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Abstract

OBJECTIVES Universal healthcare coverage cannot be achieved in Africa as long as the indigent, the
poorest, are unable to access healthcare systems. This study was carried out in Burkina Faso to obtain
street-level workers’ perspectives on what criteria should be used to select indigents to be exempted from
user fees.

METHODS Two group consensus techniques were used (Delphi and Concept Mapping). The partici-
pants were nurses (CM; 7 = 24), midwives (CM; 7 = 23) from a rural district and Social Action agents
(CM; 7 = 31) and healthcare workers (Delphi # = 23) in training at two national schools.

RESULTS Altogether, 446 criteria were proposed. The nurses put forward criteria related to being ill
without support and being a victim of society. The midwives focused more on the disabled poor and
those who were ill and unsupported. The healthcare workers in training mentioned disabled persons and
the elderly with no family support. The Social Action agents spoke about vulnerability related to illness

or disability and the fact of being excluded or being a disaster victim.
CONCLUSIONS These criteria proposed by street-level workers add to other studies conducted in
Burkina Faso and should help the State to improve indigents’ access to care.
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Introduction

In the field of healthcare access, indigents are considered
as persons who are permanently unable to pay for services
(Stierle et al. 1999). Thus, most African States have
instituted provisions to exempt indigents from point-of-
service user fees. However, all the studies show these
provisions are not often applied (Gilson ez al. 2000;
Ouendo et al. 2005; Criel et al. 2010; World Bank,
2010b). One reason given for this lack of implementation
is that the States come up against the problem of defining
indigence and the specific criteria that would enable
street-level workers to select the people to be exempted
from user fees. Several studies in Burkina Faso (Kassem
2008; Ridde 2008b; World Bank, 2010a) have confirmed
this situation, which is found throughout Africa (Aryeetey
et al. 2012). Yet the State committed itself to these
exemptions at the outset, when user fees policies were first
implemented. The State and its financial partners knew, in
fact, that the generalisation of user fees would impose a
barrier to access to services for the indigent. Thus, it was
time to finally implement the principle of user fee
exemption for the worst-off which had been built into the
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Bamako Initiative policy that Burkina had organised
back in 1993. The State had promised to carry out
operational studies on the implementation of user fee
exemptions for the indigent (Ministére de la Santé, 1992)
and later included this commitment in its 2001-2010
National Health Development Plan (PNDS). However,
evaluation of the PNDS showed that this issue was never
resolved and that user fee exemptions for the indigent
never materialised (Bicaba et al. 2010). But as long as
indigents do not have access to care, there will be no
universal coverage. Today in Ghana, for example, efforts
are being made to find the most appropriate strategies to
help indigents obtain national insurance in order to
achieve universal coverage (Aryeetey et al. 2010, 2012).
In fact, among the 65% of insured persons who are
exempted from paying premiums, indigents (as defined
below) make up only 2.3%, and their rate of coverage is
only 42%, the lowest of all the categories of persons to be
exempted (Akanzinge 2010).

However, the solution remains elusive because, in fact,
very little is known yet about these criteria and the
most effective selection processes (Gwatkin 2000; Hanson
et al. 2007; Aryeetey et al. 2012). Some advocate let
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communities take charge of this selection, others think it
can be carried out by street-level workers, and finally,
others believe these two processes (pre-identification vs.
passive point-of-service identification) can be complemen-
tary (Coady et al. 2004; Chinsinga 2005). In a survey of 68
experiences of targeting the poorest, we found a total of
261 criteria for identification (Morestin et al. 2009). The
criteria most often used in experiences in Africa have to do
with household composition, possession of goods and of
means of production, as well as income. In Ghana, the law
governing the National Health Insurance System stipulates
that the indigent must meet the following criteria: (i) be
unemployed and have no visible source of income; (ii) have
no fixed place of residence; (iii) not be living with a person
who is employed and who has a fixed place of residence;
(iv) have no identifiable consistent support from another
person (Akanzinge 2010). Yet clearly generic criteria are
not very useful, because they must always be adapted to the
contexts in which they are applied and must be socially
acceptable. Therefore, as part of a research program
studying the most appropriate strategies to select indigents
in Burkina Faso (Ridde et al. 2010), we carried out the
present study focused on indigence criteria. The issue of
selection processes has been covered elsewhere (Ridde

et al. 2011). The objective of this study was to obtain
street-level workers’ perspectives on what criteria they
thought should be used to select indigents to be exempted
from user fees.

