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Abstract: In Burkina Faso, households are the main source of health financing. Based on out-of-pocket health payments,
the current system is a major cause of poverty. The purpose of this study is to contribute to the improvement of local health
funding in Loumbila and throughout the country. A descriptive and analytical study was conducted among 271 household
heads, 3 health committee members, the top state official in the village (préfet), and the secretary general of the
municipality between 25 June and 5 August 2010. A survey guide and questionnaires were used to collect data. The cross-
analytical and descriptive survey was used to collect, process, analyze and discuss the results. The results of the survey
indicate that 82.3 % of the participating households were willing to contribute to the creation of a municipal health fund in
the village. The study founds that the average contribution rate of each household was 9 % of the annual household income.
The harvest period (in the case of farmers) or any adapted period (in the case of other households) is the best periods for
collecting funds. The findings suggest that the municipal committee will need to be responsible for managing and
coordinating the municipal health fund. This requires the participation of the state, health districts, NGOs (Non-
Governmental Organizations), and others partners. It is estimated that the cost of effective treatment for the ten most
priorities diseases in the village in 2010 was 4,011,300 FCFA (West and Central Africa French speaking countries currency).
If all the households in the village were to contribute to the municipal health fund, the total amount of contributions would
amount to 15,575,515 FCFA. Under this system, all households within the village can have access to essential drugs. The
municipal health fund will also have some reserves for performing municipal development boards and institutions, for
improving the independence and sustainability of the system.
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insurance systems can provide better financial access [2, 3].

1. Introduction

Community Health financing is a mechanism whereby
households pay their access to health care for a given set of
services and thus participate in the management and
organization of health services in the country [1].

Thus, essential drugs are those that will meet the health
priority needs of the community in terms of essential health
care. These essential drugs are chosen because of their
interest in public health, efficacy, safety and effectiveness
compared to other drugs [2].

In many developed countries, more than 70% of
pharmaceutical products are financed by the national
budget managed by the government. There, health

But, in low and middle income countries, government
expenditures do not cover basic pharmaceutical needs of the
majority of the population. There is no health sharing risk
mechanism and 50 to 90% of medicines are paid by patients
themselves. The average health insurance coverage is 35%
in Latino America, 10% in Asia and 8% in Africa [2].

Direct payments are therefore the main mechanism for
essential drugs financing [4]. Yet these direct payments are
responsible for "household catastrophic spending’s". Thus,
the occurrence of disease becomes a source of further
impoverishment of already poor households [5].

Then, over a third of the world population has no access
to drugs because of these direct payments [2].

In Burkina Faso, essential drugs are 90% available in
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public health centers [6]. The majority of households
(77.3%) are living in rural areas [7]. Out of these
households (56.5%) are living with less than 625 CFA
francs per day and 81.2% from the same population are
living with less than 1,000 CFA per day according to the
World Bank [8]. Unfortunately, these households are the
main sources for essential drugs financing through the
direct payments mechanisms (out-of-pocket) which is
38.4% of Burkina Faso national health fund in 2008 [9].

In 2007, WHO, the World Bank, the Ministries of
Finance and Health conducted studies which confirmed
that financial barriers are the main challenge for household
to have access to essential medicines. These surveys have
indeed demonstrated that direct payments of essential
drugs mechanisms (out-of-pocket) is responsible of
households broken and catastrophic spending’s in rural
areas where people are still living with poverty and misery
[6]. While 77. 30% of the populations are living in rural
areas of Burkina Faso under financial poverty [10] yet
other sources of essential drugs and health financing come
from international aid which is not a charity act [11]. So,
searching for alternative essential drug financing
mechanisms that will improve household affordability is a
real concern for households, politics and public health
specialists in the country [5].

Loumbila was selected from ten villages located within
25 km to Ouagadougou for this study. The distance of 25
km from Ouagadougou the main city of the country was
accepted because of limited financial resources for the
survey.

Loumbila village is located in Ziniaré¢ health district,
Oubritenga province of the Central Plateau Region of
Burkina Faso. It is close to Ouagadougou the political
capital at the East and from 25 km. In 2006, Loumbila total
population was 1,696 persons and 292 households. The
average age is 21 years and 49. 7% are youth under 15
years. The population growth rate is 2. 52% per year. But
in the region, 58.6% are living with less than 625 F CFA
and 83% of adults are illiterate [10].

Agriculture and herders (livestock) are the two main
activities of the municipality while the employment rate
remains low. The presence of a dam with a capacity of 36
million m3 and many water reservoirs facilitates the
development of income generating activities.

