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HISTORICAL, SOCIAL, AND ECONOMIC
CONTEXT

During Burundi’s civil war from 1993 to 2000, much of the country’s physical, social, and human capital was
devastated. A peace agreement signed in Arusha in 2000 opened the way for free democratic elections in
2005. Economic growth started to recover by 2004, but the per capita gross domestic product (GDP) has
not yet recovered prewar levels.

Figure 1. Population growth and GDP

In the past decade, the country has made progress in its transition from a post-conflict to a developing
economy, establishing a relatively stable macroeconomic environment, rebuilding institutions, and
consolidating peace and security. The first Poverty Reduction Strategy Paper (PRSP) (from 2006 to 2011)
introduced first-generation structural reforms. The second PRSP (from 2011 to 2015) builds on prior
achievements and supports economic, social, and political reforms to stimulate inclusive and sustainable
economic growth while consolidating peace and social stability (1).

In January 2009, Burundi reached the Highly Indebted Poor Countries Initiative completion point and became
eligible for US$ 833 million in debt relief, reducing the country’s public debt by more than 90% in net present
value terms. In spite of these positive trends, Burundi’s Human Development Index value for 2012 (0.355)
remains below the average of 0.466 for countries in the low human-development group and below the
average of 0.475 for countries in sub-Saharan Africa (2).
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2.1 Health status

During the civil war, all sectors of life were affected and the health system was deeply disrupted. The rates
of malnutrition1 were high, and the incidence of infectious diseases was on the rise.2 There have been
improvements during the postwar period, but the millennium development targets for maternal and
child health are still far out of reach (3).

HEALTH SYSTEM CONTEXT

1 Among children < 5 years, acute malnutrition ranging between 6% and 17% and severe acute malnutrition ranging between 1.1% and
4.1%.

2 Prevalence of HIV (% of population ages 15– 49): from 3% in 1992 to 4% in 1998. Incidence of tuberculosis (per 100 000 people):
from 294 in 1994 to 328 in 1998.

3 According to the Demographic and Health Survey (DHS) 2010, the <5MR is 96.

The epidemiological profile of Burundi continues to be dominated by communicable, maternal, neonatal, and
nutritional causes of illness. In 2010, these factors were responsible for 76% of all years of life lost –
which was only a small reduction from 82% in 2000 (4). Health conditions related to HIV infection and
tuberculosis increased, and nutritional causes declined. In 2010, however, almost 58% of all children in
Burundi were found to be chronically malnourished, with approximately half of them suffering severe
malnutrition (1).

Figure 2. Trends in mortality rates3

Source: WDI 2013 (http://data.worldbank.org/country/burundi).
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2.2 Health policy

Assessing the situation in 2004, the Government of Burundi undertook the development of a series of policies
and reforms. The 2004 High-Level Forum on Health summarized the following challenges and bottlenecks in
the health sector:

ñ insufficient and poorly trained staff, with 80% of medical officers and 50% of clinical officers and nurses
based in the capital;

ñ poorly motivated staff with high turnover and attrition rates;

ñ poor quality of health services;

ñ lack of reliable health information;

ñ frequent stock-outs of essential medicines;

ñ excessive administrative centralization;

ñ lack of involvement of the community in the management of health services; and

ñ weak sector coordination.

The national health policy and the two national health strategic plans (NHSP) addressed these challenges
through a range of reforms. Most of them followed a commonly observed approach of introducing reforms
in the six building blocks of health systems as defined by the World Health Organization (WHO). The reform
in Burundi, however, distinguished itself through emphasis upon performance and the introduction of a
contracts model for health-service delivery. This new approach has also helped to unify some of the
international aid, thereby promoting both alignment and harmonization of aid.

Source: Ministry of Health. Plan national de Développement Sanitaire 2011–2015, 2011.

Table 1. Chronology of health-sector events

Year Health sector

2003 ñ First Global Fund grants for Malaria and HIV

2004 ñ High level forum on health

2005 ñ National health policy 2006-2015
ñ National health strategic plan 2005-2010
ñ Roadmap to accelerate the reduction of maternal and neonatal mortality
ñ First Global Fund grant for tuberculosis

2006 ñ Presidential Decree establishing free health care for pregnant women 
and children under 5

ñ National policy on contracting health service delivery

2006 ñ Start of first pilots on performance-based financing (PBF) in several provinces
ñ Burundi joins IHP+

2009 ñ Strategy declaration merging PBF and free health services into a single strategy
ñ Institutional audit of the Ministry of Health

2010 ñ Demographic and Health survey
ñ Scaling up of PBF

2011 ñ National health strategic plan 2011-2015
ñ Reorganisation of the Ministry of Health (following the recommendations 

of the institutional audit)

2012 ñ Revision of legal texts relating to the “Carte d’assistance médicale” 
(CAM) system (new Decree in forcé in May 2013)

ñ Signature of the IHP+ Compact 2012-2015

Other

Free and
democratic
elections

PRSP I 
2006-2009

HIPCI Completion
Point

Free and
democratic
elections

Vision “Burundi
2025”

PRSP II 
2012-2015
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Strengthening health-system performance was a general objective of the first NHSP (2005–2010). It focused,
among other building blocks, on reforms in the area of human resources, introducing a contracts approach
in the areas of health technologies and supplies, and addressing the financial accessibility of services and
the efficiency of service delivery.

The second NHSP (2011–2015) focused on strengthening the performance-based financing (PBF) system that
was piloted in 2006 and scaled up in 2010 in association with the free-healthcare policy introduced in 2006.
It also addressed the strengthening of institutional and organizational capacity, as well as intersectoral
relationships; the revision and enforcement of health-related norms, standards and regulations; the mapping
of health services; and increased interaction with subregional, regional, and international bodies and
organizations.

