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Abstract
Background: Numerous countries have undertaken performance-based financing (PBF) reforms to improve quality and
quantity of healthcare services. However, only few reforms have successfully managed to achieve the different scale-up
phases. In Burkina Faso, a pilot project was implemented, but was put on hold before being scaled. During the writing
of this article, discussions to scale-up were still ongoing on a national strategic purchasing strategy within a government
led user fee exemption policy.
Methods: This study’s objective is to identify facilitators and barriers to scaling-up for that pilot, based on the World Health
Organization’s (WHO’s) theoretical framework. Interviews were conducted in three health centres and in Ouagadougou
to discuss the scale-up with different actors. The software QDA Miner© was used to help in the framework analysis.
Results: The low involvement of some key stakeholders (mainly decision-makers) and the unstable context hindered
ownership of the project, thus its priority on the political agenda. PBF reform therefore lost its momentum to the benefit
of a user fee exemption policy. This latter program was seen to be more beneficial since it addressed access to healthcare
services, in comparison to service quality, which was the PBF’s relative advantage. A scale-up of some PBF elements (eg,
strategic purchasing tools) is however still in discussion in 2019, but would be integrated within the user fee exemption
program. Increased costs during the PBF’s implementation gave the impression that the project was too costly and not
scalable. The involvement of an important funding agency (World Bank, WB) also fed the impression of high costs,
which demotivated the actors, especially decision-makers.
Conclusion: Contextual factors remain central to the implementation of PBF, while their evaluation and mitigation have
remained unclear. The participation of key actors in scaling-up operations and the use of social science as tools to better
understand the context is therefore primordial.
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Key Messages
Implications for policy makers
•
Involvement of key stakeholders should be from the start of a project’s implementation, to favour their appropriation and prioritisation of the
scale-up operations.
•
Context evaluations should be performed during a project’s implementation to provide adaptation or mitigation mechanisms, due to the
dynamism of the contexts.
•
Social sciences theories and practices should be employed to better assess the different aspects of scale-up processes in relation to healthcare
policy or projects.
Implications for the public
Whilst performance-based financing (PBF) was a priority for many actors in the beginning, the evolution of the burkinabè context led to changes
in priorities and thus an unforeseeable future for PBF. The PBF reform was perceived as too costly and as a foreign agenda. To avoid this, more
attention needs to be put on determinants of sustainability and scaling-up. National values, needs or structures must be accounted for, especially
when programs are designed from abroad. While international programs still take up an important percentage of development work, the agenda
must be set by national entities with international agencies playing a supportive role.

Full list of authors’ affiliations is available at the end of the article.
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Background
There are as many ways to finance healthcare systems as there
are healthcare systems. However, a new way of financing has
become ever more prominent, results-based financing (RBF).
This article will provide an overview of RBF reforms as well
as a theoretical background for scaling-up operations. It will
then present the case of RBF in Burkina Faso, where a case
study was conducted based on the ExpandNet framework for
scaling-up.
Performance-Based Financing Reforms
There is a wide variety of RBF programs: performance-based
financing (PBF), pay-for-performance, conditional payments,
etc.1-8 These different types of RBF programs can however be
categorised according to their main focus, whether they target
the demand-side of health services (eg, vouchers, conditional
cash transfers) or the supply-side (eg, performance indicators,
quality/quantity targets that healthcare providers have to
reach); these goals are not exclusive and can be implemented
conjointly.9 Different tool kits have been developed for RBF
implementation, the main ones being developed by the
World Bank (WB)1 and the Dutch development agency/Royal
tropical institute.10
More specific to African contexts, PBF represents a form of
“fees for services” paid to health workers and/or organisations
when targeted services are provided quantitatively or
qualitatively.11,12 Different versions of PBF exist, however
the main goal of these PBF reforms remains similar, that
is to improve the quality and quantity of healthcare system
services. This is done by activating different levers: greater
autonomy of healthcare centres, clarified/better defined
roles and responsibilities for healthcare agents, strengthened
planning processes, increased community participation in the
healthcare centres’ management, reinforced monitoring and
evaluation system (whether independent or not) or enhanced
transparency mechanisms.1,10,13 A major change brought
by PBF reforms is however the shift from input to output
payments, which makes the payments retroactive rather than
prospective (eg, salaries, historical budgets).8,14
PBF principles also call for a greater separation of 5
different functions in the healthcare system: providing
services (eg, healthcare providers), regulating services (eg,
national government), purchasing services, holding fund, and
community participation (eg, management committee).1,13
Different PBF programs can choose to separate, or not, those
functions (eg, in Mali, the Dutch development agency was the
fund holder and the service purchaser, or in Burkina Faso, the
government was regulator and one of its departments was the
service purchaser).15
PBF programs are in the spirit of the times and are used
worldwide, maybe more specifically in low- and middleincome countries, such as in sub-Saharan Africa.3,11,12,16-18
In 2006, only 2 programs were implemented, one on a
national scale (Rwanda)19 and another as a pilot (Burundi).20
Seven years later, there are 21 programs implemented (18
pilots and 3 on a national scale), while 9 other programs
were in discussion in other countries.1 Of these pilots and
programs, too few PBF projects have been scaled-up to the

national policy level; such as in Rwanda, Armenia, Burundi,
Cambodia, and Cameroon.20,21 Key enablers were found
in regards to the adoption (going from a pilot to a national
program) (eg, favourable policies and institutions, technical
experts at the national levels, policy entrepreneurs) and the
institutionalisation (going from a program to a policy) of
PBF projects (eg, structures facilitating autonomy, leadership
from the health sector and beyond, national financial
investments). 20
Through the study of those cases, barriers and facilitators
have been identified related to the scaling-up process, such
as financial, legislative or political aspects.20 However, while
context is central to scaling-up operations, few studies provide
the in-depth contextual insights necessary to understand how
the interventions reach (or not) the national policy level or
even the system’s level.22,23 Our study in Burkina Faso will
therefore aim to provide those insights and shed greater light
on those mechanisms (that led to the non-accession to the
national policy level).
Scale-up Components and Determinants
Scaling-up has become an important part of implementation
science, with the rise of evidence-based interventions (EBI)
and the need to generate the best results possible from
interventions.24 Scaling-up can be described as “the deliberate
effort to broaden the delivery of an EBI with the intention of
reaching larger numbers of a target audience. Often an EBI
scale-up will target health delivery units within the same, or
very similar settings, under which the EBI has already been
tested.”24 New concepts can also be found such as scale-out,
where scaling-up is then applied to new population and/or
delivery systems.24
Many conceptual frameworks could also be used to
assess scaling up processes: the “Consolidated Framework
for Implementation Research,” the theory for the diffusion
of innovation or the “Going to Full Scale” developed by the
Institute for Healthcare Improvement.25-30 This latter model
is a consolidation of the different theories in the area of
implementation and scaling-up.30 This framework is divided
in 3 elements: scaling-up phases (preparation, development,
testing, final scale-up), adoption mechanism (communication,
networking, leadership, culture of urgency and persistence),
and scale-up support systems (learning and information
systems, infrastructure and human capability facilitating
scale-up, and a sustainable design).30 Even more specific to PBF
programs, a special journal issue was published (sponsored by
the Alliance for Health Policy and Systems Research; AHPSR)
to present another conceptual framework, based on a multicountry research program looking at 10 PBF programs
undergoing a scaling-up process.20,21 In this framework, 4
phases are identified, based on case study reports for different
countries: the generation of the project (from an idea), its
adoption (in the form of a program), institutionalisation (into
a policy) and expansion (to the system).21 The framework
used in our study is the one developed by ExpandNet and the
World Health Organization (WHO) (see below). Few reasons
explain the use of this framework: its extensive use in different
contexts (especially in low- and middle-income countries), its
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generally accepted clear definitions in regards to scaling up
attributes and processes,25,28,31,32 its development through a
network of various institutions (international organisations,
non-governmental
organisations
[NGOs],
research
institutions or health ministries and organisations)28,33 and
its larger extension to other domains in health, education
or development.34 In addition to the use of the ExpandNet
framework for the presentation of the results, the AHPSR’s
framework20,21 will also be used in the discussion to explain
further these results. The latter framework was not used for
data collection or analysis since it was not published at the
moment of data collection and analysis.
Having all these different models, more case studies on
scaling-up PBF programs could help improve conceptual
comprehension of the phenomena and further develop the
abovementioned analytical frameworks.21,26 The assessment of
PBF scale-ups is also very interesting due to the number of PBF
reforms around the world, mostly in low- and middle-income
countries.3,11,12,16-18 Furthermore, without many examples of a
PBF institutionalisation phase, the case of Burkina Faso could
provide many empirical insights that would be pertinent to
both the understanding of the scale-up concept and providing
concrete evidence in the case of PBF.20,26
Performance-Based Financing in Burkina Faso
Burkina Faso has a certain experience in attempts to contractual
approaches in its health system such as performance contracts
in health districts or the contractual process with NGOs and
other associations.35 Its following its experiments that the
WB proposed to the Ministry of Health (MoH) to test a first
important PBF program (totally funded by the WB) in 2011
with 3 health districts.35 That program was a pilot project,
whilst the subsequent project, which is the object of our
research, was not yet planned. Its name changed from pilot to
pre-pilot once the latter could be put in place. The pre-pilot
did not benefit from any independent evaluation, neither
from an impact evaluation, but enabled to test different tools
and to emulate the PBF idea. An evaluation from a national
consultant paid by the WB was conducted, notably on
implementing processes.35 This evaluation on care utilisation
was not rigorous enough to provide with tangible results, due
to the small scale of the evaluation and its study design.36 The
WB therefore gave to another consultant the mandate to assess
the pre-pilot’s effects, more precisely on care utilisation, with a
time series design.37 The state and the WB’s decision to extend
PBF to an additional 12 districts in 6 different regions in 2013
was taken before the publication of this evaluation.38,39 In total,
the new pilot would concern 561 primary healthcare centres
(CSPS: Centre de Santé et de Promotion Sociale), 15 second
line healthcare centres (11 district: CMA [Centre Médical avec
Antenne chirurgicale] and 4 regional: CHR [Centre Hôspitalier
Régional] hospitals).39,40 Its main objective was to strengthen
the national healthcare system’s performance by improving
the quantity and quality of healthcare services, by supporting
the monitoring and evaluation system and by consolidating
partnerships with the different communities, healthcare
agents and private organisations.40 Four types of PBF were
tested in Burkina Faso36:
672

