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Burkina Faso: Country Context

BIENVENUE AU BURKINA FASO
Indicator

▪ Burkina Faso is a low-income land-locked country in the
Sahel region of West Africa.

▪ The country’s position in the region makes it susceptible
to trans-national security issues.

▪ The country faces a major burden of premature deaths
and communicable diseases and is prone to natural
disasters.

▪ Population growth is high (3%). Most of the population
(71%) lives in rural areas and a large portion (>40%) of
the Burkinabe live below the poverty line.

Value

Total population (million)

19.7

Population growth (annual %)

2.9

Urban/Rural divide (% of pop.)

29/71

Population ages 0-14 (% of total)

44.9

Population ages 15-64 (% of total)

52.6

Population ages 65 and above (% of total)

2.3

Life expectancy at birth

60.8

GDP growth (annual %)

6.1

GDP per capita, PPP (current international $)
Poverty headcount ratio at $1.90 USD/day (% of
population)
Human Development Index Rank (2019)

1975.40
43.7
183 (out of 189)

Source: World Bank 2019; United Nations Development Programme 2019

Burkina Faso
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FP CONTEXT: IMPROVING BUT STILL VERY LOW
▪ The modern contraceptive prevalence rate (mCPR) in Burkina Faso (22.8%) is less than the average for Africa (29.5) in
2018.

▪ While the mCPR is improving (26.9% among all women), but there is still high unmet need for family planning (FP), which
indicates a large potential use gap.

▪ There are regional mCPR disparities in Burkina Faso, often higher in more urban areas
Trends in Modern Contraceptive Prevalence Rate (mCPR) and
Unmet Need for FP
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Sources: Institut National de la Statistique et de la Démographie (INSD) and ICF International 2012; Track20 2019

FP CONTEXT: ACCESS TO FP
Government health facilities provide
contraception to almost 75% of users.

LARC use is high at 43%, and hormonal
contraceptives dominate method mix.
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Source: Institut National de la Statistique et de la Démographie (INSD) and ICF International 2012
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▪ Most pregnant women receive some antenatal care (ANC) from a skilled
provider, but the percentage of women receiving at least four visits is low.

▪ Many women deliver in facilities, but significant disparities exist by wealth
index quintiles (Q1 at 46% and Q5 at 93%). Of the women delivering in
facilities, the majority deliver in public facilities.

▪ Coverage rates for most MNCH services have increased in the aggregate, but
significant divides exist between urban and rural women on ANC-4 and skilled
birth attendance (SBA) during maternal deliveries

% of women delivering in a facility

MNCH CONTEXT

Percentage of women delivering in a health facility by
wealth index quintile
93.2
77.1
67.3
56.0
46.1
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Maternal and newborn health indicators by residence
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Place of Delivery by Residence
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98%

Women receiving ANC from a skilled provider
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39%

31%

ANC 4+ visits

42%
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Deliveries by a skilled provider
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Newborn's first potnatal check-up in the first two
days after birth

89%

61%
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Women with a postnatal check-up in the two days
after birth
Rural
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Source: Institut National de la Statistique et de la Démographie (INSD) and ICF International 2012
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MNCH CONTEXT
▪ Despite recent improvements, Burkina Faso continues to face a high rate of maternal and child mortality.
▪ Evidence from the National Institute of Statistics and Demography point to limited service availability and readiness as the
key drivers for these high mortality rates.

▪ The National Health and Development Plan (2011-2020) highlights a need for improved access and availability of
comprehensive emergency care, skilled birth attendants, essential drugs and medicines.
Changing Trends in Maternal, Under-5, and Neonatal Mortality, 2000-2017
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HEALTH FINANCING
Mix of CHE spend by government (40%),
OOP (31%), and donors (23%)

Government health expenditure is heavily
committed towards primary health care
Government Health Expenditure by Health Area (2016)

Proportions of Current Health Expenditure (2016)
Governance,
health system &
financing
administration
11%

External Health
Expenditure
23%
Other
47%

Out-of-pocket
31%

Voluntary Health
Insurance
1%

Government Health
Expenditure
40%

Primary health
care
42%

Private Health
Expenditure
5%
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Source: Global Health Expenditure Database 2019; Primary Health Care Performance Initiative 2018.

