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This health budget brief, which is complemented by three further briefs on education, social protection and a national 
overview, analyses budget and expenditure that are recorded on-budget for the Federal Ministry of Health (FMoH) and 
its affiliated sub-national-level Bureaus of Health and district-level Woreda Health Offices. The main objective of this 
budget brief is to synthesize complex budget and expenditure information so that it is easily understood by stakeholders, 
to foster discourse and, where possible, to inform policy and financial decision-making processes.
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Key Messages 

• National health care expenditure had a nominal increase of 14 per cent between 2015/16 and 2016/17, while 
in real terms it grew by 4 per cent. The growing budget is to be commended, however the share of the budget 
devoted to health remained flat or declined during the period 2012/13 to 2016/17. Given the low performance 
of many basic health indicators, the government is strongly encouraged to progressively increase the share 
of the total budget to health and achieve its commitment to the Abuja Declaration (15 per cent of the national 
budget for health) by 2024.  

• Per capita health spending increased nominally by 10 per cent between 2015/16 and 2016/17 to ETB274 
(equivalent to US$12) in 2016/17, remaining significantly below the US$86 per capita that the World Health 
Organization (WHO) estimates is the minimum amount needed to provide essential health services in sub-
Saharan Africa. Per capita health spending declined in real terms from ETB216 in 2015/16 to ETB212 in 
2016/17, which emphasizes the need to increase the share of the budget allocated to the health sector, 
especially if Ethiopia is to adhere to the policy of free health care for pregnant women and children. 

• The federal government’s on-budget capital health expenditure has declined in real terms and was less in the 
latest fiscal year than in 2012/13, while the majority is financed by donors (about 71 per cent in 2016/17). 
Thus, there is a need to explore innovative financing sources, focusing on domestic resource mobilization to 
secure sustainable sources of health care financing.  

• Investing in the early years of children is paramount and, if not done, can lead to adverse health outcomes 
that are irreversible at a later stage. Hence, constraints with regard to accessing annual health sector data 
that is disaggregated by age and sub-sector need to be addressed to enable analysis that can inform child-
focused policies, strategies and programmes. 

• Evidence from survey data shows that nutrition is heavily underfunded, although the unavailability of annual 
nutrition-specific budget and expenditure data makes it challenging to regularly measure and monitor nutrition 
investments. Constraints with regard to accessing annual nutrition-specific budget and expenditure data, 
therefore, need to be addressed to enable analysis and advocacy for increased nutrition financing. 
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1. Introduction 

Health Sector Overview  

Ethiopia’s steady growth trajectory in the last 
decade, along with the commitment towards 
implementing pro-poor health policies and 
strategies, has resulted in improved health 
outcomes. Ethiopia has progressively expanded 
access to a range of health services and introduced a 
three-tier public health care delivery system towards 
achieving universal access to primary health care. The 
involvement of the private sector in the delivery of 
health services is also improving progressively.   

Health Sector Performance  

Considerable efforts have been made to improve 
the expansion of health infrastructure, human 
resource development, as well as supplies. For 
instance, the number of functional health posts 
increased to 17,627 in 2017/18 from 16,480 in 
2015/16, while functional health centres increased to 
3,962 from 3,562 in the same year.1 Furthermore, 290 
functional hospitals were available in 2017/18 from a 
low of 241 in 2015/16. Similarly, an increase has been 
seen in the number of higher health training 
institutions. As a result, the number of graduating 
physicians has increased annually, and in 2016/17, 
the physician-to-population ratio reached 1:17,000. In 
spite of the progress, this remains far below the WHO 
standard for developing countries (1 physician for 
every 10,000 population for maternal and newborn 
child health services). 

Figure 1: Population per health post across regions in 
2016/17 

Source: Data from “Federal Ministry of Health, Annual Performance 
Report 2016/17 of the Health Sector Transformation Plan I”. 

Despite the implementation of a package of 
interventions, the country’s public health status is 

                                                           
1 Federal Ministry of Health, Annual Health Sector Performance Report, 
2017/18. 

 

still poor, while maternal and child mortality 
remain a grave concern. There have been significant  

improvements over time, but 48 out of every 1,000 
infants born in Ethiopia did not survive to celebrate 
their first birthday in 2016 (Table 1), of which 29 were 
neonatal deaths. Under-5 mortality is also high: 67 out 
of 1,000 children died before reaching their fifth 
birthday in the same year. This calls for prioritizing 
child-sensitive investments in health care financing, 
which is also a cost-effective way to address adverse 
health outcomes in later years. Moreover, though 
prevention in the form of vaccines has transformed 
child survival chances, less than 40 per cent of 
children between 12 and 23 months of age had 
received all required vaccinations in 2016.2 The 
country also faces maternal health challenges. Only 
62 per cent and 26 per cent of Ethiopian women 
received antenatal care from a professional care 
provider and delivered at a professional health care 
facility, respectively, in 2016. Moreover, only about 
one in every three married women use modern 
contraceptive methods.  