•

PBF1 consisted in conventional PBF where health centres
were financed by the WB, through the Programme d’Appui
au Développement Sanitaire (PADS), according to their
healthcare services’ quantity and quality. The quantity
and quality of services were assessed every 3 months by
external verification and control agencies (ACV: Agences
de contractualisation et de vérification des services). User
fees remained for incoming patients.
• PBF2 consisted in PBF1 with the addition of a
subsidisation for the poor’s healthcare services. User fee
exemptions were given to the poorest 15%-20% of the
population, which were selected through a communitybased process. Healthcare services provided for this
population were paid at higher price to palliate the user
fee exemption.
• PBF3 consisted in PBF2 with the addition of a financial
motivation for the healthcare providers, when working
with the poor (the selected 15%-20%). Services provided
to the poor are paid more than in PBF3.
• PBF4 consisted in PBF1 with a community-based health
insurance. Insurance premiums for the poor (the selected
15%-20%) were subsidised, and services provided to them
were paid at higher price such as in PBF3. Capitation
payments replaced user fees for the general population.
Those 4 types of PBF implied many similar aspects such as
the service targeting by the MoH (playing the role of regulator)
and its national, regional and district directions. The different
health centres (playing the role of service providers) then
supplied services in relation to the set targets and needs of
the community. Qualitative and quantitative evaluations are
made by ACV which will judge if services can be purchased
or not by the PADS.38-40
The reasons for this extension remain unknown and are
not the object of this article. It could be possible the WB
wished to pursue its tests in the region even without available
data. Being limited in its resources, the country might have
accepted that proposition due to the importance of the
project’s budget and inputs it could bring to the health system
and to the health professionals. The question of ownership of
such health policy in Africa, and of PBF especially, is at the
centre of actual debates.41,42 Like in Mali,15,41 multiple strategies
were implemented by the WB to influence the decisional
process and to reach acceptance of the project: study tours,
consultations, supplementary budgets, workshops, etc.
User Fee Exemption Policy
The user fee exemption policy started in April 2016 with the
objective to increase the financial access to certain populations
(eg, children under 5, pregnant/post-partum women) or
services (eg, family planning, emergency obstetrical care)
for an estimated 5 millions beneficiaries.43-45 Many actors
were involved in the design such as healthcare centres (from
all levels), different directions from the MoH, NGOs (such
as international [HELP, Terre des Hommes, Action Contre
la Faim] or national organisations [Association Songui
Manegré/Aide au Développement Endogène, ASMADE]) and
the Ministry of economy and finance (MoEF).44 The idea of a
user fee exemption program emerged in 2006 with a first pilot
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implemented in 2008 by a consortium of the different NGOs
above-mentioned. The program was then implemented
nationally in 2016. The Caisse nationale d’assurance maladie
universelle was established in April 2018 and is now being
transferred the responsibilities of the program from the
MoH.45
The objective of this research is therefore to better
understand the processes of the scaling-up of the PBF pilot
(not the pre-pilot) in Burkina Faso. This article will answer
the questions of what are the facilitators and barriers to
scaling-up for that pilot, and why the program was not scaledup in the end.

before the intervention (good, fair, poor).36,49 Performance
was assessed in relation to service provision indicators (eg,
vaccination coverage, number of consultations). For this study
on scaling-up, 3 sites were used from the larger sampling of
21 sites (this is due to time/resource constraints). Those sites
were selected based on the criteria of security, physical access,
and presence of knowledgeable participants. The selection
was made with the local research team members in charge
of the different districts. Also, since any scale-up operation
requires a major involvement of stakeholders at the national
level, members of different organisations were consulted in
Ouagadougou.

Methods
This study’s design is a case study nested in a larger
longitudinal and multiple case study.46 This methodology was
chosen to study the scaling-up potential of the intervention
because this concept can be highly complex and be perceived
differently from the perspectives of different stakeholders.47
The choice of using a case study design is pertinent since
the assessed intervention is a phenomenon that is anchored
in a real and specific context (a program implemented in
Burkina Faso by different actors)47 and that a holistic and
comprehensive picture (via triangulation of sources and data
collection methods) of the program is needed, through the
analysis of the lived experience, challenges or impacts of/on
the different stakeholders.47,48

Participants
Within the 3 healthcare centres (2 CSPS and one CMA), from
4 to 8 participants were interviewed by MS. They consisted
of a variety of actors: healthcare practitioners from different
levels (community healthcare worker [agent itinérant de
santé], midwives, nurses, head nurses [infirmier chef de
poste: ICP] or head doctors [médecin chef de district: MCD]),
senior-managers, management committees (comité de gestion:
COGES) (eg, presidents, treasurers), and representatives of
the local health insurance program (ASMADE) (eg, social
coordinators, people in charge of the implementation or
communication).
At the national level, MS further extended the data
collection phase to interview different members of 4 other
functional branches of the PBF project: (1) service purchasers
(the PADS) (which aim to help the implementation
of interventions at the operational/national level), (2)
implementers (PBF coordinating cell: cellule FBR), (3) ACV,
and (4) regulators/decision-makers from different divisions
within Burkina Faso’s MoH. External experts (NGOs, WB)
were also contacted to provide another perspective on the
issue (Table 1). These participants were purposely selected
according to their level of knowledge or involvement in the
PBF project. They therefore represented an exhaustive picture
of the different stakeholders taking part in the intervention
and helped reach data saturation point (N = 37).

Conceptual Framework
The conceptual framework used for the study is the one
presented by the WHO and the ExpandNet network, which
was developed earlier than those presented above.28 This
framework divides the concept of scaling-up as 5 main
elements: (1) the innovation (the PBF pilot project), (2) the
host organisation adopting the innovation (Burkina Faso’s
healthcare system), (3) the resource team (the PBF cell,
however, not being clearly identified as such), (4) the scalingup strategies (different attributes possible), and (5) the
general context of implementation (socio-cultural, politicoeconomic, etc). For each of these 5 elements, different
attributes were assessed to provide a comprehensive picture
of the scale-up situation in regards to the PBF pilot program
in Burkina Faso. The most important attributes are therefore
presented in the result section and are further described in the
work of Simmons et al.28
Data Collection
Sites
This scale-up assessment took place within a larger,
longitudinal and multiple case study in 3 healthcare districts
(Diébougou, Ouahigouya, and Solenzo).36 Those districts
were selected based on the criteria of representativeness of the
different contexts within the country (districts represented
different regions: respectively Southwest, Northern and Boucle
du Mouhoun regions). From these districts, 6 CSPS and one
CMA or CHR served as cases. These healthcare centres were
selected according to the type of PBF being implemented
and their level of performance linked to service provision