2.3 Health-sector financing

Total expenditure on health substantially increased from 2000 onwards from US$ 22 in 2000 to US$ 45
in 2012 in Purchasing Power Parity (PPP) constant 2005 international US dollars (Figure 34). All sources
of public funding contributed to this increase, especially a significant increase in international assistance
for health. Out-of-pocket expenditures through user charges at the point of service decreased from 51%
(2000) to 28% (2012) of total health expenditure. This decrease, however, says little about the inequities in
access to health. It does not capture the situation of families confronted with catastrophic healthcare costs
that can push already-poor people into extreme poverty.

Source: WDI 2014 (http://data.worldbank.org/country/burundi).

In local currency (the Burundi Franc), the State budget allocated to the Ministry of Health increased by 17%
from 2012 to 2013, mainly for investments (+182%), programmes (+200%), and performance-based
financing (PBF) (+8%) (Table 2).

Figure 3. Health expenditure by source of funds (in % and in constant 2005 PPP US$)
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4 Some totals are greater than 100%: this is explained by the double counting of some foreign aid «on budget» accounted as both
«external resources» and public health expenditure».
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Table 2. Ministry of Health budgets for 2012 and 2013

The payroll budget decreased by 6% and the budget for operations and maintenance costs of the provincial
and district health departments remained unchanged, at less than 1%. The budget lines for PBF and for the
health- insurance card total more than 25% of the 2013 budget of the Ministry of Health. The increase in the
PBF line demonstrates the determination of the Government of Burundi to pursue this approach in its sector-
financing strategy. However when converted to US dollars at mid-2012 and mid-2013 exchange rates,5

the overall budget increase is only 4% and all budget lines except programmes and investments are
decreased.

The budget of the Ministry of Health does not represent the entire public budget allocated to health.
Additional budget allocations are made to health services for the police and the military, to the University
Hospital of Kamenge, and to the civil-service health-insurance scheme.

Development assistance budgets started to be listed in the national accounts in 2013. Planned expenditure
may be overstated, but contributions from several development partners (for instance, from Japan and United
Nations’ agencies), do not yet appear in the budget.

5 Exchange rates:
30 June 2012 US$ 1 = 1367 Burundi Francs;
30 June 2013 US$ 1 = 1541 Burundi Francs.
(Source: http://www.oanda.com/currency/converter/; accessed 23/01/2014).

Burundi Francs (,000) USD at mid-year Exchange rate (,000)
2012 2013 %change 2012 2013 %change

revised revised

Human resources 31 443 502 29 582 276 -6% 23 002 19 197 -17%
Performance-based 16 650 000 17 930 458 + 8% 12 180 11 636 -4%
financing (PBF)

Investments 6 117 207 17 257 291 + 182% 4 475 11 199 +150%
Hospitals 4 677 253 4 837 369 + 3% 3 422 3 139 -8%
Operations and 2 512 848 2 520 057 0 1 838 1 635 -11%
maintenance (O&M)

Medical insurance 2 342 600 2 342 599 0 1 714 1 520 -11%
card (CAM)

Medicines and supplier 2 000 254 1 829 902 - 9% 1 463 1 187 -19%
O&M National Public 1 528 365 1 620 067 + 6% 1 118 1 051 -6%
Health Institute
Programmes 462 833 1 388 852 + 200% 339 901 +166%
O&M District Health 630 000 630 000 0 461 409 -11%
Offices
O&M Provincial  96 390 96 390 0 71 63 -11%
Health Offices
National Budget 68 461 251 80 035 263 + 17% 50 081 51 937 +4%
International 
Development 80 202 560 52 046
Total 160 237 823 103 983

Source: Ministry of Health/CT-FBP.
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6 These indicators differ slightly from those used in the last IMF report.

The budget allocated to the Ministry of Health in 2013 represents respectively 2% of the GDP and 5.8%
of total public expenditure (4% and 11.6% if the “on-budget” contribution of international development
partners is included). The economic outlook with a prediction of more than 5% of real GDP growth in the
coming years (5) suggests that the actual budget allocated to health may at least be maintained at its
current level in the coming years.

Table 3. Macroeconomic indicators and health ratios6

2012 2013 %change

GDP nominal (billion Burundi Francs) 3 493 4 027 +15%

GDP nominal per capita (thousand Burundi Francs) 382 428 +12%

Public revenues (billion Burundi Francs) 527 640 +21%

Public expenditure (billion Burundi Francs) 1 254 1 385 +10%

Current expenditure (billion Burundi Francs) 569 652 +15%

Capital expenditure (billion Burundi Francs) 479 721 +51%

Total personnel cost (civil service) (billion Burundi Francs) 283 302 +7%

Ministry of Health budget/GDP (%) 2.0% 2.0% +1%

Ministry of Health & Development Partners/GDP (%) 4.0%

Ministry of Health budget/State budget (%) 5.5% 5.8% +6%

Ministry of Health & Development Partners/State budget (%) 11.6%

Ministry of Health personnel costs/Total personnel cost (%) 11.1% 9.8% -12%

Source: adapted from a report on the progress of PRSP II (6).
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An unconventional way to analyse health-sector financing is to ask the question: “Who is the victim of
an underfunded and inefficient system?” There are two possible answers that are not mutually exclusive.

ñ The victim is the health system. Put in a more meaningful way, the victims are the underpaid nurses and
doctors, poorly trained, having to work in inadequate facilities located in remote areas without necessary
equipment and essential drugs. In this case, the approach to reform, as has been practised over the past 40
years, will be to strengthen the six building blocks of the health system while trying to increase the share of
the national budget allocated to the district level. The final beneficiaries are of course the patients, but the
direct beneficiary is the health system itself. Patients appear only implicitly in the six health systems’ building
blocks. Only in recent years, as focus has been shifting towards universal health coverage, has attention on
the “system” widened to include the clients.

