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ABSTRACT 
 
 

Community Health Financing in Senegal: Strategic Purchasing 
as a Lever for Health Sovereignty in the Face of Partner 
Disengagement 
Seyni Mbaye*, Pr. Ibrahima Seck 

Problem: Senegal is undertaking a transformation of its health system, driven by its Vision Senegal 
2050 and its demand for national sovereignty. Community health constitutes the first level of contact 
between the population and the care system. Yet, its financing remains structurally dependent on 
technical and financial partners, at a time when these partners are scaling back their commitments. 
Strategic purchasing of health services is examined as a lever that can simultaneously increase 
domestic revenue and optimise expenditure. 
 
Methods: The study draws on the national mapping of community health investments carried out in 
2025, covering the years 2023 and 2024. Financial data from seven regional health directorates and 
the main technical and financial partners were consolidated by source, cost category, and region. The 
analysis addresses the structure of financing, budget execution, allocative efficiency, and the gaps between 
the planned costs of the National Community Health Strategic Plan and the resources mobilized. 
 
Results: In 2023–2024, 10.99 billion CFA francs were mobilized, of which 62.8% came from technical 
and financial partners, 27.6% from local governments, and 9.6% from the State. Partner 
disengagement is evident: the total envelope contracted by 24.1% between 2023 and 2024, and the 
contribution of these partners fell by 13.7% in absolute terms, while their share of annual financing 
rose from 59.2% to 67.4%, with the State failing to offset this withdrawal. Execution rates remained 
above 95%, with no correlation between the level of spending and programmatic results. Marked 
territorial inequalities persist, with Kolda and Sédhiou combining the lowest per-capita investment 
and the highest mortality. 
 
Conclusion: Strategic purchasing of services, coupled with strengthened domestic resource 
mobilisation and effective fiscal decentralisation, represents the most promising path to reduce 
external dependence, optimise spending that is currently weakly linked to results, and ensure 
territorial equity in the implementation of the National Community Health Strategic Plan 2025–2029. 
 
Keywords: strategic purchasing; community health; health financing; Senegal; health sovereignty; 
domestic resource mobilisation; allocative efficiency; territorial equity. 
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1. Introduction 
Financing is a central determinant of the capacity of health systems to produce equitable and sustainable 
results1. Beyond the volume of resources, it is the way in which they are collected, pooled, and used to 
purchase services that determines progress towards universal health coverage (UHC)2. This distinction is 
particularly decisive in low- and middle-income countries, where dependence on external financing 
constitutes a systemic vulnerability. It undermines the predictability of resources, weakens national 
ownership of health policies, and exposes programmes to the budget cycles of a small number of donors3. 
As the architecture of global aid is reconfigured and several partners scale back their commitments4, the 
transition to domestic financing becomes a condition for the continuity of services. The literature shows that 
development assistance for health peaked at USD 80.3 billion in 2021, fell to USD 49.6 billion in 2024, and 
was expected to contract further to around USD 38.4 billion in 2025 following the budget reductions 
announced by the principal bilateral donors, a level last observed in 2009, with sub-Saharan Africa absorbing 
a disproportionate share of the decline5. For health systems whose primary care programmes were built on 
external project financing, the question is therefore no longer whether this transition will take place, but how 
quickly national institutions can adapt to it. 
 

The financing question that Senegal confronts today is partly an inherited one. In the wake of Alma-Ata, the 
Bamako Initiative made community participation and the local retention of user fees the financial basis of 
primary health care in West Africa and entrusted their management to committees of community 
representatives6. These arrangements, intended to exempt the poorest, were, in practice, never applied, 
and the model gradually revealed its limits in terms of equity and financial sustainability6. It is on this 
foundation that Senegal built a dense community network (health huts, curative community health workers 
(CHWs), and preventive CHWs) whose contribution to maternal and child health, for instance, is consistent 
with the international evidence accumulated on this category of worker7. The financial protection reforms of 
the following decades, structured around the Universal Health Coverage (Couverture Maladie Universelle, 
CMU) programme launched in 2013 and the establishment of the national CMU agency in 2015, primarily 
focused on expanding financial risk protection through population coverage mechanisms, particularly 
community-based health insurance and other insurance arrangements8. These reforms left largely open the 
question of how the supply of community services would be financed on a recurrent basis8. The result is a 
historical layering of financing arrangements, user fees, community-based mutual health organisations, 
vertical projects, and contributions from local governments, in which no single mechanism has assumed 
responsibility for sustainably financing the recurrent costs of the community health platform. Partner 
disengagement does not create this financing challenge; it exposes and accelerates a question that has 
remained unresolved for decades. 
 