The main diseases in the village are malaria, lower
respiratory infections, diarrhea, wounds, upper respiratory
tract infections, skin diseases and intestinal parasites. The
epidemic-prone diseases such as meningitis, cholera,
measles, tuberculosis, leprosy, filariasis and HIV / AIDS
infections are the states’ special interest and concern. The
overall mortality rate is 14.4 %o in 2010.To contribute for
improving sustainable and autonomous health system
financing in Burkina Faso, it is important to collect, assess,
process and analyze each household’s proposal for
sustainable mechanisms for essential medicines financing.

Rural areas are first affected and the lack of national
health insurance scheme justifies carrying out this study

with rural households in order to understand their needs
and them own proposal about the sustainable mechanisms
for improving essential medicines affordability. This
survey aims to participate for creating, improving and
developing sustainable essential medicines financing
mechanisms for efficiency and equity access in rural areas.
It was well to describe the heads of household
characteristics (demographic, cultural and economic), to
analyze all proposals from household in each social group
for improving essential medicine financing sustainable
mechanisms in Loumbila.

2. Survey Population and Methods
2.1. Population of the Survey

That survey population is defined according to each
actor’s role for improving essential medicine affordability
in the village. The municipal councilors, the members of
health Management Committee (COGES) and the Head of
public administration (Préfet) will be considered one by
one. Some of them who are living in the village and are a
head of household will be taken in one social group of the
heads of household. Those community leaders could have a
significant impact for organizing the population and
improving the sustainable mechanism for essential
medicine financing in the village. Thus the following
community groups of that study population is:

* Heads of household from Loumbila village ;

* Municipal councilors from the village ;

¢ Health Management Committee members ;

* Head of public administration in the village (Préfet).

2.2. Survey Methods

This study is cross-analytical and descriptive. It took
place from 25 June to 05 August 2010. The sample size is
all the households of the village. The calculations were
done by national institute of statistics and development of
Burkina Faso. It consists of all 292 heads of household,
administrative and health authorities in the rural Loumbila
[17]. All heads of household residents in the village,
administrative and health authorities available to
participate in the study were included. But those non
Loumbila residents were excluded. In Loumbila village,
the heads of household were described according to
socioeconomic status and 77.1% are farmers, 10.3% from
public sector employment, 7% from private sector and
5.6% from informal sector (non regulated market). This
survey indicators are the attendance rate for health services,
essential medicines funding mechanisms, arranging
essential drugs financing from the households, monitoring,
supervision and safety and security of prepayment system
wherever it is taken place in the village. Data collection
was performed by two pharmacy students. In some cases,
translation from French to local languages was made by
local French-speakers from Loumbila. Tools for data
collection consisted of individual interview guides and
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questionnaires. Techniques of data collection have included
the use of available publications, individual interviews and
the distribution of written questionnaires. The pre-test was
first performed on five heads of households drawn
randomly before to start of the investigation. It allowed
making amendments and further adapting the tools of data
collection to field realities. The survey was conducted from
household to household and neighborhood for the entire
village. The move was made from compound to compound.
Written authorization of the study was given by
administrative authorities. The collected data were typed
with double recovery by two people. As a result, they were
processed and analyzed with the software EPI-INFO
version 3.5.1 2008, MS Excel and MS Word 2007. Data
was collected anonymously with the consent of each
member of the survey population. There were no clinical
actions or direct consequences of that study on the human
body. All interviews were made respecting Loumbila
traditions, culture with the agreement from the ethical
committee of the MOH.

3. Results

3.1. Characteristics of the Survey Sample

The survey covered 276 persons including 271 heads of
household residents, three members of Health Management
Committee, the Head of public administration and the
Secretary General of the village municipal council. Among
the heads of household, 92.3% were male and 9.6% were
over 60 years. The average household size was 7.4 persons.
Among the heads of households, farmers were the most
important number (77.1% of the total). The results indicated
that the estimated revenues by households and the average
annual income was at least 400,000 FCFA. The public sector
employees were the richest (1,794,234 FCFA). They are
followed by private sector workers (528,904 FCFA). The
less fortunate are farmers (423,334 FCFA) and the informal
sector (435,526.31 FCFA). These revenues were split mainly
for purchasing medicines or food (Table I).

