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CRITICAL COVID-19 RESPONSE INDICATORS OF 29 APRIL 2020

• 638 cases of COVID-19, 476 
recoveries, and 17 related deaths had 
been confirmed by the Government of 
Burkina Faso as of 29 April 2020. 

• Six government ministers and two 
foreign ambassadors have tested 
positive for COVID-19.

• Burkina Faso has experienced one of 
the highest death rates in Sub-Saharan 
Africa.

• President Kabore closed borders and 
airports, as well as established a 
nation-wide curfew.

Source: Ministère de la santé, Secrétariat General, Institut National de Santé 
Publique



4

EVOLUTION OF COVID-19 CASES, MARCH 9-APRIL 29, 2020

Source: Ministère de la santé, Secrétariat General, Institut National de Santé 
Publique
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CHALLENGES FACING BURKINA FASO’S HEALTH SYSTEM

Inadequate monitoring capacity 

• The current epidemiological surveillance system does not have sufficient capacity to detect COVID-19 
cases and track contacts. 

• Points of entry do not have isolation sites for suspected cases, medical equipment and disinfecting 
supplies. Further, there is an absence of health checks at entry points.

Low capacity to collect, transport, and diagnose COVID-19 samples 

• The country originally had one single testing laboratory, which is located five hours from the 
coronavirus treatment center in Ouagadougou. 

• A second diagnostic laboratory has recently been established in Ouagadougou as part of the 
response. 

Low capacity to manage COVID-19 cases

• Only one hospital configured to receive coronavirus patients, equipped with only 500 beds and less 
than 10 ventilators. 

• No health facility has operational isolation sites. 

• Health and humanitarian workers are not trained in comprehensive management of COVID-19 cases. 

Coordination management of COVID-19 is insufficient

• There is an absence of consultation frameworks between sectoral coordination bodies due to low 
mobilization resources. 



6

BURKINA FASO’S RESPONSE

• The Prime Minister’s Cabinet has established a series 
of response committees and task forces as part of a 
multi-sectoral response. 

• Ministerial management committees are primarily 
directed by the Ministry of Health (MOH). 

• The COVID-19 Ministerial Management Committee 
provides commands to the National Coordinators, 
who manage the various COVID-19 thematic 
commissions. 

• The COVID-19 Ministerial Management Committee 
has developed an official COVID-19 response plan, 
which guides the activities of the thematic 
commissions. 



7

COVID-19 RESPONSE GOVERNANCE AND ORGANIZATION
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SUPPLEMENTARY BUDGET ALLOCATIONS FOR COVID-19 RESPONSE

Area of Support 
Amount  Identified 

(FCFA)
Amount Requested (FCFA)

Coordination 502,399,500 8,454,097,416

Communication 512,250,500 1,384,312,800

Surveillance 268,768,500 5,666,701,652

Points of Entry 175,915,000 10,800,000

EIR 138,653,032 46,946,000

Logistics 7,190,677,069 44,635,154,312

PCI 7,461,000 49,864,109,025

Case 
Management

1,489,417,304 57,837,864,560

Security 0 15,354,800

Laboratory 268,592,941 8,985,085,476

Research 52,400,000 1,000,000,000

Total 10,606,534,846 177,900,426,041

The National Response Coordination committee 
conducted a supply and resource assessment across 
different partners to identify prioritized areas for 
additional allocations: 

• Needs assessment requests an increased 
allocation of 1577% from partners and donors 

• Biggest gaps in allocation areas are for logistics 
and case management 
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CURRENT COVID-19 STRATEGY

Strengthen surveillance capacities of stakeholders for entry points, case 
investigations, contact tracing, sample collection, and laboratory diagnosis

COVID-19 case management 

Promotion of infection prevention and control measures in health facilities and 
communities

Effective risk communication 

Research on COVID-19

Epidemic preparedness and response coordination 



ThinkWell Burkina Faso: Contributions 
to COVID-19 response
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COVID-19 STRATEGY OVERVIEW IN BURKINA FASO