PURCHASING LANDSCAPE IN BURKINA FASO: FRAGMENTED SCHEMES
• The central government remains the largest public purchaser of primary health care services (PHC) in Burkina Faso; they
receive funds from the central level and allocate these to facilities through input-based budgets.

• A variety of other purchasing schemes co-exist, but these are not well aligned with one another, leading to inefficiency.
• The national health insurance fund – Caisse Nationale d’Assurance Maladie Universelle (CNAMU) – is emerging as a new

• Until recently, users have been
asked to pay 'out of pocket'
(OOP) for public sector health
services in Burkina
• Gratuité for MNCH is
operational nationwide, FP only
in two pilot regions.
• All pregnant women and
children under-5 are eligible to
receive free services.
• Payments are made in advance
(based on historical data) for
services and adjusted based on
reports from facilities.
• Funded by national government
revenue, management may be
transferred from MoH to
CNAMU.

Performance-Based Financing
(PBF): World Bank (WB) & National
Government

• The Ministry of Health Directeur Administratif et
Financier (DAF) - pays salaries
for public sector health staff.
• The MoH subsidizes
commodities through the
central medical stores
(CAMEG), but remaining costs
(including distribution) are
reimbursed to CAMEG from
facilities.
• Facility operating costs are
transferred from MoH/DAF to
districts and then to PHC
facilities.
• MoH also transfers funds to
districts for supervision and
monitoring and evaluation.

User fee removals: Gratuité

Line-Item Budgets

player in the health financing landscape and may be placed in charge of the gratuité.

• PBF scheme is managed by
the National Government
and funded by WB.
• Implementing in 16 districts,
with plans to expand to 40
by 2021.
• The scheme targets MNCH
and FP services.
• Payment is made directly to
facilities, bypassing district
accounts.
• Facility payments have been
based on volume in the past,
but in the current version of
PBF will be based on quality
scores alone.
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PURCHASING LANDSCAPE IN BURKINA FASO: HISTORY OF THE GRATUITÉ
▪ Through the gratuité scheme, public facilities provide a defined package of MNCH services free of charge and are
reimbursed by the government based on subsidized rates that would previously have been paid OOP by clients.

▪ This scheme provides output-based payments to public health facilities.
1990
Bamako Initiative
(introduction of user fees)
User fees collected at
facilities and used to
provide operating costs and
to purchase subsidized
drugs from medical stores
on a revolving fund basis

2014

2016

1 June 2016

1 June 2019

Popular uprising: window of
opportunity that
accelerated the process

The elected government of
Burkina Faso issues a decree
establishing free services for
children under five and
women

Passage of the gratuité
scheme nationwide

FP pilot phase in two
regions of Burkina Faso
(Cascades et Centre-Ouest)

Local commune ownership
of PHC facilities

Implementation of payment
exemptions for children
under 5 and pregnant
women by INGOs: TdH, HELP,
SAVE THE CHILDREN, ACF

Launching an advocacy
campaign for the gratuité by
civil society and NGOs during
the presidential campaign

2008-2015

2015

Pilot phase in 3 regions of
Burkina Faso (Centre, HautsBassins et Sahel) in the
central and regional hospitals

Introduction of free FP
services into the gratuité

1–31 May 2016

26 Dec 2018
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SECTION 2
SUBHEAD IN HERE IF REQUIRED

SP4PHC Strategies in Burkina Faso

SP4PHC IN BURKINA FASO: KEY STRATEGIES

Strategy 1

Support the development and effectiveness of the
gratuité scheme for maternal, newborn, and child
health

Learning agenda

Strategy 2

Strategy 3

Strategy 4

Support MOH’s efforts to expand
Gratuité to include free family planning

Facilitate policy dialogue around quality
for strategic purchasing

Build a sustainable platform for technical policy
support in Burkina Faso and francophone West Africa
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STRATEGY 1: SUPPORT THE DEVELOPMENT AND EFFECTIVENESS OF THE
GRATUITÉ SCHEME
The challenge/opportunity
• Background: Gratuité uses government funds to replace OOP payments, and allows public facilities to
provide a package of MNCH services for free. Building on successful pilots, the scheme was launched
nationally in 2016.