Table 1. Distribution of heads of household by socio-economic and the average Household annual expenditure for purchasing medicines and food

Socio-economic groups

Average annual expenditure for the purchase of drugs (FCFA)

Average annual expenditure for food (FCFA)

Farmers 32,300
Private sector employees 38,105
Public sector employees 63, 875
Informal sector employees 22,868
Average in the village 39, 287

251, 342
231, 143
544,286
194, 947
305, 430

3.2. Proposed Mechanism for Essential Medicines
Financing From Heads of Householder

Heads of household interviewed had different proposals
for the State contribution rate for essential medicines
financing. According to each socio-economic heads of
household groups, the state participation rate for essential
medicines financing was different. Also, heads of
household expressed their own need as sustainable
mechanism for financing essential medicine: Among them,
94.5% were not agreed with direct payments and out-of-
pocket for affording essential medicines in the village. Also,
89.3% of heads of household were not agreed with a free
fee of essential medicines. Also, 47.2% of them are not
agreed with essential medicines donations from the

government, other countries, international organizations
and others philanthropists. By the way, all the heads of
households (82.3%) were agreed with essential medicine
prepayment mechanisms for financing these medicines in
the village. For example, public sector employees (92.9%)
were not agreed with out-of-pocket and direct payment as a
sustainable mechanism for essential medicines financing.
They are followed by farmers (83.7%), private sector
employees (80%) and the informal sector actors (78.9%).
Finally, head of household (96.3%), head of public
administration, municipal secretary general and health
management committee members were willing to
participate for improving prepayment system in the village.

Table 2. Comparison of annual income, food expenditures and proposed fee per household for financing essential medicine in Loumbila ME (N = 292).

Average Average estimated Average annual Average

. . Average households
household *(7.4 annual revenues expenditure for drugs % expenditure for % articipation (CFA) %
persons) (CFA) purchasing (CFA) food (CFA) P P
Farmers 423,334 32,300 7.63 251,342 59.37 49,025 11.58
Private sector 528,904 38,105 720 231,143 4370 53,280 10.07
agents
Public sector 1,794,234 63.875 356 544,286 3033 60,680 338
employees
Informal sector 435,528.31 22,868 525 194,947 4476 47,619 10.93
employees
Average 795,500.08 39,287 591  305,429.5 44.54 52,651 8.99

* The average number of persons per household is used as the average household. If the average number of persons per household is 7.4, the average

household has 7.4 persons.
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The proposed participation rate was 9% of average
household annual income (Table II). Farmers (74.6%) and
other heads of households are willing to pay their dues
after the harvest. Thus, with 2,161 persons and 292
households estimated in Loumbila, it needs at least
4,011,300 FCFA (6,125 Euros) for financing essential

medicines during priority diseases treatment in the village.

With volunteer’s household member’s participation
system, one year bank account can be 15,375,515 CFA
francs (23,474 euros). That sum is four times the village
needs for financing essential medicines for priority
diseases treatment (Table III).

Table 3. Estimated total resources of the cash funding of Essential Medicines in 2010.

Socio-professional Per capita number

Average amount of contribution

Average amount of dues per

categories % of social group per person(FCFA) household (n="7.4) (FCFA) Total
Farmers 77.1 1, 666,13 6, 625 49, 025 11,038 17,88
Public sector employees 10.3 222,58 8, 200 60, 680 1, 825, 180,6
Private sector agents 7.0 151,27 7,200 53,280 1, 089, 144
iﬁ;‘;;’:::mr 5.6 121,02 6,435 47,619 778, 737,96
Average 100 2,161 7,115 52, 651 15,375,515

4. Discussion
4.1. Survey Limitations and Biases

The limits of the using method for realizing that survey
are focused on the selection of villages close to the country
capital at 25 km. The choice of Loumbila might not be
representative for any villages in the country. The less
availability of the village Mayor and some health
management committee members was also a limit of that
survey. The estimation of the households annual financial
resources, the households annual expenditures for affording
medicines and the cost of essential medicines for priorities
diseases treatment have a link with village data’s
availability and can be limiting to the survey. Other limits
of that survey are the guides and questionnaires translated
from French to local languages by villagers because; it
could have an influence on some answers. Thus, many
surveys were conducted in Loumbila village without any
realization of these recommendations and this situation is
discouraging some persons to care for that survey during
the answer to the questionnaires.