ñ The victim is the population that does not have access to health services because of a variety of obstacles
including financial barriers. In this case the approach to reform will focus on demand-side strategies, an
approach that is still exceptional in low-income countries.

The corollary questions are: Where to start? Why fund the demand if the system is inefficient? Why strengthen
the supply if remaining barriers prevent people from accessing health services? The Government of Burundi
responded in an original way by undertaking health-financing reforms that strongly deviate from pure input-
based financing.

HEALTH-FINANCING REFORMS

Figure 4. Health-financing system

Source of Funding /
Financing Agent

Ministry of Health &
Development Partners

(on Budget)

Inputs: salaries,
operational costs,

investments, technical

Public and faith based
health facilities
& health system

All

Other Development
Partners: Projects
and Programmes

Inputs: operational
costs, investments,
technical assistance

Public and faith based
health facilities
& health system

All

Development Partners
Institutional &

managerial support
to performance-based

Health system

Input-based financing

Financing Mechanism Health Facilities 
and Health System Services
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This analysis will focus on the three most recent reforms: the policy of free health care for children under five
years and pregnant women; performance-based financing; and the introduction of a precursor medical
insurance card – the “Carte d’assistance médicale” (CAM). The analysis will also include in the discussion
other schemes, such as civil-service health insurance – the “Mutuelle de la fonction publique” (MFP) – and
the community-based health-insurance schemes.

Notwithstanding the move towards demand-side financing, public funding of the health sector in Burundi
remains at a level of more than 80% provided through input-based financing modalities. Although there is a
clear national appropriation of innovative financing strategies, they are still far from representing the largest
financing modality of the health sector as a whole. This has to be kept in mind when assessing the potential
impact of the reforms.

3.1 Performance-based financing and the free-healthcare policy

Performance-based financing and the free-healthcare policy are usually presented as two distinct health-
financing reforms in Burundi. The two policy initiatives can, however, not be analysed separately. The formal
integration of free health care into the PBF system in 2010 established a new reality.

Ministry of Health 
&

Development Partners

Performance-based
financing (PBF) 

(including Free Health)

All contracted
health

facilities

Ministry of Health 
&

Development Partners

Performance-based
financing

Ministry of Health,
Districts, Provinces,

Nursing Schools, etc.

Ministry
of Health

& Members

Medical insurance
card (CAM)

Public and faith
based health 

facilities

Selected items of the
essential package of health

services (PMA & PCA)

Ministry of Finance
& 

Civil Servants

Public service
health insurance

(MFP)

All health
facilities accredited

by MFP
All

Members
Community-based 
health insurance

(CBHI)

All health
facilities accredited

by CBHIs

Members
and private 
companies

Private health
insurance (PHIs)

All health
facilities accredited

by PHIs

Population Out-of-pocket
payments

All health facilities Non-free services

Output-based financing system

Selected items of the
essential package of health

services (PMA & PCA)

Source: adapted from Mo Hand Development Partners.
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3.1.1 Introduction

In May 2006, the President of the Republic decreed that health care for children under five years, obstetric
deliveries, and pregnancy-related care should be provided free of charge in all public and accredited facilities.
Other policies of free care were already in place (for instance for immunization, tuberculosis and HIV
treatment), but the funding strategy for these services was radically different.

Consistent with the new policy of free care for children under five years and pregnant women, the Ministry of
Finance allocated a dedicated budget to the Ministry of Health to compensate health facilities for the
shortfall in revenues from user fees. The health facilities send their invoices monthly to their provincial health
department which, after a purely arithmetical check, forwards the bills to the central level.

A second arithmetic verification is conducted at the central level, where an accountant detached from the
Ministry of Finance initiates the payment by transferring money to the bank accounts of health facilities.
However, chronic liquidity problems at the Treasury caused significant delays in the payment of invoices and
have forced some non-public health facilities that are highly dependent on user charges to opt out of
providing free care.

The decree aimed at improving accessibility to health services in order to address the high maternal- and
child- mortality rates, in a bid to reach the targets of the fourth and fifth millennium development goals
(MDGs). These actions resulted in a sudden dramatic increase in the utilization of health services, creating
pressures on health facilities due to shortages of staff, medicines and equipment.

Health-system performance deteriorated under the sudden surge of demand, for which health facilities
were not prepared (7). At the same time, the central administration had difficulties in coping with a sudden
influx of invoices and administrative charges. The merging of the free-care policy with PBF in 2010 was a way
not only to improve the efficiency of reimbursing health facilities, but also to apply the verification system,
inherent to PBF, prior to payments (controlling the number and materiality of health services billed). The
reimbursement time dropped from an average of 84 days to 45 days.

The merging of the free-care policy with PBF resulted in a hybrid financing system, with health facilities
receiving subsidies through the PBF system for services for which they are authorized to levy user charges, as
well as payments for services that they are required to provide free of charge (Figure 5). One would assume
that the subsidies for the free services would cover the actual costs to the facility, or at least the residual
actual costs taking into consideration that the public facilities continue to be funded through input-based
modalities (such as salaries, operating costs, and investments). This is, however, not the case – despite a
costing study that was conducted in 2011 (8).

Caesarean sections, for instance, must be provided free of charge and are subsidized at the average
national rate of 71 000 Burundi Francs (about US$ 46). This amount barely covers the costs of
medications and supplies. Health facilities are expected to cover their shortfalls with revenues from
other sources. This is clearly stated in the PBF Manual: “Services that are to be provided free of charge are
not reimbursed at actual cost. The total income of the facility is expected to increase and it is expected that
the facilities will use this income to finance the free services and to improve the quality of services to the
population” (authors’ translation) (9).