• Challenge: Funding and administrative challenges have contributed to a cash flow crisis in the health
sector, with increased CAMEG debt to suppliers and stock-outs of essential medicines
• Opportunity: To streamline gratuité and improve alignment with other purchasing mechanisms

Our work
• Performed a review of the functionality of gratuité, and identified challenges and opportunities
• Currently building consensus around our technical review and establishing an effective working group

• Exploring opportunities to simplify the administration of payment mechanisms, by improving
integration and harmonization (including with PBF)
• Planning for the ultimate transition of gratuité management to CNAMU
14

STRATEGY 1: KEY RESULTS
KEY INTERVENTIONS

— Gratuité review
— Rapid review of shift from facility-level to district—

level repayment for commodities – Completed in
December 2019
Undergoing dissemination to key stakeholders for
utilization in policy making and program
development.

— Engage and provide technical support to key
government agencies, local and international partners
— Validate review findings: convene partners to build
consensus on current challenges and opportunities.
— Map out opportunities to build partnerships to test
innovative approaches to gratuité management, in
alignment with PBF programming.

— Prepare for CNAMU transition
— Prepare gratuité: ensure clarity of gratuité
—

operation, including systems, roles and
responsibilities.
Support CNAMU: continue work to identify ways to
strengthen CNAMU and build capacity.

KEY LEARNING AREAS
Clearer government policies and
mechanisms: How is the gratuité
scheme designed and managed?
What challenges and opportunities
emerge from a review of evidence?
Increased efficiency of gratuité
management: What provider payment
and quality assurance mechanisms are
best suited to the Burkina Faso context,
to maximize the impact of gratuité?
Improved coherence of MNCH
purchasing: What opportunities for
improved alignment of schemes
(including gratuité and PBF) can emerge
from unified management under
CNAMU?
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KEY FINDING: DISTRICT DEBTS TO CAMEG VS GRATUITÉ PAYMENTS
Strategy 1
RESULTS

The analysis presented here appears to suggest that CAMEG debts are related to under-payment of gratuité
invoices, driven by budget shortfall towards the end of each financial year.
Clarity about the root causes of CAMEG debt can help develop and support appropriate responses, including
modifications to gratuité, such as a shift to case-based payments, that might help control expenditure.
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ORGANIZATIONAL RESPONSIBILITIES IN THE GRATUITÉ SCHEME
The following animated slides summarize our analysis of organizational roles and responsibilities within
the gratuité scheme.

Strategy 1
RESULTS

The first slide illustrates the current situation
Key features include;
• Facility payment for primary care channelled through local (district) government
• Control functions contracted to NGOs and civil society organizations

The second slide illustrates the planned evolution of the scheme
• A transition from fee for service to case-based payment (recently approved by MoH – ThinkWell will
support design, roll-out and evaluation)
• Payment modification based on quality accreditation (ThinkWell supporting discussions with MoH PBF
schemes to align quality definition and measurement – see strategy 3)

• Transition of gratuité management to the emerging national health insurance agency, CNAMU
(ThinkWell will provide technical assistance to CNAMU to support this)
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FUND FLOW MAPPING OF THE GRATUITÉ SCHEME
Strategy 1
RESULTS
The following slides illustrate the flow of funds within the gratuité scheme, and highlight changes made
in late 2019 in response to concerns about CAMEG debts
The first slide illustrates fund flows until 2019
• All reimbursements flow through District accounts down to facility level

• Facilities are responsible for paying CAMEG invoices for commodities supplied.

The second highlights changes made in late 2019
• A proportion of reimbursements calculated to cover commodity costs (approximately 80% of claims) is
removed from facility payments at the district level
• These funds are used by the district to repay CAMEG for commodities received.
• The facility receives only the remaining 20% of claims, earmarked for facility operating costs.
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The STs preposition funds for
health facilities for commodities
and services based on historical
data in the e- gratuité. This
request is transferred to the
Minster of Health and DAF for
review and approval.

Gratuité flow of
funds and accounts
(2016-2018)

Treasury

The treasury executes the
transfer of funds to the district
gratuité accounts.