4.2. Heads of Household Social, Demographic, Cultural
and Economic Situation

In Loumbila, the average size of households is 7.4
persons. It was above the national average (5.9) and
Central Plateau region (6.7). According to the National
Institute of Statistics and Demography (/NSD), from a size
of seven persons, households start with difficult availability
and affordability of most essential needs (medicines, feed,
ect) [10]. By considering the average houschold annual
expenditure for food from INSD (414, 996.4 FCFA) as
reference, Loumbila village farmers and informal sector
actors can be in catastrophic financial state if someone is
sick in the family. That survey recommends to the Mayor
for establishing Municipal Development Boards for
improving household purchasing power and money
availability. They will improve household’s ability to pay
for essential medicines prepayment system and throughout

catastrophic spends from any group in the village [12].

4.3. Household Proposal for Essential Medicines
Financing Mechanisms

4.3.1. Essential Medicines Financing from the State
Contribution

In Burkina Faso, the government finances the new
public health centers, needs on essential generic medicines
kits (MEG) for improving the Bamako Initiative
recommendations. The government finances also public
hospitals supply and procurement of some essential
medicines more that 20 million FCFA per year per public
hospital. Also, the medicines for prevention (EPI vaccines,
prenatal consultation), malaria, HIV infections / STI,
tuberculosis, neglected tropical diseases are financed by
national budget and International aids. The obstetric and
neonatal emergency (SONU) strategy is also financed by
the government [6]. But all these grants are partially
funded from international partners. Nowadays, despite
these government strategies, only 42.6% of the populations
have access to essential medicines in Burkina Faso. So,
Loumbila household proposal to have the national budget
contribution for essential medicines financing less than
25% shows their commitment for sustainable and
independent mechanisms. It complies with health
development experts from developed countries and
International Organizations recommendations
(Development partner’s) [13].

4.3.2. Households Essential Medicines Direct Payment
Mechanism

In Loumbila village, out-of-pocket, cost recovery and
direct payment are the essential medicines financing
mechanism for households at public health centers and
pharmacies. The essential generic medicines pharmacy
(DMEG in Fr) is located inside the public health centre
(Health and Social Promotion Centre (CSPS in Fr). The
private pharmacies are located in Ouagadougou. Some
small pharmacies are located in the village but have not
always essential value for households. When some one is
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sick, consulting and prescriptions fees become sources of
impoverishment of families. "Sometime we sold goats,
chickens, cereals for realizing essential medicines direct
payment mechanism..." Heads of household said. Indeed,
other surveys have indicated that households had to borrow
or sell assets in order to afford prescriptions and medical
care [4]. Without these resources, traditional solidarity
(uncle, cousin, aunt, friends, colleagues, various relatives,
etc...) is called for aid by patients. So, these situations are
responsible for bad and late frequentation of health centers
when some one is sick in the family. That is the reason;
Loumbila village heads of household refuge that
mechanism as sustainable essential medicines financing
mechanism in the village. Direct payment mechanism
affects health system performance and is also less
profitable for households and health facilities. The results
of this study are consistent with WHO expert
recommendations [4].

4.3.3. Free Fee Essential Medicines for Household’s
Mechanism

In Loumbila village, the heads of households found that
the Burkinabé government would never have sufficient
money for financing essential medicines for all in the
village. Also, the mismanagement of free medication is a
big issue and caused serious damage to local
pharmaceutical structures development. These conclusions
are the same as those of WHO experts [4]. Indeed, the
Bamako Initiative was adopted because the national budget
could not fund alone health care. But nowadays, some free
fee essential medicines for households mechanism is
financed by International aid or state credit with World
Bank and others International Banks. Yet with the
economic and financial crises, financial partners are
becoming more reluctant or pack their financial aid for
making Burkina Faso more dependent to International Aid
[4]. So if free fee essential medicines for households
mechanism must be accepted as a principle for a groups of
persons (schoolchildren, students, disabled, children under
five, elderly), it could not be considered as sustainable
mechanism for essential medicines financing in the village.
Because it would undermine the pharmaceutical sector
development in Loumbila. However, the Mayor and the
Municipal council should develop innovative mechanisms
(taxes on cigarettes, alcohol, speeding, parking, travel,
telephone, etc) for financing essential medicines for
schoolchildren, students, disabled, children under five,
elderly as a same as in Scandinavian countries [27 to 32].