Thus there is no direct link between the amount paid for a service and its actual cost, whether the service falls
under the “free care” category or not. In other words, the Government has partially unburdened itself of the
consequences of its free-healthcare policies at the expense of health facilities. The subsidy paid for each
indicator becomes the adjustment variable of the system to allow consistency between available budgets
and forecasted levels of activities.
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Figure 5. Subsidies paid for services under the PBF system in Burundi Francs

Health Centres Hospitals
Services and PBF Indicators Average Services and PBF Indicators Average 

Subsidy Subsidy

New clinical case (≥ 5 years of age) 300 New clinical case (≥ 5 years of age) 2 300
New clinical case (< 5 years of age) 700 New clinical case (< 5 years of age) 2 700
In-patient day (≥ 5 years of age) 520 In-patient day (≥ 5 years of age) 1 100
In-patient day (< 5 years of age) 1 050 In-patient day (< 5 years of age) 4 000
Minor surgery 1 300 Minor surgery 2 200

Mayor surgery 45 000
Referral to hospital 1 700 Referral/counter referral

to a health centre 2 200
New patient on anti-retroviral New patient on anti-retroviral  
therapy (ARV) 13 00 therapy (ARV) 16 000
Patient maintained on ARV Patient maintained on ARV 
for 6 months 43 000 for 6 months 54 000
Sexually transmitted infection Sexually transmitted infection 1 100
treated 875 treated
New tuberculosis case detected  New tuberculosis case detected 
and initiated 17 000 and initiated 22 000
Patient wit tuberculsis cured 
(treated over 6 months) 43 000

New clinical case 2 600 New clinical case (pregnant women)
(pregnant women) (medical doctor) 5 350
Normal delivery 6 000 Normal delivery 7 500

Caesarean Section 71 000
Complicated delivery 49 000

Family planning visit  Family planning visit 
(new andfollow-up) 2 500 (new and follow-up) 3 250 
IUD insertions 8 500 IUD insertions 10 000

Tubal ligation 44 000
Post natal care Post natal care 1 100
Prenatal care Prenatal care 1 100

Child fully Immunised 3 000
Pregnant women fully immunised 1 300 Male circumcision 15 000
HIV+ pregnant woman under ARV HIV+ pregnant woman under ARV
therapy 13 000 therapy 16 000
Care for an infant born to an HIV+ Care for an infant born to an HIV+
mother 13 000 mother 16 000
Voluntary HV testing and counselling 1 700 Voluntary HV testing and 

counselling 2 200

Clinical
services

Reproductive
Health

Preventive
services

Service free of charge (other policies)Service free of charge (2006 policy)User charges permitted
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3.1.2 The PBF pilot phases
In 2006, concurrently with declaring the “free care policy”, the Ministry of Health issued a new policy called
“La politique nationale de contractualisation dans le secteur de la santé au Burundi” (national contract
management policy for the health sector). The Ministry encouraged international nongovernmental
organizations (NGOs) to implement the policy in their zones of operation. In 2006, two NGOs,
HealthNet TPO and Cordaid, started to support the establishment of performance-based financing systems in
three provinces with funding from the Dutch Government. An additional three provinces were added later
with financial support from the European Union and GAVI. Cooperation of the Swiss Government also
started to support PBF in the Province of Ngozi, albeit through a different mechanism.

Following the positive results of these PBF pilot experiences, as evidenced by household and healthcare
quality surveys undertaken by Cordaid in 2007–2008 (11,12), the Ministry of Health decided in April 2010 to
scale up PBF nationwide. The objectives were to improve the use and quality of health services, motivate and
stabilize health personnel, strengthen governance and autonomy of health facilities, and involve
communities in the management of their health services. PBF was considered a strategy to accelerate the
achievement of the health-related MDGs, especially MDGs 4 and 5. The user-fee exemption policy for
children and pregnant women was merged into the PBF system. A technical unit to manage PBF (CTN-FBP)
was established in the Ministry of Health, and an operating manual was developed.

3.1.3 PBF principles
The PBF system provides subsidies that complement or supplement input-based budgets and receipts from
user charges. The subsidies are allocated to:

ñ contracted health-service providers delivering the essential package of health services (as defined by the
Ministry of Health for each level of health facility);

ñ decentralized departments of the Ministry of Health such as district and provincial health offices;

ñ nursing schools; and more recently;

ñ the Ministry of Health at the central level.

Performance-based financing is one of the approaches to results-based financing, defined as “a cash payment
or non-monetary transfer made to a national or subnational government, manager, provider, payer or
consumer of health services after predefined results have been attained and verified” (13). The common
trait of all results-based financing strategies is the transfer of a payment based on results as opposed to the
financing of inputs such as medications or salaries. The payments provided under the PBF system are based on
a cascade of contracts between the Ministry of Health or delegated bodies and a wide range of service
providers, including:

ñ operational units of the Ministry

ñ provincial health departments

ñ provincial verification and validation committees

ñ local associations involved in verification of results at the community level

ñ hospitals and health centres

ñ nursing schools

down to the level of contracts between health facilities and staff (Figure 6).

This arrangement allows the separation of basic health systems’ functions through the following means.

ñ Regulation: The Ministry of Health is the regulator, defining policies, setting norms and standards, and
providing supervision, monitoring and evaluation of activities in accordance with the national health
strategy.

ñ Control: Control is primarily exercised by provincial verification committees – the “Comité provincial de
vérification et de validation” (CPVV). Four aspects are covered by the verification process:

– monthly quantitative verification of indicators;

– quarterly verification of the quality of services provided by health facilities;
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– biannual community verification; and

– counter-verification conducted quarterly on a sample of health facilities, regulatory bodies, and
community associations by an external auditor.

ñ Service provision: Services are provided by contracted health facilities.

ñ Financing: This function is assumed by the Ministry of Finance and the international development partners
through a virtual basket fund in which partners use their own financial schemes to contribute.