DRD transfers funds back to CAMEG
for sale of commodities, drugs, and
supplies for health facilities. There
is often major delays in payments
from facilities, to DRD, and on to
CAMEG.

District Gratuité Accounts
(one per health district)

District gratuité account receives
funds, which are earmarked for
each facility in the district to
purchase commodities and
health services.

Dépôt répartiteur de
district (DRD) Account

The health facility purchases
health commodities, drugs, and
supplies from the DRD, which is
supplied by CAMEG.

Account of
CMA/CM/CSPS
Information flows from health facilities
back to the STs into the e-gratuité
platform. These data inform future
prepositioning of funds for health
facilities.

Central Level

The MOH approves the
prepositioned funds request,
DAF submits the request to
treasury to execute the
transfer of funds.

Centrale d’Achat des
Médicaments
Essentiels Génériques
et des Consommables
Médicaux (CAMEG)

Facilities receive the full amount of prepositioned funds
from the district health account for health services and
commodities, at the discretion of the health facility.

District Level

Ministry of Health
& Directeur
Administratif et
Financier (DAF)

Facility Level

ST-Couverture
Sanitaire Universelle
&
ST-Acceleration de
Transition
Démographique

The STs preposition funds for
health facilities for commodities
and services based on historical
data in the e- gratuité. This
request is transferred to the
Minster of Health and DAF for
review and approval.

Treasury

The treasury executes the
transfer of funds to the district
gratuité accounts.

DRD directly transfers funds from
the district gratuité account to
CAMEG for commodities, drugs,
and supplies for health facilities.

80%

Gratuité flow of
funds and accounts
(2019 onwards)

District gratuité accounts
(one per health district)

District gratuité account receives
funds, whereby 20% is directed
for health facilities and 80% is
directed to the DRD for
commodities.
20%
Account of
CMA/CM/CSPS

Information flows from health facilities
back to the STs into the e-gratuité
platform. These data inform future
prepositioning of funds for health
facilities.

Central Level

The MOH approves the
prepositioned funds request,
DAF submits the request to
treasury to execute the
transfer of funds.

Centrale d’Achat des
Médicaments
Essentiels Génériques
et des Consommables
Médicaux (CAMEG)

Facilities receive 20% of the prepositioned funds from
the district gratuité account for operations and health
services.

Dépôt répartiteur de
district (DRD) Account

The health facility requests
commodities, drugs and medical
supplies based on earmarked
funds per health facility.
The health facility can make
additional requests to the DRD
for commodities, drugs, and
medical supplies utilizing the 20%
prepositioned funds, as needed.

District Level

Ministry of Health
& Directeur
Administratif et
Financier (DAF)

Facility Level

ST-Couverture
Sanitaire Universelle
&
ST-Acceleration de
Transition
Démographique

STRATEGY 2: SUPPORT MOH’S EFFORTS TO EXPAND GRATUITÉ TO
INCLUDE FREE FAMILY PLANNING
The challenge/opportunity
• Background: The MOH is piloting the integration of FP into the gratuité scheme and has requested
hands-on support to assess this pilot phase before going to scale.
• Challenge: Providers may perceive government reimbursement for FP services as slow and uncertain, as
compared with the current OOP fees they receive. The effect of this on provider motivation may
counteract the advantages of removing financial barriers.

• Opportunity: Assessment of the net results presents opportunities for course correction. Efforts to
remove and replace user fees are evolving across the Sahel. Systematic assessment of gratuité’s
progressive expansion to include FP presents a learning opportunity for the country and region.
Our work
• Conducted a field survey of FP data to assess the initial impact of free FP in pilot districts. The results
of the survey are informing the evolution and scale-up of FP gratuité.
• Performing operational research (supporting MOH) around FP gratuité to generate evidence to guide
policy and implementation.
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STRATEGY 2: KEY RESULTS
KEY INTERVENTIONS

— FP gratuité review
— Field data collection ongoing. Analysis and
feedback to ST/ATD February 2020.

— Build learning agenda
— Ensure alignment across the MoH, and with
—

key partners like UNFPA and USAID
Convene partners to build consensus on
current challenges and opportunities.