 

Table 1: Selected health and nutrition outcome 
indicators 

Key indicators 2005 2011 2016 

Neonatal mortality rate (per 1,000) 39 37 29 

Infant mortality (per 1,000) 77 59 48 

Under-5 mortality (per 1,000)  123 88 67 

Child mortality (per 1,000) 50 31 20 

Maternal mortality rate (per 
100,000) 

673 676 412 

Use of modern contraceptive (%) 14 27 35 

Antenatal care provided by skilled 
provider (%) 

28 34 62 

Total fertility rate (%) 5.4 4.8 4.6 

Birth occurred in health facility (%) 5 10 26 

Skilled birth attendance (%) 6 10 28 

Exclusive breastfeeding (infants  
< 6 months, %) 

49 52 58 

Children aged 12–23 months who 
received all basic vaccinations (%) 

20 24 39 

Under-5 children who had 
diarrhoea in the two weeks 
preceding the survey (%) 

18 13 13 

Prevalence of anaemia in children 
(%) 

54 42 57 

Stunting prevalence (children < 5 
years, %) 

51 44 38 

Wasting prevalence (children < 5 
years, %) 

12 10 10 

Underweight prevalence (children 
< 5 years, %) 

33 29 24 

Source: Central Statistical Agency. EDHS, 2016 

2 Central Statistical Agency. 2016. Demographic Health Survey.  
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Health Extension Programme 

The Health Extension Program (HEP) has 
contributed greatly towards universal health 
coverage in the country and to major success in 
achieving key health outcomes, including meeting 
the MDG and SDG targets. Primary health care 
services, such as maternal and child health care, 
tuberculosis, HIV, and family planning, among others, 
are more accessible to communities through the HEP. 
Although national directives outline the abolition of 
user fees for health posts and for some services at 
health centres, its applicability has been different 
across regions. Generally, however, maternal health 
care, immunization, and emergency child health 
services are universally provided free of charge 
through these government health services.  

Under a massive nationwide drive, over 39,878 health 
extension workers (HEWs) were deployed to over 
16,660 health posts3 to bring basic health services to 
the doorstep of Ethiopia’s large, rural community in 
2016/17. The HEP has thus contributed to improving 
the equity and efficiency of health care services. 
However, the program has not been transformative 
over time due to changing and increasing community 
needs. Some of the key challenges include system 
fatigue and growing demand due to population growth. 
As a result, the HEP approach needs to be reviewed. 

Currently, the Federal Ministry of Health (FMoH) has 
launched a commitment to optimize HEP to the 
Optimized Health Extension Programme (OHEP). 

                                                           
3 Federal Ministry of Health, Annual Health Sector Performance Report, 
2016/17. 
4 The World Bank. 2016. Public Expenditure Review. p. 55. 
5 Federal Ministry of Health, Annual Health Sector Performance Report, 
2017/18. 
6 This health budget brief analyses budget and expenditure that are 
recorded on-budget for the Federal Ministry of Health (FMoH) and its 

This will involve renovating health centres, improving 
the career pathway for HEWs, and increasing their 
numbers and remuneration. A roadmap for OHEP is 
being facilitated by the FMoH, and woredas (districts) 
are setting aside budgets for OHEP commitments. 
The OHEP roadmap will also include the development 
of the community linkages through the Women’s 
Development Army and health mobilizers.  