Methods

We used two group consensus techniques with two
categories of street-level workers.

Study population

Street-level workers’ perspective is essential, because they
are at the forefront of the policy’s implementation (Wu
et al. 2010), including user fee exemption policies
(Walker & Gilson 2004; Agyepong & Nagai 2011).
They are also the ones who receive indigents in health-
care services and who, ultimately, will grant the user fee
exemption. In Burkina Faso, two types of street-level
workers are involved in the selection process. On one
hand, there are the front-line healthcare workers (nurses
and midwives) who receive patients in the health and
social promotion centres (CSPS, primary care level). On
the other hand, there are agents of the Ministry of Social
Action who are assigned to hospitals (secondary and
tertiary levels) and whose responsibility is to deliver the
indigence certificates that exempt the holder from user
fees.
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Methods and participants

The first consensus method we used was the Delphi
technique (Hsu & Sandford 2010). It was applied to
students at the National School of Public Health (Ecole
nationale de santé publique — ENSP) in Ouagadougou, the
country’s capital. These students were all former front-line
healthcare workers who, after succeeding in a national
competition, were in a 2-year training program at the
ENSP. All of them had first worked in a CSPS or a hospital
and therefore had been faced with selecting indigents. Data
were collected only from students in their first year of
training, because their experience in the field was more
recent than that of second- and third-year students and
they were in a better position to remember their practices.
All first-year students present in the class at the time of
the study were invited to participate (7 = 61). In the end,
54 agreed to participate (89%). They all gathered in one
room. First, they were asked to answer the following
question: What are the criteria that enable you to say
someone can be identified as indigent to be exempted from
user fees? The participants could produce as many
individual responses as they wanted. Then the researchers
organised the responses, eliminated duplicates and refor-
mulated certain statements when necessary. In the second
step, the students met again and were presented with the
collective list of criteria. They were asked to give each
statement a score of 1 (very low) to 5 (very high) with
regard to: (i) how important it was as a criterion for
indigence; and (ii) its feasibility of application.

The second consensus method was Concept Mapping,
whose application possibilities we have previously dem-
onstrated in Burkina Faso (Ridde 2008a). This method was
preferable to the Delphi technique in these cases because
the groups involved were smaller, making the process
more manageable. Moreover, with this method, it is
possible to do quantitative statistical analyses that
strengthen internal validity and allow it to be used as a
mixed method (Rosas & Kane 2012). The methodological
details of this technique, which uses Concept Systems®
software, are readily available elsewhere; therefore we
will present here only those aspects that are useful for
understanding our results (Kane & Trochim 2006; Ridde
2008a). We conducted three mapping exercises with
people in homogeneous groups. The first two mapping
exercises were conducted in a health district that is a
representative of Burkina Faso’s rural situation (Ouargaye)
and includes 24 CSPSs (Ministére de la Santé, 2010). All
the head nurse of the CSPSs (7 = 24) and nearly all the
midwives (7 = 23) took part, in two separate groups. We
also conducted a third group in Ouagadougou with
students of the National Institute of Training in Social
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Work (Institut national de formation en travail social —
INFTS). Compared with the students at the ENSP (see
above), these were professionals who had prior hospital-
based experience in social services. They were enrolled at
the INFTS in a 3-year training program. The exercise was
conducted with first-year students, for the same reasons
mentioned above. Of the 39 students present, 31 agreed to
participate (80%). In all three exercises, the first step of the
method was to ask participants to formulate as many
statements as they wanted in response to the same question
as was used in the Delphi technique (see above). Then
they scored each statement on a scale of 1 to 5 with respect
to the same criteria of importance and feasibility. In the
third step, participants were asked to organise all their own
statements by grouping them into categories (clusters) that
made sense to them. The fourth step consisted of applying
two types of statistical analyses using the software,

