
 

1 

 

Agreement for Performance of Work 

 

Support services to enable country level collaboration for improved institutional 

frameworks in the area of health financing systems 

 

CÔTE D’IVOIRE Summary 

 

31 - 05 - 2022 

 

by 

 

Virgile Pace 

Ph. D in Law, Barrister 

 

------------------------------ 

  

 

1. BACKGROUND DOCUMENTS: 

 

- Constitution de la Côte d’Ivoire, 2016, 42 pages.  

- Loi n°2019-677 du 23 juillet 2019 Portant Orientation de la Politique de 

Santé Publique en Côte d’Ivoire, juillet 2019, Abidjan, 16 pages.  

- Loi n°2001-636 du 9 octobre 2001 Portant Institution, Organisation et 

Fonctionnement de l’Assurance Maladie Universelle (AMU), octobre 2001, 

Abidjan, 10 pages.  

- Loi n°2014-131 du 24 mars 2014 instituant la Couverture Maladie 

Universelle (CMU), mars 2014, Abidjan, 6 pages.  

- Loi n° 99-477 du 2 août 1999 Portant Code de Prévoyance Sociale, août 

1999, Abidjan, 94 pages.  

- Ordonnance n° 2000-484 du 12 juillet 2000 Portant Modification de la Loi 

n° 99-477 du 2 août 1999 Portant Code de Prévoyance Sociale, juillet 

2000, Abidjan, 2 pages. 

- Décret n°2021-465 du 08 septembre 2021 Portant Organisation du 

ministère de la Santé, de l’Hygiène Publique et de la Couverture Maladie 

Universelle, Abidjan, septembre 2021, 19 pages.  

- Décret n°2019-498 du 12 juin 2019 Instituant des Mesures d’Exemption 

Sélective de Paiement des Frais de Prise en Charge Médicale des 

Usagers des Établissements Sanitaires Publics et des Établissements 



 

2 

 

Sanitaires Privés Investis d’une Mission de Service Public, Abidjan, juin 

2019, 8 pages.  

- Décret n°2018-925 du 12 décembre 2018 Fixant les Conditions et les 

Modalités Particulières d’Assujettissement des Personnes 

Économiquement Faibles ou Démunies au Régime d’Assistance Médicale 

de la Couverture Maladie Universelle, Abidjan, décembre 2018, 8 pages.  

- Décret n°2014-395 du 25 juin 2014 Portant Création de l’Institution de 

Prévoyance Sociale dénommée « Caisse Nationale d’Assurance 

Maladie », en abrégé IPS-CNAM, Abidjan, juin 2014, 10 pages.  

- Décret n°94-302 du 1er juin1994 Fixant les Modalités de Recouvrement de 

la Redevance Perçue auprès des Usagers des Établissements Sanitaires 

Publics, ministère de la Santé Publique et des Affaires Sociales, Abidjan, 

juin 1994, 2 pages.  

- Décret n°73-176 du 27 avril 1973 Portant Création d’une Mutuelle 

Générale des Fonctionnaires et Agents de l’État, Abidjan, avril 1993, 2 

pages.  

- Arrêté n°251/MSHP/CAB du 04 avril 2019 Portant Création, Composition, 

Attributions et Organisation de l’Observatoire National des 

Approvisionnements et de la Disponibilité en Médicaments de la 

Couverture Maladie Universelle – en abrégé ONAMED-CMU, Abidjan, 

avril 2019, 4 pages.  

- Arrêté n°265/INT/AT/AG/5 du 29 mai 1990 Portant Approbation des 

Statuts et de la Composition du Conseil d’Administration de la Mutuelle 

Générale des Fonctionnaires et Agents de l’État, Abidjan, mai 1990, 2 

pages.  

- Arrêté n°260/PM/CAB du 08 avril 2019 Portant Création, Organisation et 

Fonctionnement de la Plateforme Nationale de Coordination du 

Financement de la Santé (PNCFS), Abidjan, avril 2019, 4 pages.  

- Actes et Tarification de la Couverture Maladie Universelle (CMU), Caisse 

Nationale d’Assurance Maladie (CNAM), Abidjan, juin 2019, 23 pages.  

- Plan National de Développement (PND) 2016 - 2020, Tome 2 - 

Orientations Stratégiques, République de Côte d’Ivoire, 2016, 121 pages.  

- Vers la Santé pour tous en Côte d’Ivoire ? La Couverture Sanitaire 

Universelle comme Enjeu de Redéfinition de l’État et de Légitimation du 

Régime, Notes de l’IFRI, IFRI, mai 2021, 28 pages. 

- Côte d’Ivoire, Dossier d’Investissement 2020-2023, ministère de la Santé 

et de l’hygiène publique, avril 2019, 44 pages.  

- Préserver les Services de Santé Essentiels Pendant la Pandémie de 

COVID-19 - Côte d’Ivoire, Mécanisme de Financement Mondial, 2020, 3 

pages. 
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- Stratégie Nationale de Protection Sociale, ministère de l’Emploi, des 

Affaires Sociales et de la Formation Professionnelle, mars 2013, 64 

pages.  

- Travailler en Zones Mal Desservies en Côte d’Ivoire : Motivation des 

Étudiants et Personnel de Santé, Revue de Santé Publique, 2018, 14 

pages.  

- L’Accès aux Soins dans les Hôpitaux Publics Ivoiriens : Une Analyse par 

le Modèle de Comptage, Unité de Formation et de Recherche des 

Sciences Économiques et de Gestion Université Félix Houphouët-Boigny, 

Côte d’Ivoire, aout 2020, 16 pages.  

- Politique Nationale de Santé des Adolescents et des Jeunes 2016 – 2020, 

ministère de la Santé et de l’Hygiène Publique, Abidjan, 2016, 19 pages.  

- Analyse du Processus de Décentralisation des Services de Santé en Côte 

d'Ivoire, Médecine et Santé Tropicales, 2014, 7 pages.  

- Évaluation du Cadre Juridique de Protection des Droits en Matière de VIH 

en Côte d’Ivoire, Rapport Général, UNDP, juin 2018, 155 pages.  

- Universal Health Insurance in Africa: A Narrative Review of the Literature 

on Institutional Models, BMJ Global Health, 2022, 11 pages.  

- Strategic Purchasing and Alignment of Resources and Knowledge in 

Health Project for Côte d'Ivoire (SPARK – Health), The World Bank, 

Health, Nutrition and Population Global Practice, Africa Region, March 

2019, 102 pages.  

- Health Systems Assessment for Côte d’Ivoire: Accelerating Reforms 

toward Universal Health Coverage, The World Bank, Health, Nutrition, and 

Population (HNP)  Discussion Paper, May 2020, 125 pages.  

- Health Financing Profile: Côte d’Ivoire, USAID, African Strategies for 

Health, 2015, 2 pages.  