This tension is felt with particular acuity in Senegal, where Vision Senegal 2050 places national sovereignty 
and the reduction of external dependence at the heart of the transformation agenda9, an ambition that the 
National Community Health Strategic Plan (NCHSP) 2025–2029 translates into the sector by calling for 
strengthened financial governance and increased mobilization of domestic resources10. This convergence 
opens a window of opportunity to rethink not only the level but also the modalities of community health 
financing, which represents the first point of contact between the population and the care system and a 
decisive lever for prevention and the reduction of territorial inequalities11. Underfinancing this level, in turn, 
simultaneously compromises the efficiency and the equity of the system. The challenge is therefore not 
simply to mobilize additional resources, but to establish financing arrangements capable of allocating 
resources according to population needs, service delivery priorities, and measurable results. 
 

It is within this framework that strategic purchasing emerges as a privileged lever. Unlike passive purchasing, 
which perpetuates historical allocations, it explicitly links resources to health priorities, provider 
performance, and population needs2,12. Drawing on the 2025 national mapping of community health 
investments, this article analyses the structure of community health financing in Senegal over the 2023–2024 
period and proposes a strategic purchasing framework oriented towards health sovereignty and domestic 
resource mobilisation.  

https://doi.org/10.18103/mra.2026.0
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2. Methods 
This analysis draws on the annual mapping of community health investments conducted in 2025. The exercise 
pursued a threefold objective: to document comprehensively the resources devoted to community interventions, 
to harmonise information originating from the regions and the partners, and to assess the alignment of 
available financing with the priorities of the NCHSP. It was conducted through a progressive, two-stage 
approach whose logic is worth recalling, as it conditions the scope and the limits of the data used here. 
 

The first stage took the form of a national workshop bringing together the fourteen regional health 
directorates (RHDs), designed to collect data from their annual work plans. The regional teams presented 
planned resources, resources actually mobilized, and expenditures incurred, systematically distinguishing 
the contributions of the State, the TFPs, local governments, and other sources. Seven RHDs completed the 
exercise by submitting their activity lists and financial data in the required standardised format, thereby 
providing a harmonised dataset reflecting financing patterns among participating regions. 
 

The second stage consolidated all regional and partner information into a single dataset, allowing cross-
cutting analysis by financing source, strategic axis, cost category, level of the health pyramid, and region. 
This consolidated dataset constitutes the empirical material of the present study. The classification adopted, 
which consisted of separating the origin of funds from the functions on which they are spent and from the 
level at which services are delivered, follows the logic of the international health accounts framework13, while 
its categories were aligned with the cost headings of the National Community Health Strategic Plan so that 
mobilized resources and planned costs remain directly comparable.  
 

On this basis, four complementary dimensions are analysed. The first concerns the structure of financing by 
source and its year-on-year evolution, to objectify the degree and trajectory of external dependence. The 
second examines budget execution, overall and by source, as an indicator of the system’s absorptive 
capacity and its room for manoeuvre. The third assesses allocative efficiency, cross-tabulating regional per-
capita spending with indicators of maternal and under-five mortality, as well as with tracer programmatic 
results (malaria case management and vitamin A supplementation). The fourth analyzes the gaps between 
the planned costs of the NCHSP and the resources mobilized, by cost category and by year. The 
interpretation draws on the health financing conceptual framework proposed by Kutzin2,14 and the principles 
of strategic purchasing formalized by the WHO12. 
 

Two limitations should be considered when interpreting the results. First, the analysis covers only seven of 
Senegal’s fourteen health regions, which limits national representativeness and may underestimate both the 
overall volume of community health financing and the extent of existing financing gaps. Second, the analysis 
is based on only two financial years, which limits the ability to assess longer-term trends and prevents any 
inference regarding causal relationships between financing patterns and outcomes. 
 

