
sectors, consistent with the World Bank Human Capital agenda.



2. Declaration of Commitment
by the Government of Ethiopia

By 2030, Ethiopia aims to:

Reach an additional 47 million people with quality, affordable, people-centred PHC services, contributing
to the World Bank Group's global ambition of reaching 1.5 billion people with quality health services.

Increase per-capita health spending by 50%, mainly through increased Government investment,
strengthening domestic financing and sustainability.

Digitalise 83% of PHC service delivery, including community health, and implement public financial
management (PFM) reforms to generate at least 20% efficiency gains in health spending.

Expand domestic production of essential medicines and health commodities from 15% to 50% of national
demand by 2030, significantly reducing import dependence and generating skilled jobs, aligned with
the World Bank Group's Africa Initiative for Medical Access and Manufacturing (AIM 2030).

Reduce out-of-pocket (OOP) expenditure from 39% to 20% or less by 2030 through health insurance
expansion and more progressive financing.

This Compact has been jointly developed and endorsed by the Government of Ethiopia,
Development Partners, and Civil Society Organisations engaged in Ethiopia's health sector.
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H.E. Ahmed Shide, H.E. Mekdes Daba,
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Signed on behalf of the Federal Democratic Republic of Ethiopia



“A healthy population is the foundation of a
productive workforce. Investing in primary health
care strengthens our human capital, drives
economic growth, creates jobs, and positions
Ethiopia to achieve long-term prosperity.”

H.E. Ahmed Shide, Minister of Finance

“The Government of Ethiopia has set ambitious
goals to advance Universal Health Coverage. This
compact aligns closely with our national plans and
accelerates our collective efforts to ensure equitable,
quality health services for all.”

H.E. Mekdes Daba, Minister of Health



2.1. HEALTH AND JOBS

Achieving the above commitments will need scaling
up of affordable and quality health care services.
This will require increasing the quality and quantity
of the health workforce as well as direct, indirect
and induced jobs from local pharmaceutical
manufacturing. Additionally, investments under
this Compact will reduce avoidable morbidity and
mortality, avert disability-adjusted life years (DALYS),
and thus protect and expand Ethiopia’s productive
labour force. A healthier population will:

Increase effective labour supply in agriculture,
manufacturing, and services by reducing days lost
to illness.

Lower catastrophic health expenditure, preventing
households from falling into poverty and stabilising
domestic demand.

Enhance learning outcomes and cognitive
development, strengthening the future workforce.

These impacts align directly with HGER 2.0 pillars
on productivity, job creation, and human capital
development, and with the World Bank's Human
Capital Project, placing health at the centre of
Ethiopia's long-term growth.

By effectively implementing ongoing reforms, utilizing
market-shaping mechanisms, and fostering strategic
partnerships, Ethiopia could potentially meet 75% of
its essential medicines demand and 50% of its total
pharmaceutical needs within the next 10 years. This would
increase the pharmaceutical sector's share of exports
from 2% to 20%, generate an estimated US$550-650
million in annual GDP, more than 50 thousand jobs
created, and tap into the broader African pharmaceutical
market.

2.2. CALL FOR PARTNERSHIPS

The Government of Ethiopia invites development
partners, civil society organisations, and private
sector to use this compact as a platform to co-
implement and co-invest in Ethiopia’s healthy
future. The compact outlines total high-level
financing needs over the next five years and
provides a set of ambitious targets. We ask partners
to provide financial and technical support aligned
with the vision outlined in the compact. Together,
we can enhance access to quality, affordable health
care for all Ethiopians, thereby strengthening the
nation’s health and supporting sustainable economic
growth and employment.



3. Compact Targets and Reform Plans

COMPACT TARGETS: BY 2030, ETHIOPIA AIMS TO...

* Reach an additional 47 million people with quality, affordable, people-centred PHC services, contributing
to the World Bank Group's global ambition of reaching 1.5 billion people with quality health services.

* Increase per-capita health spending by 50%, mainly through increased Government investment,
strengthening domestic financing and sustainability.

+ Digitalise 83% of PHC service delivery, including community health, and implement public financial
management (PFM) reforms to generate at least 20% efficiency gains in health spending.

