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Abstract

Background: High burden of healthcare expenditure precludes the poor from access to quality healthcare services.
In Ethiopia, a significant proportion of the population has faced financial catastrophe associated with the costs of
healthcare services. The Ethiopian Government aims to achieve universal health coverage (UHC) by 2030; however,
the Ethiopian health system is struggling with low healthcare funding and high out-of-pocket (OOP) expenditure
despite the implementation of several reforms in health care financing (HCF). This review aims to map the contribu-
tions, successes and challenges of HCF initiatives in Ethiopia.

Methods: We searched literature in three databases: PubMed, Scopus, and Web of science. Search terms were identi-
fied in broader three themes: health care financing, UHC and Ethiopia. We synthesised the findings using the health
care financing framework: revenue generation, risk pooling and strategic purchasing.

Results: A total of 52 articles were included in the final review. Generating an additional income for health facili-
ties, promoting cost-sharing, risk-sharing/ social solidarity for the non-predicted illness, providing special assistance
mechanisms for those who cannot afford to pay, and purchasing healthcare services were the successes of Ethiopia's
health financing. Ethiopia's HCF initiatives have significant contributions to healthcare infrastructures, medical sup-
plies, diagnostic capacity, drugs, financial-risk protection, and healthcare services. However, poor access to equitable
quality healthcare services was associated with low healthcare funding and high OOP payments.

Conclusion: Ethiopia’s health financing initiatives have various successes and contributions to revenue generation,
risk pooling, and purchasing healthcare services towards UHC. Standardisation of benefit packages, ensuring ben-
eficiaries equal access to care and introducing an accreditation system to maintain quality of care help to manage
service disparities. A unified health insurance system that providing the same benefit packages for all, is the most
efficient way to attain equitable access to health care.
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Background

High-performance health financing (HPHF) for universal
health coverage (UHC) is adequate and sustainable fund-
ing with sufficient risk pooling to spread the financial risk

*Correspondence: debieayal@gmailcom of ill-health to assure the desired levels of service cov-
! Department of Health Systems and Policy, Institute of Public Health, College erage [1] The Strategles de51gned FO increase the share
of Medicine and Health Sciences, University of Gondar, University of Gondar, of total health spending for all nations that have made
RO. Box: 196, Gondar, Ethiapia substantial progress towards UHC predominantly rely

Full list of author information is available at the end of the article

©The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or

other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativeco
mmons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-022-08151-7&domain=pdf

Debie et al. BMC Health Services Research (2022) 22:866

on compulsory funding sources [2, 3]. Compulsion and
subsidisation in health financing are guiding principles
for health financing policy to speed up the path toward
UHC [4]. Despite increasing the overall share of spending
from compulsory sources being important for the pro-
gress towards UHC, the ways of pooling arrangements
for the prepaid fund matter [5]. A given level of funding
organised into fewer pools has more redistributive capac-
ity than the same level of funding organised into more
pools [4, 5]. Even though the UHC goals and intermedi-
ate objectives are broadly shared, each country’s start-
ing point and context for health financing are unique [4].
There was no single best health financing model for UHC
for all countries. Thus, the best option for a country in
a given circumstance may not be relevant for another
country [4].

Universal health coverage provides equitable and qual-
ity promotive, preventive, curative, rehabilitative and
palliative health services to all people without financial
hardship [6-8]. In 2015, the Ethiopian Government was
introduced a 20-year plan to achieve UHC [9]. The three
pillars of the current health policy of Ethiopia targeted
for UHC include the development of an equitable and
acceptable standard of health service, assurance of acces-
sibility of health care for all, and provision of health care
for the people on a scheme of payment with special assis-
tance mechanisms [10, 11]. Line-item budget, per capita
(capitation), and fee-for-services are among Ethiopia’s
common payment methods for health care services [12].
Community-based health insurance (CBHI) and social
health insurance (SHI) are also alternatives to user fees
to access equitable healthcare without financial hardship
[13]. Both CBHI and SHI provide free-to-access care in
public health facilities, reimbursed through a fee-for-
service system. However, in Ethiopia, SHI is not imple-
mented concerning the civil servant’s resistance to paying
3% of their salary [14]. Primary healthcare services have
also been delivered free of charge or exempted to all ser-
vice users irrespective of their income level in Ethiopia
[15].