which produced a collective map that grouped together the
participants’ individual statements and clusters. Multidi-
mensional scaling consisted of a multivariate analysis that
allowed each statement to be positioned in relation to the
others based on the strength of association. This strength of
association was determined by the number of times the
statements were placed within the same pile by many
participants. Thus, the most strongly associated statements
were very near each other on the graph. The second
analysis, hierarchical clustering, created clusters of ele-
ments having similar concepts. The researcher decided on
the number of clusters based on a heuristic perspective. The
objective of this cluster analysis was to produce a map of
clusters that would provide a statistical perspective of the
group of participants, based on the groupings created by
each individual. The final step involved presenting the
results to the participants and inviting them to interpret
and validate the maps produced. They were asked to label
each cluster produced by the statistical analyses. Finally,
they could suggest changing the position of certain state-
ments as required.

Results

The data are presented with respect to the four groups of
actors involved in indigent selection in Burkina Faso.

Nurses

The nurses of Ouargaye district (ages between 27 and

42 years) proposed a total of 109 indigence criteria. The
average score for importance was 2.96 (SD = 1.0) and for
feasibility, 2.94 (SD = 0.94). The criteria considered most
important are presented in Table 1. In this table and
subsequent ones, we have limited the presentation to the
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Table | The most important indigence criteria according to the
nurses (7 = 24)

Criteria Importance  Feasibility

Being mentally ill with no support 4.77 4.73

Having no one to support them and ~ 4.73 3.36
pay for their care

Being an abandoned epileptic 4.73 4.59

Being an abandoned child 4.73 4.55

Being an AIDS orphan 4.68 4.55

Being a widow with no support 4.68 3.73

Being physically disabled with no 4.64 4.41
support

Being chronically ill with no support ~ 4.64 4.64

Being an orphan with no support 4.64 3.77

Being blind with no support 4.59 4.64

Being a woman with a vesicovaginal ~ 4.45 4.41
fistula and rejected

Being a person living with HIV and ~ 4.32 4.05
with no support

Being on social assistance 4.23 4.59

Being a woman whose husband has ~ 4.23 3.41
left and is rejected by the family

Lacking any means of subsistence 4.18 3.05

Being a victim of child trafficking 4.18 3.91

Being a woman accused of 4.09 3.59
witcheraft

Being a flood or fire victim 4.09 3.91

Being unable to pay for care 4.00 3.77

Being the victim of a natural disaster ~ 4.00 3.86

Having lost everything over the 4.00 2.64

course of one’s life

main criteria because, from an operational perspective, it is
difficult to imagine healthcare workers using more than 20
criteria to identify indigents.

The nurses’ 109 statements were grouped into seven
clusters. The clusters containing criteria related to being ill
with no support (4.06) and to being a victim or rejected by
society (3.17) were judged to be the most important
(Figure 1).

Table 2 presents examples of the criteria for which there
was the most consensus among participants in each
proposed category.

Midwives

The midwives of Quargaye district (ages between 24 and
49 years) proposed a total of 98 indigence criteria. The
average score for importance was 3.09 (SD = 0.83) and for
feasibility, 2.78 (SD = 0.78). The criteria considered most
important are presented in Table 3.

The 98 criteria formulated by the midwives were
grouped into six clusters, with the most preponderant
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Figure | Clusters of indigence criteria
statements according to the nurses

(n = 24). Note: Average importance
(I) and feasibility (F).

Table 2 Categories and examples of indigence criteria according
to the nurses (1 = 24)

Categories Examples of criteria

Having no resources Lacking any means of subsistence
Unable to get water to wash oneself
Being unemployed
Impoverished materially Not owning even a single chicken
and financially Having no bicycle
Having no fields
Not having the means to marry a wife
Not being able to meet one’s needs
Not being able to have two meals a day
Being a gangster released from prison
Being a drug addict
Being a drug-addicted child
Being the victim of an incurable disease
Being a person living with HIV with no
support
Being chronically ill with no support
Being an abandoned child
Being one of an elderly childless couple
Being rejected by the community
Being the victim of a forced marriage to
an old man
Being a woman accused of witchcraft

Having no income

Physical disability and
societal vices

Being ill with no
support

Abandoned by society

Victim or rejected by
society

themes being the poor disabled (3.69) and those who are ill
without support (3.65) (Figure 2).