3. Results 
 

3.1 A structural dependence on TFPs in a context of disengagement 
Over the 2023–2024 period, 10.99 billion FCFA were mobilized for community health (Table 1). The TFPs 
provided 62.8% (6.90 billion FCFA), compared with 27.6% for local governments (3.03 billion FCFA) and 
only 9.6% for the State (1.06 billion FCFA). This structure confirms the sector’s dependence on external 
financing, consistent with the pattern observed in many sub-Saharan African countries, where the share of 
partners in primary care financing frequently exceeds 60%4. 
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Table 1: Resources mobilized for community health by source of financing, 2023–2024 
 

Source 2023 (FCFA) % 2024 (FCFA) % Total (FCFA) % 

TFPs 3,703,374,918 59.2 3,195,586,356 67.4 6,898,961,274 62.8 

Local governments 1,990,799,556 31.8 1,039,022,033 21.9 3,029,821,589 27.6 

State 554,324,646 8.9 503,858,770 10.6 1,058,183,416 9.6 

Other 2,479,000 0.0 4,077,500 0.1 6,556,500 0.1 

Total 6,250,978,120 100 4,742,544,658 100 10,993,522,778 100 
 

Source: national mapping of community health investments15 
 

Beyond dependence, the data reveal an active disengagement of the partners. The total envelope appears 
to have contracted by 24.1% between 2023 (6.25 billion FCFA) and 2024 (4.74 billion FCFA), and the TFP 
contribution fell by 13.7% in absolute terms (from 3.70 to 3.20 billion FCFA). This withdrawal was not accompanied 
by a scaling-up of public financing: the State’s contribution remained almost stable in value (from 554 to 
504 million FCFA), while that of local governments halved. The result is a worrying paradox in the sense that 
even as external resources decline, the share of TFPs in annual financing increased, rising from 59.2% in 
2023 to 67.4% in 2024. The system thus becomes relatively more dependent as its donors withdraw. 
 

This configuration, which combines dependence, concentration, and contraction, poses an immediate risk 
to the continuity of community interventions. It also shifts the central question from the level of resources 
alone towards their security and their use: once the available volume declines and largely escapes national 
control, the issue becomes the efficiency with which the system converts funds into activities, which the 
following section examines. 
 

3.2 High budget execution that masks the absence of margins 
If the resource base is contracting, the system nonetheless spends almost all of what it receives. Budget 
execution rates remain very high, as shown in Figure 1 (96.9% in 2023 and 95.2% in 2024).15 Maintained in 
a context of shrinking envelopes, this stability testifies to genuine operational absorptive capacity and to 
planning adjusted to available resources. It cannot, however, be interpreted as a sign of budgetary comfort. 
Consuming almost all allocated resources means that the system generates no room for manoeuvre with 
execution rates close to 100% within a declining budget, which reflects growing strain, in which any 
reduction in external inputs is mechanically passed on, without any buffer, to the volume of activities. 
 

Analysis by source enriches this finding (Figure 1). Local governments post the highest execution rate 
(99.1%), ahead of the TFPs (96.6%) and the State (94.3%). This hierarchy, although narrow, is not mundane 
as it indicates that proximate resources, managed closest to the implementing structures, translate more 
rapidly and more completely into concrete activities. Strengthening domestic financing, and territorial 
financing in particular, therefore appears doubly advantageous, since it would simultaneously improve the 
predictability of resources and their execution yield. It remains to be determined towards which functions 
these resources are actually directed, which the analysis of the cost structure illuminates. 
 

 
 

Figure 1: Budget execution rate by source of financing for community health 
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3.3 A cost structure oriented towards institutional functions 
The examination of the level and execution of resources must be complemented by that of their allocation. 
The question is no longer only how much the system spends, but what the mobilized funds are used for, 
and hence the extent to which their distribution serves the objectives of service delivery and results. 
 
The breakdown of mobilized resources by cost category (Table 2) highlights the predominance of cross-
cutting steering functions. Programme management (34.5%) and governance and coordination (33.3%) 
together absorb 67.8% of financing, whereas the investments directly linked to delivery remain a minority, 
namely training (8.8%), Community Health Worker (CHW) incentives (6.7%), equipment (6.3%), and 
supervision (4.8%). Further down the scale still, monitoring and evaluation (2.0%), Information, Education, 
and Communication (IEC) (2.2%), research (1.3%), and infrastructure (0.2%) are almost entirely marginalized. 
 