- Measuring And Monitoring Progress Toward Universal Health Coverage: A 

Case Study in Côte d’Ivoire, Health Finance and Governance Project, May 

2014, 52 pages.  

- How Côte d'Ivoire Is Improving Access and Quality of Health Care, Health 

& Education Chapter of The Report: Cote d'Ivoire 2020, Oxford Business 

Group, 2020, 6 pages.  

- The Impact of Côte d'Ivoire's Universal Health Coverage, Health & 

Education Chapter of The Report: Côte d'Ivoire 2020, Oxford Business 

Group, 2020, 4 pages.  

- The Role of Health System Context in the Design and Implementation of 

Performance-based Financing: Evidence from Côte d’Ivoire, BMJ Global 

Health, 2020, 10 pages.  
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- The Private Sector’s Role in Providing HIV Services in Ivory Coast, the 

Strengthening Health Outcomes through the Private Sector (SHOPS) 

project, February 2014, 4 pages.  

- Ivory Coast Private Health Sector Assessment, the Strengthening Health 

Outcomes through the Private Sector (SHOPS) project, August 2013, 101 

pages.  

- Health Financing: Trends in Sub-Saharan Africa, Oxford Policy 

Management, June 2012, 49 pages.  

- Diabetic and Cardiovascular Patients’ Willingness to Pay for Upcoming 

National Health Insurance Scheme in Côte d’Ivoire, Health Economics 

Review, 2019, 8 pages.  

- Evaluation of the Public Sector Supply Chain for Essential Medicines in 

Ivory Coast : February 23 to March 13, 2015, Submitted to the US Agency 

for International Development by the Systems for Improved Access to 

Pharmaceuticals and Services (SIAPS) Program, 2016, 106 pages. 

- Free Health Care in Public Health Establishments of Côte d’Ivoire: Born 

Dead? Occupational Medicine & Health Affairs, 2013, 3 pages.  

- Health System Reforms to Accelerate Universal Health Coverage in Côte 

d'Ivoire, Health Systems & Reform, 2018, 4 pages.  

- Côte d’Ivoire: Coronavirus (COVID-19) Situation Report No. 3 - Internal, 

UNICEF, 2020, 3 pages.  

- Analysis of Health Care Utilization in Côte d'Ivoire, AERC Research Paper 

201, African Economic Research Consortium, Nairobi, October 2011, 50 

pages.  

- Hospital Information Systems Shortage in Sub-Saharan African Hospitals: 

Opportunities and Challenges, E-Health Telecommunication Systems and 

Networks, 2022, 13 pages.  

- Assessment of the Performance of Routine Health Information 

Management in Côte d’Ivoire, MEASURE Evaluation, Direction de 

l’Informatique et de l’Information Sanitaire, 2018, 1 page.  

- Evaluation of the Effects of HIV-Specific Investments in the Performance 

of the Health Information System in Côte d’Ivoire: Summary of Results, 

MEASURE Evaluation, 2019, 18 pages.  

- Strengthening and Improving Health Information Systems: Progress in 

Côte d’Ivoire, MEASURE Evaluation, 2019, 1 page.  

- Integrating Data Systems in Côte d’Ivoire Will Improve Health System 

Performance, MEASURE Evaluation, July 2019, 2 pages.  

- Understanding the Influence of Health Information System Investments on 

Health Outcomes in Côte d’Ivoire: A Qualitative Study, MEASURE 

Evaluation, March 2019, 43 pages.  
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- Côte d’Ivoire: Country Strategy Paper (CSP 2018-2022) Combined with 

2018 Country Portfolio Performance Review, African Development Fund, 

Country Economics Department, West Africa regional Department, 

September 2018, 65 pages.  

- Health System Reforms to Accelerate Universal Health Coverage in Côte 

d'Ivoire, Health Systems & Reform, 2018, 4 pages.  

- Distribution of Out of Pocket Health Expenditures in a Sub-Saharan Africa 

Country: Evidence from the National Survey of Household Standard of 

Living, Côte d’Ivoire, BMC Research Notes, 2019, 8 pages.  

- The Impact of Decentralisation on the Performance of Health Care 

Systems: A Non-Linear Relationship, OECD Working Papers on Fiscal 

Federalism, March 2019, 20 pages.  

- Côte d’Ivoire: Poverty Reduction Strategy Paper, International Monetary 

Fund, May 2009, 222 pages.  

 

 

2. ANALYSIS : 

 

(i) Constitutional/Legal/Governance Challenges: 

 

 ● The right to healthcare is expressively mentioned by the Constitution 

of 2016 in several articles. Article 9 states that “Everyone is [also] entitled to 

access to healthcare services”1. And Article 32 further points out that “The 

State is committed to guaranteeing the specific needs of vulnerable persons. 

It takes the necessary measures to prevent the vulnerability of children, 

women, mothers, the elderly and persons with disabilities. It is committed to 

guaranteeing the access of vulnerable persons to healthcare services, 

education, employment, culture, sports and leisure”. Interestingly, Article 125 

says that “The objectives of the organizations referred to in Article 1242 may 

notably include […] cooperation in the field of health”.  

 ● Constitutional protection of broad right to health is thus a reality in 

Côte d’Ivoire. In addition, it should be noted that children's right to health or 

medical care is guaranteed, and such is the case as well for persons with 

disabilities and the elderly and the socio-economically disadvantaged. This 

 
1 In addition, Article 16 points out : “It is prohibited to employ children in an activity that puts them in 

danger or affects their health, their growth, as well as their physical and mental balance”. 
2 The Republic of Côte d'Ivoire may conclude association or integration agreements with other African 

states including the partial relinquishment of sovereignty with a view to achieving African unity. The 

Republic of Côte d'Ivoire agrees to establish with these States, intergovernmental organizations for 

joint management, coordination and free cooperation. 
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places Côte d’Ivoire among the most protective countries from a constitutional 

point of view regarding access to healthcare.  

 ● The recent adoption of Decree n°2021-465 of September 08, 2021, 

Organizing the Ministry of Health, Public Hygiene and Universal Health 

Coverage (Ministère de la santé, de l’hygiène publique et de la Couverture 

Maladie Universelle - MSHP-CMU) is fully in line with the Constitution. It 

clearly demonstrates, at least from a theorical point of view, the commitment 

of the Government towards UHC. UHC is actually central to the organization 

and attribution of the new MSHP-CMU. Provisions related to UHC and health 

financing are very detailed as well as structures in charge of implementing 

them. For example, the new Health Economy Directorate is expressively 

tasked with carrying out every year all needed analysis likely to optimize the 

health sector, or to produce the health accounts. In addition, the Directorate 

should develop and implement strategies with the purpose of optimizing 

resources for health. In a very significant way, the Decree clearly requests the 

Directorate to participate in resources mobilization for health, to attract 

additional resources for health financing and to develop sustainable health 

financing mechanisms. Three sub-directorates assist the Directorate in the 

fulfilment of its missions: the sub-directorate for the planification and 

realization of health studies; the sub-directorate for the mobilization of 

resources; and the sub-directorate for the sustainability of foreign aid for 

health. Likewise, a General Directorate exclusively dedicated to UHC is 

established, tasked with seventeen (!) missions. The General Directorate for 

UHC is assisted by two Central Directorates: The Directorate for the Policy, 

Extension and Management of the Health Benefit Package for UHC, and the 

Directorate for the Promotion of UHC and External Relations.  