Data and Analysis
Data collection took place in 2 phases, the first being at the
local level (22/10/2016 to the 3/11/2016) and the second in
the capital city (9/11/2016 to the 20/11/2016). Interviews
were semi-structured and were conducted (all interviews
were conducted by MS, apart from 2 interviews conducted
by trained research assistants) with the help of an interview
guide based on the ExpandNet/WHO scale-up framework.50
The guide’s themes covered the different elements of the
framework (eg, attributes of the intervention, health system,
strategies) and facilitated the subsequent analysis which was
both deductive and inductive. While maintaining the themes,
the guide’s questions evolved during the data collection
phase to become more precise, in regards to the roles of the
participants and the missing information. Interviews were
mainly conducted at the participants’ workplace as well
as their homes (only at the local level), depending on their
preference. They were conducted in French (exception of one
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Table 1. Participants Sampling

Local Level

National Level

Healthcare agents

8

Head-managers (ICP + MCD)

3

COGES

3

Health insurance (ASMADE)

4a

Unions

1b

Service purchaser (PADS)

3

Implementers (PBF cell)

4

Senior-managers (Directions générales de la santé, de la protection sociale-promotion et mutuelle, des études et des
statistiques sectorielles et des établissements de la santé)

6c

ACV

2d

External experts

3
37

Total of Interviews

Abbreviations: ICP, infirmier chef de poste; MCD, médecin chef de district; COGES, comité de gestion; ASMADE, Association Songui Manegré/Aide au
Développement Endogène; PADS, Programme d’Appui au Développement Sanitaire; PBF, performance-based financing; ACV, Agences de contractualisation et
de vérification des services.
a
One participant was previously also part of the COGES.
b
One participant was also a member of the healthcare agents.
c
Three of these participants also had positions in other divisions linked to this PBF implementation.
d
One interview was with both the director and an agent of an ACV.

interview in Dioula), lasted from 30 minutes to more than 2
hours and were audio-recorded and transcribed into verbatim.
Observation notes were taken during data collection which
enabled the gathering of more informal discourses related to
the scaling-up processes of the PBF project. Once transcribed
by trained research assistants, verbatim were re-read with the
audio-recordings (MS), re-transcribed if needed, put together
with the software QDA Miner© and coded (MS), according
to the conceptual framework. The framework analysis that
was conducted (MS) can be resumed in the familiarisation
of the data, the thematic analysis through coding (with both
deductive themes/codes from the ExpandNet’s framework and
inductive themes/codes emerging from the data), indexing
codes to all data and finally charting the data according to
their indexes.50,51
Results
This study’s results will be presented according to the
ExpandNet framework, in regards to the attributes of its
different elements: (1) the project, (2) the healthcare system,
(3) the resource team, (4) the scaling-up strategies, and (5) the
general context of implementation.28
PBF Project’s Attributes
Credibility
The interventions’ credibility was mainly based on previous
successful PBF reforms such as those in Rwanda, the
Democratic Republic of Congo and Burundi, the later
which was also coupled with a user fee exemption policy:
“We [external burkinabè expert] had experiences from other
countries. Most of the time, the experiences showed that there
were results which were much more positive than negative.”
(External expert #2, Ouagadoudou)[1]; “We told ourselves: if
it has worked elsewhere, it can also work here.” (Statistician,
healthcare centre #3). However, for some healthcare providers,
PBF was somehow discredited due to certain implementation
problems such as delays in payments, which resulted in a
674

certain lack of trust: “If we manage to pay the 6 late months, and
the next months to follow the subsides, thus… the people will get
better confidence” (PBF cell member #4, Ouagadoudou).
Observability
Outcomes of the PBF project were interpreted differently at
the local than at the national level: “We [local implementers]
see the effects it [PBF] produces, the advantages it generates.
Since we are direct actors, we implement, we have seen what
it brought to us. This is thus sufficient to say that it should be
a priority. However, the decision-makers don’t implement…
maybe it doesn’t allow them to better appreciate it, to make
them say it should be a priority” (MCD, healthcare centre
#3). In regards to decision-makers, more negative or a lack of
outcomes related to implementation problems were perceived,
such as payment delays, strikes or lack of investments: “I,
myself, have visited Cameroun in the PBF centres. We have
seen renovated offices, beds, mattresses … When we arrive, it is
visible, perceptible. Then here, even if people do it [PBF], it is on
paper, in regards to investments… When we arrive like that, we
don’t have the impression that there were renovations” (DGESS
representative, Ouagadoudou). “It’s already not evident with
15 districts … When I have feedbacks, complaints from district
teams because payments are not regular… if you are in this
dynamic, it is not evident that we want to pass to scale” (DGS
representative, Ouagadoudou).
Relative Advantages
The relative advantages of the intervention were well
understood in theory. PBF was thought to be effective in
regards to improving quality, strengthening the monitoring
and evaluation system, motivating healthcare practitioners or
reporting. This relative advantage was however often related to
the user fee exemption program, as a complementary reform:
“Now, we can readjust the user fee exemption and add certain
elements of PBF, such as the verification” (External expert #3,
Ouagadoudou). “User fee exemption will act on the quantity
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side whilst PBF will act on the quality side” (PBF cell member
#1, Ouagadoudou). On the other hand, in practice, people at
the decisional level were not moved by those arguments: “If
the Ministry [MoH] had understood the added value of PBF, it
would have been them that would have ran after us” (PBF cell
member #2, Ouagadoudou).
Easiness to Install/Testable
The PBF intervention was somewhat complex to install and to
comprehend due to the 4 different types of PBF implemented.
Many modifications and adaptations also hindered
implementation: changes in indicators, delays in payments, etc.
The pilot project was nonetheless testable and even benefitted
from a first scale-up operation, bringing the project from 3
health districts to 15. During its implementation, the project
did however face different unintended and undesirable effects
that were not always addressed.52
Compatibility
PBF ran counter to the national healthcare system’s functioning
in many aspects: the use of retroactive financing (versus
inputs-based/prospective financing) or the autonomisation of
the healthcare centres in regards to their spending. For some
actors, mainly the syndicate, this reform meant privatising the
burkinabè healthcare system by decentralising the spending
powers and externalising some activities (eg, quality/quantity
verifications). “Do we not want to privatise our health services?
... If we are in the public function, we have a salary and it is
normalised. I am a nurse with three years of seniority, my salary
is known. Can it be different from one centre to another? This is
not possible” (External expert #1, Ouagadoudou).
Burkinabè’s Health System Attributes
Implementation Capacity
The implementation capacity for healthcare centres was
mostly perceived as adequate since the health system in
Burkina Faso was considered functional: “When you take the
examples of countries such as the Democratic Republic of Congo
or Burundi where the healthcare system wasn’t necessarily
performant, PBF proved itself rapidly. But here, PBF came to
find out that it worked. In reality, it’s the resources that are
lacking, apart from that, the healthcare system worked” (PBF
cell member #4, Ouagadoudou). PBF activities also seemed
similar to daily routines already in place and appropriate for
the different sizes or types of healthcare centres: “With the
activities it [PBF] does here… I think that it will function very
well… There is no problem, since it functions according to the
size of the CSPS” (ICP, healthcare centre #1).
However the equity between centres was an issue for certain:
“There must be a minimum and I think there are centres that
don’t have this minimum. I’m talking about human resources,
materials” (External expert #2, Ouagadoudou); the incapacity
of poorer healthcare centres to maximise the benefits of State
resources (eg, staffing or other materials) seemed inequitable.
To provide an equal minimum level of investment everywhere
was perceived as a prerequisite since those investments were
public funds.
At the State capacity level, few actors seemed positive