Table 2: Structure of mobilized resources by cost category, 2023–2024 
 

Cost category Amount mobilized (FCFA) Share (%) 

Programme management 3,793,943,949 34.5 

Governance & coordination 3,656,295,817 33.3 

Training 962,972,992 8.8 

CHW incentives 734,423,588 6.7 

Equipment 697,558,256 6.3 

Supervision 529,260,991 4.8 

Information, Education, and Communication (IEC) 241,450,034 2.2 

Monitoring & evaluation 216,073,166 2.0 

Research 137,906,068 1.3 

Infrastructure 23,637,917 0.2 

Total 10,993,522,778 100 
 

Source: national mapping of community health investments15 
 
This concentration is consistent with the literature on systems with a high prevalence of project-based 
financing. Each partner tends to finance its own coordination, planning, and management arrangements, 
generating a proliferation of parallel structures, high transaction costs, and fragmented governance16. While 
a foundation of steering functions is obviously indispensable to the proper functioning of a multi-actor 
system, their relative weight raises questions when it operates to the detriment of functions that directly 
produce services. The observed structure thus reveals a considerable efficiency reserve where pooling 
financing and rationalising steering functions would make it possible to redeploy resources towards delivery, 
worker incentives, and results monitoring12.  
 
3.4 Structural and concentrated financing gaps 
The structure of expenditure takes on its full meaning only when confronted with the needs that the NCHSP 
had identified. This is the purpose of the gap analysis, which measures the distance between programmatic 
ambitions and the means actually assembled. The comparison between the planned costs of the NCHSP 
and the resources actually mobilized over 2023–2024 reveals an overall deficit of 5.80 billion FCFA 
(approximately USD 10.1 million), that is, a coverage rate of only 65% of identified needs (Table 3). This 
deficit appears structural in nature as it affects all cost categories without exception. 

https://doi.org/10.18103/mra.2026.0
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Table 3: Gap between planned NCHSP costs and mobilized resources, by cost category, 2023–2024 
 

Cost category NCHSP cost (FCFA) Mobilized (FCFA) Deficit (FCFA) 

Programme management 6,195,269,382 3,793,943,949 - 2,401,325,433 

Equipment 1,771,847,969 697,558,256 - 1,074,289,713 

Governance & coordination 4,701,644,318 3,656,295,817 - 1,045,348,501 

Training 1,605,454,863 962,972,992 - 642,481,871 

Supervision 778,177,841 529,260,991 - 248,916,850 

Infrastructure 202,078,262 23,637,917 - 178,440,345 

Monitoring & evaluation 314,268,300 216,073,166 - 98,195,134 

CHW incentives 799,383,578 734,423,588 - 64,959,990 

IEC 267,842,252 241,450,034 - 26,392,218 

Research 161,119,068 137,906,068 - 23,213,000 

Total 16,797,085,833 10,993,522,778 - 5,803,563,055 
 

Source: national mapping of community health investments15 
 

Three categories account for nearly 78% of the total gap: programme management (- 2.40 billion FCFA), 
equipment (- 1.07 billion FCFA), and governance and coordination (- 1.05 billion FCFA). Yet these are 
indispensable cross-cutting functions: without robust programme management, neither inputs nor human 
resources can be deployed effectively; without adequate equipment, community health workers cannot 
carry out their surveillance, referral, and first-line case-management duties18. The deficits affecting the support 
functions are more modest in absolute terms but no less critical: supervision (- 249 million FCFA), monitoring 
and evaluation (- 98 million FCFA), CHW incentives (- 65 million FCFA), and infrastructure (- 178 million 
FCFA). These functions bear directly on the quality and sustainability of services, since worker motivation 
and supervision are recognised determinants of community health workers’ retention and performance19.  
 

3.5 Territorial inequalities and allocative misalignment 
The efficiency and equity of a community health system are also measured by its capacity to allocate 
resources where health needs are most pressing. The regional distribution of resources reveals considerable 
disparities (Table 4). Saint-Louis concentrates 3.43 billion FCFA, that is, a per-capita investment of 4,985 
FCFA, the highest of the regions analyzed; at the opposite end, Kolda and Sédhiou reach only 1,244 and 
1,477 FCFA per capita, respectively. The cross-tabulation with mortality indicators is particularly revealing 
as Kolda and Sédhiou combine the lowest per-capita investment with some of the heaviest mortality 
burdens: in Kolda, under-five mortality reaches 101.5 per 1,000 live births and maternal mortality 317 per 
100,000. This misalignment between allocation and need is consistent with, at the regional scale, the 
“inverse care law”: the populations who most need care receive the fewest resources proportionally20. 
 