● However, despite these remarkable progresses from a legal 

perspective, it should be noted that the broad policy, legal and regulatory 

framework regarding UHC, and health financing is still weak. Core pieces are 

still lacking or need to be updated in order to accelerate effectively and 

efficiently the progressive instituting of UHC in the country. For example, 

better involving private sector service providers in strategic purchasing, which 

is of the utmost importance, would require new legal reforms through 

regulation, accreditation, and contracting mechanisms. Likewise, the way 

insurance is launched and structured has a direct bearing on service delivery, 

and the institutional arrangements through which it emerges can impact 

quality of care. With regard to critical health information such as unique 

identifier for Electronic Medical Record (EMR), the Couverture Maladie 

Universelle (CMU) identifier, and the national ID numbers under development 

under the Identification for Development (ID4D) regional Multiphase 
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Programmatic Approach (MPA), technical assistance has still to be provided 

to develop the data integration application, support the interoperability of 

existing Health Management Information System (HMIS) tools and reform the 

existing regulatory and legal frameworks.  

 

(ii) Political and Socio-Economic Challenges:  

 

 ● Ivory Coast still faces poverty and inequity, despite strong economic 

growth 3 . Though it is classified as a lower middle-income country, Côte 

d’Ivoire’s epidemiological profile remains comparable to low-income countries, 

and health outcomes are amongst the poorest in the region and globally 4. 

Communicable, maternal, neonatal and nutritional diseases are the leading 

causes of disability and death, representing almost 65% of the disease 

burden 5 . Indeed, Côte d’Ivoire did not achieve any of the health-related 

Millennium Development Goals (MDGs), nor any of the health targets set out 

in most recent National Health Development Plan - Plan National de 

Développement Sanitaire, PNDS : PNDS (2012-2015)  and PNDS (2016-

2020).  

● In 2012, the Government introduced a free service scheme, or 

gratuité, to reduce Out-of-Pocket (OOP) spending associated with priority 

health conditions primarily for malaria and for maternal and child health. While 

this system did increase utilization of health services, it is now largely not 

functional, and patients continue to pay OOP for services that are in theory 

free. Lack of accountability in reimbursement of facilities for services rendered 

is a major concern. Further issues are delays in reimbursements as well as 

salaries, operating budgets of facilities, lack of coordination mechanisms, 

weak institutional framework, frequent stockouts of drugs, degradation of 

medical equipment, demotivation and strikes, and the inability of the 

Government to pay its providers which leads to lack of confidence of suppliers 

to continue providing inputs to government. 

● Low quality of care poses a significant problem. According to Institute 

for Health Metrics and Evaluation (IHME), Côte d’Ivoire ranks 187 out of 195 

countries in terms of quality, as measured by the prevalence of amenable 

 
3 Approximately 50% of the Ivorian population live below the national poverty line with more than half 

living in rural areas. 
4 Life expectancy is 55, which is one of the lowest in the world. HIV- prevalence, and maternal and 

under-5 mortality are among the highest in the world. 
5 Increasing prosperity, rising urbanization and an increase in unhealthy lifestyles, has led to a rise in 

the burden of non-communicable diseases (NCD), resulting in a dual burden of disease taxing an 

already fragile health system. 
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mortality6, according to the Healthcare Access and Quality (HAQ) index. Poor 

quality leads to suboptimal care. Health is among top concerns for Ivoirians, 

ranking second after unemployment. Weak infrastructure and unavailability of 

drugs and medical equipment are important challenges, especially for 

maternal and child health.  

● To overcome these challenges, the Government launched in April 

2017 the National Health Insurance Scheme (CMU) and established a Health 

Insurance Agency (Caisse Nationale Assurance Maladie, CNAM)7. After the 

pilot programme was successfully completed, the Government began the 

wider rollout in 2019, with the first contributions collected from workers in the 

formal sector8. As of April 2020, 3 million people were enrolled9. The CMU 

has two tiers of payment : the contributory basic general system offers a 

package for a monthly contribution of CFA1000 ($1.72) per insured person 

and is 70% funded by the CNAM; a non-contributory medical assistance 

system is also available for the financially vulnerable. The CMU has been 

launched to reduce OOP expenditures and alleviate the risk of poverty due to 

significant health costs.  

● CMU’s financial sustainability should be ensured through a prioritized 

benefits package, rational rate-setting and negotiations, as well as by 

ensuring that the CNAM should receive contributions from the Government 

and external financing partners to deliver on its core mandate. It is also of the 

utmost importance to ensure that a broad base of the population enrols in 

CNAM, to reduce adverse selection and maximize social protection.  

● In addition to the CMU, a number of key reforms have been 

developed to improve community accessibility to quality health care and 

services, particularly for vulnerable populations. UHC initiatives are steered by 

a central structure, e.g. the National Health Insurance Fund (NHIF), which 

delegates responsibility for parts of its mission to “Delegated Management 

Authorities”10.  

 

 

 
6 Deaths that should not be occurring in the presence of effective care.  
7 CNAM gradually takes on the role as purchaser of an essential package of services, starting with the 

formal sector and the poor. While there is general agreement on the need to avoid fragmented 

purchasing and align the financial incentives for providers, there is little technical agreement on how 

to set up the payment function and link the fund flows 
8 By October 2019 the first medical services were provided under the system. 
9 The Government aims to cover around 40% of the population by 2023. 
10 DMA oversee the operational functions of collecting contributions, service delivery, and information 

management. 
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(iii) Financial Challenges: 

 

● Very few people in Côte d’Ivoire have health insurance11. They are 

mainly private sector employees, civil servants, and members of the military. 

The rest of the population, e.g. people in the agricultural and informal sectors, 

the self-employed, and the indigent, lacks a stable income and is excluded 

from coverage. Household payments as a percentage of total health spending 

have long been among the highest in the West African Economic and 

Monetary Union (WAEMU) region. The Government spends far more of its 

funds on tertiary care than on secondary or primary care facilities. The 

primary care level actually receives a very small share of public expenditures, 

especially compared to its utilization and disease burden. These budget 

allocations are particularly unfavourable to the very poor, who are more likely 

to use primary care. There is considerable inequality between Abidjan, which 

has the highest amount of per capita resources available, and districts in the 

periphery.  