about an eventual scale-up of the intervention as the project
stood due to the amount of funding needed. Changes had to
be made, especially in regards to the expensive verification
phase: “We must prioritise the criteria [for evaluation] and
then lighten the control and evaluation system. I think that then
we’ll be able to manage the budget to go to scale. Actually, PBF is
much money” (External expert #2, Ouagadoudou). However,
the majority of participants suggested the PBF reform was too
expensive to scale-up: “When we illustrated all the financial
realities, we felt the people went cold” (DSF representative,
Ouagadoudou); “I remember a meeting with the Ministry of
economy and finance [MoEF] where its representative said:
‘You with your PBF story! Burkina Faso isn’t Rwanda. What
do you think? Everything you’re telling me here, you think
we can do that in Burkina? We can’t!’” (External expert #1,
Ouagadoudou). Partnerships with donors were evoked,
showing the incapacity of the State to rely on itself: “Scale-up
by the State should depend on partners because it has no means
for it” (External expert #2, Ouagadoudou). It is worth noting
that this issue was thought of during the implementation
process, but was never addressed: “We must say that during
the implementation phase, it was always a preoccupation, to see
how we’ll do for the scale-up. Now, where to find the money for
the scale-up remains the big question that remained pending”
(DGESS representative, Ouagadoudou).
Social acceptability and legal grounds of the scale-up were
also mentioned in regards to inequitable treatment favouring
the health sector: “The common basket, it’s naturally the State
budget. If we have to treat a sector differently from the others, we
create useless conflicts… There is a law that is about the public
function of the State. Everyone gets to be treated the same. Why
doctors should be treated differently from the teachers, or the
police, or the one working at the MoEF?” (DGS representative,
Ouagadoudou).
Leadership and Internal Advocacy
Stakeholders’ level of enthusiasm towards the scaling-up
process was different whether stakeholders were from the local
level, with a more operational stance, or at the national level
with a decisional role. Implementers, healthcare providers
and managers had personal or institutional interests in the
reform’s scale-up: “It [PBF] allows us to have bonuses outside
of the revenues of the drugs’ sales… it allows us to have resources
to function without too many difficulties” (Statistician, health
centre #3).
From a decisional point of view, the PBF intervention was
very politicised, which created “dogmatic” points of views,
with PBF people being either “pro” or “con.” Arguments were
therefore developed against its scale-up operation: “There are
people that are fundamentally not in tune with PBF because,
according to them, PBF pays people [eg, healthcare providers]
that were already paid by the State to do the activities. Therefore,
from an ethical point of view, it is not much… It’s also the
workload that needs many more forms filled out, much time to
spend with the patient” (PBF cell member #4, Ouagadoudou).
In addition, the reformative aspect of the scale-up operation
was perceived as an important political change for the
national financing, since it would entail a certain form of
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decentralisation:
“We [Health centres national division: DÉS] imagined
that the MoH could negotiate with the MoEF to make the
financing of the healthcare sector, anyway of the healthcare
centres, to be not much input based… but to purchase
performance. But this negotiation did not succeed because
the MoEF said: No, if we grant you this ease, other ministries
will ask the same, we risk not being able to get out of it”
(DGS representative, Ouagadoudou).
By not making PBF a government priority, other stakeholders
could also be influenced and reduce their engagement in the
project, such as the WB that financed the pilot: “If there are
no real political will to invest, engage [in PBF], I think the WB
can have difficulties engaging itself” (DGESS representative,
Ouagadoudou). Furthermore, better government engagement
for the PBF scale-up did not seem plausible in any foreseen
future, therefore closing the window of opportunity: “We
delay the deadlines, while we try to analyse the evolution of
the State’s budget. I don’t see better perspectives for the next 2-3
years to come. Hence now, what do we do? We say no… we try
to progress, caracoling, from left to right, to then find ourselves
in front of reality” (DSF representative, Ouagadoudou).
Attributes of the Scale-up Team
At the end of our data collection, no team was identified
to conduct the scale-up operation: “We [DGESS, Direction
Générale des Études et des Statistiques Sectorielles] still do
not have a team in place for the scale-up. Like I said, it is
conditioned by the partners’ availability to accompany… since
at the State budget level, there is no perspective as such” (DGESS
representative, Ouagadoudou). Not being a high priority for
the government, the PBF’s scale-up was on hold and reflexions
were being done as how to include PBF components within
the user fee exemption. The PBF cell, which was in charge of
the implementation, would be the best placed team for the
scale-up, but has not been clearly identified as such, the scaleup being on hold.
Scale-up Strategies
Guided Strategy
What has been mentioned as a potential type of scaling-up
strategy was mostly guided by the government, the national
healthcare system and the implementers from the PBF cell.
While the expansion of PBF, as it is, to other districts seems
improbable as illustrated above, PBF could be institutionalised
(vertical scale-up) through a national strategy, with the user
fee exemption program: “The national financing strategy for
health is thinking about it now. I’m taking part in this committee.
It is the financing system that will change while keeping the PBF
dispositive” (PBF cell member #1, Ouagadoudou).
Dissemination
Various strategies of dissemination were used to favour
the implementation of the PBF project, such as workshops,
meetings, presentations of tool kits and other documents.
There were fewer strategies concerning an eventual scaleup and it seemed more indefinite: “We planned to meet up to
exchange… we might go to Burundi. It seems to me that they
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were able to align PBF and user fee exemptions. We’re going to
look and see how they did and it will consolidate our decisionmaking” (DÉS representative, Ouagadoudou). Nonetheless,
the dissemination strategies did not reach a significant
number of key stakeholders and that there was a lack of
entrepreneurship towards the promotion of PBF.
Organisational Choices
For an eventual scale-up strategy, new partnerships were to
be assessed: “We want to meet all the partners, UNICEF [the
United Nations Children’s Fund], the AFD [Agence Française
de Développement], the WHO, UNFPA [United Nations
Population Fund], the WB to see how we will do… to find
money to finance PBF, to continue and maybe go to scale”
(PADS member #1, Ouagadoudou). However, not being a
priority for the government, which prioritised the user fee
exemption, the engagement of other partners towards PBF
seemed lower: “The question of appropriation [of PBF by the
government] isn’t still solved. It is because of that I say we can’t
finance PBF anymore in an independent manner like we did.
The environment we are in now, with the decision to go forward
with the user fee exemption, makes that we should necessarily
accompany the government with the user fee exemption”
(External expert #3, Ouagadoudou).
Some adaptive strategies were discussed in interviews to
hypothetically go forward with a scale-up. For example, the
evaluation tools could be changed by adding/removing some
indicators or by raising/lowering prices to obtain a more
appropriate amount of money to be paid to the healthcare
centres (according to the allocated budget). These adaptive
strategies were employed for the first scale-up in 2013, and can
still be used to reduce expenses: “Actually, to do the quantity
evaluation, we plan 1 healthcare centre/day, it is according to
the number of indicators. If the number of indicators would
be less, we could program two healthcare centres/day and it
would reduce the cost” (PBF cell member #4, Ouagadoudou).
However, for PBF to function, core elements cannot be
changed and can create important financial or technical issues:
“To involve all districts will be heavy on the central level … to be
able to do the supervision … especially at the verification level, if
we have a lot of CSPS to involve… because we have about 1700
CSPS … I admit it won’t really be easy to maintain a quality
work” (DGESS representative, Ouagadoudou).
Some actors considered the magnitude of a national scaleup and they mentioned the necessary steps to take towards
an incremental scaling-up: “It will be difficult to involve every
healthcare district at the same time. Maybe we could plan to
expand to 50% and then go beyond” (DGESS representative,
Ouagadoudou). However, this gradual approach was in
contradiction with the MoH principle, which was accountable
to the whole nation in regards to the provision of equal
healthcare services and their improved quality.
Finally, a more donor (WB) driven strategy seemed to
emerge from the discussions. This could be in reaction
to the lower involvement of the MoH and the MoEF, the
later not being clearly in favour of PBF’s principles, such as
decentralising spending powers: “The MoH is blocked by the
MoEF, who says that the State’s funding is there. That’s the
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budget” (External expert #3, Ouagadoudou). The PBF cell was
at the centre of the project’s implementation and was thought
to be the appropriate vehicle to implement the scaling-up:
“The team is already in place, it’s the team of the cell, even the
PADS team” (External expert #3, Ouagadoudou). However,
this team remained within a department of the Direction
Générale de la Santé (DGS), a section outside the decisionmaking sphere of the MoH. No information was given in
regards to a participatory approach were non-experts would
have a say in the scaling-up process.
Costs/Resource Mobilisation
The assessment of the cost of the scale-up operation was
not mentioned clearly, but an overall impression of the costs
was expressed by some actors: “It can cost a lot… it will cost
a lot!” (DGS representative, Ouagadoudou); “It’s about one
million dollars you see, per trimester!” (PADS member #2,
Ouagadoudou). Economy of scale was not mentioned, but
mobilising funds was thought possible through partnerships
with donors or another program, such as the user fee
exemption. To our knowledge, there was neither a costeffectiveness study nor a study of the cost for the expansion
and no other funding agency has been identified or at the
discussion table concerning PBF.
Monitoring and Evaluation
Monitoring data was collected in relation to the payments, but
because of the PBF and the integration of healthcare centres
budgets, difficulties arose in regards to the analysis of the
different investments made by those payments; therefore the
effects of the project. International partners (Centre Muraz
and the University of Heidelberg) were involved at the end
of the project’s impact evaluation. Since PBF was not a high
priority for the government, the probability of scaling-up was
highly dependent on this evaluation: “The Centre Muraz is
doing the impact evaluation now. We’ll see if it works or if we go
for a failure” (External expert #3, Ouagadoudou). While the
impact evaluation seemed very important to sustain/scale-up
PBF, punctual problems during the implementation phase
already negatively affected the opinion of some decisionmakers, therefore reducing the prospect of PBF’s scaling-up.
In addition, while the impact evaluation was carried out at the
end of 2017, these results are still not available nor shared in
May 2019.
Context
Political instability also did not allow a favourable context for
PBF’s scale-up: “Today, I [PBF cell] can say that it [PBF] is
always a priority, but we understand that with the upheaval
that we had, the insurrection [2014], there is a form of
instability at the political level … so that it’s a bit slower [PBF
prioritisation]” (PBF cell member #3, Ouagadoudou). It is
important to note that the reform was more highly prioritised
at its beginning: “In 2010, when we [PBF Cell] installed
ourselves, it was perceived as a priority … because the Minister
came to participate in our workshops” (PBF cell member #3,
Ouagadoudou). However, this prioritisation changed due
to much instability in the government: “From 2011 to 2016