* Expand domestic production of essential medicines and health commodities from 15% to 50% of
national demand, significantly reducing import dependence and generating skilled jobs.

* Reduce out-of-pocket (OOP) expenditure from 39% to 20% or less through health insurance expansion
and more progressive financing.

REFORM PLANS

Area 1: Strengthen Self-suffciency and Sustainability in Financing Health

Area 2: Expand Financial Protection to Reduce Barriers to Healthcare Access

Area 3: Digitally Transform and Optimize the Health Workforce

Area 4: Expand Domestic Manufacturing of Essential Medicines and Commodities
Area 5: Build Resilient, Climate-Sensitive and Multi-sectorally linked Health Systems

Area 6: Mobilise Private Sector Financing



4. Projected Health Expenditure and
Financing Mix

Projected health expenditure is expected to increase
from US$ 4.8 billion in 2024 to US$ 8.3 billion by
2030, with Government spending becoming the
largest and most dynamic source of financing.
OOP and external funding remain relatively flat,
while health insurance contributions gradually
increase.

The Compact will act as an implementation
accelerator of the Health Care Financing Strategy
2022-2031, particularly in:

Increasing domestic resource mobilisation,
including health taxes.

Enhancing equity and efficiency through PFM
reform and digitalisation.

Strengthening Public-Private Partnerships
(PPPs) and private sector engagement.

Building institutional capacity at the Ministry
of Health (MoH), Ministry of Finance (MoF), and
implementing agencies.

All major Compact investments and expenditure
targets will be grounded in a co-financing
framework, blending Government resources,
predictable development partner financing, debt
swap resources, and private capital. The
Government's share of total Compact investments
is expected to increase over time, consistent with
the national strategy to reduce aid dependence
and improve debt sustainability.

PROJECTED HEALTH EXPENDITURE AND FINANCING MIX (ABSOLUTE
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Total health expenditure is projected to grow from $4.8B in 2024 to $8.3B by 2030. OOP remains relatively stable, with only slight
fluctuations. External funding stays flat, showing very little growth. Health insurance contributions dip slightly then rise. Growth in gov-
ernment spending drives most of the increase. Overall, Government spending becomes the primary driver of the increasing total ex-

penditure.



PROJECTED HEALTH EXPENDITURE AND FINANCING MIX (AS
SHARE OF TOTAL HEALTH EXPENDITURE)
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Driven by a radical policy transformation, the Healthcare financing landscape is projected to be fundamentally restructured -
from a mixed-financing model (with significant external financing and out-of-pocket spending) in 2024 to a predominantly
publicly-financed system, complemented by private sector financing, by 2030).



5. Strategic Role of the Private Sector

5.1 SCALE AND SHARE OF PRIVATE
SECTOR TRANSFORMATION

The Compact explicitly recognises the private sector
as a co-producer of health and economic outcomes.
Preliminary mapping indicates that approximately
30-40% of the Compact's implementation
envelope—Dby value—will depend on or be delivered
through private sector channels, including:

Private and faith-based health providers
contracted for PHC and referral services.

Private pharmacies, laboratories, and diagnostic
networks.

Local pharmaceutical and medical supplies
manufacturers.

Private logistics providers, digital health
companies, and insurance administrators

Private training institutions and universities for
workforce development.

This share will be refined during detailed design
butis expected to increase as regulatory frameworks
and purchasing arrangements from public and
insurance schemes mature.

5.2 IFC AND WORLD BANK
SUPPORT FOR PRIVATE SECTOR
ENGAGEMENT

Develop a pipeline of bankable private sector
projects in pharmaceuticals manufacturing,
diagnostic networks, digital health platforms,
and health infrastructure PPPs.

Use World Bank lending operations and policy-
based financing to de-risk and crowd in private
investment (e.g., regulatory reform, payment
reforms, PPP frameworks).

Work with IFC and MIGA to facilitate access to
working capital and long-term finance for local
manufacturers and health service enterprises,
including risk-sharing facilities with domestic
banks.

Align Compact reforms with IFC's advisory
services on investment climate, PPP structuring,
and corporate governance.