● The main health insurance organizations are non-profit groups. They 

include the Civil Servants and State Workers of Côte d’Ivoire Fund 

(MUGEFCI), the  National Social Security Fund for private sector employees 

(Caisse Nationale de Prévoyance Sociale CNPS), the Military Social Security 

Fund (Fonds de Prévoyance Militaire, FPM), the National Police Social 

Security Fund (Fonds de Prévoyance de la Police Nationale, FPPN), 

Community-Based Urban Health Funds (Formations Sanitaires Urbaines à 

base Communautaire, FSUCOM) and small schemes run by various 

government institutions (such as the Bureau National des Études Techniques 

et du Développement (BNETD). In addition, the Government provides 

subsidies for specific groups and services. A budget line item for indigents, to 

cover the poorest who cannot afford care, is officially available within each 

public hospital12.  

● Public financial management (PFM) and governance are weak. 

However, the Government is committed to undertaking various PFM reforms, 

including launching a program-based budget to comply with the WAEMU 

rules. With this system, line ministries will have more autonomy over their 

budgets, moving from an input-based to an output and outcome-based 

 
11 Less than 5% of the of the total population according to the most recent Multiple Indicator Cluster 

Survey (MICS). 
12 In practice, these resources are often used for other purposes and thus are not available for 

indigent care. 
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approach13. The transition from output-based budgeting to program-based 

budgeting requires reformulating the current budget allocation methodology, 

ensuring appropriate financial management (FM) units are in place, and 

defining effective and accurate programs that are aligned with the sectoral 

priorities as defined by the PNDS. But significant reforms are also needed 

across revenue-raising, pooling, and purchasing, coupled with investments 

and policy changes in the health system, to improve quality and outcomes in 

the Ivorian health system.  

 

- Revenue Raising: 

 

● In terms of revenue-raising, there is an urgent need to increase the 

share of health in the Government budget, as well as to focus on a holistic 

approach to raise revenues. Within the existing fiscal space, the share of 

social spending remains low and health expenditure is about 5% of general 

Government spending, which is among the lowest in Africa and well below the 

Abuja target of 15%. The health sector receives a significantly lower budget 

than education and infrastructure. Over the past 10 years, Total Health 

Expenditure (THE) has stagnated, and Households OOPs payments account 

for over half of THE14. Households finance 50% of all spending at pharmacies 

and 35% of spending at hospitals, including high expenditures on maternal 

health and malaria even though these interventions are covered under the 

free services package. Elevated level of OOPs spending translates into 

poorer financial outcomes for the broader population.  

● Development Assistance for Health (DAH) increased in recent years 

and represent more than 25% of THE in 201515. Most donor spending in Côte 

d’Ivoire is also not channelled through the Government, leading to an even 

more limited fiscal capacity, prohibiting the Government’s ability to plan 

 
13 The implementation and success of these proposed reforms should be coupled with efforts to 

devolve more authority to decentralized entities and to build their technical capacity to ensure that the 

transition to program-based budget does not remain at the central level. 
14 People in Abidjan spent an average of 1.5 times more than those in the rural and urban areas 

respectively. Hospitalization is the highest expenditure item in terms of money spent, while drugs are 

the most common item of expenditure in terms of frequency, regardless of the place of residence. 

Female gender, high social economic status and large household size increase OOP health 

expenditure significantly in all areas of residence when insurance reduce it. To reduce the impact of 

the direct payments there is today a need to take into account social demographic factors in addition 

to economic factor in health policy development. 
15 Most external financing takes place at the primary level for the control of infectious disease : in 

2016, 70% of all donor funding is allocated to HIV and malaria.  
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effectively and ensure predictability16. The over-reliance of the health sector 

on household expenditure and DAH, which together represent more than 70% 

of THE, are a challenge to sustainability, ownership and efficiency of existing 

resources, especially as donor resources remain fragmented with many 

duplications, high administrative burden and limited alignment on national 

priorities.  

● The extremely low priority given to health in the national budget 

reflects a perceived inefficiency of current spending in the sector as well as 

donor spending potentially crowding out domestic financing. The Government 

strong and sustained political leadership and commitment to the UHC agenda 

has not been accompanied by an increase in financial resources.  

● Despite the country’s economic growth, tax revenue mobilization 

remains limited 17 . Increasing efficiencies is one of the most important 

measures the Government should undertake to expand its fiscal space. In 

particular, the following critical issues have to be tackled: weak financial 

management, overreliance on disease-specific funds, low absorption rate of 

investments, inadequate use of data for decision making, and suboptimal 

budget planning and execution processes.  

  ● The MSHP-CMU has launched several reforms and initiatives to 

mobilize additional resources and improve public financial management in 

health. Reforms focus on expanding protection of financial risk through the  

national health insurance scheme, increasing access to quality maternal and 

child services with critical medicines and supplies and strengthening health 

sector governance. Other recommendations include widening the tax base, 

improving the efficiency of administration, rationalizing tax legislation through 

reducing exemptions, and increasing tax revenues by modifying tax rates. 

 

- Pooling18:  

 

● Less than 25% of the health spending in Côte d’Ivoire is pooled 

through public pools, which is lower than the Sub-Saharan Africa (SSA) and 

LMIC average, indicating that the mix of financing is suboptimal and not 

designed to maximize health benefits. In addition to low levels of public 

 
16 It is crucial for most external funding to flow through Government systems, and to integrate disease 

programs on the Government budget across all health-financing functions.  
17 Overall tax revenue collection has however increased by an average rate of 12% every year since 

2015, largely due to strong economic recovery post-conflict. 
18 Pooling is the accumulation of funds for health care on behalf of a population before they get sick. 

The main rationale for pooling of funds is that health care costs are unpredictable. Risk equalization 

between different pools and consolidating towards larger and more diversified pools is critical.  
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spending, most donor spending in Côte d’Ivoire is also not channelled through 

the Government, leading to fragmentation and even more limited fiscal 

capacity. To remedy the high burden of OOP spending, there is a need to 

increase the size of prepaid risk pools and ensure that health insurance 

assures financial risk protection.  

● The NHIF is a single national fund established to consolidate, 

manage, and regulate the existing health financing schemes. The NHIF is 

intended to manage risk and supervise operations for individual schemes. The 

NHIF offers two schemes : a contributory Basic General Scheme (Régime 

Général de Base, RGB) and a non-contributory Medical Assistance Scheme 

(Régime d’Assistance Médicale, RAM) for low income persons, those living in 

extreme poverty, e.g. indigents, pregnant women, and children under five 

years of age. The RGB is a contributory scheme based on the principle of 

third-party payment and co-payment. It is available to all residents who are 

not eligible for the RAM. Enrollment is mandatory for those who are subject to 

income tax19. The RAM is non-contributory, government-subsidized scheme 

based on the principle of national solidarity20.  

