International Health 3 (2011) 91–100

Contents lists available at ScienceDirect

International Health
journal homepage: http://www.elsevier.com/locate/inhe

No cash, no care: how user fees endanger health—lessons learnt
regarding ﬁnancial barriers to healthcare services in Burundi,
Sierra Leone, Democratic Republic of Congo, Chad, Haiti and Mali
Frederique Ponsar a , Katie Tayler-Smith b,∗ , Mit Philips a , Seco Gerard a , Michel Van Herp c ,
Tony Reid b , Rony Zachariah b
a
b
c

Médecins sans Frontières, Analysis and Advocacy Unit, Operational Centre–Brussels, Brussels, Belgium
Médecins sans Frontières, Operational Research Unit, Medical Department, Operational Centre–Brussels, Rue Dupré 94, 1090 Brussels, Belgium
Médecins sans Frontières, Epidemiology Unit, Medical Department, Operational Centre–Brussels, Brussels, Belgium

a r t i c l e

i n f o

Article history:
Received 24 January 2010
Received in revised form 11 June 2010
Accepted 12 January 2011
Available online 19 May 2011
Keywords:
User fees
Healthcare access
Health service utilisation
Impoverishment

a b s t r a c t
Although user fees are a common form of healthcare ﬁnancing in resource-poor countries, there is growing consensus that their use compromises health service utilisation and
population health. Between 2003 and 2006, Médecins sans Frontières (MSF) conducted
population-based surveys in Burundi, Sierra Leone, Democratic Republic of Congo, Chad,
Haiti and Mali to determine the impact of user fees on healthcare-seeking behaviour and
access. For general and disease-speciﬁc conditions, MSF also measured the impact of (i)
reduced payment systems in Chad, Mali, Haiti and Burundi and (ii) user fee abolition for certain population groups in Burundi and Mali. User fees were found to result in low utilisation
of public health facilities, exclusion from health care and exacerbation of impoverishment,
forcing many to seek alternative care. Financial barriers affected 30–60% of people requiring
health care. Exemption systems targeting vulnerable individuals proved ineffective, beneﬁting only 1–3.5% of populations. Alternative payment systems, requiring ‘modest’ fees
from users (e.g. low ﬂat fees), did not adequately improve coverage of essential health
needs, especially for the poorest and most vulnerable. Conversely, user fee abolition for
large population groups led to rapid increases in utilisation of health services and coverage
of essential healthcare needs. Abolition of user fees appears crucial in helping to reduce
existing barriers to health care. The challenge for health authorities and donor agencies is
around working creatively to remove the fees while addressing the ﬁnancial consequences
of improved access and providing quality care.
© 2011 Royal Society of Tropical Medicine and Hygiene. Published by Elsevier Ltd.
All rights reserved.

1. Introduction
User fees (out-of-pocket payments at the point of
care) are a common feature of health system ﬁnancing in
resource-poor countries, particularly in African countries.1

∗ Corresponding author. Tel.: +32 2 475 36 11; fax: +32 2 474 75 75.
E-mail address: katie harries@yahoo.co.uk (K. Tayler-Smith).

In general, some form of fee is paid by the patient for curative care services at the point of use.
The introduction of user fees in African countries was
largely driven by the Bamako Initiative in the 1980s that
advocated for cost sharing and community participation to
try to increase efﬁciency and equity and to improve the
ﬁnancial viability of health facilities.2 However, the practice of user fees has generated mixed results. Concerns over
equity were raised early on,3,4 and many health systems
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Table 1
Geographical and population coverage of population surveys conducted in Burundi, Sierra Leone, Democratic Republic of Congo (DRC), Chad, Haiti and
Mali.
Country

Description of payment
scheme

Survey locations

Date of surveys

Total
population of
survey sites

Sample size
(no. of
households)

Burundi

Cost recovery: patients pay all
of the costs of care related to
an episode of illness (including
the consultation, drugs, tests
and medical procedures).
Prices set at national and local
levels
Cost recovery: patients pay all
of the costs of care related to
an episode of illness
Cost recovery: patients pay a
fee of US$1 to access the health
facility and then additional
payments for drugs, tests and
procedures
Cost recovery: patients pay all
of the costs of care related to
an episode of illness
Cost recovery: patients pay all
of the costs of care related to
an episode of illness
Fixed ﬂat fee: patients pay
US$0.5 for any care received,
including the consultation,
medical tests and procedures
and drugs; implemented by
two NGOs in eight health
structures
Cost recovery: patients pay all
of the costs of care related to
an episode of illness

All provinces except
Bujumbura Mairie (for reasons
related to the homogeneity of
the population to be studied)

Nov. 2003–Jan.
2004

4 922 241

967

Rural areas of the districts of
Kambia, Tonkolili, Bombali and
Bo
Mweso in North Kivu province:
densely populated
mountainous area where
agriculture and livestock form
the basis of livelihoods
Bongor District, in Mayo-Kebbi
region, in the south of the
country
Petite Rivière, Verrettes and La
Chapelle: area served by nine
primary healthcare facilities
Petite Rivière, Verrettes and La
Chapelle: area served by eight
primary healthcare facilities
run by the Albert Schweitzer
Foundation and InterAid