 

Health Insurance 

To promote health insurance, the Government of 
Ethiopia (GoE) in 2008 enacted a National Health 
Insurance Strategy with the aim of achieving 
universal health coverage. The Community-Based 
Health Insurance (CBHI) scheme, implemented since 
2012, is being progressively scaled-up and targets 
informal sector workers and the poor in rural areas. 
The CBHI has a 10 per cent indigent provision, which 
will replace existing health fee waivers in the CBHI 
areas. CBHI was piloted initially in 13 woredas in 
Amhara, Oromia, SNNP and Tigray regions, covering 
608,675 beneficiaries4 as of 2013, prior to the scale-
up. CBHI has been well received by communities and 
in 2017/18 went on to cover 522 woredas facilitating 
access to health care services.5  

Originally piloted by the FMoH and its partners, CBHI 
is currently being overseen by the Ethiopian Health 
Insurance Agency (EHIA). EHIA is semi-autonomous 
agency by proclamation, originally established to 
manage Social Health Insurance (SHI) to serve the 
formal sector, which has not yet been realized. 
Currently, the agency is coordinating CBHI, even 
though it has no legal provision. The agency is 
undertaking reforms and legal revisions to re-initiate 
SHI and promote CBHI in better forms and with proper 
legal provisions.  

 

2. National Health Care Spending  

National health care expenditure6 executed by the 
FMoH, regional Bureaus of Health (BoHs) and district-
level Woreda Health Offices/Desks (WHDs) more 
than doubled, from ETB12.5 billion in 2012/13 to about 
ETB25.8 billion in 2016/17, showing an annual 
average growth rate of 20.3 per cent and 9.6 per cent 
in nominal and real terms, respectively (Figure 2). In 
per capita terms, health spending has increased 
nominally from ETB248 in 2015/16 to ETB274 in 
2016/17. However, what is striking is that, in real 
terms, per capita spending has declined from 
ETB216 in 2015/16 to ETB212 in 2016/17. While 

affiliated sub-national level Bureaus of Health and district-level Woreda 
Health Offices. Although this captures most of the spending on health, other 
forms of on-budget health-related spending that are not captured herewith 
exist through line ministries, such as the Ministry of Water, Irrigation and 
Energy (MoWIE), Ministry of Education (MoE), Ministry of Women, Children 
and Youth (MoWCY), and the Ministry of Agriculture (MoA). 

Box 1: Policy and strategy documents  

• The Second Growth and Transformation Plan, GTP-
II, (2015/16–2019/20), which builds on former 
national development plans such as GTP-I (2010/11–
2014/15) 

• National Health Policy, 1994 

• Health Sector Transformation Plan (2015–2020), 
which builds on four former Health Sector 
Development Plans (HSDPs) implemented between 
1997/98 and 2014/15  

• National Health Care Financing Strategy, 2015–2035 

• National Health Accounts (used to monitor the 
national health care financing strategy) 

• National Nutrition Strategy, 2008 

• National Nutrition Programme II (2016–2020), which 
provides for linkages with other sectors 

• National Health Insurance Strategy, 2008 

• National Social Protection Strategy, 2016 (2016–
2019) 

• National Social Protection Action Plan, 2017 (2017–
2021)  
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nominal increases may seem impressive, the fact 
that per capita health expenditure is decreasing in 
real terms is concerning. The low per capita health 
expenditure has resulted in considerable out-of-
pocket (OOP) expenditure by households. As per 
the National Health Accounts, which is based on 
survey data, in 2016/17 31 per cent of the estimated 
total health spending was attributed to OOP 
expenditure, indicating risk or catastrophic health 
expenditure levels.7 To reduce the burden of OOP 
expenditure, the GoE has introduced a fee-waiver 
scheme to members of society who are not able to pay 
for their health care needs, including their medical 
expenses. 

In terms of budget priority, health stands fourth next to 
education, road construction, and agriculture 
development and food security. However, it should be 
noted that due to linkages across sectors, spending in 
food security, education and road construction 
(especially rural roads) has spill-over effects that 
positively affect health outcomes. For instance, 
educated mothers are more likely to be better 
informed regarding health and nutrition, while rural 
roads facilitate access to health care services. In 
addition, agricultural development mitigates the 
underlying causes of chronic hunger and, in turn, 
contributes to the health and well-being of the 
population.  

 

Figure 2: Nominal and real health spending (in billion 
ETB) 

 
Source: Data from Ministry of Finance. Real values are calculated 
by the authors, with 2012/13 as the base year     

Health expenditure (for the FMoH, BoH and WHDs) as 
a share of GDP is 1.4 per cent in 2016/17. On-budget 
health expenditure (for the FMoH, BoHs and WHDs) 