Table 4: Regional distribution, per-capita investment and mortality indicators, 2023–2024 
 

Region Total 2023–2024 (FCFA) Per capita (FCFA) Under-5 mort. (‰) Maternal mort. (/100,000) 

Saint-Louis 3,433,165,078 4,985 71.5 312 

Tambacounda 1,565,823,421 3,223 66.0 218 

Thiès 1,542,388,100 1,491 52.9 160 

Ziguinchor 1,508,559,304 2,995 101.4 309 

Kolda 1,115,724,491 1,244 101.5 317 

Sédhiou 1,002,077,476 1,477 100.7 273 

Kédougou 825,784,908 3,871 94.6 340 
 

Source: national mapping of community health investments15 

https://doi.org/10.18103/mra.2026.0
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Beyond the volume and its distribution, it is the very relationship between spending and results that is 
lacking. The mapping reveals no robust correlation between community spending and tracer programmatic 
results, as vitamin A supplementation coverage appears to be determined by organisational factors (micro-
planning, community mobilization, integration into campaigns) far more than by the volume of resources alone 
(Figure 2), while the number of malaria cases managed reflects the local epidemiological burden (Figure 3). 
 

 
 

Figure 2: Community health spending versus vitamin A supplementation, by region (2023 and 2024) 
 

Figure 2 illustrates the absence of a consistent relationship between per-capita community health spending 
and vitamin A supplementation coverage. Regions with markedly different levels of spending achieve similar 
coverage, while those receiving the highest per-capita investments do not necessarily report the highest 
coverage rates. This pattern suggests that variation in programme performance cannot be explained by 
financing levels alone and is likely influenced by other contextual and organizational factors not captured in 
the present analysis. Similarly, Figure 3 shows no clear relationship between community health spending 
and the number of malaria cases managed. Rather, differences in case management volumes appear more 
consistent with regional variations in malaria burden than with differences in financial investment. 
 

 
 

Figure 3: Community health spending versus malaria case management, by region (2023 and 2024) 
 

This dissociation between financial inputs and health results, documented in other African contexts21, 
delivers a decisive message: the problem lies not solely in the level of resources, but in their targeting and 
modalities of use. It is precisely on this terrain, that of the allocation and purchasing of services, that the 
principal lever for improvement is situated. 
 

4. Discussion 
The results converge towards a clear diagnosis that the Senegalese community health program faces not so 
much a problem of resource absorption as a problem of mobilization, allocation, and return on those 
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resources, in an environment where external financing is becoming scarce. This finding calls for moving 
beyond a purely quantitative reading of financing to interrogate its modalities. 
 

4.1 Strategic purchasing as a response to structural deficits 
The results argue for a paradigm shift in the way Senegal finances and purchases community health services. 
Current passive purchasing, which transfers resources to regions and structures without any explicit link to 
criteria of performance, need, or equity, no longer guarantees an efficient and equitable use of funds, as 
attested by the absence of correlation between spending and results. Strategic purchasing rests on three 
pillars that respond directly to the deficits identified in defining a package of priority services aligned with 
epidemiological needs, selecting providers on criteria of quality and accessibility, and adopting incentive-
based payment mechanisms linked to performance22.  
 

In the Senegalese context, the introduction of results-based financing (RBF) mechanisms at the community 
level would constitute a major development. Experiences conducted in Rwanda, Tanzania, and Burkina Faso 
show that a properly designed and supervised RBF can improve the coverage of priority interventions, 
strengthen worker motivation, and rationalize allocations23, while also underscoring the need to invest in the 
information and supervision systems that condition its reliability24. The literature is not, however, univocal, 
and the Senegalese debate would gain from acknowledging as much that a substantial body of work 
questions the effectiveness, the cost, and the unintended consequences of results-based financing as it is 
actually implemented in low- and middle-income countries, pointing to the gaming of indicators, the neglect 
of activities that are not rewarded, the transaction costs of verification, and the risk of erecting yet another 
parallel, donor-driven architecture25.  
 