ThinkWell is providing support to support COVID-19 

• In response to requests from the MOH 

• Based on our core technical capacities 

• In line with our ongoing work to improve the strategic purchase of primary health care services

This includes:

• Policy support: work through consultants to develop mechanisms that enable MOH to channel 
more operational funds to COVID health facilities

• Initial ThinkWell / Recherche pour la Santé et le Développement (RESADE) Scope of Work 
agreed with MOH Secrétariat Technique-Couverture Maladie Universelle (ST-CSU) 

• Coordination mechanism established through weekly calls with BMGF partners

• 3 consultants recruited and work under way

• Scope expanded to include motivation and incentives for front line workers

• Further refinement of scope of work ongoing in parallel with initial activities (see next slides)

• Learning: document how COVID response impacts health financing arrangements in the country to 
inform post-COVID planning for epidemics



ThinkWell / RESADE 
Scope of Work, as of 20th May
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1) IDENTIFY MECHANISMS TO DIRECT ADDITIONAL FUNDS TO FACILITIES

Options for 
Consideration

Discussion Steps for achievement

• Line-item 
budgets to 
Districts and 
Facilities.

• Gratuité  
prepositioning

• Performance-
Based 
Financing (PBF) 
payment 
mechanism. 

• Donor basket 
fund.

• Donors in-kind.

• Different pipelines may suit different sources.

• What criteria matter in choosing mechanisms? For example: 

• Ability to reach all / many facilities?

• Ability to pre-position?

• Approval levels required (and time involved?) 

• Should funds flow through districts or directly to facilities?

• Will funds need to be accounted for and how? Will there be 
changes to public financial management (PFM) rules on 
facility autonomy, including for example procurement 
procedures, to facilitate use of funds? 

• Are we adding COVID-19 related services and/or other costs 
to the gratuité package?  If so, do we need to add new 
forms, e-gratuité fields, and how do we inform users?

1. List existing channels in use for the transfer of funds 
to facilities.

a) On-budget/PFM/public treasury channels for 
gratuité for example

b) On-budget using commercial bank accounts 
for PADS, PBF, etc.

c) Off-budget options used by donors

2. Develop decision support framework to identify key 
dimensions of available mechanisms and compare 
them.  

3. Meet with stakeholders (i.e. Directeur Administratif
et Financier, PADS coordinators, and others) to get 
qualitative feedback and to validate the decision 
support framework.  Also to probe for the current 
status of different mechanisms in terms of funds 
available and funds deployed.

4. Document findings and make recommendations to 
policy makers as to which mechanisms are most 
appropriate under which circumstances.
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2) DEVELOP FUND ALLOCATION OPTIONS TO INCENTIVIZE HEALTH STAFF

Options for 
Consideration

Discussion Steps for achievement

• Pay incentive 
individually:  
Tied to health 
workers’ 
payrolls.

• Pay to the 
health facility: 
Send money to 
health facilities 
and let them 
distribute.

• Distribute 
incentives 
based on 
COVID-19 
activity related 
to 
performance.

• Can we develop these plans quickly, keep it simple and 
efficient?  What preexisting mechanisms can we build from?

• What time frame are we planning for? Is this a one-off 
payment, for a fixed period, or ongoing? If we increase staff 
payments (hardship allowances), when and how would we be 
able to reverse that?

• Which staff will be covered? All staff, only front-line care 
providers, only those in COVID-19 affected districts, only 
those in facilities directly managing COVID-19 patients?

• Assuming this is not just a one-off, how will performance be 
incorporated – if at all – in ongoing payments?  Is there a 
‘quality’ performance dimension, or is that impractical in the 
time available? 

• We need to decide on an allocation formula, but plans may 
need to be adjusted based on available funds.

1. Identify and agree on the categories of health 
personnel to be incentivized. 

2. If incentives will be performance based, define 
indicators for the performance measurement, and 
identify how these will be measured and validated, 
by whom, how often, and so on.