Figure 6. PBF institutional framework

Source: adapted from FBP SOP (9).
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3.1.4 Financial analysis
By the end of 2012, 797 health facilities were contracted, of which 71% were public, 18% were faith-
based, and 11% were private including community-based facilities. All of the public and faith-based facilities
in the country had joined, but only 40% of private health facilities participated.

To be eligible for a “main contract” a health facility should:

ñ be in charge of a catchment area covering a population of at least 7500 inhabitants;

ñ deliver at least 70% of the essential package of health services defined respectively for health centres and
for district hospitals; and

ñ agree to apply the policy of free health care for children under five and pregnant women.

The main contracts are signed between the health facilities and the CPVV. Subcontracts can be signed
between two health facilities, one holding a main contract for a geographical area, and the other serving the
same population. Subcontracted facilities may be public, faith-based or private.

In 2012, the total expenditure under the PBF system was 35 billion Burundi Francs, about US$ 25 million or
US$ 2.6 per capita. In local currency terms, expenditures increased by 7% between 2011 and 2012. The
operating costs in 2012 amounted to 10% of total PBF expenditure; the remaining 90% of funds were
distributed as subsidies, 82% to health facilities and 18% to other structures, mainly bodies involved in
regulation, supervision and control (Table 4). Subsidies to health facilities are provided on the basis of
monthly verified activities (quantity, see Figure 5 above) and of quarterly reviews of the quality7 of services
(quality). For health centres, 89% of the subsidies were provided for services that were delivered free of
charge; for hospitals it was 69%. Among these, about half of the health-centre services were provided to
children and pregnant women under the 2006 free-healthcare policy, 86% for hospitals. Hospitals
experienced a substantive drop in the quality bonus between 2011 and 2012 due to a change in the method
of assessment (Table 5).

7 Quality assessments are perfomed quarterly, using a quality checklist comprised of more than 150 (structural and clinical) indicators.

Table 4. PBF expenditure in 2012

BIF USD USD
million (,000) per capita

Health facilities 28 494 20 353 2.14 81.7%

ñ Health centres 17 263 12 331 1.30 49.5%

ñ Hospitals 11 231 8 022 0.84 32.2%

National Public Health Institute 24 17 0.1%

Regulation, supervision, etc. 2 927 2 091 0.22 8.4%

ñ Provincial health offices 551 393

ñ District health offices 1 298 927

ñ MoH – general resources 70 50

ñ National technical committee 190 136

ñ Provincial verification committee 539 385

ñ Local associations 280 200

Operational costs 3 428 2 449 0.26 9.8%

Total 34 874 24 910 2.62

Source: adapted from CT-FBP Report 2012 (10).
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Since 2011, the Government of Burundi is the main funder of PBF. In 2011, the Government share was 52%;
in 2012 it fell back to 39%. The World Bank and the European Union are the two other major funders. The
World Bank funds 73% of the subsidies not allocated to health facilities, for example the costs of regulation,
supervision, control, and other operating expenses (Figure 7).

Table 5. PBF subsidies for health facilities in 2011 and 2012

Figure 7. Funding sources of PBF in 2012

Health centres Hospitals All
2011 2012 2011 2012 2011 2012

Total PBF subsidy 15 080 17 263 11 237 11 231 26 317 28 494
For quantity of services 13 527 14 728 9 790 10 272 23 316 25 000
For quality of services 1 554 2 535 1 447 958 3 001 3 493

Clinical services 7 088 6 387 7 978 7 300 15 066 13 687
Reproductive health services 4 675 7 941 2 809 3 257 7 484 11 198
Preventive services 3 318 2 935 449 674 3 767 3 609

PBF subsidy for “free services” 15 364 7 749 23 113
Maternal and child health 7 596 6 626 14 222
Other free services 7 768 1 123 8 891

Source: adapted from CT-FBP reports 2011 (14) and 2012 (10).

A study by the health-sector support programme of the Belgian Cooperation in the Province of Kirundo,
found that income from PBF represented between 67% and 70% of the total revenue of all contracted
health facilities, not including input-based financing for salaries, and so forth. For the district hospital of
Kirundo, PBF represents between 57% and 61% of total hospital revenues. The CAM, on the other hand,
accounted only for 3% of health-facility revenues, decreasing to 1% in the second quarter of 2013 (15).

Pharmaceuticals account for between 37% and 39% of total expenditure (44–47% for the Kirundo District
Hospital), followed by staff incentives (18–31%) (Table 6).

Total expenditure 
(34.9 billion Burundi Francs)

Source: adapted from CT-FBP Report 2012 (10).
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Table 6. Revenues and expenditures of health facilities in the Province of Kirundo

8 The PBF external review conducted in 2012 (16) noted a marked improvement among health facilities in terms of efficiency,
effectiveness, accountability and transparency. However, it is regrettable that most of these improvements are cited without tangible
evidence.

The introduction of performance-based financing at the central level of the Ministry of Health was
conditional upon the redeployment of staff (from central to decentralized levels of the health system). This
measure was initiated by a ministerial decree of October 2011 but was not yet completed by November
2013. Nevertheless, contracting and the payment of performance bonuses started in 2013. Performance
contracts do not apply to individuals, but rather to teams who depend on the same hierarchical authority and
have common obligations for predefined results. There are currently 16 such teams known as “Unités de
prestations”. Annual performance targets are set according to priorities in the units’ annual action plans.
Performance bonuses are awarded to functions or workstations. If several people fill the same workstation,
only one bonus is paid.

The provincial health teams and the district health teams have performance contracts signed separately
with the Ministry of Health. The offices receive bonus payments based on the degree of achievement of
their planned objectives related to their standard scope of work: planning, management, supervision,
monitoring, training, management of medicines, health information, and the like. Eighty percent of the
payments are used for staff bonuses and 20% for expenditures on operations and maintenance.