Table 4 presents examples of the criteria for which there
was the most consensus among participants for each
proposed category.
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Healthcare workers in training

The healthcare workers in training at the ENSP who used
the Delphi technique proposed 117 indigent selection
criteria. The criteria considered most important are
presented in Table 5.

Note: MD = missing data.

The Social action agents

The Social Action agents in training at the INFTS proposed
a total of 122 indigence selection criteria. The average
score for importance was 3.14 (SD = 0.9) and for feasi-
bility, 3.22 (SD = 0.82). The criteria considered most
important are presented in Table 6.

The statements of the Social Action agents were grouped
into five clusters, of which the two most important were
having a vulnerability related to illness or disability (3.47)
and being a person who is excluded and/or the victim of a
disaster (3.31) (Figure 3).

Table 7 presents examples of the criteria for which there
was the most consensus among participants for each
proposed category.

Discussion

The indigent have no material and social resources.
Clearly, in the context of this study centred on access to
care, we see convergence and in that all four groups of
street-level workers emphasise the health of individuals
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Table 3 The most important indigence criteria according to the Table 4 Categories and examples of indigence criteria according
midwives (7 = 23) to the midwives (n = 23)
Criteria Importance  Feasibility Categories Examples of criteria
Being a person with a serious 4.74 4.52 Poor persons with Being a disabled person with no assistance

chronic illness and with no support disabilities Belonging to a household in which
Being a wandering madwoman 4.52 4.18 everyone is an invalid
Being an abandoned person 4.48 3.04 Being one of a couple who are disabled
Being a disabled person with no 4.43 3.86 . ) . )

assistance Per§(})lns who are ill Being an HIV-positive child

. . S with no support

Being a child whose mother died in 4.30 3.30 PP Being an HIV-positive woman

childbirth and who is abandoned by Having a chronic illness

family

Having no meals 4.30 2.14 Victims of society Being a child whose parents have

Not being able to pay for healthcare ~ 4.26 3.87 separated

Belonging to a household in which 4.22 2.83 Being the child of a divorced couple
everyone is an invalid Being a widow or widower with several

Being a pregnant madwoman 4.22 4.13 children

gzig :ns t:ﬁz;sl}gﬁg d child 3}; 2‘52 Abandoned persons  Being a person who has been

Having sold everything to obtain 4.13 2.48 al'aandoned .
healthcare Being a person who has no family

Having lost all in one’s family 4.13 2.61 Being a beggar who has no family

Being an elderly person who lives 4.09 3.52 Persons suffering Being an orphan with an unwanted
alone discrimination pregnancy

Being rejected by society 4.00 2.96 Being a pregnant girl disowned by her

Being a child adopted by a 4.00 3.04 parents and by the father of the child
household with no resources Being a woman accused of witchcraft

Being mentally ill 3.96 4.43

Being a woman with an obstetrical 3.96 4.17 Persons who are poor Having no cart

fistula who has been abandoned Having no animals

Being without a family 3.95 2.13 Having no means of transportation

Persons suffering
discrimination

. 2.75

i

Abandoned
persons

I 3.63
F.2.85

365
F379

Poor persons
with disabilitie
. 3.6

Figure 2 Clusters of indigence criteria
F:. 3.26

statements according to the midwives
(n = 23).
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Table 5 The most important indigence criteria according to the healthcare workers in training (7 = 54)

Criteria Importance Feasibility

Being someone with a physical motor disability whose family cannot afford to 4.72 4.44
pay for healthcare

Being a person older than 60 years, with no income or family 4.68 4.34

Being someone with mental illness, with no family living in the area 4.60 4.30

Being a recent victim of a disaster or a natural catastrophe (fire, flood, drought, etc.) 4.48 4.29

Being a child abandoned or living in the street (beggar) 4.47 4.27

Being a person who is exiled from his country or a homeless war refugee 4.21 3.81

Being a child of impoverished parents 4.17 3.49

Having a chronic illness for which the treatment is very complex (HIV/AIDS, 4.08 3.87
hypertension, diabetes, etc.)