4.3.4. Essential Medicines from Donations Mechanism
Medicines and pharmaceutical devices donations are
common practice in Burkina Faso from developed
countries, philanthropist and International NGOs [14]. But
in Loumbila village, some heads of housecholds (47.2%)
rejected these gifts because they corresponded frequently
with expired drugs or expiring that fuels the illicit market.
Indeed, the destruction costs of these gifts are more
expensive for communities when they could have used to

pay for equivalent with local pharmaceutical structures
[14]. These gifts also encourage the black market and
weaken the official pharmaceutical products management
and distribution in the village and throughout Burkina Faso.
Thus, the risk of bypassing any local mobilization process
to ensure a steady production or supply of drugs is
important. Similarly, the risk of disrupting fragile started
systems of management and distribution of pharmaceutical
products is quite high [15]. So, essential medicines from
donations mechanism can interfere with proper adhesion,
prescription, drugs selection process, health care
implementation  and  patients = compliance  with
pharmaceutical guidelines based on clinical evidence [16].
So, Loumbila heads of households are right to refuge that
mechanism as sustainable for financing essential medicine
in the village.

4.3.5. Households Essential Medicines Non Direct
Payment Mechanism

In Burkina Faso, the average household annual
expenditure is estimated for 866,381 CFA francs (1,323
euros). One part is non-food expenditures (52.1%) and the
other part is food expenditures (47.9%) [17]. But the
household annual medicine expenditures occupied the most
important part of non-food expenditures. So, the average
household annual food expenditures were 44.54% during
this study. There, 5.91% of those expenditures were for
purchasing drugs for medical care. But for improving
village insurance scheme, the households have a
willingness to offer an average household annual
contribution with 8.99% from each household total annual
income. These results are the same like /NSD publications.
In France, people whose income exceeds the annual tax
threshold must pay an annual fee of 8% on the amount of
income above this threshold [18]. In Loumbila, some head
of households with bad experience from mismanagement
of health mutual and Mayor Corruptions had demanded
rigorous involvement from the Head of public
administration (Préfet). This group needs to have the
village health insurance scheme, well managed without
corruption for sustainable essential medicines financing.
Indeed, some Health Mutuals had poor management and
functioned badly with problems of abuse, poor
organization, embezzlement and bad governance. A study
from Nouna, a small city in Burkina Faso, indicates abuse,
fraud and "opportunism" with health mutual members.
Even drug prescriptions, patient reception and fraud
providers are taken into account in the system [19].
Coverage of all households reduced the risk associated
with these shortcomings. Many countries have moved
closer from village health insurance scheme to universal
health insurance coverage. It can gradually evolve into
compulsory social insurance for specific groups, finally
realizing levels of financial risk protection with much
higher funds largely greater. The voluntary health insurance
schemes were essential to help the development of several
years after, universal coverage in France, Germany and
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Japan [4]. Ghana and Rwanda have been an example of
best practice in national health insurance scheme in Africa
[20]. The scandinavian countries systems can be a very
good example for improving health and essential medicines
affordability for everyone [27 to 32].

So, Burkina Faso has possibility now for improving
national health insurance. It could start with village health
insurance scheme as proposed by heads of household from
Loumbila village to have essential medicines and primary
health care services affordable for all.

4.4. Household Members Participation to Municipal
Health Insurance Scheme

In Burkina Faso, the Law No. 055-2004/AN on General
Code for Territorial Collectivities indicates at Article 91
that each collectivity should improve local health system
from innovative mechanisms. The municipal council has a
right to develop a contract with health management
committee to have essential medicines and primary health
care available and affordable for alls in the villages [12]. It
can create a Municipal Health Fund or an account at a
popular bank in the village for improving essential
medicines affordability by the prepayment system. By the
way, any actors (International private and public aid,
philanthropy, Diaspora, local traditional aid, ect) may have
banking with the village account for essential medicines
affordability at the local Bank or Municipal Essential
Medicines Prepayment Fund. As a result, the state through
the Head of public administration in the village, the police,
security agency and any others partners will always support
these councils for creating and coordinating the system.

Indeed, any systems from Bismarckian model, the state
has the task for ensuring the security of citizens by setting
the framework for action boxes, control and recovery of
these funds in case of financial crisis.

With Beveridge system, the social security funds are
managed by the State, and controlled by Parliament [21]. In
Africa, Rwanda is also working to harmonize the different
funding mechanisms, in part by developing a national legal
framework that governs the national insurance scheme in
the country. In these cases, there is always a structure that
ensures households resources for contribution to the health
insurance scheme and social security.