● The pilot phase for both programs has begun in 2015 with workers 

and retirees from the private and public sectors, and with agricultural workers 

from the rubber and palm oil sectors. The package of services focuses on 

primary health care (PHC) 21 . Introducing contributory health insurance 

 
19 The NHIS is primarily funded by member contributions under the RGB. A fee of 1,000 West African 

Franc (FCFA) per person per month is required for all those over the age of five years. Revenue for 

the RGB is provided through mandatory contributions, late penalties, investment income, government 

subsidies, donations, and other funding mechanisms. 
20 Persons living in extreme poverty are exempt from paying a monthly contribution. The RAM is 

funded by subsidies from the central Government and regional resources, investment income, 

donations, and earmarked taxes. 
21 In 2015, the Government, with the support of the World Bank, began implementation of the Health 

Systems Strengthening and Epidemic Preparedness Project (PRSSE/2015-2020). PRSSE is a 

standard Investment Project Financing (IPF) of US$80 million whose very purpose was initially to pilot 

the Performance-Based Financing (PBF) approach in 19 districts covering about 5 million people. The 

project addresses several constraints in the sector on different levels and supports increased access 

to quality health care, especially the most vulnerable through: (i) provision of technical assistance 

(TA) to develop and help with the implementation of the CMU; (ii) piloting of PBF as an approach to 

increase the volume and quality of services provided to the population, with a specific focus on 

improving the effectiveness of “Targeted Free Care” (gratuité ciblée) and other Reproductive, 

Maternal, Neonatal, Child and Adolescent Health and Nutrition (RMNCAHN) interventions, and 

specifically addressing linkage to CMU; (iii) rehabilitating health centers and providing equipment to 

support the provision of quality health services (in 25 districts); and (iv) supporting the further 

development of a robust health management information system (HMIS) and health system 

management. 
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schemes aimed at decreasing OOP payments at the point of care and was 

used as a primary policy instrument to reach UHC.  

● Health insurers have a set of tools they can use to incentivize quality 

of care, such as investment and contracting, although most of the channels 

through which insurance can drive quality, such as contracting and 

accreditation, provider payment mechanisms and benefit packages, fall under 

the purchasing function.  

 

- Purchasing22:  

 

  ● In Côte d’Ivoire, the expansion of health insurance coupled with 

strategic purchasing is a real opportunity to harmonize disease programs 

within a single benefits package, and to pay providers for progress toward 

specific targets23. PBF, selective contracting, and the definition of benefits 

package are actually powerful strategic purchasing tools to improve the 

efficiency and quality of health spending. 

● The Government now concentrates its efforts to improving the 

utilization and quality of health services to contribute to reducing maternal and 

infant mortality by integrating strategic purchasing into the national system 

through the national scale-up of PBF. In addition, as part of the scale-up of 

strategic purchasing, the increase in availability of key inputs in rural health 

centers, as well as the increase in provider pay through incentives, is 

projected to contribute to retention of Human resources for health in remote 

areas. Districts and regions are contracted under strategic purchasing. 

Supporting decentralization activities to make strategic purchasing more 

effective is actually a core priority24.  

● Impact evaluations should be conducted regularly to assess the 

results of the strategic purchasing reform with the purpose to identify the links 

between strategic purchasing and health service quality and the reduction of 

maternal and infant mortality rates and to evaluate the cost-effectiveness of 

strategic purchasing as a strategy to improve service coverage and quality. 

 
22 Purchasing is the process of allocating prepaid resources from pooled funds to providers for service 

benefits. Closely linked to purchasing are decisions on benefits (what services, and at what level of 

cost coverage) and provider payment methods. The way purchasing arrangements are set up will 

have significant implications for provider behaviour and efficiency. 
23  Strategic purchasing in the Ivorian context refers more specifically to the use of performance 

contracts and the harmonization of PBF and CMU, with mechanisms to facilitate further harmonization 

and defragmentation such as gratuité, vertical programs, and complementary packages. 
24 Through increased managerial autonomy e.g. hiring and firing, full control over both Government 

and strategic purchasing funds, strengthened facility and district-level management. 
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  ● The development objective of the strategic purchasing in Côte 

d'Ivoire is to improve the utilization and quality of health services towards 

reducing maternal and infant mortality. This implies the extension of PBF in 

the context of strategic purchasing, the scale-up of national health insurance 

(CMU) and support for health reforms and national capacity building.  

   

(iv) Collaborative Challenges: 

 

● Côte d'Ivoire became a signatory to the IHP+ global compact in 2012 

and since then has worked through a highly participatory process involving all 

the key health actors in the country to establish a country compact and new 

PNDS25. The compact constituted a useful accountability tool among actors in 

the health sector, demonstrating their mutual engagement in implementing the 

PNDS 2016-2020, which was the central strategic framework to guide 

interventions to improve health indicators.  

● WHO fully assumes its coordinating role as the lead agency among 

technical and financial partners in the health sector in Côte d'Ivoire. WHO is 

currently in the process of strengthening coordination with national bodies and 

external partners through the health sector coordination mechanism and fully  

supports the Government on the basis of the strategic guidelines of the 2016-

2020 Country Cooperation Strategy (CCS). In addition, within the framework 

of the Delivering as One initiative, WHO support helps to strengthen 

governance and the national priorities26.  

● Coordination mechanisms improved substantially with the 

appointment of a National Response Coordination Unit within the Prime 

Minister’s Office. This Unit is in charge of coordinating the national COVID-19 

response and overseeing the implementation of the Public Health Response 

Plan. The WHO coordination group with its 6 sub-groups are functional with 

the participation of UN agencies, Civil Society and partners under the lead of 

 
25 Development Partners (DPs) involved include WHO, UNICEF, UNFPA, UNAIDS, UNDP, UNESCO, 

World Bank, European Union, African Development Bank, USAID, Japan International Cooperation 

Agency, and the Korean International Cooperation Agency. Several civil society organisations have 

been involved and include international organisations such as l’Agence de médecine preventive 

(AMP), the Red Cross, CARE, International Rescue Committee, Doctors of the World and Helen 

Keller International and a range of national health CSOs. IHP+ (now UHC2030) has worked with the 

WHO country office to support the process, help build consensus and draft documents around the 

compact development.  
26 The various international initiatives and partnership frameworks to which Côte d’Ivoire is a party 

(H4+, the Muskoka Initiative, IHP+, GAVI Alliance, Global Fund, Scaling Up Nutrition, Millennium 

Challenge Corporation, etc.) continue to be used as channels for mobilizing resources to achieve the 

goal of improving public health. 
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the MSHP-CMU. Reactivation of the WASH sector coordination mechanisms 

was also a strategic objective : coordination efforts were strengthened in 

nutrition, child protection, social protection, WASH and education and specific 

response plans were developed to operationalize the National Multisectoral 

Response Plan. 