— Strengthen operations research capacity of ST/ATD
— Support the ST/ATD to conduct operations
research through embedded staff, technical
support, and strategic partnerships.

— Support FP gratuité operations research
— Design and commission operations research in
partnership with the ST/ATD.

— Analyzing the current funding flows and supply
chain for FP
— Funding flows study to gain a clear idea of how
money for FP moves from payers to providers

KEY LEARNING AREAS
The influence of payments on
provider motivation: What effect
does the roll-out of free FP have on
access and quality of FP services in
Burkina? How do providers react to
removal of OOP payments?

Equity and FP gratuité: How does the FP
gratuité influence equity of access to FP
services, particularly among target
population groups, like young women,
poor/rural women?
Links between quality and FP gratuité:
What purchasing policies and/or
mechanisms could enforce FP service
quality standards? How can these be
aligned with other schemes?
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RESULTS OF THE FP GRATUITÉ REVIEW: IMPACT ON FAMILY
PLANNING INDICATORS
▪ Little improvement in the number of FP visits in the pilot regions. Minor increases in visits in urban areas.
▪ Impact limited by a lack of funds for raising awareness of the FP gratuité strategy: most FP activities are confined

Strategy 2
RESULTS

solely to the facility. Areas where FP visits are increasing are those that receive more informal communication efforts.

Evolution of FP consultations in the pilot regions, July 2018-November 2019
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RESULTS OF THE FP GRATUITÉ REVIEW: IMPACT ON FAMILY
PLANNING INDICATORS

Strategy 2
▪ Little improvement has been seen in total CYPs provided since the introduction of free FP in June 2019.
RESULTS
▪ LARCs uptake has increased marginally in the pilot regions.
▪ Health workers cited high cost of these methods as a barrier to use by women in the regions prior to the FP gratuité.
Trends in Couple Years of Protection (CYP) in the Cascades and CentreOuest Regions, January-November 2019
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RESULTS OF THE FP GRATUITÉ REVIEW: PERCEPTIONS, EXPERIENCES,
AND CHALLENGES FOR IMPLEMENTATION

Operational challenges
•

•

•

Previously health workers used one
standardized consultation form for all
contraceptive methods. New consultation
forms for each method were introduced
to better monitor FP utilization trends at
the facility level
The e-gratuité, a scheme-specific health
information system, was also introduced
for District Health Officers to enter FP
consultation data.
Regional health departments intended to
conduct training on the new consultations
tools and e-gratuite, but these trainings
did not take place as a result of the health
workers’ strike.

A Lack of community sensitization and
underlying demand for FP services

Lack of confidentiality
•

Due to the gratuité reporting
requirements, all free products must be
distributed from health centre
pharmacies.

•

Each women must now go to the
pharmacy to obtain the contraceptive
method she has chosen and return to
the health worker for administration of
the method.

•

The pharmacy manager is typically a
community member, not bound by
medical confidentiality, unlike the
health worker

Strategy 2
RESULTS

•

Health workers complained that
underlying lack of understanding about
family planning limits the impact of the
free program.

•

They report an increased tendency of
women to discontinue or switch
contraceptive method following the
introduction of free FP.

•

Facility and community-level
communication initiatives for the FP
gratuité were not executed due to a lack
of resources for such activities.
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RESULTS OF THE FP GRATUITÉ REVIEW: REMOVAL OF USER FEES FOR
BENEFICIARIES

Strategy 2
RESULTS

All 30 surveyed women confirmed that they
were not asked for payment for their family
planning consultations.
The FP gratuité has succeeded in removing
direct user fees for women seeking family
planning consultations in the pilot regions.
In the event of stock-outs of medical
consumables, it is common practice for the
user to have to buy these supplies at their
own cost, which may create an additional
financial deterrent to seeking FP services.
Women seeking FP services still face financial
barriers in the form of indirect costs (such as
transportation costs) and opportunity costs.
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STRATEGY 3: FACILITATE POLICY DIALOGUE AROUND QUALITY FOR
STRATEGIC PURCHASING
The challenge/opportunity
• Background: MoH seeks to incentivize health care quality and is developing a quality measurement
tool to generate scores that will determine World Bank PBF payments.
• Challenge: Other quality measurement tools, including those implemented by vertical programs, those
managed by district health offices, and those used to validate gratuité claims, will continue in parallel
with the new PBF tool.
• Opportunity: Quality measurement is resource intensive, and a coherent approach to quality
measurement can help to maximize efficiency. Linking coherent quality measurement to provider
payment mechanisms can send clear signals to districts, facilities and providers.