Multiple sources finance Ethiopia’s healthcare sec-
tor, including loans and donations from all over the
world (46.8%), the Ethiopian Government (16.5%), out-
of-pocket (OOP) payments (35.8%), and others (0.9%)
[16]. The proportion of health financing from domes-
tic sources (excluding the contribution from donors)
has increased from 53% of United States dollars (US$)
1.3 billion in 2008 to 78% of US$ 2.7 billion in 2017
[17]. The country’s total health expenditure also rose to
nearly Ethiopia Birr (ETB) 50 billion (over US$2.5 bil-
lion) in 2013/14 from ETB 1.45 billion (US$230 million)
in 1995/96. The per capita health expenditure reached
(US$28.65) in 2013/14 from a mere (US$4.5) in 1995/ 96
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[18]. But the amount is still meagre compared with the
World Health Organization (WHO) recommendation of
US$60 per capita spending for delivery of essential health
services by 2015 [19]. Ethiopia’s health spending consti-
tuted 5.6% of the gross domestic product (GDP) in the
last decade [18, 20]. For example, the total annual budget
of 2019/20 allocated to health was only 5.3% [21], which
was less than the average 7% of WHO estimation for low-
income countries (LICs) [22].

Despite various HCF reforms in Ethiopia, the coun-
try’s healthcare system has suffered from low healthcare
funding and high OOP payments [17, 23]. However, com-
prehensive HCF evidence is still lacking that can have
implications for achieving UHC and designing strategies
to address the gaps in health financing in Ethiopia. There-
fore, this review aims to explore the successes, contribu-
tions and challenges of HCF toward UHC in Ethiopia.

Methods

Ethiopia’s healthcare delivery system

Ethiopia’s health service is structured into a three-tier
system: primary, secondary and tertiary levels of care. A
primary health care unit (PHCU) comprises four health
centers (HCs), five health posts within each health center,
and a primary hospital. Each health post is responsible
for a population of 3,000-5,000 people. A health center
provides both preventive and curative services. In addi-
tion to what an HC can provide, a primary hospital pro-
vides emergency surgical services, including caesarean
section and gives access to blood transfusion services.
Secondary level of care consists of general hospitals. In
addition, it serves as a referral center for primary hospi-
tals. Finally, the tertiary level of care comprises federally-
run, specialised hospitals and university hospitals [11, 16]
(Fig. 1).

Design

A structured narrative review was conducted by review-
ing studies published between January 1998 and August
2021 using the three inter-linked HCF framework
components.

Search strategy

Electronic databases such as PubMed, Scopus and Web
of Science were used to search all published articles. In
addition, hand search engines, such as Google search
engine and Google Scholar, were also used to search
for additional literature on 08 August 2021. The search
terms were identified under three themes: healthcare
financing, universal health coverage, and Ethiopia. The
search strategies were built based on using the “Medi-
cal Subject Headings (MeSH)” and “All field” by linking
“AND” and “OR” Boolean operator terms as appropriate
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Fig. 1 Health care system of Ethiopia

(Supplementary file 1). In addition, we used the enhanc-
ing transparency in reporting the synthesis of qualitative
research (ENTREQ) checklist for reporting the findings
[24].

Inclusion and exclusion criteria

All retrieved studies were initially imported into the End-
note library to remove the duplicates. After removing the
duplicates, we screened the articles by title and abstract
based on the eligibility criteria. A quality assessment
was done for all eligible retrieved articles by the three

independent reviewers using the Joanna Briggs Institute’s
(JBI) critical appraisal checklist for qualitative research.
Later we discussed in the team, and the last author veri-
fied the list of studies. We retained the full texts of all rel-
evant studies found to meet the inclusion criteria for the
final synthesis (Table 1).