● In addition to these measures, there is a broader need for increasing 

efficiency through coordination between DPs to reduce duplication. More 

studies are however needed to identify the extent of duplication between 

different funding sources27. As it moves toward sustainability, the Government 

should also increase and coordinate its health spending. Alignment with DPs 

is critical to improve maternal, newborn, and child health outcomes, and to 

strengthen the health system. From this point of view, increasing dialogue 

with the Ministry of Finance, promoting broader advocacy with other social 

sectors, and developing innovative financing mechanisms such as earmarked 

consumption taxes for health appear to be key measures.  

 

(v) Human Resources Challenges: 

 

● Lack of infrastructure and adequately distributed human resources 

for health to meet the growing needs of the population as well as paucity of 

skilled and motivated personnel, leading to the provision of poor quality 

services, is concerning. If Côte d’Ivoire satisfies WHO norms for generalists, 

nurses, and midwives per capita28, overall a shortage of specialists is a key 

problem with many regional hospitals lacking gynaecologists, surgeons, 

anaesthesiologists etc. Besides, these specialists, as well as other cadres 

such as midwives, remain concentrated in Abidjan and urban areas29.  

● Other challenges identified with human resources include low quality 

of training for midwives and other health workers, lack of a national 

information system/tools to identify distribution of health workers, issues with 

retention, especially in rural, hard-to-reach and remote areas 30 , low 

 
27 A newly instituted resource mapping process collecting financing data from donors would assist in 

closing this evidence gap. 
28  All regions surpass the norms for midwives and nurses per capita although with significant 

inequalities between regions. 
29 A recent national workload analysis using the WHO’s Workload Indicators of Staffing Need (WISN) 

methodology found that at an aggregate level, there are gaps in nursing and midwife workforce, but 

not with doctors. The study also found gaps in health worker assistants and other support staff, with 

39 percent of primary care facilities not having health worker assistants, which imposes an increased 

burden on nurses and midwives in these facilities. 
30  There is a lack of implementation of financial and non-financial incentives targeting retention, 

resulting in an unequal distribution of staff across the country.  
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institutional capacity of the MSHP-CMU in terms of regulating and governing 

the health workforce; and limited financing. 

● Côte d’Ivoire has a three-tiered health service delivery system, with 

each tier providing a different set of services. The primary level of the Ivorian 

health system consists of an urban health center (Centre de santé urbaine, 

CSU) and a rural health center (Centre de santé rurale, CSR). Although CSU 

and CSR both constitute the primary care level, they differ significantly in the 

services they provide. In addition, the CSU and CSR designation does not 

always correspond with the geography : for example, certain urban health 

centers can be in rural areas31. The secondary level consists of regional 

hospitals that offer every service offered at an urban health center, as well as 

treatments for more complications. In reality, many of the district hospitals 

were recently upgraded from urban health centers and do not have the 

equipment or staffing levels that are required with a secondary level facility. 

Finally, the tertiary level offers specialized care for conditions that are not 

treated at primary and secondary levels. 

● Strengthening human resources for health is today critical. Key 

priority actions include supporting the development and implementation of 

relevant policies such as the update of guidelines around staffing needs32, 

and to increase district and health facility autonomization for hiring and 

firing33. Better decision-making is also needed to increase accountability and 

efficiency and improve capacity and quality for health workers. To this end, 

scaling-up coaching, mentoring and supervision is essential. Introducing 

incentives to improve retention in remote areas should also be core to any 

substantial reform34.  

 

 
31 Rural health centers consist of one maternity and one dispensary wing, and usually have one to two 

nurses and one to two midwives, and they offer the most basic maternal and child health interventions 

as well as basic outpatient treatment for infectious disease. In contrast, urban health centers can be 

significantly larger, have more than five nurses and midwives each, at least one generalist physician, 

and offer everything that rural health centers offer as well as more laboratory tests and diagnoses, 

and basic surgery and noncommunicable disease interventions. 
32 Specifically on increasing the availability of nurses and midwives.   
33  The health workforce is not directly managed by the MSHP-CMU but by the Civil Service 

Directorate, and health districts or facilities do not have hiring or firing authority, which limits the 

responsiveness to potential quality challenges at the facility level.  
34 The increase in availability of key inputs in rural health centers, as well as the increase in provider 

pay through incentives should  contribute to retention of HHR in remote areas. 
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(vi) Health Information Challenges35: 

 

● MEASURE Evaluation, a program funded by USAID, has been 

working in recent years with the MSHP-CMU to strengthen Côte d’Ivoire’s 

monitoring and evaluation system through integration of multiple data 

collection systems for routine data, HIV/AIDS data, malaria data, and 

community-based data36. MEASURE Evaluation has contributed in particular 

to strengthen the country’s HMIS, especially related to HIV, to assist the 

Ministry of Women, Children and Social Affairs to improve the reporting of 

monitoring and evaluation (M&E) on programs for orphans and vulnerable 

children, to improve in-country use of information for decision-making, and to  

support the National Institute for Public Hygiene to strengthen surveillance 

systems to detect and rapidly report on Ebola and other epidemic-prone 

diseases. 

● The program helped to harmonize health indicators, standardize data 

collection tools, increase the availability and quality of data, and increase the 

use of information for decision making at district and regional levels37. Côte 

d’Ivoire now has a national health data management system DHIS 2 deployed 

and used nationwide, and an electronic logistics management and supply 

chain system (eLMIS) used by clients of the new public health pharmacy.  

● Priorities include developing an integrated health information system 

to secure higher quality health data, e.g. availability, accessibility, and 

validity 38 . Targeted health facilities will be provided with equipment and 

software. Interoperability of EMR with the PBF portal and the CMU 

information systems will be addressed, with data linked to CNAM to facilitate 

processes such as claims management, as well as with the Civil Registry and 

Vital Statistics database for the registration of births and deaths.  

 
35 Health information is one of the six core functions of a health system, along with service delivery; 

human resources for health; medical products, vaccines, and technologies; financing; and leadership 

and governance.  
36 MEASURE Evaluation has developed a model for strengthening health information systems (HIS) in 

low-and-middle income countries (LMICs). 
37 For a long period, the national health strategic plan was not aligned to a monitoring and evaluation 

framework, health providers could not reliably track clients from one service to another, health districts 

could not measure disease trends and national policy makers could not know health service quality or 

coverage. In part, this situation was due to non-standardized data collection tools and the lack of 

checks on data quality and completeness. It was also due to fragmented data management systems 

that served one aspect of healthcare but not the full spectrum of health services. 