These critiques do not invalidate strategic purchasing, of which results-based financing is only one instrument 
among several. They argue for a design anchored in national institutions, resting on a small number of robust 
indicators, with verification integrated into routine supervision rather than subcontracted, and above all, for 
not making conditional on performance the resources that are indispensable to the very existence of the 
service. In the Senegalese community health context, where incentives to workers represent 6.7% of the 
envelope, the strategy appears clear: secure the base first, reward performance at the margin thereafter.  
 

The current weakness of monitoring and evaluation (2.0% of resources) and of community information 
systems is precisely the main obstacle to implementing strategic purchasing, as without reliable data on 
provider performance and populations covered, payments cannot be linked to credible indicators. A prior 
investment in this function is therefore non-negotiable12. Reforming purchasing modalities is not sufficient, 
however, if the resource base continues to contract, efficiency cannot substitute for financing. This is why 
strategic purchasing must be embedded in a broader strategy to reclaim the sector’s financial sovereignty. 
 

4.2 Domestic resource mobilisation: an imperative of sovereignty 
The 62.8% dependence on TFPs is not only an issue of financial sustainability, as it engages Senegal’s health 
sovereignty. When priorities, timetables, and implementation modalities of interventions are largely 
determined by donors’ budget cycles and requirements, the government’s capacity to steer its own 
community health policy is structurally constrained, and the alignment of financing with national priorities 
becomes the exception rather than the rule26. Senegal’s trajectory illustrates this constraint concretely. 
Analyses of the country’s health financing policy over the past two decades show that the successive choices 
of instrument, and in particular the sustained priority given to community-based health insurance despite 
mixed results, owe much to the preferences of external partners and to the technical assistance that 
accompanies them, at the expense of options debated nationally27. Analyzed from this perspective, 
disengagement is ambivalent as it withdraws resources, but it also opens a political window in which the 
definition of priorities returns, by default, to national actors. Whether that window produces sovereignty 
rather than a simple contraction of services depends on the State’s capacity to occupy the space thus 
vacated. The disengagement observed in 2023–2024 turns this governance constraint into an operational 
threat as the simultaneous decline in external contributions and the stalling of public financing expose the 
sector to a net reduction in its means, which no national actor is currently able to absorb.  

https://doi.org/10.18103/mra.2026.0
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Domestic resource mobilisation (DRM) can take several complementary paths. First, institutionalizing a 
dedicated budget line for community health would secure predictable, multi-year financing; the State’s 9.6% 
contribution, almost stable in value despite the partners’ withdrawal, illustrates the still-unsecured character 
of national commitment. Second, the role of local governments constitutes an under-exploited lever, as with 
27.6% of resources and an execution rate of 99.1%, they demonstrate both commitment and operational 
effectiveness. Formalizing this commitment through multi-year financing agreements, articulated with local 
development plans and NCHSP priorities, and supporting it with earmarked fiscal transfer mechanisms, 
would consolidate this proximity contribution. Third, innovative mechanisms (taxes on harmful products such 
as tobacco, alcohol, and sugar-sweetened beverages, community health insurance, solidarity funds) deserve 
to be explored, as does the fiscal space expected from the growth linked to the exploitation of oil and gas 
resources under Vision 2050. The realism of these options should, however, be assessed rather than 
assumed. The literature on fiscal space for health converges on the finding that economic growth and 
budget reprioritisation, rather than earmarked innovative levies, are the principal drivers of a durable 
expansion of resources for health, and that efficiency gains form an integral part of that space28. For Senegal, 
this implies that the hydrocarbon windfall will benefit the community level only if it is translated into an 
explicit budgetary arbitration in its favour, and that the redeployment of the 67.8% currently absorbed by 
steering functions constitutes, in the short term, the most immediately available source of financing. 
 

It is important to stress that DRM and strategic purchasing are inseparable. Increasing domestic revenue 
without reforming purchasing modalities would amount to financing a system whose spending is weakly 
linked to results; conversely, optimising purchasing without broadening the domestic base would leave the 
sector exposed to the partners’ withdrawal. It is their articulation, that is, more national resources that are 
also better spent, that grounds a sustainable trajectory of health sovereignty. This articulation finds a 
privileged field of application in the correction of territorial inequalities, where the imperative to spend 
better is compounded by an imperative of equity. 
 

