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Over the past ten years, the scale of efforts to improve global health in low- and middle-income
countries has increased substantially, particularly in the fight against the HIV/AIDS, tuberculosis (TB),
and malaria epidemics. Funding mechanisms such as The Global Fund to Fight AIDS, Tuberculosis, and
Malaria (GF), the President’s Emergency Plan for AIDS Relief (PEPFAR), and the World Bank’s Multi-
Country AIDS Program (MAP) have been instrumental in saving lives among some of the most
disadvantaged populations in the world. Such disease-focused global health initiatives (GHls) also have
great potential to positively influence broad health systems by helping to alleviate constraints in financial
and human resources for health care, information systems, service delivery, and other health-related
areas. Decision makers at both the country and global levels recognize the importance of health systems
strengthening, not only as a way to improve the sustainability of AIDS, TB, and malaria services, but to
increase the likelihood of positive spin-off effects on services that address other diseases and conditions.
Despite the attention that these issues have received in recent years, however, relatively little evidence
is available on the impact of GHls in low- and middle-income countries.

Ethiopia is a low-income country where GHIs have played a substantial role in the financing of the health
system, but where information on the effectiveness of the aid has been difficult to collect. Given the
country's great size, low level of socio-economic development, and large population, this financial
support is welcome and needed. Nevertheless, given the magnitude of the funding, critical issues arise
with respect to how GHI funding has influenced the broader health system.

The purpose of the study is to investigate the effects of GHI-supported initiatives on Ethiopia’s health
system. The study focuses on the effects in the following four thematic areas:

Policy and reporting processes. Effects on alignment and harmonization of GHI policies with existing
national policies, including decentralization and private sector involvement.

Human resources. Effects on the design and implementation of human resources for health (HRH)
strategies, and on the number, work burden, time allocation, and motivation of health workers at
the primary health care facility level.

Pharmaceuticals and commodities. Effects on procurement and distribution systems, and on the
availability of pharmaceuticals at the primary health care facility level.

Service delivery. Effects on the availability and utilization of focal (HIV/AIDS, TB, and malaria
services) and non-focal health care services at the primary health care level, including FP and
maternal and child health services.

The study is descriptive in nature and uses a mixed-methods research methodology based on data
collected at three points in time — 2003/04, 2006, and 2009. For the empirical component of the study,
survey data were collected from a panel of primary health care facilities in four regions of Ethiopia
(Addis Ababa, Oromia, Amhara, and Somali), and then used to measure changes over time at the facility
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and health worker levels. In addition, the study uses information collected through in-depth interviews
from a range of stakeholders such as government health staff at the central and local levels and GHI
representatives, and a review of previous reports and documents.

Overall, the results of the study suggest that GHI investments and activities are well aligned with the
government’s health systems policies and priorities, both to fight HIV/AIDS, TB, and malaria and to
strengthen the overall development of the health system. The government recognizes that the massive
flow of resources from GHls are an unprecedented opportunity to strengthen the overall health system,
and through the Federal Ministry of Health’s (FMOH’s) strategic planning process (Business Process
Reengineering), has been working actively with GHls to strengthen a number of health system building
blocks. One notable example is restructuring the Health Management Information System (HMIS), which
has received extensive GHI support.

There also seemed to be agreement among those interviewed for this study that the government’s
efforts to improve aid effectiveness, which include the FMOH’s Harmonization Manual and the
International Health Partnerships Compact, have helped to improve harmonization of assistance
received by the GHls. At the same time, the influx of resources from GHls in recent years has
intensified the government’s efforts to improve aid effectiveness in Ethiopia. However, many of those
interviewed commented that GHI activities at the regional and woreda levels have not been well
integrated into the woreda (district) planning process. Respondents attributed the problem to limited
capacity.

Interviews with key stakeholders suggest that funding from the GHls as well as from other global
partners has helped strengthen the human resource component of health systems in Ethiopia. A new
national HRH strategy is in the process of being developed, with support from the GHls. There have
been efforts to rapidly scale up mid-level cadres of health workers and create new cadres while
concurrently strengthening investment in training facilities and faculty. In addition, management functions
such as in-service training and supervision have been improved and incentives have been introduced to
retain physicians and specialists in rural hospitals and health centers.

Findings from the panel survey of facilities show that there was an overall increase in the number of
health workers in public health facilities and in the mean hours they worked in focal diseases and in
maternal and child health services. Health workers working on focal diseases also received increased
training between 2003/04 and 2009. Overall job satisfaction increased marginally, but health workers
sustained high motivation with regard to their pride in their work, their self-efficacy, and their perceived
self-conscientiousness.

