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Abstract
During the last ten years, Burkina Faso, Mali and Niger have opted for selective user fee exemption policies, while
remaining within the general framework of cost recovery. But they have each developed their own particular
institutional mechanisms, different from those of their neighbour. This was the topic of a comparative research
program combining both quantitative and qualitative surveys over a four-year period. This special issue presents
papers setting exemption policies in the wider context of public policy and the day-to-day functioning of health
systems (part 1); presenting overarching case studies (part 2); and reflecting on our methodological approach (part 3).
User fee exemption policies were introduced in Burkina Faso, Mali and Niger during the first decade of this
century. They cover several sector-based measures (’free healthcare’ in everyday language), and sometimes come
on top of high levels of subsidies which enabled significant reductions in the cost of certain drugs and treatments.
From the late 1980s, these three countries were - and still are - subject to a comprehensive system of cost
recovery at the point of delivery (a policy introduced following the Bamako Initiative), or, to be more precise, a
system of partial payment of drugs and services by the user. Only a small proportion of the costs are actually
recovered as the amounts charged to the users do not take salaries, investments or recurrent costs, which are all
paid by the state, into account, and represent only a small percentage of the overall health budget (an order of
magnitude of five percent is often cited at state level [1,2]. Nevertheless, the sums recovered by health centres
enabled them to buy drugs and cover certain local expenses.
However, for public health reasons, cost recovery has always been subject to a variety of sector-based exceptions,
determined by the nature of the disease or intervention involved. For example, mass immunization (National
Immunization Days) and routine vaccinations as part of the Extended Programme of Immunization (EPI), treatment
relating to tuberculosis, leprosy, noma and Guinea worm, and measures for the prevention of epidemics all
remained free of charge for users. The Bamako Initiative also made provision for a system that waived payment for
patients who were too poor to pay for their treatment, however this system has never really been implemented
(with regard to Burkina Faso, cf. [3]; for other countries in the region, see [4]).
This exclusion of the most vulnerable and the low health indicators in Africa, which are jeopardizing the
achievement of the Millennium Development Goals (MDGs), explain the many criticisms of cost recovery that have
mounted up within the NGOs, the research community and international organizations since the 1990s (cf. Ridde,
this issue). This growing pressure for the abolition of the financial barriers to healthcare is clearly positioned within
the progressive trend towards universal coverage. An international consensus has set itself the goal of ensuring
that, by 2030, all populations, regardless of earnings, geographical location and gender, benefit from the coverage
of 80% of basic health services, and 100% protection against the financial risks associated with direct payment [5].
This context explains why - over and above the three countries considered here and at around the same time sector-based exemption policies were developed and implemented in a number of countries in Africa from the
early years of this century [6].
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Why these three countries?
From a comparative perspective, the choice of Burkina
Faso, Mali and Niger can be justified first and foremost
because they are Francophone countries which, compared to English-speaking countries, have received little
attention with regard to health funding, in general, and
user fee exemption, in particular.
In addition, these countries are neighbours and despite
considerable disparities in terms of medical and paramedical personnel (Burkina Faso has 0.5 doctors and
5.7 nurses and midwives per 10,000 inhabitants; Mali has
0.8 and 4.3, respectively; and Niger 0.2 and 1.4), share the
same political, economic, social and health context for
the most part. From a comparative point of view, in particular, they offered a specific advantage. On the one
hand, all three have opted for sector-based user
fee exemption policies (either in full or in part), while
remaining within the general framework of cost recovery.
In doing so, they highlight other, more ambitious policies
pursued in other countries, like Ghana, Tanzania and
South Africa, which rely systematically on income tax,
VAT and health insurance [7,8]. On the other hand, they
have each developed their own particular institutional
mechanisms for user fee exemption, which are markedly
different from those of the two other countries.
It will be seen that we have consciously opted for a
comparativism based on proximity, which refers to contexts that are closely related and similar. This kind of
comparativism appears more fruitful (and less common)
to us than the frequent attempts made by epidemiology
and public health studies to undertake large-scale comparisons, both within and between continents, which take
no account of the profound cultural, political and historical differences between the countries being compared.
Another reason for choosing these countries was the
presence of competent researchers on the ground with a
thorough knowledge of how the health systems actually
work in practice (something that differs considerably
from their official functioning). In the case of investigations of an anthropological nature, in particular, this
mastery of contexts and research areas is a decisive factor. The existence of a laboratory in Niger with an international reputation in this field (LASDEL, www.lasdel.
net), which acted as the pivotal institution in the
research programme and had already entered into collaborative ventures with both Mali and Burkina Faso as
well as with the University of Montreal, was also an
important asset.
The research programme, its results and this
‘special issue’
The articles in this supplement present some reflections
based on a research programme entitled “The abolition
of payment for healthcare in West Africa (Mali, Burkina
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Faso and Niger)“, which was carried out in 2008 and led
to a publication in French [9]. At that time, studies on
these exemptions and their effects were thin on the
ground [10]. Since then, however, such projects have
become far more numerous, especially in English-speaking
Africa [11]. These publications all testify to a significant
increase in access to healthcare among the populations
targeted by this ‘free treatment’. Apart from a few exceptions [7,12,13], however, they have paid far less attention
to other dimensions, such as the quality of care, actors’
perceptions, institutional and organizational rationales and
the strategies adopted by health workers.
Studies combining both quantitative and qualitative surveys were undertaken over a four-year period in Burkina
Faso, Mali and Niger and involved a number of researchers from these countries, but also from Canada, under the
coordination of J. P. Olivier de Sardan (LASDEL, Niger)
and V. Ridde (University of Montreal, Canada). The funding was provided jointly by the IDRC (Canada) and the
French Development Agency (ADF).