38 The implementation of the electronic medical record (EMR) system in referral hospitals, and the 

creation of electronic patient registries in primary care facilities are key actions in this regard. 
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● Adequate preparation of the Annual Health Statistics Report (RASS) 

is also a key challenge to enhance accountability at each level of the health 

system. To this end, health data will be harmonized and validated in a series 

of workshops with health programs and directorates. Other actions include 

development of a master plan to guide the implementation of digital health 

interventions, development of an interoperability framework to map all of the 

data flows in the health sector and develop standards for the exchange of 

data between different information systems, development of change 

management and business process engineering strategies to ensure that new 

technologies are effectively used throughout the health system and are 

integrated into clinical workflows and development of robust knowledge 

management and training strategies to ensure that health workers have the 

ability to use the technology and there are sufficient number of technical staff 

to keep digital health systems fully operational at all times.  

 

 

3. WHAT IS NEEDED? 

 

(i) Strengthening policy frameworks by: 

 

 ● Adopting conducive policies and strategic plans and promoting equity 

in health system financing39: 

 

➢ The government has finalized a set of new documents to guide the health 

sector’s vision through 2020, including a PNDS, a national quality of care 

policy and improvement strategy, a hospital decentralization strategy, and a 

PBF strategy. These strategies are to be implemented in the context of a 

limited financial capacity : while external spending has steadily been rising, 

there will be changes to donor assistance levels and modalities, given Côte 

d’Ivoire’s economic growth and disease burden, and solidified LMIC status. 

➢ Crisis of 2002-2007 and 2010-2011 exacerbated health system challenges in 

terms of equity, access and quality, leading to poor outcomes including low 

life expectancy and high infant and maternal mortality. During the conflicts, 

the supply chain was seriously disrupted, almost all hospitals were closed due 

to looting or occupation, and 800,000 people were internally displaced with 

more than 70% of the population lacking access to health services. 

 
39 It is generally accepted that the burden of health financing should be distributed according to an 

individual’s ability to pay, that is, the burden should increase as household income increases. 
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➢ Accessibility still poses a major barrier to service utilization. Long distances 

from the nearest facility and weak referral systems jeopardize an equitable 

and affordable access to health care, with more than 30% of the country’s 

population living outside a five-kilometer radius from a health facility, and an 

average of 0.22 ambulances per health facility, although with wide variation 

across the country. 

 

  ● Ensuring financial sustainability and the efficient use of resources: 

 

➢ PBF in Côte d’Ivoire aims to increase the volume and quality of health 

services, with a specific focus on Maternal, Neonatal and Child Health 

(MNCH) interventions. Performance-based incentives are used to support 

increased utilization of targeted services related largely to MNCH40. PBF has 

increased data availability and quality, facility-wide and disease-specific 

inputs, provider motivation and management practices in contracted facilities, 

but has had limited success in improving process and outcome measures of 

quality, as well as community involvement and the provision of non-

incentivised services.  

➢ Performance payments are now used for health facility operational and capital 

costs41 , outreach activities42  and financial and non-financial incentives for 

health workers according to defined criteria43. And an analytical framework 

has been developed to identify financial incentives that can influence the 

quality of primary care44. However, limitations in the efficient use of resources 

 
40  In order to improve the quality of primary care, health sector reforms such as PBF should 

incorporate the organisational and service delivery context more broadly into their design and 

implementation.  
41 Including maintenance and repair, drugs and consumables.  
42 Transport and performance payments to community workers to stimulate demand. 
43 Performance-based incentives are additional to existing financial resources at target facilities and 

fully harmonized with the planned scale-up of CMU: 
44 Namely earmarking, conditioning, provider behaviour, community involvement and management. 

Conditioning refers to the transfer of funds to health facilities given the achievement of a predefined 

set of requirements; provider behaviour pertains to how the satisfaction, motivation and autonomy of 

health workers would respond to financial incentives and improve provider effort, absenteeism and 

their know/do gap; earmarking and the flexibility associated with using the funds once they come in to 

the facility has the potential to give providers more autonomy to be responsive to issues at the service 

delivery level; improving accountability and community involvement can take place through involving 

the community in quality of care improvement either as a direct condition for providing payment or 

through supplemental activities related to PBF projects; and finally, management and institutional 

reform pertains to the increase in the ability of providers to proactively plan and execute funds due to 

the improvement of data availability, supervision visits and flexibility of funds associated with financial 

incentives. 
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for health are still to be pointed out. They are mainly attributable to a 

centralised health system structure constraining the decision space of health 

providers. 

➢ At the facility level, the most significant benefit of PBF was an increase in non-

earmarked financing resulting in improved inputs and innovation45. Providers 

were actually in a position to use funds for improving the availability of 

medical equipment, water, electricity as well as improved stock and waste 

management46.  

 

(ii) Strengthening legal and regulatory frameworks by: 

 

 ● Adopting robust legislations: 

 

➢ Key challenges regarding quality of care are lack of a governance structure to 

ensure high quality of care, lack of an adequate institutional framework, 

including accountability mechanisms and lack of adherence to protocols as 

well as limited implementation of evidence-based guidelines.  

➢ The legal and regulatory framework should also be strengthened concerning 

direct transfers to facilities for their operating costs. There are actually 

problems with the adequacy and efficiency of these transfers and delays in 

reimbursements of salaries and operating budgets of facilities.  

➢ Institutional arrangements focusing on defining the benefits package and 

provider payment modalities are also essential to ensure that insurance is 

introduced in a sustainable way, balancing the premium costs as well as 

payments to providers for the costs of interventions.  

➢ Although the private sector plays a significant role in the provision of care in 

Côte d’Ivoire, governance structures overseeing the provision of private care 

are not well defined or well-regulated47. The lack of official contracting and 

accreditation arrangements between the private and public sectors in 

particular is an obstacle to better integrating the private sector in the provision 

 
45 In a context where most funds are earmarked, PBF is the most significant source of flexible funding 

at the health centre level. 
46  The improvement in resources is also associated with higher provider motivation, especially 

compared with health centres without PBF which lack inputs to deliver the services they are 

mandated to provide. 
47 The private health sector follows the three-tier pyramid structure of the public health system. Private 

paramedical and medical centers operated by nurses or providers are the first point of care. The 

secondary level consists of specialist medical offices and centers, including medical imageries and 

diagnostic laboratories. Finally, polyclinics and hospitals providing consultations and hospitalizations 

offer a range of specialized care, such as general surgery and obstetrics and gynaecology among 

other specialties, are found at the third level of the pyramid. 
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of quality healthcare. The Government is now seeking to organize and 

increase the private sector’s involvement in the health system, through 

mechanisms such as public private partnerships PPPs. Establishing a specific 

legal and regulatory framework in this regard is necessary. 

 

 ● Adopting implementing/regulatory measures: 

 

➢ In order to facilitate the operationalization of the Medical Assistance Scheme - 

RAM, regulatory measures should be adopted to extend enrolment and 

coverage to vulnerable households and the informal sector. For poor 

households, this implies to carry out beforehand the targeting and enrollment 

of vulnerable and low-income households. For the informal sector, of the 

utmost importance is the identification and enrollment of segmented groups   

to ensure its full integration. Electronic payment innovations should be further 

developed as part of social protection and cash transfer programs48.  