The harvest was accepted by Loumbila village
household for collecting each contribution. In Nkoranza,
Ghana Republic, households have regretted that the
contribution is requested at a bad period of year when
household financial situation was poor [22]. A survey with
health mutual members in Uganda revealed that the
payment of household contribution spread over the years
greatly facilitated their adherence [23]. On the other hand,
households in the Nouna District, Burkina Faso had
requested that the mutual adherence to take place during
the harvest [24]. In Loumbila and Ouahigouya, the period
of contributions is not a handicap for improving municipal
health insurance scheme [12]. However, the contributions
of farmers will be possible after the harvest but when their

production will be converted into sufficient monetary value
[25]. Agricultural product prices are higher at the third
quarter of the year. But the livestock (herders) products
have better prices during the holiday seasons (Christmas,
End of the year, Easter, Muslim parties, ect.). So,
organizing farmer products and livestock market is a best
way to improve and further facilitate better adhesion and a
good contribution of households. That is the reason it is
important and necessary to create municipal development
board for making the municipal health fund sustainable for
the affording essential medicine and primary health care
with the health management committee in the village.
These institutions facilitate transactions, equalization and
marketing of agricultural products in the village. Also, the
municipal Council could have its own internal trade policy
emphasizing local consumption of agricultural products
and encouraging household member’s participation to
health risk sharing in the village. Since over the 1980,
Burkina Faso had already set up successful local
development board such as Faso yard, OFNACER, Faso
Dan Fani, Cooperatives, etc.. [26]. Now, households need a
strengthened strategy for improving the municipal health
fund. After that, household will participate to municipal
insurance scheme against the out-of-pocket. It is also help
households to have greater purchasing power in the village.
Some financial institutions for micro credit and
microfinance exist in Burkina Faso and should work for
some who don’t have any possibility. Some are national
microfinance service, microfinance and micro credit from
World Bank, UNDP and the European Union. Its should
become more involved in enabling households to achieve
income-generating  activities and improving their
participation to the municipal health fund first and finally
to municipal health insurance scheme. Municipal council
members have to develop innovative mechanisms for
funding school students, elderly and disabled participations
to the system.

5. Conclusion

Municipal Insurance Scheme by the prepayment system
is those who are adapted to Loumbila village household. It
is adapted to the household social, economic and cultural
situations because there, people are farmers, herders,
income generating activities and informal sector actors.
These products should be seller to become money for
anyone participation to the health insurance scheme. That
is the reason it is obligatory to create Municipal
Development Boards for improving local products
consumptions and market. It is well known from historical
and during the national democratic revolution periods that
people from Burkina Faso can improve their local
development. This survey is to prove how rural people can
have the same ideas as international experts. The heads of
household from Loumbila village are able to be a part of
that action with the local health and public administration.
They need more economic, cultural and total independence
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against international aids. So, improving health risk sharing
is a new challenge for the village Leaders and why not
throughout Burkina Faso? These mechanisms are involved
in the control of voters to elect the effectiveness of politic
actions, improving democracy, against corruption and for
good governance.

Rwanda and Ghana are pioneers and according to WHO;
the health prepayment system could constitute to have a
national insurance scheme for household social protection.
It is will resolve for a long-term households health
problems and develop good life and well been for any
household members.

The Municipal Health Insurance Scheme is a health
prepayment system and will work to reduce poverty and
contribute for social, economic, cultural and environmental
development in Loumbila village.

This social protection is developing in Burkina Faso step
by step and will be a good employers, good way for local
development. The farmers, informal and income generating
actors who are the big majority of Burkina Faso people will
have know well how to make more money and improve
them family health care. It is well know that farmers and
informal sectors are the main source of the country
economic power with more than 60% of national GDP.

This study results are the same as INSD publications
results and WHO expert’s recommendations. So, the
traditional social insurance mechanisms (Beveridge,
Bismarck, Sebacko, form providence state, ect) are not
well accepted by the heads of household. Here, this
publication for indicated the real needs from rural
households from low income country village.

Why not let other public health experts realize a similar
survey in others villages for better understanding of rural
household needs on health protection and essential
medicine affordability?

The following recommendations are for developing
sustainable essential medicine financing mechanisms in
Loumbila village:

5.1. To the Minister of Health, Burkina Faso

To improve the empowerment of municipal health
insurance scheme as health and essential medicine
financing mechanism from national health politic
document and action. It is a good way to achieve the
Millennium Development Goals;

5.2. For Health and Public Administrative from Loumbila
Village (Préfet, Municipal Councilors, Mayor, Health
Committee Members, and Village Development
Committee Members)

To take action now with Municipal Health Fund for
improving essential medicines and primary health care
financing with households, the Diaspora, public and private
health actors, government and NGOs / Associations
partnerships.

Hamado Saouadogo ef al.: Survey on Sustainable Mechanisms for Financing Essential Drugs at Loumbila in Burkina Faso
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