Being a stranger in the area and being alone, with no income 4.02 3.56

MBeing a person who has been rejected, banished or disowned by society (because of 4.00 3.79
witcheraft, or for refusing a forced marriage)

Being a widow withseven or more children between the ages of 1 and 15 years 3.96 3.77

Having difficulty getting even one meal a day 3.92 3.30

Not having enough income to cover medical treatment, i.e., a daily income of less than 3.89 MD
200 F CFA (i.e. 0,48)

Belonging to a family that receives food sustenance from a benevolent person (not part 3.89 3.73
of the family) or through charitable gifts

Being a young girl who is pregnant or has delivered and who has been abandoned 3.85 3.57
by the baby’s father and disowned

Being blind 3.72 3.75

Having leprosy 3.70 3.79

Being a traveler whose resources have run out 3.67 MD

Being orphaned by the death of at least one parent (father and/or mother) and being 3.47 3.51
under the age of 15 years

Belonging to a family that has had at least one death because of a lack of resources for 3.47 MD
medical treatment in a CSPS

Coming to the emergency room unaccompanied 3.46 3.37

Being a member of a family in which the children suffer severe malnutrition 3.42 3.25

Being the victim of a serious accident 3.40 MD

MD, missing data.

and their problems with accessing care. As the study
context is one in which there are fees for services, these
problems were economic, but not exclusively so. Social
criteria, such as isolation and the absence of support or
mutual assistance, were also put forward. They show the
extent to which indigents are persons with neither
material (internal) nor social (external) resources. This
dual perception was also reported by professionals and
users in Mauritania (Criel ef al. 2010) and Burkina Faso
(Méda 2009; Souares et al. 2010; Ridde et al. 2011).
This dual nature of indigence is important to note
because in Africa, much like anywhere else, money goes
hand in hand with social standing, and solidarity or
social protection are not automatic for everyone (Vuarin
2000; Roth 2012). Indeed, studies in West Africa have
shown that unknown persons who are sick and have no
money are rarely adequately treated (Jaffré & Olivier de
Sardan 2003; Méda 2009). The fact that these
professionals were able to cite so many indigence criteria
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(446 in all) can also be seen as evidence of the situations
they encounter daily in carrying out their professions and
in their own lives. Beyond the collective labels applied to
the clusters, which are quite general, all these criteria can
also certainly be perceived as revealing the social context
of the times.

The results of this study confirm those of another study
in Burkina Faso with respect to the ‘morality’ (Méda 2009)
that must be exhibited by those who could potentially be
given user fee exemptions. In effect, the professionals are
not inclined to give the exemption to persons they consider
to be responsible for their own situation. Statements about
‘thieves, alcoholics, prostitutes and drug addicts’ were all
systematically judged to be the least important. Thus, it
appears that social values are a key consideration in
defining indigence criteria (Ridde 2008b).

The results also showed that participants’ profession and
gender influenced the content of the statements and the
divergences observed. The criteria identified by healthcare
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Table 6 The most important indigence criteria according to the Table 7 Categories and examples of indigence criteria according
Social Action agents (7 = 31) to the Social Action agents (7 = 31)
Criteria Importance Feasibility Categories Examples of criteria
Being a wandering madman 4.87 4.74 Vulnerability related to illness Being a person with leprosy
Being a disabled person with no income 4.83 4.48 or disability Being paraplegic
Being an abandoned child 4.77 4.48 Being a person with
Being an elderly person with no support 4.74 3.97 tuberculosis
Be%ng a beggar With a chronic illness 4.68 4.19 Precarious socio-economic Being a person with no means
Being mentally ill 4.58 4.35 conditions of production
Being a beggar who was the victim of an  4.58 4.23 Not having a regular
accident income-producing activity
Being.a. person with no support 4.52 3.77 Being a garbage collector
requiring emergency care Ace-related valnerabili Bei h
Being the child of a madwoman 4.42 4.52 ge-related vuinerability ang an bipran
. . ; Being a child head-of-
Being a dispossessed widow or orphan  4.42 3.19 houschold
Be}ng one of a rr{entally disabled couple 4.39 4.13 Being a child guide to a blind
Being a street child 4.37 4.19 person
Being a person excluded from his family 4.29 3.52 . . .
or society Unmet basic social needs No lat.rme .
Being a child-mother with no income 4.26 3.71 Mate(rilz;)ls' uljed t‘% bullc% house
Being mentally disabled 4.23 4.68 (mul ricks — banco )
Being a prisoner with no support 4.19 4.10 N(? clectricity )
Not having at least one meal per day ~ 4.17 2.35 Persons excluded and/or Being a person who is
Being a disaster victim 4.16 4.26 victims of disaster excluded from his family or
The degree of physical disability 4.16 4.87 sc?ciety
Being blind, deaf or mute 4.13 4.65 Being a person accused of
Having a chronic illness 4.13 4.29 w.ltchcraft .
Being a child head-of-household 4.10 3.74 Being a person who is under a
Being homeless 4.06 3.23 curse
workers often related to people’s health, whereas the Social however, agree in including the absence of social support,
Action agents more often mentioned criteria related to as seen above. Moreover, we observed that the group
disability, mental health or mendacity. The two groups, made up of women (midwifes) assigned much greater