3. Develop algorithms for allocation based on the set 
of options chosen, including (potentially) criteria 
that would enable the appropriate division of funds 
between staff at facility levels.

4. Cost a set of options and agree upon priorities 
based on levels of funding available.

5. Model alternate scenarios depending on the 
development of the epidemic.
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3) DEVELOP FUND ALLOCATION PLANS TO SUPPORT DISTRICTS AND FACILITIES WITH 
MATERIALS, INFRASTRUCTURE, AND CONSUMABLES

Options for 
Consideration

Discussion Steps for achievement

• Transfer money 
for facilities to 
purchase 
needed 
materials or 
consumables 
and make 
needed 
infrastructure 
transformation. 

• Provide 
materials and 
consumables 
in-kind and 
outsource the 
work for 
needed 
infrastructure 
transformation 
from the MOH.

• Do we agree on the purpose of allocating additional funds 
to health facilities? What are we trying to achieve?  

• Can we develop these plans quickly, keep it simple and 
efficient?  What preexisting mechanisms can we build from?

• IntraHealth will define standards – what are the basic 
needs of facilities according to guidelines.

• ThinkWell will translate these into costs and will 
consider and  incorporate incentives. 

• To translate standards into needs and into costs, we need to 
know about the current situation in facilities. How specific 
do we need to be, and to what extent can we rely on 
‘typical’ situations or groupings of ‘similar’ facilities?

• We need to define the questions and agree who is 
responsible for finding the answers. For example, what 
funds do facilities have available?  What consumables do 
facilities have available (i.e. PPE)? What data will be needed 
on stocks, finances, etc. to adjust subsequent tranches?  

• What time frame are we planning for? Is this a one-off 
payment, or for a fixed period, or ongoing? 

• We need to decide on an allocation formula, but plans may 
need to be adjusted based on available funds.

1. In coordination with IntraHealth, use literature 
review based on WHO standards and the guide 
developed for Burkina to define the standard 
equipment, infrastructure, and consumables 
needed for COVID-19 management for different 
facilities.

2. Assess the current status in health facilities to 
determine the gaps. Alternatively determine a 
practical alternative to facility assessments.

3. Facility assessments may cover: 
a) Infrastructures, equipment, and consumables
b) Provider security
c) Biomedical waste management and 

disinfection
d) Information, awareness, and communication 

on COVID-19
e) Data collection and reporting
f) Capacity building

4. Develop a modulable Excel spreadsheet for the 
costing of those gaps (i.e. material, infrastructure, 
and consumable).

5. Develop a system for adjusting and prioritizing 
needs based on available funds.

6. Model alternate scenarios depending on the 
development of the epidemic.
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COORDINATED RESPONSE SUMMARY ACROSS BMGF PARTNERS

Topic Who Questions
Options for 

Consideration
Discussion

Fund 
Sources

CHAI How much money is 
available to support 
services in the COVID 
context?

• Government
• Donor on-budget (i.e. 

World Bank)
• Donor off-budget (i.e.  

USAID)
• In-kind (i.e. personal 

protective equipment 
[PPE])

• Is it possible / meaningful to look at MOH / govt 
funds?  Or should mapping focus only on donor 
funds?

• How fungible are these funds, and what are the 
pros and cons of redeploying to COVID? Is CHAI 
involved in the politics of re-purposing funds?

• Are specific funds / goods (i.e. from donors) 
earmarked for specific districts?

Funding 
Allocation

IntraHealth 
/ ThinkWell

How to decide how 
much (additional) 
money goes where?

See SoW slides See SoW slides

Fund Flows ThinkWell How should 
(additional) funds 
flow to facilities?

See SoW slides See SoW slides

Data Terre des 
Hommes 
(TdH)

How will we know 
what is happening?

• Routine reporting / 
DHIS2

• TdH IMCI HMIS  
• e-gratuité
• Other existing systems
• New systems? 

• Frequency of data will be critical – things can 
change fast.  

• Can COVID-19 specific data be captured?  
• What happens to routine services?  
• What data can inform allocation of funds? 
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