3.2 Impact and lessons learnt

3.2.1 Health system
The introduction of performance-based financing had a generally positive impact on the health system, as
documented in the 2012 Annual Report of the PBF technical unit (CT-FBP) (10) and in the external review of
the PBF system conducted in 20128 (16).

All health facilities District Hospital Kirundo
2012 & first Second 2012 & first Second

semester 2013 quarter 2013 semester 2013 quarter 2013

Revenues

PBF 67% 70% 61% 57%

CAM 3% 3% 3% 1%

Direct user fees 18% 14% 17% 15%

Other 12% 13% 19% 27%

Expenditures

Personnel (contractual) 13% 13% 13% 13%

Drugs 37% 39% 44% 47%

Operations and maintenance cost 8% 7% 7% 7%

Investment 4% 2% 2% 0%

Personnel (incentives) 18% 22% 21% 31%

Referrals 2% 2% 1% -

Other 18% 15% 11% 2%

Source: adapted from unpublished documents of the health-sector support programme of the Belgian Cooperation.
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ñ Human resources: The PBF improved the stability of personnel. A study conducted in 2012 on human
resources in Burundi and the Democratic Republic of the Congo documented that the main reasons for
movement of health personnel are henceforth more due to hierarchy decisions than to financial motivation
(17). The external review of the PBF system conducted in 2012 recommended more autonomy for health
facilities as a way to improve human resources management. This would mean a more effective
decentralized system (16).

ñ Essential medicines: In 2012, 45% of health centres (41% in 2011) and 69% of hospitals experienced
stock-outs of tracer essential medicines. Therefore the availability of essential medicines is still an issue.
However, this issue is not only the responsibility of health facilities, but of the entire supply chain that
needs to be strengthened. The external review of the PBF system conducted in 2012 concludes that
operational research should be conducted to identify all the bottlenecks of the supply chain (16).

ñ Health information system: The monthly data verification and validation which determines the PBF bonus
payments depends on the completeness and timeliness of the monthly health-information reports from
facilities and districts. These have improved significantly: in 2012, 98% of reports were complete and 99%
delivered on time.

ñ Governance: The extensive analysis and documentation of the implementation of the PBF system through
internal and external evaluations, cost studies, newsletters, and annual reports has, moreover, facilitated
the sector dialogue between the Ministry of Health and its development partners. The subcontracting
system which by the end of 2012 involved 86 private health facilities has improved the partnership between
the public and private sectors.

ñ Planning and budgeting: Sound plans and budgets are key components of the contracts approach and
prerequisites for PBF funding. The integrated financial management tool introduced through PBF focuses
the managers of health facilities on ways to use performance subsidies and bonuses to improve the
functioning of their facilities and not only to pay staff incentives.

ñ Community involvement: Community-health committees and management committees are participating
in the planning, management and evaluation of health facilities. Community outreach is assured by health
committees and community health workers. Community PBF pilot projects are being conducted in
Makamba Province since 2011 and in Mwaro and Gitega provinces since 2013 by the Ministry of Health and
Cordaid. These pilot projects address community referrals to health facilities, behaviour change
communication, service provision and the strengthening of the associations of community health workers.
The pilot projects are yielding encouraging results (10).

ñ Quality of care: The 2012 Annual Report of the PBF technical unit documents the improvement of the
quality of services in health centres, and of the perceived quality assessed by population surveys. (Table 7).
The quality of hospital services did not improve between 2010 and 2012, but this was partially due to a
change in the quality assessment method.
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ñ Regulation, monitoring, supervision and evaluation: The health systems regulatory and control bodies
were assessed for the first time in 2012 and received very high-quality scores. This leaves little margin for
improvement and raises two questions.

– Do the high scores reflect the outcome of the support provided by international development partners
which includes substantial funding for institutional and management capacity? If this is the case, then the
support would have almost reached its objectives and could now be reduced.
However the external evaluation of the PBF in 2012 found that the capacity of district health offices for
planning, monitoring and evaluation required further strengthening (16).

– Are the quality assessment tools for regulatory and control bodies measuring the right parameters?
The quality scores of regulatory institutions of the health system have to reflect overall system
performance. If the quality assessment is only limited to measuring the execution of standard work
processes, then it could easily result in self-acclamation while the health situation remains alarming.

3.2.2 Health outputs and outcomes
Access to health services has increased significantly since the introduction of the performance-based
financing system and the free-care policy for maternal and child health. It is, however, not possible to
attribute a specific proportion of this increase to a specific reform. Health-service output and outcome
indicators started to improve after 2005.

There are, however, significant differences between data reported by different sources. Data reported by the
PBF system are calculated in reference to predefined targets and are therefore not easily comparable with
data from other sources (Table 8).

Table 7. Quality scores of the PBF system in 2010 and 2012

Technical quality Perceived quality
2010 2012 2010 2012

Health facilities

Health centres 59% 79% 33% 83%

District hospitals 74% 70% 28% 71%

National hospitals 79% 61% 61% 69%

Regulatory and control bodies

Provincial health offices 90%

District health offices 88%

Validation and verification committees 95%

PBF technical unit 92%

Ministry of Health Directorate for Resources 96%

Source: adapted from CT-FBP Report 2012 (10).
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Table 8. Selected output and outcome indicators

2005 2010/2011 2012

Contraceptive prevalence WDI 9% WDI 21% PBF 55%
WB 18%
PBF 54%

% births atended by skilled personnel WDI 33% WDI 60% PBF 67%
PBF 66%

% attended deliveries by Caesarean section PBF 3.9% PBF 4.2%
% fully immunised children PBF 96% EPI 83%
Exclusive breastfeeding WDI 45% WDI 69%
% of children <5 with ARI taken to health provider WDI 38% WDI 55%
% of children <5 with ARI treated with antibiotics WDI 43%
Clinical outpatient visits per year by children <5 PBF >4 PBF >4
Incidence of malaria WB 26% WB 34%
% prenant HIV+ women receiving anti-retroviral WDI 52%
prophylaxis

Sources of data: WDI (http://data.worldbank.org/country/burundi); World Bank (1); EPI (10); PBF (10).