there were at least five Ministers, thus it wasn’t a kind of help
for PBF, because people change and priorities are not the same.
For example, those that were at the start of PBF, if they were
always there, PBF would have even more flown away” (PBF cell
member #4, Ouagadoudou). The presence of the project in
the governmental agenda therefore seemed to be dependent
on specific high-level individuals advocating for it, which
made the support for the scale-up much weaker.
Discussion
While results show that the potential may be weak for an
eventual scaling-up of the PBF pilot, it is hard to speak of a
future scale-up for PBF. A potential hypothesis would be to
point out the lack of ownership of the program by actors at the
government level, more especially within the MoH.41 Firstly,
the government decided not to allocate any financial resource
to the program, which was then tested on the sole subvention
of the WB. Furthermore, the program was not given priority
politically, to a point where the PBF’s implementation cell
became isolated within a smaller department of the DGS
without managing or authority levers. Members of the cell
often complained about that situation and many of them did
not remain to pursue a career at the regional or international
level promoting PBF. At the moment, PBF has ceased since
3 years and no sign is showing that the state will pursue the
program. Independent evaluations showed challenges in the
implementation,53 issues with unexpected effects52 or the
lack of effectiveness in regards to maternal and child health
indicators.54 An impact evaluation paid by the WB has been
conducted with mitigated results, this explaining maybe why
it was not officially shared to the MoH or not publicly released
after 2 years from data collection. No study of the costs seems
to have been done. The WB is now trying to bring strategic
purchasing to the discussion table with the state.
Talks are underway aiming at another axis of intervention
with the objective of insuring financial accessibility to
healthcare, which is also in the Plan National de Développement
Sanitaire 2011-2020 (PNDS).55 Both the supply-side (eg,
PBF) and the demand-side (eg, user fees exemption) of
healthcare were accounted for in the PNDS, but access to
services (demand-side) seems now to prevail. Concerning
the Stratégie Nationale de Financement de la Santé pour
la couverture sanitaire universelle 2018-2030 (SNFS), very
few references are made to PBF, which seems to have been
replaced by strategic purchasing of services, the third axis
of the financial plan.56 Strategic purchasing will be possible
through a framework for monitoring performance, which
will link allocated resources to program results. Incentives for
performance are also evocated very briefly without reference
to PBF. It is interesting to note that PBF’s mechanisms and
goals are still present, in some ways, in this SNFS.56
According to a more recent (published after our
data collection) and specific framework (based on
PBF interventions),21 the Burkina Faso case would aim
simultaneously to adopt and institutionalise PBF (phase 2
and 3, respectively). Adoption would refer to the elaboration
of national operational tools (eg, guidelines, contracts,
job descriptions) and adaptive institutional measures
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leading to a greater population and/or service coverage.21
Institutionalisation of the PBF program could be through
its integration into a national policy (eg, User fee exemption
or universal health insurance), leading to the MoH’s
objectives.21,55,57 Being concurrently in both PBF’s adoption
and institutionalisation could be caused by the prioritisation
of another national program (user fee exemption) and
therefore, the need for PBF’s advocates to get on the fast track
and join the user fee exemption at the policy levels.
Adoption
Many enabling factors and barriers have been identified
in regards to those 2 phases and can provide a comparison
basis between Burkina Faso and other countries (Table 2).
Concerning the burkinabè experience, few enablers were
present, apart from actors with technical capacity. Preexisting institutions and policies were not naturally designed
to implement a PBF reform, mainly due to the centralisation
of the healthcare system. In comparison to the burkinabè
experience, the Malian healthcare system provided a more
enabling environment by being highly decentralised and
consequently by giving its associations de santé communautaires
(Community healthcare association, similar to COGES) the
decisional power to invest in healthcare centres; investments
were perceived very positively and cash transfers were not
difficult, apart from delays.15 In Burkina Faso, the centralised
healthcare system did not provide such an environment,
which later served as an argument against PBF, namely,
that local improvements were not observable because of the
rigidity in fund transfers and low investments in resources.
PBF also brought to light the issue of transparency in a context
of social instability (2014 insurrection and demand for
better governance). Delays and incomprehension regarding
the payments were perceived as a lack of transparency and
could have negatively depicted the project; the contrary of
an enabling factor.20 Like the Chadian experience where
PBF’s adoption failed, Burkina Faso’s pilot lacked committed
policy entrepreneurs.58 Being the principal advocate for PBF,
the implementation cell would have benefited if it were more
directly linked to decision-making actors, such as the MoH or
the general secretary. A similar situation happened in Chad,
where the PBF pilot was within the Ministry of Economics
and International Cooperation and not directly linked to the
MoH. As a result, ownership or buy-in by national authorities
(MoH) remained low for both countries.20,58 This can be
explained by the important amount of funding that needed
to be mobilised and the importance for donors to better
monitor activities, which is critical in any PBF design.41 The
MoH’s engagement in the pilot could have been greater from
the start, which could have facilitated the transition from a
pilot project to a national program (managed by the state
rather than the WB for the pilot), like in the Cameroonian
experience.59 Public providers also could have been more
engaged in the pilot, to ensure a better comprehension of its
mechanisms and to reduce the perception of a privatisation of
the healthcare system. Finally, the “scale-out”24 or “roll-out”21
of PBF (specifically to scale PBF to the whole population) was
perceived as being too costly for the national government to
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implement. Such reactions to PBF were also seen in Malawi,
where only personnel costs accounted for 47% of the total
costs for the intervention, which was higher than the costs of
incentives (34%).60 It is worth noting that in the Malawi case,
the former cost was mainly during the design phase (80% of
the total cost of the intervention), but still was 30% during
the implementation. The total amount for the design phase
also corresponds to more or less a third of the intervention’s
costs.60 This situation, in addition to poor planning in the case
of Burkina Faso, might have negatively influenced perceptions
about the whole project, hence leading to a change of priorities
towards strategic purchasing.
Institutionalisation
In regards to the institutionalisation phase and national
financing, discussion of a PBF scaling-up seemed dependant
on external donor-partnerships. In Benin, PBF was scaled-up
nationwide and was funded through Gavi, the Global Fund
to Fight Aids, Tuberculosis and Malaria or Enabel (Belgian
development agency), which adopted a similar approach to
PBF as in Burkina Faso, with the WB.61,62 After the scaleup, PBF’s sustainability in Benin was at risk (and stopped)
due to different factors, 3 being the lack of effectiveness
for healthcare utilization, the lack of integration within the
national healthcare system and insufficient resources from
the government (after donors pulled out). This is therefore
contrasting with other experiences in Cambodia or Armenia,
where national funding was promoted, thus enabling
ownership of the scale-up.20,64,64 By not dedicating PBF a
priority in the national budget, partners can be reluctant to
engage in the scale-up; the strategic orientation linked to PBF
(#8: the increasing of healthcare financing) only accounts
for 7.6% of the entire PNDS.55 However, an eventuality for
Burkina Faso could be to follow the steps of Burundi, that
allocated public funding for PBF, but within a policy of user
fee exemption for children under 5 years old and pregnant
women.20 This program being the priority of the government,
ownership could be more easily obtained, by association.
Insufficient political engagement was also noted in Burkina
Faso, where the PBF mainly located at a low decisional level
(but still within the MoH). The weak link of the PBF cell to
the MoH or the MoEF rendered communication difficult
and did not enable those 2 stakeholders to appropriate for
themselves the reform in the making. Conclusions from
another study in Burkina Faso refer to similar barriers to
the institutionalisation of a national healthcare information
system, such as the lack of coordination between the various
actors or a lack of participation in regards to reporting/results
dissemination activities.65 A similar situation appeared in
Tanzania, where the PBF program was “confined to a small
group” within the MoH, which created a barrier in the future
scale-up20 (Table 2).
Lessons Learnt
A first lesson from this study would be to ensure the
participation of key actors (eg, local/national authorities)
during the different stages of the project’s implementation;
this aligns with the findings of other studies such as in Mali,

International Journal of Health Policy and Management, 2022, 11(5), 670–682

Seppey et al
Table 2. Burkina Faso’s Case in Relation to Shroff et al20

Factors

Phases
Adoption

Institutionalisation

Facilitators

-

Pre-existing favourable institutions and policies
Pro-transparency context
Pool of actors with PBF technical capacities
Dedicated policy entrepreneurs

-

Structures facilitating autonomy
Technical leadership from the PBF cell and external
actors

Barriers

-

Pilot’s implementation without enough MoH involvement leading to low
appropriation
Local organisations (public sector) felt left out at the design and
implementation phases leading to misinterpretations
Impression of too high of a cost to scale-up
No evidence about its effectiveness

-

Low political engagement with key stakeholders
Absence of national resources involved
Low ownership of the program

-

Abbreviations: PBF, performance-based financing; MoH, Ministry of Health.