Reform 4 (local manufacturing), Reform 3 (digital
health and workforce solutions), and Reform 6
(private capital mobilisation) will be the primary
vehicles for IFC engagement.



6. Core Reform Areas

REFORM 1: STRENGTHEN SELF-
SUFFICIENCY AND SUSTAINABILITY
IN FINANCING HEALTH

Objective: Progressively increase the share of
Government spending on health, close effective
financing gaps, and reduce reliance on external
funding, while improving efficiency and equity.

Increase prioritisation of health in the national
budget; raise and sustain the health sector’s
share of total Government spending to 10%
and increase per-capita health expenditure by
50% by 2030.

Integrate UHC/PHC investments into medium-
term expenditure frameworks and HGER 2.0
fiscal planning.

Implement comprehensive PFM reforms and
digitalise 83% of district-level PHC service
delivery to achieve at least 20% efficiency gains,
including outsourcing transaction-intensive
functions to private providers.

Expand targeted health taxes (tobacco, alcohol,
sugar-sweetened beverages) and earmark a
defined share to subsidise Community Based
Health Insurance (CBHI) for poor and vulnerable
populations.

Pilot debt swap for health arrangements
funnelling debt relief resources directly into
high-impact PHC and financial protection
interventions, aligned with Ethiopia’s national
debt strategy and MoF frameworks.

Implement innovative commodities financing
compacts blending partner resources,
philanthropic contributions, and private sector
participation, with clear transition paths to
domestic financing by the end of the compact
period.

Thisreformis the core operational arm of the Health
Care Financing Strategy 2022-2031.

Reproductive, Maternal, Newborn and
Child Health (RMNCH) and Family
Planning (FP) Commodity Compact

The FP Compact, built on trust and
coordinated partnership among the MoH,
MoF, and major donors, successfully
incentivized Ethiopia to raise its FP
commodity contribution from $0.5 million
to $9 million—the largest in sub-Saharan
Africa—while helping close about 80% of the
national funding gap in its first two years.
Drawing on this model’s success, a new
RMNCH commodity financing compact is
being developed to address persistent
funding shortfalls caused by fiscal
constraints and declining external resources,
with the goal of mobilizing an additional
$150 million in government financing and
leveraging greater external support for
essential RMNCH and FP commodities.

REFORM 2: EXPAND FINANCIAL
PROTECTION THROUGH HEALTH
INSURANCE AND PROGRESSIVE
PURCHASING

Objective: Reduce OOP expenditure from 39%
to 20% or less by 2030, while expanding
coverage through CBHI and Social Health
Insurance (SHI) and strengthening the value of
benefit packages.

Scale up tax-subsidised CBHI for the poor,
implementing DPO-2 reforms and targeting an
increase in CBHI coverage among the poor
from 50% to 75% by 2030.
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Align CBHI and SHI benefit packages with the
revised Essential Health Services Package
(EHSP), clarifying service categories, provider
types, co-payment and exemption policies, and
referral rules.

Gradually integrate donor-funded exempted
services into insurance benefit packages as
fiscal space allows.

Implement SHI for formal sector employees to
expand pooled financing and cross-
subsidisation between income groups.

Digitalise insurance enrolment, premium
collection, claims management, and provider
payment, leveraging private fintech and IT firms.

This reform will deepen linkages between the
Compact and the national Health Financing Strategy.

REFORM 3: DIGITALLY TRANSFORM
AND OPTIMISE THE HEALTH
WORKFORCE

Objective: Build a resilient, digitally enabled,
and equitably deployed health workforce
capable of delivering high-quality PHC,
addressing noncommunicable diseases (NCDs)
and climate-sensitive conditions, and supporting
job creation in the broader health economy.

Scale digital tools and e-learning platforms for
continuous  learning,  supervision, and
performance tracking of health extension
workers (HEWSs), nurses, and PHC teams.

Deploy Al-enabled diagnostics and telehealth
networks in at least 40% of primary health
centres, partnering with private telecoms and
digital health start-ups.

Implement a National Workforce Compact to
expand training capacity, promote task-shifting,
and create skilled employment opportunities
for health professionals and digital workers.

Roll out electronic Human Resources for Health
(HRH) management systems and link

performance indicators to incentive schemes.