3.2.3 Remaining challenges
The introduction of performance-based financing in Burundi is relatively new, and the systems to support this
approach are evolving. The annual external reviews of the PBF system (2011 and 2012) clearly articulate its
strengths and weaknesses.

The Ministry of Health acts on the recommendations made by these reviews – for example, to increase the
management authority of health facilities, to improve the collaboration between PBF and the vertical health
programmes, or to work towards a single health information system. There are, however, fundamental
challenges that require attention.

ñ The reforms to establish performance-based financing imply major institutional changes, which require
considerable technical and financial support from development partners. The cost of this support is not
reflected in the PBF operating and management costs reported annually by the PBF technical unit. The
reports suggest that operation and maintenance of the system accounts for only about 10% of
expenditures, hiding the real cost of the reforms.

ñ The institutional separation of health-systems functions into regulator, purchaser, and provider of health
care is not an end in itself but rather a means to make the health system more efficient and effective. The
PBF contracting system leaves the impression that, in the final analysis, the Ministry of Health is the only
signatory (using different aliases). The only contracts in which the signatories are not in a hierarchical
relationship in a larger sense are the subcontracts signed between public and private facilities. This means
that for much of the system the Ministry of Health remains the main provider and the main financing agent.
This incomplete separation has implications – for example, it makes it very difficult to apply financial
sanctions.

ñ The performance-based financing system in Burundi mixes supply-side and demand-side financing mechanisms.
Most of the essential package of health services is free of charge to the patient, but the subsidies allocated to
the health facilities for these services are not based on actual costs. This permits the central level to adjust the
rates paid for each service or indicator in order to remain within the available budget. The improvements in
allocative efficiency created by the introduction of PBF are therefore mitigated by the fact that a residual of
the financial imbalance is transferred to the health facilities.
The faith-based and private health facilities that do not receive input-based subsidies from the State are
especially disadvantaged by this system.
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Result-based financing systems are often criticized (13) because such systems:
ñ lead to overconsumption of services offered free of charge
ñ focus on the quantity rather than the quality of services provided
ñ result in the crowding-out of intrinsic motivation
ñ neglect important services that are not incentivized.

These risks also apply to PBF in Burundi. However, a fair analysis should assess the system in comparison
with the negative effects of the purely input-based financing systems that have been applied in most low-
income countries for the past half-century. These are valid considerations, but it would be dangerous to
revolutionize a system that is still in its inception phase. In the short- and medium-term, the quality and
accessibility of health services should be monitored to assess how they can continue to be improved by
exploiting all the potential leverage effects of an evolving system of performance-based financing.
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4.1 Analysis

In order to improve access to care for the informal sector, the Government of Burundi established a
precursor social insurance system called the “Carte d’assistance médicale” in 1984 (18). Membership
was open to anyone aged over 21 years on a voluntary basis for an annual fee of 500 Burundi Francs (at
that time around US$ 4). Membership entitled the entire household to medical consultations, medical and
surgical care, dental care, and maternal and child health care without copayment. A copayment of 20%
was introduced in 1996 (19). The system soon became financially unsustainable. Municipal administrations
collected the funds and used them for general revenue. The population quickly considered the membership
fee as just an additional tax. Private health facilities and many faith-based facilities never agreed to the
system and still do not accept the CAM.

In 2012, the CAM system was revised by Presidential Decree. The price of the card was raised to an annual
fee of 3000 Burundi Francs (approximately US$ 2) per household. Participation remained voluntary and
provided access to the essential package of care (defined by the Ministry of Health for each level of health
facility), provided by public and faith-based health facilities with a copayment of 20% of the provider charges.
Implementation began in May 2012. According to the Decree, this system would serve as a transition
towards a generalized social health-insurance scheme.

ñ Applicants can enrol in the CAM in any public-health centre. The revenues collected are deposited in special
accounts opened by the provincial health offices. These accounts also receive direct transfers from the
national budget on request by the Ministry of Health.

ñ Health facilities are reimbursed at a flat rate for each service, based on a study of healthcare costs in 2011
(8). Payment is made by direct transfer of funds from provincial accounts to the accounts of the health
facilities.

ñ The CPVVs that were established for the PBF system were also charged to verify and validate the services
provided under the CAM. This has resulted in a significant overload of work for the CPVV auditors. The PBF
technical unit is responsible for compiling all payment requests relating to the CAM at the national level.
The Directorate of General Resources of the Ministry of Health is responsible for the coordination and
follow-up of all payments.

A consultancy commissioned by the European Union in 2012 estimated the annual cost of implementing the
CAM system at 46 billion Burundi Francs, including 10 billion Francs for system management costs (20). If
all households in Burundi joined the scheme, the maximum revenue generated from subscription fees would
be 5 billion Burundi Francs.

In 2012, the Ministry of Health allocated 2.34 billion Francs to the CAM (as was reflected in Table 2, above).
This allocation was also to be used, in part, to pay back a portion of the arrears of 3.4 billion Francs of the
former CAM system. The same budget was allocated in 2013. Simple arithmetic is sufficient to predict a rapid
collapse of the system if no corrective action is taken.

THE MEDICAL INSURANCE CARD
4
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According to personal information obtained from the Ministry of Health, 402 533 cards were sold
between May 2012 and April 2013, representing about 31% of households in Burundi. However, a
survey by the Belgian Cooperation programme in Kirundo found that less than 1% of households in Kirundo
Province had renewed their subscription after the first year of membership (15).

4.2 Impact and lessons learnt

The CAM is an initiative to extend social-health insurance services not included in the free-care policies to the
population in the informal sector not covered by any existing health-insurance scheme. The goal is
commendable, but questions arise relating to the design of the system.