Various findings from this research programme are
already available in English [14] and in French [9]. We
may summarize the most relevant ones. The decision
making process was characterized by a paradoxical combination of presidential voluntarism and external pressure, a lack of technical and financial preparation and a
poor communication towards users as well as healthcare
workers. The implementation process was characterized
by insufficient funding (which turned to be dramatic in
the case of Niger), shortages and delays, bureaucratic
complexity, fuzzy edges of free healthcare, inconsistent
half measures, a latent opposition of a majority of healthcare workers, and no proper monitoring. Concerning the
effects, the intended effect of an increase in the numbers
of health center visits by removing financial barrier was
achieved. But we have identified many unexpected
effects, the most important ones being a decline of quality of healthcare deliverance and widespread tinkering on
the side of healthcare providers in order to keep the system running or to preserve personal advantages and
informal practices.
For this special issue, we have given priority to other
dimensions, hitherto unpublished in English, by setting
exemption policies in the wider context of public policy
and the day-to-day functioning of health systems (Part 1);
by presenting overarching case studies (Part 2); and by
reflecting on our methodological approach (Part 3).
1. Olivier de Sardan & Ridde (this issue) provide an
overview of what has been achieved by the work done on
public health policies and health systems, and of how
these two strands have recently been brought together in
a relatively new combination, i.e. health policy and systems research (HPSR) [15-17], an approach broadly in
tune with our own research. However, this connection
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has not always been an obvious one, and has certainly not
been taken on board everywhere, especially as far as West
Africa is concerned, where studies linking the two
dimensions are few and far between. Moreover, public
policy on health matters should not be related to health
systems alone (in a perspective confined to public health)
but also to public policies in general, of which they constitute a subset (in a perspective offering an “public policy
analysis”). By the same token, health systems gain from
the occasional comparison with other public services,
which, again, is something that rarely happens. Indeed,
despite their obvious specificity, they are a subset of the
services delivered by the method of bureaucratic governance [18,19]. Why dialogues between health policies and
public policies or between health systems and public services are so thin on the ground might be due to a number of reasons: the way in which research programmes
are organized, the difficulty of conducting interdisciplinary investigations, the division of labour between academic fields, the specialized nature of scientific
publications and the way they operate etc. And yet, the
analysis Ridde offers (in this issue) of the rapid succession
involving these two, virtually antagonistic public health
policies of cost recovery and user fee exemptions reveals
many inconsistencies that are common to health policies
and public policies, and testifies to just how difficult it is
for research outcomes to influence the emergence and
content of public policies, in the area of health as in
everything else.
2. However, these inconsistencies are particularly acute
in the case of user fee exemption policies. In the three
countries considered, when implemented, these policies
have fallen foul of the negative effects of the malfunctions
of health systems: insufficient funding, inadequate control of inputs, ineffectual management of human
resources, poor communication and a deterioration in
relations with patients (for an analysis of some of these
malfunctions based on anthropological investigations carried out in West Africa [20], particularly in Mali and
Niger, as shown by Touré, and Diarra and Ousseini,
respectively (this issue). Exemption policies have sometimes highlighted these malfunctions, and have sometimes made them worse. Consequently, the results give a
mixed picture. On the one hand, an indisputable rise in
attendances at health centres happened, in the case of
under-fives with malaria (albeit a lower increase than
expected). On the other hand, both Touré and Diarra
and Ousseini bear witness to the countless problems
encountered on a daily basis by both health workers and
users in the implementation of exemptions. They reveal
the existence of a real threat, perceived by all stakeholders and the research team to the quality of healthcare
when there is no longer an NGO in support to compensate for the shortcomings of states. It is therefore
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legitimate to raise the question regarding: “quantity without quality? (...) Giving priority to quantity over quality in
the name of access for the poorest: this is the very policy
that was pursued by the World Bank in the area of education, and which did so much harm to the education
systems in the three countries under consideration. It is
vital that health should not follow this deplorable example!” [21]. In contrast, when international NGOs are present, quality is delivered. But then the central problem
arises as to what happens once this temporary lifeline is
severed. Olivier de Sardan et al. (this issue) describe the
experiences of three NGOs that have supported user fee
exemptions and question the capacity of the health systems to sustain these experiments after the NGOs have
left, and, even more so, the capacity to ‘scale them up’.
The conclusion is obvious: every public policy should
also involve, at the same time, a concerted effort to
reform the health system, an effort that casts the net
more widely by taking the national picture, the actual
capacities of the state and the realities of day-by-day
delivery of public services on the ground into account.
3. To obtain the outcomes presented here, it was
absolutely vital to adopt methods used in anthropology
to complement the quantitative methods more usually
adopted in the area of public health (which were also
represented in our programme). Hence, Ridde & Olivier
de Sardan (this issue) report on this experiment which
combines an ethnographic and an epidemiological
approach and qualitative and quantitative methods.
Despite recent progress in the area of health, where
mixed methods are gaining ground [22], these combinations are more often prescribed than acted on, let alone
analysed in the existing literature. They do, however,
pose complex problems. How can a common problematic be jointly processed by scientists from different
disciplines? How can each of the two methodological
approaches ask questions, to which the other must
attempt to reply? How are the two approaches to be
combined in the interpretation of data? How can the
domination of one approach by the other be avoided?
How is the rigour of the qualitative and quantitative
procedures to be combined when they do not yield the
same kind of evidence? Moreover, although the quantitative method is familiar to decision-makers in public
health, the qualitative method (which is characteristic of
ethnography) unsettles them, all the more so because it
‘lays its cards on the table’, often giving expression to
the kind of criticism more frequently associated with
the free flow of private conversations than with the
more guarded comments made in public. Consequently,
Olivier de Sardan (this issue) describes the various misunderstandings that arose during the investigations
between the research team and the health system managers, and the nature of their responses.
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