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Disease in Ethiopia  

 Summary 
This policy brief discusses Catastrophic Health Expenditure (CHE) 
related to Cardiovascular Disease (CVD) care in Addis Ababa where 
CVD is the leading cause of death.1  While the discussion is focused on 
Addis Ababa, the findings have implications for Ethiopia more broadly. In 
order for Ethiopia to achieve the Sustainable Development Goals 
(SDGs), Ethiopia will need to ensure financial risk protection for its 
population, 2 including for the prevention and treatment of CVD.  

Background 
In low-income settings where direct out-of-pocket (OOP) payments to 
health service providers represent a major health financing mechanism, 
households are often forced to trade off essential consumption (e.g. 
food, child education) to pay for health services. This is further 
compounded by additional direct non-medical costs (e.g. transportation) 
and indirect costs (e.g. income loss due to decreased productivity).4 
When the above costs become too large, households turn to various 
coping mechanisms, like borrowing from family or friends in order to 
cover expenses.5  

The phenomenon described above often results in CHE. CHE occur 
when a household’s OOP payments exceed a given fraction of the total 
income or consumption expenditure of the household.6   

In Ethiopia, OOP payments are about 33% of the country’s total health 
expenditure, and less than 10% of the population have prepaid health 
insurance.7 It is imperative that Ethiopia identifies risk factors associated 
with CHE and help design relevant policies to ensure financial risk 
protection.  
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Determining the magnitude of 
financial burden when seeking health 
services for CVD 
In a recent cross sectional cohort study, Tolla 
et al.8 selected eight hospitals in Addis Ababa 
and recruited about 600 individuals. Tolla et al. 
defined CHE as annual OOP expenditure 
>10% of total household income. OOP 
payment was calculated as the sum of direct 
medical costs and direct non-medical costs. 
 
CHE on CVD Care 
More than a quarter of  households 
experienced CHE on CVD care. The incidence 
of CHE tended to be inversely related with 
income level: 28% among the poorest quintile 
suffered CHE in contrast to 14% among the 
richest quintile. 
 
Households reported use of several 
mechanisms to cope with OOP payments. 
Reliance on such mechanisms was more 
common for inpatient care than for outpatient 
care. Family support was the most common 
means that households resorted to: 39% of 
households fully covered the cost of inpatient 
care through such mechanism, while 27% used 
the same source to pay for outpatient care 
costs. Furthermore, 48% and 20%, 
respectively, used their own cash; while 6% 
and 14%, respectively, used savings to cover 
outpatient and inpatient care costs. A 
remaining 5% borrowed and 2% had to sale 
assets to pay for inpatient care costs. 
 
Breakdown of OOP payments 
Drug costs were the major source of financial 
burden, both in public and private hospitals—
constituting about 50% of the outpatient care 
costs, followed by transportation costs in public 
and laboratory tests in private settings.  

Figure 1. Breakdown and share of cost items for 
out-of-pocket outpatient care, by type of hospital 
visited. 

Taking action: suggestions for 
effective interventions 
Households face substantial financial burden 
when seeking prevention and treatment 
services for CVD in Addis Ababa. The poorest 
households, those that developed CVD events 
(e.g. stroke), those who were hospitalized, and 
those that travelled from outside Addis Ababa 
to receive CVD care, faced a greater financial 
risk. Expanding the coverage of primary 
prevention of CVD through prepaid financing 
arrangements, could help to reduce the 
financial burden that households face related 
to accessing CVD care.  
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