U9méi' i
sic
- social

Figure 3 Clusters of indigence criteria
statements according to the Social Action
agents (n = 31).

788 © 2012 Blackwell Publishing Ltd
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importance to the issues of indigent women and children,
whereas the men looked more generally at all groups of
society. This influence of profession and gender argues in
favour of carrying out a triangulation and consensus study
on a national scale.

In Burkina Faso, there is still no clear definition of
indigence at the national level nor are there specific criteria
for indigent selection (Kassem 2008; World Bank, 2010a),
despite political declarations dating back 20 years
(Ministére de la Santé, 1992). Thus, street-level workers
use whatever coping strategies they can, and they have
adapted their practices to the realities on the ground
(Schoemaker-Marcotte et al. 2010). However, concretely,
it is important to recognise that in the absence of any
political decision, indigents do not always have access to
care. The evidence emerging from this article adds to what
has already been suggested by other studies on indigent
selection processes and criteria (Souares et al. 2010; Ridde
et al. 2011). A national workshop was organised in 2010
to present the results of these and other studies from West
Africa (http://www.medsp.umontreal.ca/vesa-tc/indi-
gents.htm).

This knowledge on the criteria and selection processes
could thus be used, in the short term, to carry out four
initiatives for which financing is available in addition of the
current discussion to formulate the National Social Pro-
tection Policy. It could also greatly facilitate the work of
the street-level workers. These recent initiatives are: (i) The
Ministry of Health has required that all CSPSs allocate a
budget of 200 000 F CFA per year for user fee exemptions
for the indigent (Ministére de la Santé, 2009); (ii) the State
has funded, entirely from the national budget, a public
policy that makes 23% of all birth deliveries in the country
free for indigents (Ministére de la Santé, 2006); (iii) the
2011-2020 National Health Development Plan, has
planned and financed measures to be implemented to
‘ensure health coverage for indigents’ (Ministére de la
Santé, 2011) and (iv) 25 million F CFA ($50 000 US) was
given to the Community-based health insurance Support
Network by the President of the Republic of Burkina Faso
in November 2011 to subsidise membership for 4800
indigents.

With respect to the longer term, a study has shown that
the State does not yet allocate enough funding or attach
enough importance to social safety nets for the most
vulnerable (World Bank, 2010a). The reasons for this
would need to be studied and the State’s fiscal space
verified, in order for this coverage of indigents to be
extended nationwide.

This study centred around the emic perspective (Olivier
de Sardan 2008) of indigence criteria, that is, exclusively
the perspective of street-level workers. The results are

© 2012 Blackwell Publishing Ltd

therefore not representative of the points of view of all
stakeholders involved in indigent selection, especially deci-
sion-makers and users. Nevertheless, the use of group
consensus techniques and the inclusion of participants
from different backgrounds suggest that these criteria pro-
vide a good idea of the thinking of health workers and
Social Action agents in Burkina Faso.

Conclusion

While many African countries have user fee exemption
policies for the indigent, these are rarely implemented.
The present study contributes to the production of useful
knowledge for better identification of indigents based on
criteria suggested by street-level workers in Burkina Faso.
These criteria are operational and add to other knowl-
edge on this subject. Thus, these data should now enable
the State to implement initiatives already taken and
financed, as shown in the previous section that will make
access to care a reality for the poorest, thereby taking
another step toward social protection and universal
healthcare.
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