                                                           
7 Federal Ministry of Health. 2019. Ethiopia Health Accounts.  

as a share of total government expenditure was 8 per 
cent in 2015/16, as well as in 2016/17. As these 
records do not capture all of Ethiopia’s spending on 
health, it is not possible to evaluate if Ethiopia has met 
the Abuja Declaration target of 15 per cent of total 
government expenditure going to health. However, 
according to international data sources (World Bank, 
World Development Indicators (WDIs)), Ethiopia 
performs relatively better in terms of the percentage of 
total spending going to health, and in 2013/14 Ethiopia 
met the international target of 15 per cent of total 
government expenditure going to health as set in the 
Abuja Declaration (Figure 3).8 

 

Figure 3: Health expenditure (per cent of GDP and total 

national expenditure)  

 
Source: Data from Ministry of Finance, and World Bank, World 
Development Indicators, July 2017 edition  
 

Recurrent versus Capital Health Expenditure 

Before 2015, national health expenditure mainly 
focused on allocating more resources to the 
construction of health infrastructure, such as 
hospitals, health centres and health posts. 
Recently, however, capital health expenditure as a 
share of total health expenditure has steadily declined 
from 58.3 per cent in 2013/14 to 37.9 per cent in 
2016/17 (Figure 4). Note that the government health 
service delivery system has the overriding objective of 
promoting health care services at individual, family, 
and community levels, and the provision of preventive-
focused services. As a result, out of the national 

8 This finding is also confirmed by the ODI Briefing Note: Romilly Greenhill. 
July 2017. “The ‘leave no one behind’ index”. 
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recurrent health expenditure, the lion’s share goes to 
finance primary health care services.  

Figure 4: Recurrent versus capital health expenditure 
(per cent of total health expenditure)  

Source: Data from Ministry of Finance  

 

Decentralization and Health Care Spending  

In view of devolving fiscal decision-making to lower 
tiers of administration, the government designed a 
fiscal decentralization strategy with the specific 
objective of promoting health care services to citizens. 
Accordingly, most budgetary resources have 
been managed by regional governments, 
increasing from about 62 per cent in 2015/16 to 70 
per cent in 2016/17 (Figure 5). This demonstrates 
the government’s effort in promoting health care 
services at local levels of administration and 
addressing curative health care services and the 
prevention of communicable diseases, including 
prevention efforts related to maternal and child health. 
It should be noted, however, that a considerable 
proportion of federal government expenditure is spent 
for regional consumption. For instance, commodities 
and drugs used in the regions are procured centrally 
by the federal government. Hence, funds executed by 
both the federal and regional government finance 
health at the regional level.  

Compared to the regional governments, over 90 per 
cent of the federal health expenditure is utilized for 
financing capital health expenditure (Figure 6); and a 
sizeable portion of the federal health capital 
expenditure is allocated for the construction of mega 
health infrastructure projects, such as referral and 
tertiary hospitals located across the regions. The 
federal government’s share in recurrent health 
spending has increased slightly from 7 per cent in 
2015/16 to 8 per cent in 2016/17 (Figure 6). At 
regional level, however, the composition is different. 
The bulk of regional governments’ health expenditure 
is allocated to finance recurrent health expenditure 
(Figure 6). Salaries of HEWs are covered at the 

regional level, and recently regional governments’ 
recurrent health expenditure rose significantly, as 
hospitals and health centres can retain their revenues 
to finance their recurrent expenditure.   

 

 

Figure 5: Federal versus regional health spending (per 
cent of total health expenditure) 

Source: Data from Ministry of Finance    

 

 

Figure 6: Federal and regional capital and recurrent 
health spending (per cent of total capital and 
recurrent health spending) 

 
Source: Data from Ministry of Finance   
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Health Budget Credibility  

The federal health budget is characterized by low 
budget credibility. Measured as actual federal health 
expenditure as a share of approved federal health 
budget, budget credibility trends indicate that the 
actual amounts spent were significantly different from 
the approved amounts in recent years. For example, 
budget credibility ranged from 94 to 167 per cent 
during the 2013/14–2016/17 period (Table 2).  

There are likely many causes that drive the 
widespread deviations. In terms of budget 
credibility, these may be explained by limited budget 
preparation and forecasting capacity, as well as 
unpredictable external aid flows to the sector. 
Additional research is required to better understand 
the causes, as well as remedial actions, to enhance 
the performance of budget implementation.  

Efficiency gains in health budget implementation can 
be achieved by enhancing sector coordination and 
planning, addressing the quality and capacity of the 
health care workforce, as well as the quality of health 
care service delivery, to reduce wastage and optimally 
utilize current expenditure on the health sector.  