Tanzania, Chad, and Mozambique.15,20,58,66 Projects can easily
be implemented through a project-based approach, including
fewer actors who can more efficiently make decisions and
ensure the project’s good performance. However, in regards
to scaling-up, or sustainability more generally, a new way
of implementing projects should be put forward by further
interacting with local/national actors, building trust and
creating long term and more authentic partnerships.67-69
Ensuring a more participative and home-grown approach
to scaling-up (or project implementation) could then reduce
actual flaws in the project implementation field, such as
national policy/priority distortions or undue pressure towards
aspects of a project’s implementation.70-72
A second lesson would be to give a greater account to the
implementation’s context within which the project is taking
place.23,73 Different frameworks have been developed in
relation to the relationship between project implementation
and context.15,27,74,75 Like the situation in Burkina Faso, the
context’s influence on a project’s implementation is too
important to be ignored, even more when it is a question
of national policies or scaled-up projects. Political, social,
cultural or economic aspects should therefore be assessed and
accounted for to better understand their potential impacts on
projects, programs and policies.75 The greater contribution
of social sciences (through theories and practices) in
implementation research is hence the key to improving our
comprehension of healthcare policies and projects.76,77
As mentioned above, many similarities were found between
the scale-up experience in Burkina Faso and those in other
countries (maybe more with other sub-Saharan African
countries, such as Mali or Chad). Passing from PBF’s theory
of change to practice is a challenge which is highly affected
by the implementation context.73 Many examples can be used
to illustrate this phenomenon in the Burkina Faso case. In
theory, PBF could be applied in a wide range of situations, but
preconditions still remain for a more optimal implementation
and scale-up: a minimum level of decentralisation, accurate
data representing the healthcare system or a perspective of
implementation integrating PBF in this system.73 In Burkina
Faso, those different preconditions were lacking and were
therefore important barriers to the implementation of PBF,
hence its scale-up. To disregard these preconditions and
to remain at a more theoretical level could be due to the

ownership of the project, which is mainly donor-driven
(donors that may be less aware of contextual factors) and
therefore less scalable, less sustainable over the long term.72
The Burkina Faso context is also particular in the sense that
the country has been through much instability whether social
(social insurrection), political (eg, end of more than 25 years
of Compaoré’s regime) or institutional (eg, the constant
change at the head of the MoH). The issue of corruption can
easily come to mind in Burkina Faso, which was ranked 72th
of 176 countries in regards to transparency.78 Corruption can
directly affect PBF results and implementation, which can then
negatively influence the prospect of scaling-up. For example,
low salaries as well as delays in payments can create incentive
for corruption from healthcare workers or the impunity of
corrupt individuals at higher levels (eg, district chief doctor)
can install an omertà in the organisations.78 Finally and most
interestingly, the final impact evaluation of PBF in Burkina
Faso was still not published, bringing thoughts about a
potential lack of results, what administrative data analyses
seem to show at the moment.54 All those elements can give
a bad perception of the intervention, affecting the decisionmaking process on scaling-up.
Limits
Some limits must however be addressed such as the use of
the specifically tailored framework to assess PBF scaleup operations.21 This would have led to generating more
comparable results between the burkinabè’s case and the
different programs cited-above. However, data collection was
already finished, based on the ExpandNet’s framework, when
this more specific framework was published. Many contextual
changes also happened following the data collection phase.
The support and presence of the national research team was
therefore necessary to complete the picture.
To further the validity of the results and to have a more
exhaustive view of PBF in Burkina Faso, it would have
been interesting to use or strengthen other data collection
methods, whether qualitatively (eg, documentary research,
observations) or quantitatively (eg, questionnaire). Those
methods would have enabled a better triangulation of the
results.50,79 Due to resource and time constraints, the coding
and the analysis of the data was also done by only one
member of the research team (MS). Discussion around the
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manuscript (VR, PAS) helped to gather other points of view
about the results found, but a more structured and systematic
approach would have helped to have a more exhaustive and
reliable analysis.
In regards to the ExpandNet framework used for this study,
its format, a check-list model, can be challenging in providing
a complete picture of the situation. This framework does not
emphasise interactions between its different dimensions (eg,
the innovation, host organisation, resource team, strategies
and context) and leads to a more descriptive and linear
account of the assessed scaling-up process. The AHPSR’s
conceptual framework used in the discussion is responding
to this challenge by taking into account the complexity of
the intervention.21 Again however, its 4 phases for scale-up
still restrains a potential dynamic analysis of scale-up. Much
iterative actions and back-and-forth discussions take place
during scale-up, regardless of linear phases, which are no
barriers to scale-up (or not) an idea, a pilot, a project or a
program.
Conclusion
While the PBF scale-up was assumed to be the natural
step forward for the pilot, an eventual nation-wide PBF
program does not seem possible in the foreseeable future,
with the exception of a user fee exemption program that is
the priority at the moment for the government. Lessons
from the burkinabè experience should be clear, namely to
implement a reform that is reformative, yes, but also adapted
to its context’s needs, values or institutions. A balance must
then be found between the reform’s objectives (that are
often elaborated abroad, being donor-driven programs) and
national priorities.15,41 A move from “scale-up” to “scale-out”24
should then be more apparent, with a greater account for
contextual factors. Now the question remains of whether the
use of strategic purchasing in the actual discussions for the
SNFS can be thought of a PBF scale-up or not.
Acknowledgments
We would like to thank Ahmed Barro for his help during the
data collection phase as well as the larger coordination of the
project. Thanks to all the transcribers on the AGIR team for
their hard work transcribing. Thanks to Christina Zarowsky
for her comments on the manuscript and to Douglas Rideout
for the review. This work was supported by the Canadian
Institutes of Health Research (CIHR), which funded the
program (ROH-115213) “Community research studies and
interventions for health equity in Burkina Faso.” The sponsors
had no role in the study’s design; the collection, analysis and
interpretation of data; the writing of the report; or the decision
to submit the article for publication.

Competing interests

Authors declare that they have no competing interests.

Authors’ contributions

VR and PAS wrote the protocol with the support of other research team
members. MS collected, analysed the data and wrote the manuscript. VR
and PAS supervised data collection and interpretation with recommendations.
VR and PAS participated in the review of the manuscript. All have read and
approved the final manuscript.

Authors’ affiliations
Université de Montréal, École de santé publique (ESPUM), Montréal, QC,
Canada. 2Research Institute for Sustainable Development, CEPED (IRDUniversité de Paris), Paris, France. 3AGIR (Action-Gouvernance-IntégrationRenforcement; Groupe de travail en Santé et Développement), Ouagadougou,
Burkina Faso.
1

Endnotes

[1] Citations were freely translated from French by the first author who did the
interviews.

References
1.
2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

Ethical issues

All participants provided written consent (oral consent concerning the
observations) for the interviews. This consent was free of pressure, informed
by a conversation about the research, and continued, since the interviewer
could ask again for consent during the interview. Confidentiality and anonymity
were guaranteed during and after the study. No incentives were given to the
participants to participate. This study was approved by ethic committees from
the Centre de Recherche de l’Université de Montréal (CE 13.358) and Burkina
Faso (N° 2015-12-07).

680

13.

14.

15.