Data extraction and synthesis

We used Microsoft excel spreadsheet format for data
extraction. The excel sheet contained the first author’s
name, year of publication, title, type of article, and its
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Table 1 Eligibility criteria of articles on healthcare financing towards UHC in Ethiopia, 2021

Inclusion criteria

Exclusion criteria

All published articles from January 1998 to August 2021 were included

Articles published in English were included

All articles on healthcare financing towards universal health coverage
were included irrespective of the type of articles and methodology

Articles were excluded from the review, those published before 01 January
1998 and those articles published after the date of submission, preprint?

Articles published in languages other than English were excluded

Articles that are not identified the successes or challenges of HCF towards
UHC were excluded

primary outcomes. In addition, we conducted a double
check-up and verification of the extracted information. In
this review, we assessed the application of HCF to attain
UHC, which includes the provision of equitable and qual-
ity health services without financial risk. We used frame-
work analysis to synthesise our extracted data using the
three inter-linked HCF framework components: revenue
generation, risk pooling/ sharing, and strategic purchas-
ing of services [8, 25]. Explanations of the three inter-
linked HCF functions were also presented (Table 2).

Results

Description of the reviewed articles

Total of 52 articles (32 quantitative, five qualitative, seven
mixed, seven project briefs reports, and 1 policy brief)
were eligible for final review (Fig. 2). In addition, we
included seven articles in Oromia, 13 in Ambhara, six in
SNNP, seven in Addis Ababa and the remaining in other
regions of Ethiopia.

Successes, contributions and challenges of HCF in Ethiopia
We extracted data from all eligible articles related to the
contributions and challenges of HCF towards UHC in
Ethiopia. We mapped the key successes, contributions
and challenges of the eight HCF reforms/initiatives under
the three inter-linked HCF framework components. The
successes, contributions and challenges of each HCF
function towards UHC are indicated (Table 3).

Revenue generation

Of the reviewed articles, 16 described their findings on
revenue generations. Various successes were reported in

Table 2 Explanations of HCF functions in Ethiopia, 2021

revenue generation/ resource mobilisation. Health facil-
ity retained revenue is an additive to the public health
facility budgets with major sources including: sale of
drugs, medical supplies, consultation fees, non-medical
services [26]. Private wing at hospitals also offers addi-
tional income for health facilities [27]. Health insurance
is another option to mobilise financial resources, increas-
ing the revenue generation of the health institutions
[33-35].

Health financing strategies in Ethiopia also contribute
to revenue generation. Private wings at hospitals gener-
ate additional income for health facilities [28—30] to pro-
vide healthcare services. Health insurance is also another
option to generate sustainable resources for health sec-
tors [11, 36]. Health facility governance boards facilitate
the linkage of the community to increase resource mobi-
lisation for facilities to solve problems locally [39].

Limited capacity in knowledge and skills of health facil-
ity governance related to lack of training and monitoring
at federal, regional and woreda levels for planning, dif-
ficulty in interpreting the guideline, implementing, and
monitoring the HCF [11, 26] were the challenges for rev-
enue generation and utilisation. Low client satisfaction
associated with their expectations and high payments
were also challenges during private wing implementa-
tion [31, 32]. Poor community awareness and costs of
premium collection for CBHI concerning the scattered
settlement of agricultural households and mobility of the
pastoralists were the challenges in revenue collection [11,
13, 37]. Low enrolment rates, high dropouts and weak
premium collection for the scheme were additional barri-
ers for CBHI at the community level [11, 38].

HCF functions Explanations

Revenue-generation/ mobilisation

Raises the financial resources needed to develop and run a health system. Contributions typically come from

individuals/households, firms, and sometimes external sources in the form of development assistance for health

Risk pooling/ sharing

Requires decisions about whether and how financial contributions to the health system are spread across indi-

viduals to reduce the financial risk associated with unexpected illness and medical expenses

Purchasing of health services

Requires decisions about how the available funds should be used to purchase (provide) health services (preven-

tion, promotion, treatment, rehabilitation, palliation) and essential public health functions such as population-
based promotion and prevention, outbreak readiness and response, and health system governance
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Fig. 2 ENTREQ flow diagram to select articles for HCF towards UHC, 2021

Risk pooling/ sharing

In this review, 24 articles reported their findings on risk
pooling/ sharing in healthcare services. Health financ-
ing initiatives in Ethiopia have various successes in risk
pooling. User-fee-setting and revision promote cost-
sharing between the Government and users, consider-
ing the community’s willingness, ability to pay and cost
of services [27]. Health insurance helps the population
with special assistance mechanisms for those who can
not afford to pay [11]. Health insurance can also help risk
pooling/ sharing and social solidarity for the non-pre-
dicted illness [40, 41].