Our work
• Review the range of quality tools in the MoH – including the national guide under development – with
an emphasis on costs and alignment

• Identify key stakeholders and facilitate discussions based on our review to improve coherence in
quality measurement, including between PBF and gratuité schemes
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STRATEGY 3: KEY RESULTS
KEY INTERVENTIONS

— Build partnership with ST/Q, other key
government agencies, local and international
partners.
— Facilitate discussion around quality
measurement, with a focus on MNCH and FP.
Ensure alignment with WB on quality in PBF.
— Agree utility and scope of quality systems
review with ST/Q and partners, including an
assessment of potential savings through
improved coherence.

— Quality measurement systems review
— With partners, design and implement a review
of quality measurement systems.

— Influence the conversation on quality
— Use evidence generated through the review to
—

influence direction of quality measurement
systems development.
Leverage ThinkWell’s role in strategic
purchasing in Burkina Faso to strengthen links
between quality and purchasing.

KEY LEARNING AREAS
Effective partnerships on quality
measurement: How can MoH
leadership influence key players to
recognize the importance of coherent
approaches to quality measurement?
Quality measurement systems: What
resources are required to implement
different quality measurement
approaches? How can existing systems
be leveraged and aligned to improve
quality measurement? What
compromises are appropriate to
maximise impact?
Links between quality and purchasing:
How can purchasing reinforce service
quality? What incentives are needed,
and how best to link them to quality
measures?
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STRATEGY 4: BUILD A SUSTAINABLE PLATFORM FOR TECHNICAL POLICY
SUPPORT IN BURKINA FASO AND FRANCOPHONE WEST AFRICA
The challenge/opportunity
• Capacity in health financing is essential for long-term success of health reforms in Burkina Faso.

• Technical capacity alone is insufficient; to be effective, technical assistance must be delivered through
local leadership and associated with deep contextual understanding.
• Local institutions that combine technical capacity and contextual understanding are rare in the region,
and their effectiveness can be undermined by inefficient management systems and inappropriate
organizational structures.
Our work
• Support and develop a sustainable local organization specializing in health systems and health
financing technical support.
• Provide strategic mentoring and support to this organization, support efforts to raise funds, and link it
to state of the art management systems.
• The local organization will provide ongoing technical support to the MoH, including to the technical
secretariats, as well as to other stakeholders.
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STRATEGY 4: KEY RESULTS
KEY INTERVENTIONS

— Develop a locally led organization that can provide
excellent technical support on health financing
— Identify technical leaders with deep understanding
of the local and regional context.
— Recruit these technical leaders into a local legal
entity established for the purpose.
— Use web-based platforms to introduce international
standard back-office systems.
— Support local vision and strategy through ongoing
mentorship from a senior leader with a global
vision.
— Support the nascent organization through links to
specialized technical and managerial expertise.

KEY LEARNING AREAS
Institutional set-up: What legal
registration is most appropriate for
small technical organizations in
Burkina Faso? What administrative
systems are the best fit?
Global / local links: What approaches,
and structures work best to allow global
organizations to support true local
ownership?
The future? . . . .

— Build the organization into a local leader and regional
influencer
— Support the organization to diversify its local
funding.
— Link the organization to regional opportunities.
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Recommended Citation: ThinkWell Strategic Purchasing for Primary Health Care. 2020. “Burkina Faso:
Strategic Purchasing Strategies and Early Results.” Washington, DC: ThinkWell.
SP4PHC is a project that ThinkWell is implementing in partnership with government agencies and local
research institutions in five countries, with support from a grant from the Bill & Melinda Gates
Foundation. For more information, please visit our website at https://thinkwell.global/projects/sp4phc/.
For questions, please write to us at sp4phc@thinkwell.global.

Thank you!
Merci!
Y barka!