ñ A system of fixed annual contributions on a voluntary basis requires a heavy administrative system,
especially when subscriptions have to be renewed annually. The revenue of 3000 Francs generated from
annual subscription fees cannot provide a significant contribution to the financing needs of the system.

ñ One of the objectives of the CAM is to assure access to services for the very poor by covering their
copayments for services that are not provided free at the point of service. Very poor members of the
community are exempted from paying CAM subscription fees. However, any system trying to identify the
very poor in a country with such high poverty levels as Burundi is inevitably fraught with major errors of
exclusion and inclusion.

ñ Another objective of the CAM is to serve as a transition for the development of a national social health-
insurance system. However, the existing community-based health-insurance schemes presently cover no
more than 2% of the population. In view of this situation, the objective of the CAM seems overly ambitious.

ñ The main weakness of the CAM is the limitation of its ability to address inequities in the health system.
The CAM addresses solidarity among the poor, spreading financial risks between the sick poor and non- sick
poor. An equitable system of social health protection, however, requires that risks are spread over the
entire population, with the better-off paying more but receiving equal benefits. In this sense, the CAM with
its uniform fixed subscription fee is socially regressive.

Recent studies that have analysed initiatives such as the CAM conclude that the results are questionable
(21). In contrast, more positive experiences have been documented in countries that opted for a mix of
contributions in the same health fund from the formal public and private sectors and progressive earmarked
taxes. In addition to uniform benefits for the entire population, these systems have provisions to purchase
extended benefits from additional insurance systems (21, 22, 23).
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The “Mutuelle de la fonction publique” (health insurance for civil servants) was founded in 1980 and
provides health coverage to (national and local) civil servants, the staff of the national defence forces
(Forces de défense nationale) and of the Burundi national police (Police nationale du Burundi), students of
the University of Burundi, the staff of other quasi-public institutions, and retirees from public service. In
addition to the contributor, the scheme also covers spouses and children under the age of 18 years, and up
to the age of 23 years if pursuing studies. According to the National Health Accounts 2010, the MFP covers
nearly 8% of the population of Burundi. The MFP is financed through salary contributions (deducted at
source) – 6% paid by the employer (that is, from the State budget), and 4% paid by the employee. The
affiliate or the beneficiary must copay 20% of the cost of the consultation or hospitalization, and 10–30%
of medicines costs.

According to the MFP Annual Report 2011, the overall revenue amounted to 19.87 billion Burundi Francs
(US$ 16.15 million, which represents US$ 20.7 per beneficiary – of which 60% is paid by the Government),
and management costs represented almost 40% of the total expenditure (which raises efficiency issues) (24).

According to the latest available figures, about 2% of the Burundian population is covered by community-
based health-insurance schemes (health mutuals). The annual amount of contributions per affiliated
household varies between 10 000 and 37 000 Burundi Francs. In the view of the organizations themselves,
the costs of activities to support the establishment and development of mutuals are only partially (or not at
all) covered by revenues. Furthermore, these initiatives, usually supported by external agencies, tend to show
that community- based mutuality is not yet a fully endogenous and financially sustainable process (24). 

Private health insurance schemes remain marginal in Burundi, with a maximum of 10 000 people covered
(mainly from the formal private sector) (24).

OTHER HEALTH INSURANCE SCHEMES
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There is no doubt that the health-financing reforms in Burundi, the introduction of performance-based
financing and the policy of removing user charges for key healthcare services, helped to quickly rebuild a
health system that was uncoordinated and inefficient. The reforms increased the financial accessibility of
health services to the population and motivated the health workforce – not only through financial
incentives, but also by improving their working environment.

It is too early to assess the impact of the reforms on the achievement of the targets set for the health-related
MDGs, especially because the funding for PBF is marginal in comparison with both total health expenditure
and the total budget targeting the MDGs. Some of the MDG targets appear to be far out of reach and
the number of avoidable deaths among children and pregnant women is still alarmingly high. High population
growth is another factor that has to be taken into consideration as expressed in the World Bank assessment
for the country assistance strategy 2013–16 (1):

The very high rate of population growth is expected to put a major constraint on the
delivery of social services and access to basic infrastructure in the coming years. Further
improvements in assuring greater equity of access and quality of care are required.

Universal health coverage is a priority for the Government of Burundi, especially the removal of financial
barriers to access. An analysis of the current situation, especially of the CAM experience, suggests that the
available funding is not sufficient to fully and consistently implement the ambitious reforms. The Government
is now confronted with the task of integrating the various financing systems (PBF/free health care, CAM,
community-based health insurance, health insurance for civil servants) in order to remove redundancies and
overlaps, and to increase social cohesion and national solidarity. This was a strong recommendation of
the external review of the PBF conducted in 2012 (16). Studies on formulating recommendations for a
more unified financing system are currently under way.

Health insurance for civil servants represents a specific challenge for initiatives to achieve greater equity and
social cohesion through health-financing reforms. The Government of Burundi spends the equivalent of
approximately 19% of the total Ministry of Health budget (or the equivalent of 75% of the domestic PBF
budget, or 600% of the CAM budget for the health protection of civil servants), representing about 8% of the
population. Efforts to increase equity in health and national solidarity have to question this inequity in
the allocation of public funds.

Finally, achieving universal health coverage will be a challenge for low-income countries such as Burundi, and
will require continued substantial support from international development partners.9 This will require a
second paradigm shift for the development community. The first shift, according to Gorter et al., consisted in
moving from a cooperation model relying on provision of resources, to a model of “purchasing” outputs and
outcomes (13). The next paradigm of global social protection has yet to be conceptualized.

CONCLUSION

9 However, at least the financing reforms have led to an increase in international aid, not only in quantitative terms but also in terms of aid
effectiveness: more and more development partners use the PBF channel for their programmes.
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