Health financing strategies in Ethiopia also contrib-
utes to risk pooling. Fee-setting and revision contrib-
ute to setting affordable fees and some subsidy by the
Government to enhance healthcare access [11]. Health
insurance can contribute to financial risk protection for
the users [11, 36]. Community-based health-insurance

particularly contributes to protecting rural dwellers
from facing financial hardship to ensure UHC for all
[42-44]. It reduces out-of-pocket expenditure (OOP)
for healthcare services, reducing catastrophic health
expenditure [33-35]. Health insurance can also estab-
lish financial protection equitably and sustainably for
all citizens to enhance healthcare access and achieve
UHC by reducing OOP expenditure for healthcare ser-
vices [14, 29, 45].

Variations in regional laws and discrepancies in
adherence to regional legislation in terms of mandating
the user fee revisions and settings were the challenges
to maintaining the consistency of HCF in Ethiopia. For
instance, the mandate of user fee revisions and settings
in Amhara and Oromia gave to the regional council,
while SNNP allowed health facilities to introduce user
fee revisions [11, 26, 27]. Moreover, the provincial law
gave the mandate of user fee revision to the provincial
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(regional) council in the Amhara region, but some
health facilities revised user fees on their own [27].
The adverse selection associated with voluntary based
CBH]I, inability to afford the premium, inadequate ben-
efit packages; preference for OOP payment, and con-
sidering only family size without their level of income
for premium load [46-48] were the challenges during
CBHI implementation. The constraints of implement-
ing SHI are the high burden of payroll contributions to
SHI, long bureaucracy in reimbursement, under-cover-
age of the poor, low contract renewal rate and expected
returns [13, 51, 52]. Unclear benefit packages, high cost
of living and the burden of other deductions from sal-
ary were the obstacles to initiating SHI [49, 50]. Free
health care services for healthcare providers and frus-
tration of illness associated with high SHI contribution
[49, 53] could be the challenges to introducing SHI.

Purchasing of healthcare services

Forty articles from the reviewed articles described the
strategic purchasing of healthcare services. Health
financing initiatives in Ethiopia have various successes
in purchasing healthcare services. Revenue retention
can increase resource availability for service provision
by using retained revenue to procure drugs and medi-
cal supplies and implement oversight [11, 27]. Fee waiver
system provides free of charge to the poorest segments
of the population to access the full range of health ser-
vices [29]. Public hospitals’ private wings offer more ser-
vices to the service users [27]. Outsourcing non-clinical
services at public hospitals encourages hospitals to out-
source non-clinical services, such as laundry, security,
and catering, by contracting with local vendors that
improve the hospital’s efficiency and reduce the hospital
management burden [29]. A clear action plan for health-
care delivery and the introduction of accountable and
transparent regulatory frameworks facilitate HCF imple-
mentation [26, 73].

Health facility revenue retention could improve infra-
structures, diagnostic capacity, procure medical equip-
ment, supplies, medical supplies, drugs, information
systems, management procedures, water supply, electric-
ity, and training to enhance quality of healthcare services
[11, 27, 54]. It assisted in availing essential medicines;
reduce stock-outs of essential drugs; improve health facil-
ities” diagnostic capacity, maintaining continual quality of
care; improving water supply, electricity to health facili-
ties; and health infrastructures [27, 54]. Exempted health-
care also helped to deliver the package of services free of
charge to all citizens for certain critical public health ser-
vices to enhance coverage and equity [29]. These services
include TB and leprosy diagnosis and treatment; antena-
tal care; delivery, postnatal care, family planning, leprosy,
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HIV care, treatment for malaria, immunisation services;
HIV/ AIDS diagnosis, care and support, and epidemics
[11, 60]. In addition, outsourcing non-clinical services at
public hospitals assisted to improve hospitals’ efficiency,
reduce internal administrative burden, control costs, ena-
ble health facilities to focus on core clinical services, and
increase effectiveness and quality of services [27, 29, 63].