➢ To begin the process of strengthening health sector governance, the MHPH 

and the Inspector General’s office jointly conducted a first self-assessment of 

health sector governance in 201449. Standardized financial controls and audit 

tools used by the Inspector General at local levels are now critical component 

to improve accountability and emergency preparedness. In particular, internal 

audits can verify that resources are effectively and efficiently deployed and 

soundly managed where they are most needed. The MSHP has trained 

national-level inspectors, established a new audit process, and revised 

regulations to allow inspectors to conduct audits at the local level.  

 

(iii) Strengthening institutional frameworks by: 

 

 ● Creating supportive environments and advocating for new 

investments:  

 

➢ Several implementing entities of the MSHP-CMU (central departments, health 

regions and districts, national program, health centers) and the CNAM serve 

as implementing agencies and are responsible for the operational 

implementation of the UHC strategy. Given that PBF development covers all 

pillars of the health system, the ministry departments, in accordance with their 

 
48 In addition, the provision of social security cards to households and the establishment of PBF/CMU 

quality indicators for the payment of subsidies to the health establishments should be established.  
49  It revealed conflicts of interest, informal payments, and a lack of transparency, monitoring, 

community participation, and accountability. 
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respective mandates, help implement the reforms or actions for which they 

are responsible. For example, the CNAM is tasked with implementing the 

CMU scale-up interventions.  

➢ Increased investments are necessary in different building blocks of the health 

system, particularly within the primary care level, to ensure equitable and high 

quality care. There is also a need to determine smart and cost-effective 

interventions, focusing on harmonization and integration of existing supply 

chain and information systems, financing last kilometer distribution of 

commodities, moving away from a disease specific supply chain towards an 

integrated community-based model, and redistributing the health workforce to 

areas with the largest gaps.  

➢ There is an urgent need for allocating investments based on need. An 

expanded information system would assist in moving toward evidence-based 

budgeting and decision-making, particularly for large-scale health systems 

investments such as infrastructure.  

 

 ● Establishing close monitoring and accountability for results: 

 

➢ There is a need to increase accountability and governance mechanisms at all 

levels of the health system. Accountability mechanisms must be designed 

from the bottom up50. In terms of procurement, it is important to increase 

accountability and oversight mechanisms at the district level and devolve 

more procurement authority to districts at the same time. Likewise, contracting 

of facilities within health insurance and strategic purchasing should be based 

on the performance of facilities, in such a way that facilities that do not meet a 

minimum set of quality standards would not receive government subsidies or 

reimbursements.  

➢ In order to improve the quality of care through citizen monitoring, two key 

actions have been identified: information and participation. Information means 

incorporating the dissemination of information to the community regarding the 

performance of the health facilities serving them. Participation supposes that 

the community and the health workers meet regularly and prepare a specific 

plan of action based on concrete propositions. 

 

 
50 For example, facility managers and district health offices should have the power to hire and fire and 

district health offices should have greater oversight over health facilities.  
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 ● Transferring powers and resources to local authorities 

(decentralization)51: 

 

➢ In Côte d’Ivoire, new forms of community healthcare organizations have 

emerged recently. These decentralized structures enjoy a kind of autonomy, 

with characteristics closer to those of devolution.  

➢ If decentralization laws exist, they are not implemented. As a result, district 

health development plans are not aligned with the PNDS, decentralized entity 

budget structures are different compared to MSHP-CMU budget structure and 

complex funding flows should be pointed out, with facilities having to transfer 

a certain part of their budgets to central government and districts.  

➢ There is considerable inequality between Abidjan, which has the highest 

amount of per capita resources available, and districts in the periphery. More 

rural districts in the west and the north have fewer resources available 

compared to those in the center and south. And the allocation of resources 

does not necessarily correspond to the disease burden, which creates 

inequities and inefficiencies. The incomplete implementation of the 

decentralization strategy is actually a bottleneck in rationalizing and improving 

resource allocation flows across decentralized entities. 

 

 ● Developing Public-Private Partnerships (PPP) and “contractual 

arrangements”: 

 

➢ The private sector constitutes a large sector of visits and service utilization, 

particularly for the wealthiest quintiles. To better engage private sector in 

service delivery is a key priority in Côte d’Ivoire.  

➢ Increasing Anti-Retroviral Therapy (ART) coverage and ensuring access to 

HIV services in a sustainable way largely depends on the private for-profit 

 
51 Decentralization is a process by which political, administrative and fiscal authority, responsibilities 

and functions are transferred from the central government to the state/region governments. There are 

at least three aspects of decentralization: devolution, deconcentration and delegation. Devolution is 

the transfer of authority and responsibility from central government ministries to lower-level, 

autonomous units of government through statutory or constitutional provisions that allocate formal 

powers and functions. Deconcentration is the transfer of authority and responsibility from central 

government ministries in the country’s capital city to field offices of those ministries at a variety of 

levels (region/state or local). Delegation is the transfer of authority and responsibility from central 

government ministries to organizations not directly under the control of those ministries, for example, 

non-governmental organizations, and/or autonomous region/state and township governments. In 

Myanmar, devolution should be sought rather than deconcentration or delegation. 
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health sector 52 . Throughout SSA, Governments have established public-

private partnerships or subcontracting relationships for referrals in ways that 

have maximized the contributions of public and private entities involved in the 

HIV response.  

➢ In Côte d’Ivoire, approximately half of the facilities are for-profit, making the 

private sector a key partner to the country’s HIV response. The Governments 

needs to take advantage of the opportunities that the private sector offers, 

e.g. innovations for health care delivery, networks for extending service 

coverage and access to medicines and other medical commodities and 

financial protection. Developing new PPPs in order to improve access and 

quality of care should thus be prioritised, in particular based upon the 

experience the country already has in public private partnerships in other field, 

for instance water53.  

 
52 Private Health Sector Composition: The non-profit sector consists of: Faith-based organizations; 

Charities; NGOs; Community-based organizations The for-profit sector consists of a wide range of 

commercial entities, including: Medical facilities; Pharmacies and pharmaceutical wholesalers; 

Laboratories; Consultation and ambulatory care centers 
53 The PPP for the national water utility of Côte d’Ivoire is the oldest and largest water PPP in LMICs. 

In place since 1960 and today serving more than 7 million people, this PPP has provided quality 

service for decades and made remarkable progress in expanding access in the 1990s. It even proved 

resilient to civil strife and the de facto partition of the country in 2002. This African success story 

shows that a pragmatic partnership between a committed government and an efficient private 

operator can produce  tangible and sustained benefits for the population. 