Maternal and child health services continued to be strengthened through the Health Extension Program,
the accelerated health officer training, and the focused training of midwives and anesthetists to expand
the basic and comprehensive emergency obstetric services. Curative services also received some
attention as more doctors and nurses were trained and hospitals opened.

In spite of the positive changes, human resource constraints continue to be a major challenge in
Ethiopia. In addition to the shortage and inadequate distribution of workers between urban and rural
areas, health workers face poor working conditions, increased workloads, and inadequate financial
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remuneration. Other considerations, such as high attrition among physicians, dual practices, and inability
of regional and woreda levels to pay incentives due to lack of funding, also need to be further studied
and addressed.

Over the period 2003/04 to 2009, Ethiopia’s supply chains for pharmaceuticals and medical supplies have
been strengthened thanks to the formation of Pharmaceuticals Fund Supply Agency (PFSA) and to
technical assistance and funding from GHls such as the GF and PEPFAR. This technical assistance has
allowed PFSA to improve its capacity to identify, order, procure, and distribute drugs, even as GHI-
supported projects and global agencies (e.g., UNICEF) continue to have key procurement, storage, and
distribution responsibilities. The building of hubs that are closer to health facilities has reduced travel
time and waste and improved the quality and efficiency of the services. Within the sample of health
facilities visited in 2009, there were no reported shortages of essential drugs in the last year.

The presence of the PFSA has also encouraged private investors to invest in the production of
pharmaceuticals. The Ethiopian Health and Nutrition Research Institute with direct support from the
U.S. Centers for Disease Control and Prevention is strengthening the laboratory capacity in the country.
Significant funding has already been allocated to this health system building block from the GF and
PEPFAR. Nevertheless, this area of the health system still needs substantially more technical and financial
support from development partners.

The GHls have played an important role in scaling-up and improving access to primary health care
services in Ethiopia between 2003/04 and 2009. Health infrastructure has improved as a large number of
health facilities have been built and are better equipped than only five years ago. HIV/AIDS services have
been scaled up and the number of facilities offering testing, counseling, and antiretroviral treatment
(ART) has increased. The GHlIs have also had a great impact on the prevention of malaria and treatment
of both TB and malaria. The results of this study suggest that there may have been indirect positive
impacts on a number of structural aspects of service quality at the primary health care level. This is
consistent with findings from population-based surveys that show that the use of maternal and child
health services has increased over the last decade and from a previous study that found that Ethiopia has
been able to maintain the performance of maternal and child health programs during the GHI-supported
scale-up. In spite of these improvements, however, the soaring prevalence of communicable diseases and
high infant and maternal mortality rates remain a big challenge for the health sector.

The research design for this study contains a few limitations. These include the use of a convenience
sampling approach to select health care facilities, which may have biased our results in favor of areas that
are more urbanized; the inability to include a control group, which does not allow us to empirically
attribute changes in indicators of the readiness to provide other types of services to the GHI-supported
scale-up of focal services; poor quality of HMIS data within the sample facilities, which prevented us from
assessing changes in the number of services provided; and the exclusion of hospitals, which have played a
large role in the scale-up of focal services.

Despite these limitations, the study results support the premise that GHIs have played a positive role
not only in the scale-up of services to fight HIV/AIDS, TB, and malaria, but also in the overall
development of Ethiopia’s health system. Ethiopia seems to be taking advantage of the opportunities
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afforded by the GHls to strengthen a number of system areas, including human resources, health
information systems, and procurement and logistics systems. While the results suggest that some of the
GHlI-supported system strengthening initiatives have already influenced the readiness to provide non-
focal services at the primary health care level, other broader strategic initiatives, including the strategy
to reform HRH and the restructured HMIS, are still in the development or piloting stages. These types
of initiatives are likely to be critical to the long-term development of Ethiopia’s health system. They have
the potential of facilitating the increased availability of a broad range of primary health care services, and
they can help improve the likelihood that GHI-supported programs in Ethiopia are sustainable.

The following recommendations are based on the study findings, and may help shape the way forward to
improve aid effectiveness and country ownership:

Encourage further FMOH involvement. The FMOH should be commended for its achievements
to date and encouraged to continue its efforts to develop a well-performing health system. Current
government efforts as guided by the Business Process Reengineering initiative in improving planning
and implementation functions, harmonizing policy and management approaches, strengthening the
health sector’s health information and logistics and supply systems, and developing a HRH strategy
all need to be maintained and strengthened.

Increase GHI coordination at local levels. While the GHIs have largely been successful in
coordinat