Access to healthcare services free health care for poor
households through fee waiver systems increases finan-
cial protection and ensures UHC for all [27, 43]. Fee
waiver systems increase healthcare service utilisation
and reduce inequalities in accessing healthcare services
for the poor [29, 55]. Private wing at hospitals can raise
the motivation of medical professionals, staffs’ sense
of hospitals ownership and a decline the turnover rate
could help offer more choices and quality of care [27-
30]. Health insurance is reduced inequitable healthcare
services for all citizens and improves healthcare delivery
[11, 29, 36] and facilitates the path toward UHC [14, 45].
Community-based health insurance also contributes to
avail essential drugs, good quality of care and treatment
of choice to the users [64, 65]. Health facility governance
autonomy is instrumental in increasing facility perfor-
mance, fair resource allocation and quality of health-
care services to achieve better health outcomes [39,
74]. Community-based health insurance could enhance
access to healthcare services and quality of life [40, 41,
66]. It also guaranteed access to equitable quality health-
care services among dwellers of the informal and rural
areas [33-35, 42].

High non-medical costs, including transportation,
lodging, food, and opportunity costs, were the barriers
for the poor to access healthcare [56]. Lack of consist-
ency and common understanding of selection criteria,
poor training on procedures, low coverage of the poor,
inclusion of those able to pay, delay or non-reimburse-
ment of the costs to health facilities, and corruption [11,
57, 58] were also the challenges during fee waiver imple-
mentation. Non-consideration of the household’s income
in proportion to the family size and their expenses for
basic needs in the fee waiver guideline were the challenge
to select the eligible households [57, 58]. For instance, the
guideline excluded households with seven members and
got ETB 400 per month. On the other hand, households
with four members who earned ETB 300 per month were
eligible regardless of the income generated by the family
members [57]. The absence of a clear income level cut-
off for granting fee waivers; renewal of the waiver card
without revision of economic status; healthcare disparity
between fee waivers and cash payers; and non-considera-
tion of households with chronic disease within the family
were the other barriers to protect the poor from financial
hardship [58, 59]. In addition, restriction of fee waiver
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certification only in a single health facility precludes ser-
vices for the poor [56]. Shortage of drugs and medical
supplies, absence of clear guidance, incurred additional
costs, inadequate support, charging for health delivery-
related services and supplies by health facilities were also
challenges in exempted health services [27].

Lack of understanding of the working procedures and
fear of accountability led to health facilities being reluc-
tant to use the retained revenues and demonstrated a loss
of efficiency in the healthcare service delivery [11]. The
absence of rewarding systems for staff based on perfor-
mance, poor physical and healthcare infrastructures, pro-
vider behaviours, high expectations, and low awareness
about alternative options of the private wing at the hospital
were the challenges to its utilisation [28, 61, 62]. During its
implementation, conflicts between hospitals and service
providers regarding the quality of non-clinical services and
poor contract specifications were common challenges [63].
Service disparity, low-quality health services, inadequate
equipment and staff, lack of trained personnel, adverse
selection, moral hazard, fraud, and corruption were the
barriers affecting health insurance delivery [13]. Exclusion
of family members above 18 years from insurance ben-
eficiaries [49] and health facilities unable to fulfil the cri-
teria to provide the insurance service [67] also challenged
healthcare delivery. Demands extraordinary drugs; tend
to collect more drugs, and give their card to non-insured
patients from the client side while overestimating the
cost of services. The charge of undelivered insurance ser-
vices from service providers’ perspective were frequently
occurred moral hazards to deliver healthcare services by
CBHI [68]. Low awareness and benefit packages, poor per-
ception of quality of health services, and lack of trust of the
management [69-72] were the challenges to enrol CBHI
membership. High turnover of board members, absentee-
ism, inappropriate delegation, lack of capacity, and confu-
sion about the governing body’s role hampered leadership
and community ownership [11, 26, 27].