Integrate workforce deployment with WASH,
energy, and agriculture initiatives, reinforcing
the Human Capital agenda.

Ethiopia HRH Compact

The HRH Compact is a government-led,
donor-backed initiative (MoH, MoF and
partners) that fills budget gaps for
recruiting, deploying, and retaining health
workers—particularly for RMNCH at the
primary-care level—by matching partner
contributions and aligning investments
with national priorities. Phase 1,
supported by the Susan T. Buffett
Foundation, recruited and deployed 1,910
general practitioners; HRH Compact 2.0
(2025), with additional Gates Foundation
support, will scale the model to recruit
over 6,000 PHC cadres (nurses, midwives,
HEWs and others), prioritize female
graduates, and deploy staff to rural and
underserved areas. The program pairs
recruitment with capacity building,
mentorship, Human Resources
Information System-based monitoring,
and evidence generation to strengthen
retention, infrastructure, workforce
management, and gender equality in
Ethiopia’s health workforce.

REFORM 4: EXPAND DOMESTIC
MANUFACTURING OF ESSENTIAL
MEDICINES AND COMMODITIES

Objective: Increase domestic production of
essential medicines and health commodities
from 15% to 50% of national demand by 2030,
supporting job creation and Ethiopia’s
industrialisation agenda.

Streamline customs clearance, expand import
eligibility for Active Pharmaceutical Ingredients
(APIs) and inputs, and extend procurement



agreements for local manufacturers from 3 to
7 years.

Collaborate with IFC, MIGA, and commercial
banks to improve access to finance for local
manufacturers, including via risk-sharing
instruments.

Position Ethiopia as a key node in the Africa
Initiative for Medical Access and Manufacturing
(AIM 2030), building regional export capacity.

Aligninvestments with industrial park strategies,
logistics, and ancillary services, creating a
manufacturing ecosystem that generates broad
employment.

Strengthen the Ethiopian Food and Drug
Authority and regulatory harmonisation and
develop pharmaceutical workforce programmes
with academia and private sector partners.

This reform supports HGER 2.0 industrialisation
and export diversification and strengthens health
security.

REFORMS5:BUILD RESILIENT, CLIMATE-
SENSITIVE AND MULTI-SECTORALLY
LINKED HEALTH SYSTEMS

Objective: Develop resilient health systems
capable of addressing undernutrition and
responding to NCDs, climate change, and
emergencies, leveraging investments in WASH,
energy, and digital infrastructure.

Support and finance the Seqota declaration to
reduce the stunting prevalence from 39% in
2025 to 23.4% in 2030 among children under
five years of age through innovative, multi-
sectoral community-based nutrition sensitive
and climate resilient interventions in all districts
of the country by 2030, including improved
WASH services to 100% of schools and health
facilities.

Design and implement climate-resilient health
facilities with integrated WASH, energy, and

digital connectivity, in partnership with
utilities and private providers.

Use disease burden and DALY data for
investments in NCDs, mental health,
climate-sensitive diseases, and emergency
preparedness, and channel debt swap
resources toward high-impact, multi-
sectoral resilience interventions.

Align with national WASH, electrification,
agriculture, and urban planning initiatives
to ensure integrated service provision and
maximise human capital returns.

Multi Sectoral Action to address
Malnutrition

The Seqota Declaration is Ethiopia’s high-
level commitment, launched in 2015, to
end stunting among children through a
coordinated, multisectoral approach to
nutrition. It aligns nutrition-specific
actions in health with nutrition-sensitive
investments across agriculture and food
systemns, WASH, education, social
protection, and gender, implemented via
inter-ministerial coordination mechanisms
and Program Delivery Units to ensure joint
planning, accountability, and learning.
The initiative is structured in three
phases—innovation (2016-2020),
expansion (2021-2025), and national
scale-up (2026-2030)—to test, refine, and
scale integrated packages at woreda level,
supported by tools like unified nutrition
information systems and costed, local
multisectoral plans. The Government of
Ethiopia recently committed to reduce the
stunting prevalence from 39% in 2025 to
23.4% in 2030 among children under five
years of age.
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REFORM 6: MOBILISE PRIVATE
SECTOR FINANCING

Objective: Mobilise at least US$ 250 million in
private sector investment.