Fritsche GB, Soeters R, Meessen B. Performance-Based Financing
Toolkit. Washington, DC: World Bank; 2014.
Basinga P, Mayaka S, Condo J. Performance-based financing: the
need for more research. Bull World Health Organ. 2011;89(9):698699. doi:10.2471/blt.11.089912
Eichler R, Auxila P, Antoine U, Desmangles B. Haiti: going to scale
with a performance incentive model. In: Eichler R, Levine R, The
Performance-Based Incentives Working Group, eds. Performance
Incentives for Global Health: Potential and Pitfalls. Washington, DC:
Center for Global Development; 2009:165-188.
Borghi J, Little R, Binyaruka P, Patouillard E, Kuwawenaruwa A.
In Tanzania, the many costs of pay-for-performance leave open to
debate whether the strategy is cost-effective. Health Aff (Millwood).
2015;34(3):406-414.
doi:10.1377/hlthaff.2014.0608
Ngo DK, Sherry TB, Bauhoff S. Health system changes under pay-forperformance: the effects of Rwanda’s national programme on facility
inputs. Health Policy Plan. 2017;32(1):11-20. doi:10.1093/heapol/
czw091
Falisse J-B, Vergeer P, Gebre-Medhin J, et al. Community ResultsBased Financing in Health Practice: Reflections on Implementation
from Experiences in Six Countries. The Health, Nutrition and
Population Global Practice Knowledge Briefs of the World Bank.
Washington, DC: World Bank; 2017:4.
Oxman AD, Fretheim A. An Overview of Research on the Effects of
Results-Based Financing. Oslo, Norway: The Norwegian Institute of
Public Health (NIPH); 2008.
Musgrove P. Financial and other Rewards for Good Performance or
Results: A Guided Tour of Concepts and Terms and a Short Glossary.
Washington, DC: World Bank; 2011:12.
Grittner AM. Results-Based Financing: Evidence from PerformanceBased Financing in the Health Sector. Bonn: German Development
Institute; 2013.
Toonen J. Results-Based Financing in Healthcare: Developing an
RBF Approach for Healthcare in Different Contexts: The Cases of Mali
and Ghana. Amsterdam: Koninklijk Instituut Voor de Tropen; 2012.
Soeters R, Habineza C, Peerenboom PB. Performance-based
financing and changing the district health system: experience from
Rwanda. Bull World Health Organ. 2006;84(11):884-889.
Soeters R, Peerenboom PB, Mushagalusa P, Kimanuka C.
Performance-based financing experiment improved health care in
the Democratic Republic of Congo. Health Aff (Millwood). 2011;
30(8):1518-1527. doi:10.1377/hlthaff.2009.0019
Renmans D, Holvoet N, Criel B, Meessen B. Performance-based
financing: the same is different. Health Policy Plan. 2017;32(6):860868. doi:10.1093/heapol/czx030
Shroff ZC, Tran N, Meessen B, Bigdeli M, Ghaffar A. Taking resultsbased financing from scheme to system. Health Syst Reform. 2017;
3(2):69-73. doi:10.1080/23288604.2017.1302903
Seppey M, Ridde V, Touré L, Coulibaly A. Donor-funded project’s

International Journal of Health Policy and Management, 2022, 11(5), 670–682

Seppey et al

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.
26.

27.

28.

29.
30.

31.
32.

33.

34.
35.

36.

sustainability assessment: a qualitative case study of a results-based
financing pilot in Koulikoro region, Mali. Global Health. 2017;13(1):86.
doi:10.1186/s12992-017-0307-8
Arur A, Peters D, Hansen P, Mashkoor MA, Steinhardt LC, Burnham
G. Contracting for health and curative care use in Afghanistan
between 2004 and 2005. Health Policy Plan. 2010;25(2):135-144.
doi:10.1093/heapol/czp045
Bloom E, Bhushan I, Clingingsmith D, et al. Contracting for Health:
Evidence from Cambodia. Washington, DC: Brookings Institution;
2006.
Meessen B, Kashala JP, Musango L. Output-based payment to boost
staff productivity in public health centres: contracting in Kabutare
district, Rwanda. Bull World Health Organ. 2007;85(2):108-115.
doi:10.2471/blt.06.032110
Basinga P, Gertler PJ, Binagwaho A, Soucat AL, Sturdy J, Vermeersch
CM. Effect on maternal and child health services in Rwanda of
payment to primary health-care providers for performance: an impact
evaluation. Lancet. 2011;377(9775):1421-1428. doi:10.1016/s01406736(11)60177-3
Shroff ZC, Bigdeli M, Meessen B. From scheme to system (part 2):
findings from ten countries on the policy evolution of results-based
financing in health systems. Health Syst Reform. 2017;3(2):137-147.
doi:10.1080/23288604.2017.1304190
Meessen B, Shroff ZC, Ir P, Bigdeli M. From scheme to system
(part 1): notes on conceptual and methodological innovations in the
multicountry research program on scaling up results-based financing
in health systems. Health Syst Reform. 2017;3(2):129-136. doi:10.10
80/23288604.2017.1303561
Shoveller J, Viehbeck S, Di Ruggiero E, Greyson D, Thomson K,
Knight R. A critical examination of representations of context within
research on population health interventions. Crit Public Health. 2016;
26(5):487-500. doi:10.1080/09581596.2015.1117577
Craig P, Di Ruggiero E, Frolich KL, et al. Taking Account of Context
in Population Health Intervention Research: Guidance for Producers,
Users and Funders of Research. Southampton: National Institute for
Health Research (NIHR); 2018.
Aarons GA, Sklar M, Mustanski B, Benbow N, Brown CH. “Scalingout” evidence-based interventions to new populations or new health
care delivery systems. Implement Sci. 2017;12(1):111. doi:10.1186/
s13012-017-0640-6
World Health Organization (WHO). Nine Steps for Developing a
Scaling-Up Strategy. Geneva: WHO; 2010.
World Health Organization (WHO). Scaling Up Projects and Initiatives
for Better Health: From Concepts to Practice. WHO Regional Office
for Europe; 2016.
Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery
JC. Fostering implementation of health services research findings
into practice: a consolidated framework for advancing implementation
science. Implement Sci. 2009;4:50. doi:10.1186/1748-5908-4-50
Simmons R, Fajans P, Ghiron L. Scaling Up Health Service Delivery:
From Pilot Innovations to Policies and Programmes. Geneva: WHO;
2007.
Rogers EM. Diffusion of Innovations. New York: Free Press; 1995:12.
Barker PM, Reid A, Schall MW. A framework for scaling up health
interventions: lessons from large-scale improvement initiatives in
Africa. Implement Sci. 2016;11:12. doi:10.1186/s13012-016-0374-x
World Health Organization (WHO). Practical Guidance for Scaling Up
Health Service Innovations. WHO; 2009.
Balis LE, Strayer TE 3rd, Ramalingam N, Harden SM. Beginning
with the end in mind: contextual considerations for scaling-out a
community-based intervention. Front Public Health. 2018;6:357.
doi:10.3389/fpubh.2018.00357
Subramanian S, Naimoli J, Matsubayashi T, Peters DH. Do we
have the right models for scaling up health services to achieve the
Millennium Development Goals? BMC Health Serv Res. 2011;11:336.
doi:10.1186/1472-6963-11-336
ExpandNet website. https://expandnet.net/. Accessed January 17,
2020.
Bicaba A. Évaluation finale de la phase test du financement basé
sur les résultats dans les districts sanitaires de Boulsa, Leo et Titao.
Rapport Final. Ouagadougou: SERSAP, DEP/MS; 2013.
Ridde V, Turcotte-Tremblay AM, Souares A, et al. Protocol for the

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.
47.
48.

49.

50.
51.

52.

53.

54.

55.
56.

57.