Discussion

We explored the successes, contributions, and chal-
lenges towards UHC concerning revenue generation, risk
pooling/ sharing, and strategic purchasing. Successes of
healthcare financing initiatives in Ethiopia include gener-
ating an additional income for health facilities, promoting
cost sharing between Government and users, risk-sharing
for the non-predicted illness, providing special assis-
tance mechanisms for those who can not afford to pay,
and purchasing healthcare services [11, 26, 27]. Ethiopia’s
healthcare financing initiatives have made significant con-
tributions to healthcare infrastructures, medical supplies,
diagnostic capacity, drugs, financial risk protection, and
healthcare services [27, 29, 55]. On the contrary, poor
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access to equitable quality healthcare services was the
major challenges associated with low healthcare fund-
ing and high OOP payments in Ethiopia [17, 23, 75, 76].
Adverse selection, moral hazard, low enrolment in CBHI,
poor awareness, lack of consistency and fairness in the
implementation of HCF initiatives [11, 13, 38, 48] were
also identified as the challenges to access healthcare ser-
vices and disparity. Furthermore, high non-medical costs,
including transportation, lodging, food, and opportunity
costs, were barriers to fee waivers and exempted service
users from receiving health services [27, 56].

In Ethiopia, health insurance is one of the options/
mechanisms for risk pooling and social solidarity to
access healthcare for non-predicted illnesses [40, 41].
Nevertheless, low healthcare funding and high OOP pay-
ments [17, 23] were Ethiopia’s barriers to health financ-
ing. In South Africa, the low risk-pooling and social
solidarity could be alleviated by reducing fragments of
funding sources and directing all possible sources to
a centralised well-managed pool [77]. Centralisation
in funding sources is essential and critical to provid-
ing equity and improving HCF where a single purchaser
of health services [78]. Cross-subsidisation is achieved
through integrated funding pools because managing
separate funds for different groups limited the benefits
of cross-subsidies, and it became difficult to merge frag-
mented pools [77]. A pre-payment scheme, such as SHI
funds for formal sectors and direct taxation with the
incremental progressive source of HCF, was essential to
reduce the burden of OOP payments [79]. Centralisation
in funding sources could make Thailand exemplary pro-
gress toward UHC with Government subsidisation for
the poor [80]. A pro-poor shift of subsidisation is essen-
tial where a more progressive HCF mechanism enables
equitable health financing and is vital to develop an HCF
mechanism to realise UHC [81].

Multiple sources finance Ethiopia’s healthcare sector,
including loans and donations, OOP payments (house-
holds), and others [16, 82]. But the healthcare expendi-
ture of Ethiopia is among the least compared with the
estimated WHO average of LICs (7%) [22] and the Abuja
agreement (15%) [83]. This low health care revenue in the
country could be associated with low government budg-
ets, corruption, low enrolment and a high dropout rate
from CBHI membership [11, 13, 21, 38]. In Malawi, the
Debt relief strategy substantially contributes to the coun-
try’s steady progress towards the Abuja target [84], mak-
ing Malawi’s share of GDP to the health sector. It makes
Malawi’s share of GDP in the health sector higher than
other LICs [85]. In Ghana, refining the premium of the
national health insurance (NHI), gradual increment of
funds to the health sector, and multi-sectoral advocacy
to increase revenues by the Government had a significant
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impact on the country’s health revenue generation [86].
Thailand has also set a successful, equitable and feasible
HCEF tax procedure for most of its population [87]. The
general tax method was the most progressive source of
finance for healthcare. It utilises the finance ministry’s
existing resources, expertise, and mechanisms to enforce
and collect the tax payments in Thailand [79]. The tax
financing mechanism was a popular and proven health-
care financing and instrumental in achieving UHC in
countries with low tax. Progressive tax practices and
a pro-poor tax framework for capital gains and profits
might support achieving global health objectives [88].