Develop a sequenced financing roadmap with
IFC, the World Bank, and partners to attract
private investment in health infrastructure PPPs,
digital health, manufacturing, and education.

Use guarantees, first-loss capital, and
concessional  co-financing  to  de-risk
investments, particularly in  underserved
regions.

Integrate debt swap for health agreements into
Compact governance, ensuring accountability
and alignment with MoF's debt sustainability
framework.

7.)obs, Agriculture and Broader
Economic Transformation

7.1.JOBS AND EMPLOYMENT GAINS

The Compact will contribute to job creation through:

Direct jobs: New and upgraded positions for
HEWSs, nurses, midwives, doctors, pharmacists, lab
technicians, digital health professionals, and
support staff.

Indirect jobs: Opportunities in manufacturing,
logistics, and services through expanded local
pharmaceutical production and digital health
ecosystems.

Induced jobs: A healthier workforce will reduce
absenteeism, underpinning job-creation initiatives
across agriculture, manufacturing, and services.

These effects complement Government and partner
job-creation programmes, making health both an
enabler and beneficiary of inclusive growth.

7.2. ALIGNMENT WITH DOMESTIC
AGRICULTURAL PRODUCTION
PRIORITIES

Agriculture remains the backbone of Ethiopia's
economy. The Compact will:

Reduce productivity losses among smallholder
farmers due to illness.

Support community interventions on WASH,
nutrition, zoonotic disease control, and food
safety.

Strengthen occupational health and climate-
adaptation  measures  for  agricultural
communities.

Protect rural households from catastrophic
health expenditures that erode productive
assets.

By improving rural health outcomes, the Compact
supports HGER 2.0 priorities on food security,
export crops, and ago-industrialisation.



8. Governance, Coordination and
Mutual Accountability

To ensure effective implementation, the Compact
will align with existing coordination platforms and
strategies for improved alignment among
stakeholders such as the Lusaka Agenda, Global
Financing Facility (GFF) / joint sectoral fora and other
national and sub-national coordination platforms.

8.1. GOVERNANCE STRUCTURE

High-Level Steering Committee (Compact
Steering Committee):

* Chair: Minister of Health (or delegated State
Minister), with State Minister of Finance, Ministry
of Finance, as co-chair.

* Members: MoF, MoA, MoWE (water and energy),
Planning Commission, National Bank, regional
health bureaus, development partners (World
Bank, IFC, etc.), private sector, and civil society
representatives.

* Functions: Approve strategic priorities, endorse
annual investment plans, oversee performance
against UHC and macro-economic indicators,
and ensure alignment with HGER 2.0 and
national debt strategy.

* Meeting frequency: Biannual (twice a year),
with extraordinary meetings as needed.

Technical Working Group (TWG) / Compact
Delivery Team:

Multi-disciplinary team including specialists in
health financing, PHC, WASH, energy,
manufacturing, agriculture, and the private sector.

Responsible for detailed design, implementation
oversight, and reporting;

+ Meeting frequency: Quarterly, feeding into
Steering Committee sessions and sector
reviews.

Secretariat / Compact Coordination Unit:

Embedded within MoH (with strong MoF liaison)
to coordinate data, reporting, partner
alignment, and private sector engagement;

Ensures debt swap resources, World Bank/IFC
operations, and other DPs' programmes and
domestic financing are tracked and aligned
under a single results framework.

8.2. ALIGNMENT WITH EXISTING
JOINT GOVERNMENT AND
STAKEHOLDERS POLICY DIALOGUE
AND COORDINATION PLATFORMS

The Compact will leverage existing joint government-
development partner policy dialogue and
coordination forums as the primary platforms for
guiding reform implementation, reviewing progress,
and ensuring mutual accountability and
transparency, while avoiding duplication. These
platforms include the Joint Consultative Forum
(JCF)—the highest government-DPs health sector
policy dialogue body—and its technical arm, the
Joint  Core Consultative Committee (JCCQ).
Compactindicators and milestones will be integrated
into joint annual performance reviews and
medium-term sector reviews.
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