process evaluation of interventions combining performance-based
financing with health equity in Burkina Faso. Implement Sci. 2014;
9:149. doi:10.1186/s13012-014-0149-1
Steenland M, Robyn PJ, Compaore P, et al. Performance-based
financing to increase utilization of maternal health services: evidence
from Burkina Faso. SSM Popul Health. 2017;3:179-184. doi:10.1016/j.
ssmph.2017.01.001
Zongo A. Mise en oeuvre du financement basé sur les résultats dans
le secteur de la santé du Burkina Faso et leçons tirées. Bamako:
2016.
Somé PA, Yaogo M, Zongo S, Turcotte-Tremblay AM, Ridde V.
Recherche sur la mise en oeuvre du FBR au Burkina Faso: processus,
résultats et défis. Bamako: 2016.
Ministère de la santé du Burkina Faso. Guide de mise en oeuvre
du financement basé sur les résultats dans le secteur de la santé.
Burkina Faso: Ministère de la santé du Burkina Faso; 2013:344.
Gautier L, Ridde V. Health financing policies in Sub-Saharan
Africa: government ownership or donors’ influence? a scoping review
of policymaking processes. Glob Health Res Policy. 2017;2:23.
doi:10.1186/s41256-017-0043-x
Turcotte-Tremblay AM, Gautier L, Bodson O, Sambieni N, Ridde V.
Dans les coulisses du pouvoir décisionnel: le rôle des organisations
internationales dans l’expansion du financement basé sur les résultats
dans les pays à faible et à moyen revenu. En Finir avec le New Public
Management; 2016.
Yameogo P. La gratuité des soins au Burkina Faso: un pas décisif
vers la couverture sanitaire universelle (CSU). Secrétariat Technique
- Couverture Sanitaire Universelle, Ouagadougou; 2019.
Bigeard A. Les principaux dispositifs de couverture du risque maladie
d’assurance maladie dans de 7 pays l’Afrique de l’Ouest. Organisation
Mondiale de la Santé - Bureau Régional de l’Afrique; 2020.
Caisse Nationale d’Assurance Maladie Universelle (CNAMU).
Document de transfert des mesures de gratuité à la Caisse nationale
d’assurance maladie universelle (Version provisoire). In: Générale D,
ed. Ouagadougou: 2018:49.
Yin RK. Case Study Research: Design and Methods. SAGE
Publications;
2013.
Yazan B. Three approaches to case study methods in education: Yin,
Merriam, and Stake. Qual Rep. 2015;20(2):134-152.
Hancock T, Barr V, Potvin L. Innovations in Policy and Practice:
engaging practitioners as scholars. Can J Public Health. 2015;
106(6):e343-352. doi:10.17269/cjph.106.5280
Zombré D, Turcotte-Tremblay AM, Sangaré A, et al. Méthode mixte et
participative de sélection d’études de cas multiples pour l’évaluation
d’interventions de santé au Burkina Faso et au Mali: de l’étique à
l’émique. In: 84e Congrès de l’Acfas; Gatineau, University of Montreal;
May 9-13, 2016.
Green J, Thorogood N. Qualitative Methods for Health Research. Los
Angeles: SAGE Publications; 2018.
Srivastava A, Thomson SB. Framework analysis: a qualitative
methodology for applied policy research. Journal of Administration &
Governance. 2009;4(2):72-79.
Turcotte-Tremblay AM, Gali-Gali IA, De Allegri M, Ridde V. The
unintended consequences of community verifications for performancebased financing in Burkina Faso. Soc Sci Med. 2017;191:226-236.
doi:10.1016/j.socscimed.2017.09.007
Ridde V, Yaogo M, Zongo S, Somé PA, Turcotte-Tremblay AM. Twelve
months of implementation of health care performance-based financing
in Burkina Faso: a qualitative multiple case study. Int J Health Plann
Manage. 2018;33(1):e153-e167. doi:10.1002/hpm.2439
Zizien ZR, Korachais C, Compaoré P, Ridde V, De Brouwere V.
Contribution of the results-based financing strategy to improving
maternal and child health indicators in Burkina Faso. Int J Health
Plann Manage. 2019;34(1):111-129. doi:10.1002/hpm.2589
Ministère de la santé du Burkina Faso. Plan National de
Développement Sanitaire 2011-2020. Ouagadoudou: MoH; 2011:56.
Minstère de la santé du Burkina Faso. Stratégie Nationale de
Financement de la Santé pour la couverture sanitaire universelle
2018-2030. Ouagadougou: MoH; 2018:65.
Pluye P. Vers un nouveau modèle théorique du déroulement des
programmes : étude de la routinisation des programmes en promotion
de la santé. Département de médecine sociale et préventive,

International Journal of Health Policy and Management, 2022, 11(5), 670–682

681

Seppey et al
58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

682

Université de Montréal; 2002.
Kiendrébéogo JA, Shroff ZC, Berthé A, Yonli L, Béchir M, Meessen
B. Why performance-based financing in Chad failed to emerge on the
national policy agenda. Health Syst Reform. 2017;3(2):80-90. doi:10.
1080/23288604.2017.1280115
Sieleunou I, Turcotte-Tremblay AM, Yumo HA, et al. Transferring the
purchasing role from international to National Organizations during
the scale-up phase of performance-based financing in Cameroon.
Health Syst Reform. 2017;3(2):91-104. doi:10.1080/23288604.2017
.1291218
De Allegri M, Makwero C, Torbica A. At what cost is performancebased financing implemented? novel evidence from Malawi. Health
Policy Plan. 2019;34(4):282-288. doi:10.1093/heapol/czz030
Paul E, Lamine Dramé M, Kashala JP, et al. Performance-based
financing to strengthen the health system in Benin: challenging the
mainstream approach. Int J Health Policy Manag. 2018;7(1):35-47.
doi:10.15171/ijhpm.2017.42
Paul E, Sieleunou I, Ridde V. Comment utiliser l’expérience de
financement basé sur les résultats (FBR) pour rendre l’achat des
services de santé plus stratégique au Bénin? Cahiers réalisme.
2018;15.
Khim K, Ir P, Annear PL. Factors driving changes in the design,
implementation, and scaling-up of the contracting of health services
in rural Cambodia, 1997-2015. Health Syst Reform. 2017;3(2):105116. doi:10.1080/23288604.2017.1291217
Petrosyan V, Melkom Melkomian D, Zoidze A, Shroff ZC. National
scale-up of results-based financing in primary health care: the case
of Armenia. Health Syst Reform. 2017;3(2):117-128. doi:10.1080/23
288604.2017.1291394
Zida A, Lavis JN, Sewankambo NK, Kouyate B, Moat K. The factors
affecting the institutionalisation of two policy units in Burkina Faso’s
health system: a case study. Health Res Policy Syst. 2017;15(1):62.
doi:10.1186/s12961-017-0228-2
Chimhutu V, Tjomsland M, Songstad NG, Mrisho M, Moland KM.
Introducing payment for performance in the health sector of Tanzaniathe policy process. Global Health. 2015;11:38. doi:10.1186/s12992015-0125-9
Castellanet C. Cycle des projets, cadre logique et efficacité des
interventions de développement. Paris: Les Editions du Groupe
initiatives; 2003.
Zarowsky C. Global health research, partnership, and equity: no more

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

business-as-usual. BMC Int Health Hum Rights. 2011;11(Suppl 2):S1.
doi:10.1186/1472-698x-11-s2-s1
Plamondon K, Brisbois B, Dubois-Flynn G, et al. CCGHR Principles
for Global Health Research: Promoting Better and more Equitable
Health Worldwide through the Production and use of Knowledge.
Canadian Coalition for Global Health Research; 2015.
Barnes A, Brown GW, Harman S. Locating health diplomacy through
African negotiations on performance-based funding in global health.
Journal of Health Diplomacy. 2015;1(3):1-19.
Biesma RG, Brugha R, Harmer A, Walsh A, Spicer N, Walt G. The
effects of global health initiatives on country health systems: a review
of the evidence from HIV/AIDS control. Health Policy Plan. 2009;
24(4):239-252. doi:10.1093/heapol/czp025
Paul E, Albert L, Bisala BN, et al. Performance-based financing in lowincome and middle-income countries: isn’t it time for a rethink? BMJ
Glob Health. 2018;3(1):e000664. doi:10.1136/bmjgh-2017-000664
Paul E, Renmans D. Performance-based financing in the heath sector
in low- and middle-income countries: Is there anything whereof it may
be said, see, this is new? Int J Health Plann Manage. 2018;33(1):5166. doi:10.1002/hpm.2409
Moullin JC, Sabater-Hernández D, Fernandez-Llimos F, Benrimoj SI.
A systematic review of implementation frameworks of innovations in
healthcare and resulting generic implementation framework. Health
Res Policy Syst. 2015;13:16. doi:10.1186/s12961-015-0005-z
Gilson L, Raphaely N. The terrain of health policy analysis in low and
middle income countries: a review of published literature 1994-2007.
Health Policy Plan. 2008;23(5):294-307. doi:10.1093/heapol/czn019
Ridde V. Need for more and better implementation science in
global health. BMJ Glob Health. 2016;1(2):e000115. doi:10.1136/
bmjgh-2016-000115
Van Belle S, van de Pas R, Marchal B. Towards an agenda for
implementation science in global health: there is nothing more
practical than good (social science) theories. BMJ Glob Health. 2017;
2(2):e000181. doi:10.1136/bmjgh-2016-000181
Réseau National de Lutte Anti-corruption (REN-LAC). Etude sur les
présomptions de corruption et pratiques assimilées dans le système
et les services de santé au Burkina Faso. Ouagadougou: REN-LAC;
2018.
Creswell JW, Creswell JD. Research Design: Qualitative, Quantitative,
and Mixed Methods Approaches. Los Angeles: SAGE publications;
2017.

International Journal of Health Policy and Management, 2022, 11(5), 670–682