Healthcare service disparity, adverse selection, low-
quality health services, moral hazard, fraud and cor-
ruption were the challenges in CBHI implementation in
Ethiopia [13]. A study conducted in Southeast Asia and
the People’s Republic of China showed that service ine-
quality could be narrowed by applying a -payer health
insurance system with a unified benefit package to pro-
vide more equitable healthcare services [89]. Client-side
moral hazard could also be reduced through a cost-
sharing mechanism, such as the co-payment approach,
which diminishes non-urgent healthcare visits [90, 91].
Mandatory CBHI was pivotal in setting Rwanda toward
UHC and making the country with the highest enrolment
in health insurance in sub-Saharan Africa (SSA) [92]. A
study conducted in Ethiopia also recommended that a
mandatory CBHI approach was essential to address the
challenges of adverse selection associated with voluntary
participation [47]. Standardisation of benefit packages,
ensuring equal access to care, and introducing an accred-
itation system to ensure the quality of care was also
helpful in managing service disparities [93]. High non-
medical costs, including transportation, lodging, food,
and opportunity costs, were the deterrents for fee waiv-
ers and exempted service users to access healthcare ser-
vices [27, 56]. This high non-medical cost precludes the
poor from healthcare service utilisation. In LICs, studies
recommended that the poor be waived for user fees and
reimbursed, particularly for fee waivers for their access
costs to health care, including transportation, lodging,
food, and opportunity costs [94, 95] solve the accompa-
nying financial catastrophic shock.

Policy implications

The policy implications for this review focused on the
contribution and challenges of the HCF reforms for future
improvement in the country. Appropriate health financ-
ing strategies that safeguard financial risk protection
underpin sustainable health services and attain UHC. This
review also has an implication to provide more equita-
ble clinical healthcare services or ensure equal access to
healthcare in general. This finding will also help to ensure
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the quality of care and address the clinical healthcare ser-
vice disparities in Ethiopia. It advances awareness among
health programmers and policymakers about the impor-
tance of HCF as a key building block of the health system.
It also provides an insight on the critical HCF reforms in
Ethiopia, include: revenue retention and utilisation, a fee-
waiver system for the poor, exemption services, user fee
setting and revision, private wing in public hospitals, out-
sourcing non-clinical services, health insurance, and pro-
moting health facility governance autonomy to improve
its implementation on the health system. The review
could help the policymakers and government officials to
revise and update its HCF strategies.

Strengths and limitations

This review provides ample evidence on HCF towards
UHC in Ethiopia. On the contrary, this review did not
include a meta-analysis to estimate the pooled effect
of HCF on the progress of healthcare service delivery
towards UHC in Ethiopia since a meta-analysis to be
valid requires all included studies to be sufficiently simi-
lar. However, a narrative review can cover a wide range of
subject matter at various levels of completeness and com-
prehensiveness that may consist of research findings.

Conclusion

The healthcare financing initiatives in Ethiopia have had
various successes, including generating additional income
for health facilities and promoting cost-sharing between
Government and users. Risk-sharing/ social solidarity for
the non-predicted illness, providing special assistance
mechanisms for those who can not afford to pay, and
purchasing healthcare services were also the successes
of Ethiopia’s health financing. Ethiopia’s health financing
has significant contributions to healthcare infrastructures,
medical supplies, diagnostic capacity, drugs, financial risk
protection, and healthcare services. However, poor access
to equitable and quality healthcare services was associ-
ated with low healthcare funding and high OOP payments
in Ethiopia. Health service disparity, adverse selection,
moral hazard, low enrollment in CBHI, poor awareness,
fraud and corruption were also barriers to health ser-
vice delivery. The restriction of fee waiver certificates to
a single health facility shall be revised to keep the coun-
try’s referral loop to facilitate UHC progress. Mobilising
domestic and external resources, aligning donor funding
into the government system, and evidence-based alloca-
tion of available resources are essential to advance HCF
systems. Standardising benefit packages, ensuring equal
access to care, and introducing an accreditation system to
maintain quality of care are also helpful in managing ser-
vice disparities. Therefore, a robust health care financing
system is required to speed up the path towards UHC.
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