Table 2: Federal government health budget credibility  

Indicator 2013/14 2014/15 2015/16 2016/17 

Budget 
credibility 

149 167 133 94 

Source: Data from Ministry of Finance  (information for sub-national 
levels of government has not been made available)  

 

 

3. Health Sector Financing for On-budget 
Federal Capital Health Expenditure   

The Ethiopian national health system is financed 
through domestic funds from the state budget, 
private sector investments and household 
contributions, as well as external funds received 
from bilateral and multilateral donors. A sizeable 
portion of external financing to the health sector is 
directed through off-budget channels, the amounts of 
which are challenging to track. Hence, this budget 
brief is limited to analysing on-budget finances and 
leaves out significant financial resources channelled 
to the health sector through off-budget resources, 
private sector investments and citizens’ contributions. 

Information on the sources of on-budget health sector 
financing has been made available only for federal 
capital health expenditure. Here, the aggregate 
resources for the federal capital health spending has 
consistently decreased from ETB8.1 billion in 2014/15 
to ETB6.4 billion in 2016/17 in nominal terms (Figure 
7), and in real terms it was less in 2016/17 than in 
2012/13.  

Figure 7: Nominal and real federal capital health sector 
financing (billion ETB) 

 
Source: Data from Ministry of Finance. Real values are calculated 
by the authors, with 2012/13 as the base year      

 

Compared to other sectors, health is largely 
financed by external grants from multilateral 
organizations, bilateral governments, and other 
philanthropic organizations. The GoE has been 
successful in mobilizing finances for the health sector 
from external sources through proactive resource 
mobilization mechanisms. It also established effective 
systems and structures to utilize the resources 
mobilized. These efforts have attracted development 
partners to scale-up their assistance over the years.  

Development partners finance the majority of on-
budget federal government capital health 
expenditure. In this regard, 71 per cent of the federal 
capital health on-budget expenditure was financed 
from external sources in 2016/17 (Figure 8).    

 

Figure 8: Sources of finance for federal capital health 
spending (per cent of total federal capital 
health sector spending) 

 
Source: Data from Ministry of Finance  
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Ethiopia has endorsed a National Health Care 
Financing Strategy (2015–2035), though the 
implementation is at a relatively early stage. The 
strategies include the need to increase financing from 
domestic sources, fee exemption for key services, and 
reducing OOP expenditure through health insurance 
schemes. Ethiopia’s National Health Care Financing 
Strategy has the objective of increasing financial 
resources for health care services. The strategy 
directs resource mobilization for the health sector from 
various sources, including the government, 
development partners and households.  

The strategy also envisions enhanced private 
sector contributions and specific initiatives to 
strengthen the collection and use of user fees by 

                                                           
9 Federal Ministry of Health, Annual Health Sector Performance Report, 
2017/18, p. 124.  

health facilities. Accordingly, a system has been 
established for retaining revenue in the form of user 
fees (in addition to the budget allocated from treasury) 
at local public health facilities, with the aim of 
improving the quality of health care services. In 
2016/17, 3,618 health facilities (256 hospitals and 
3,362 health centres) retained and utilized their 
internal revenue.9 Decentralization of revenue 
collection and retention of this revenue by health care 
providing institutions is to stimulate a greater sense of 
community ownership and contribute towards the 
system’s long-term sustainability. However, this will 
depend on capability, budget and quality of 
management.  

 

  

©UNICEF Ethiopia/2018/Demissew Bizuwerk 
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4. Key Policy Issues 
 

• Address the constraints for accessing 
annual routine health sector data that is 
disaggregated by age, gender and 
programme for child-sensitive analysis that 
can inform child-focused policies, strategies 
and programmes. Strengthen the 
management information system to generate 
such information with ease. 

• Ensure adequate health and nutrition 
investments in the early years of children to 
reduce adverse health outcomes, especially 
those that are irreversible at a later stage.  

• Address the constraints for accessing 
annual, routine, nutrition-specific budget 
and expenditure data to measure and monitor 
investments in nutrition and enable analysis and 
advocacy for increased financing, as evidence 
from survey data shows that nutrition is heavily 
underfunded. 

• Improve budget preparation, forecasting 
capacity, sector coordination and planning 
to address low budget credibility in health 
sector investments. Efficiency gains in health 
budget implementation can be achieved by 
enhancing the quality and capacity of the health 
care workforce, as well as the quality of health 
care service delivery, to reduce wastage and 
optimally utilize current expenditure on the 
health sector. 

• On-budget health financing underestimates 
total spending on health, hence there is a 
need to shift off-budget financing of the 
health sector to on-budget records to better 
plan, execute and monitor how much is being 
spent on health care services. 