4.3 Strategic purchasing as an instrument for reducing territorial inequalities 
The misalignment between per-capita investment and epidemiological burden, particularly marked in Kolda 
and Sédhiou, calls for an overhaul of allocation mechanisms. Strategic purchasing offers precisely a 
framework for conditioning regional allocations no longer on historical criteria or on the negotiating capacity 
of structures, but on objectified indicators of need and vulnerability. A national formula for allocating 
community resources, one that integrates the burden of disease, geographical accessibility, socioeconomic 
vulnerability, and population density, would make it possible to gradually rebalance allocations in favour of 
the most disadvantaged areas, in line with the principles of UHC and the equity objectives of the NCHSP 
2025–2029. Such a formula would also offer the advantage of transparency, substituting an explicit, stable, 
and debated rule for opaque trade-offs. It is, however, important to note that these formulas have been 
documented mainly in high-income systems29, and their transposition to a decentralised, data-scarce setting 
is itself a question for research rather than a settled technique30. That argues for beginning with a small 
number of robust and verifiable variables, and for publishing the rule alongside its results, rather than for 
postponing the exercise until the data are perfect. 
 

The current cost structure, strongly oriented towards institutional functions to the detriment of demand 
creation and community mobilization, is doubly problematic here. In regions such as Kolda and Sédhiou, 
where cultural, economic, and geographical barriers to access to care are high, it is precisely demand-
generation interventions that can have the most decisive impact on maternal and under-five mortality. The 
literature argues that demand-side barriers, such as the indirect costs of reaching care, the lack of 
information, and the social norms governing recourse to the health system, deter utilisation as powerfully as 
any shortfall in supply, and they bear disproportionately on the poorest, so that financing supply alone in 
these regions would leave the binding constraint untouched31. In maternal health specifically, the 
determinants of service use group into sociocultural factors, perceived need, economic accessibility, and 
physical accessibility; only the last is addressed by the siting of a health hut, while the other three fall squarely 
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within the remit of community workers, and therefore within the scope of what a purchaser chooses to pay 
for.32 Results-oriented purchasing would make it possible to value these interventions, which are often 
invisible in conventional financing mechanisms. It remains to bring together these various levers, namely 
needs-based purchasing, domestic financing, and performance incentives, within a coherent arrangement. 
 

4.4 Conditions of feasibility and alignment of stakeholders 
A reform is judged by its conditions of implementation as much as by its principle, and three such conditions 
follow directly from the results. The first concerns information. Linking payment to results presupposes a 
community information system capable of producing, at the level of the health hut and the district, activity 
and quality data that can be verified at an acceptable cost. With 2% of resources devoted to monitoring and 
evaluation, this condition is not met today, and strengthening this function must therefore constitute the 
foundation of any reform trajectory. The second concerns institutions. Strategic purchasing requires an 
identified purchaser with a mandate, technical capacity, and contractual autonomy. Senegal possesses the 
constituent elements, including the directorate responsible for community health for defining the package, 
the CMU agency for managing purchasing arrangements, and the regional health directorates for 
contracting with providers, but their articulation remains to be constructed. The third concerns financing. As 
long as 62.8% of the financing base depends on partners, any purchasing mechanism would remain exposed 
to the very instability it is intended to correct. 
 

5. Conclusion 
The 2025 mapping reveals a community health system that is operationally resilient but structurally fragile. 
Despite high execution rates, financing remains vulnerable due to strong dependence on external partners, 
declining contributions, limited domestic financing, a 5.80 billion FCFA gap relative to NCHSP needs, weak 
alignment between spending and results, and persistent territorial inequalities. The central challenge is 
therefore not only to mobilize additional resources, but to improve how they are allocated, governed, and 
converted into health outcomes. Strategic purchasing offers a pathway to address these weaknesses by 
linking financing to population needs, priority services, provider accountability, and measurable results. 
However, it must be accompanied by stronger domestic resource mobilisation, including a dedicated 
budget line for community health, predictable financing from local governments, improved pooling 
mechanisms, and investments in information and supervision systems. 
 

A gradual, evidence-based transition toward needs-based allocation and performance-oriented purchasing, 
supported by institutionalized annual investment mapping, could enable the NCHSP 2025–2029 to establish 
a more sustainable and nationally governed community health financing model. This would advance 
Senegal’s health sovereignty ambitions while improving equity, efficiency, and accountability in primary 
health care delivery. 
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