 

 

 

• Ethiopia’s health sector is heavily 
dependent on donor financing, which calls 
for exploring potential innovative health 
care financing sources, focusing on 
domestic resource mobilization to secure 
sustainable sources of health care financing.  

• Reduce the high personal OOP health care 
charges that are relatively burdening poorer 
households by promoting health insurance 
schemes, including the provision of formal and 
informal schemes, especially for the most 
deprived households across the country.  

• Address the constrained demand for 
personal health care insurance in both the 
informal and formal sectors by creating and 
enhancing community awareness of the 
benefits of health insurance coverage and 
increasing the demand for a high-quality health 
service. Insurance provision costs would 
decline the more people are covered by health 
insurance. Linking social protection 
programmes with CBHI would promote 
integrated and comprehensive social 
protection and help facilitate a holistic 
approach to providing essential services to 
communities.   

• Take strategic measures to optimize the 
effectiveness of the Health Extension 
Programme (HEP). Introduced in 2003, the 
HEP was developed by the GoE to be the driver 
for achieving universal coverage of primary 
health care services. However, it has not been 
transformative over time, along with the 
changing and increasing needs of the 
community.  
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Annex 1: Ethiopia National Health Sector On-budget Records 2012/13–2016/17  

Source: Data from Ministry of Finance  

 

 

  

Gregorian calendar Fiscal Year 2012/13 2013/14 2014/15 2015/16 2016/17 

Ethiopian Fiscal Year 2005 2006 2007 2008 2009 

Population (in million) 84.8 87 89.1 91.2 94.4 

GDP at current market price (in million ETB) 866,921.0 1,060,825.0 1,297,961.0 1,541,277.2 1,806,656 

General inflation rate (CPI growth rate) 13.5 8.1 7.7 9.7 7.2 

Exchange rate (period weighted average)  19.3 19.9 20.1 21.1 22.4 

Expenditure (in million ETB) 

Total national Spending   162,705.7 192,673.6 231,015.5 285,471.1 334,176.8 

Total national recurrent spending 66,444.1 78,630.6 112,685.2 154,747.0 183,667 

Total national capital spending 96,261.6 114,043.0 118,330.3 130,724.1 150,510 

Total national health spending 12,484.9 15,865.3 21,123.7 22,706.2 25,828.2 

National recurrent health spending 5,330.8 6,610.8 10,241.3 12,169.6 16,821.3 

National capital health spending  7,154.2 9,254.5 10,882.4 10,536.6 9,007.0 

Total federal government health spending 4,806.9 6,845.2 8,613.4 8,476.4 7,672.8 

Federal recurrent health spending  240.3 356.5 555.0 906.093 1,324.4 

Federal capital health spending 4,566.7 6,488.7 8,058.4 7,570.271 6,348.5 

Total regional government health spending  7,678.0 9,020.2 12,510.3 14,229.8 18,155.4 

Regional recurrent health spending 5,090.5 6,254.3 9,686.3 11,263.5 15,496.9 

Regional capital health spending 2,587.5 2,765.8 2,824.0 2,966.3 2,658.5 

Source of Finance for Federal Government Capital Health Expenditure (in million ETB) 

Domestic source 654.3 772.6 934.1 2,802.8 1,814.1 

External assistance  3,912.3 5,554.0 7,124.3 4,765.3 4,534.4 

External loan  
 

162.1 
 

2.2 
 

Federal Government Health Original Budget, Adjusted Budget, and Actual Expenditure (in million ETB) 

Federal recurrent health: 

      Original budget  236.1 302.2 409.5 818.1 1,236.4 

      Adjusted budget  251.3 336.3 581.2 976.5 1,466.3 

      Actual spending 240.3 356.5 555.0 906.1 1,324.4 

Federal capital health: 

      Original budget  3,370.1 4,297.2 4,745.5 5,557.3 6,952.1 

      Adjusted budget  4,950.9 8,545.0 7,158.9 10,545.0 10,389.7 

      Actual spending  4,566.7 6,488.7 8,058.4 7,570.3 6,348.5 

Total federal health: 

      Original budget 3,606.2 4,599.4 5,155.0 6,375.4 8,188.6 

      Adjusted budget  5,202.2 8,881.3 7,740.1 11,521.5 11,856.0 

      Actual spending  4,806.9 6,845.2 8,613.4 8,476.4 7,672.8 
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