April–June
2005

793 069

903

July–August
2005

139 087

946

Nov. 2004–Jan.
2005

242 949

1027

Nov.–Dec. 2004

322 500

1216

Sierra Leone

DRC

Chad

Haiti

Mali

Circle of Bougouni (Sikasso
region), south of the country

1151

May–June 2005

352 900

930

NGO: non-governmental organisation.

appear to have relied too heavily on the ﬁnancial participation of users, compromising healthcare access and living
standards.3–5
In the course of evaluating its programmes, Médecins
sans Frontières (MSF) has conducted a number of studies in various countries [Burundi, Sierra Leone, Democratic
Republic of Congo (DRC), Chad, Haiti and Mali] to determine the degree of exclusion from primary health care and
the underlying reasons for this exclusion.6 Across these
contexts (some stable, some in conﬂict and post conﬂict,
and despite differences in the programmes) some common patterns have emerged regarding user fees and the
impact of reduced payment systems for health services. For
the six countries mentioned above, this study (i) describes
the adverse effects of user fees and (b) discusses the health
policy implications in terms of health ﬁnancing in resourcepoor settings.
2. Methods
2.1. Study settings
The study settings comprised rural areas served by
health centres in Burundi, Sierra Leone, DRC, Chad, Haiti
and Mali. MSF was present in all of the settings prior to the
studies, providing mainly primary and secondary healthcare support. At the time of the studies some settings were

in conﬂict (DRC), some were post conﬂict (Burundi and
Sierra Leone) and some were stable (Chad, Haiti and Mali).
In all areas, poverty was widespread and health indicators
were very poor.7–13 Details of the study settings across the
six countries are shown in Table 1.
2.2. Description of the different payment systems
assessed
2.2.1. Cost recovery schemes
A cost recovery payment system was in place in most
public health facilities across the six countries studied, with
patients having to pay for every component of medical care
(Table 1).
2.2.2. Schemes involving partial abolition of payment
2.2.2.1. Exempting indigents and lowering fees (Burundi). In
2003, MSF introduced a system for identifying the poorest
of the population in Karuzi Province, Burundi, who were
then exempt from any payment for health services. In addition, a low all-inclusive ﬂat fee was introduced for the
population who did not qualify for exemptions.14 Whilst
a pre-existing exemption system identiﬁed individuals for
exemption on a case-by-case basis at the health facility,
the new system used local ‘health committee’ members
to identify households for exemption according to set
socioeconomic criteria, at the community level, prior to
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healthcare-seeking. MSF subsidised all the costs related to
exemptions. This removed any conﬂict of interest for health
staff who may have been reluctant to grant exemptions that
would reduce health centre income.
2.2.2.2. Subsidised malaria treatments (Mali). In Kangaba
Circle, Mali, MSF worked with the health authorities in
2005 to introduce artemisinin-based combination therapy (ACT) at seven community health centres and one
referral health centre (for inpatients),15 covering a population of just over 70 000. Rapid diagnostic tests (RDT)
and ACT were offered free of charge to children under
ﬁve and at a subsidised rate of US$0.17 for all other
persons.
2.2.2.3. Lowering fees/introducing ﬂat fees (Haiti). In Haiti,
a subsidised, low ﬂat fee was implemented at the Albert
Schweitzer Hospital, its related health centres and InterAid
health facilities, with patients paying US$0.5 for any care
or treatment received (see Table 1).
2.2.3. Complete abolition of user fees for certain
population groups
2.2.3.1. Burundi. From 2003, MSF supported ten health
centres and one referral hospital in Karuzi. As described
above, until April 2006 patients had to pay an all-inclusive,
low ﬂat fee, with an improved exemption scheme in place
to cover the most vulnerable. In May 2006, a new national
policy was implemented to provide free care for pregnant
women and children under ﬁve.
2.2.3.2. Mali. In Mali, the MSF malaria project described
above was revised in December 2006 and MSF began providing free care for children under ﬁve with any disease
and for pregnant women with any case of fever. In addition, everyone aged > 5 years beneﬁted from a reduced,
all-inclusive ﬂat fee for any case of fever, subsidised by
MSF.
In Mali and Burundi, supervision and regular exit surveys were used to monitor the systems and to ensure
provision of free care for those entitled to it.
2.3. Data collection
2.3.1. Population surveys
Population-based surveys were used to assess the
impact of cost recovery systems in place across all six countries as well as the low ﬂat-fee system implemented in
parts of Haiti (see Table 1). These surveys were conducted
between 2003 and 2006 using a two-stage cluster sampling
method (30 clusters of 30 families).16 Details of survey
methodology in the different countries are referenced.7–13
The main objective was to measure people’s access to
primary health care and to evaluate ﬁnancial barriers
to healthcare utilisation in public health centres. Household members were interviewed in areas within a 5 km
radius of a health centre. This radius was chosen so as to
focus on barriers to healthcare access besides geographical
ones.
Survey questions focused on mortality, health-seeking
behaviour during the last episode of illness (taking into
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Box 1. Deﬁnitions of speciﬁc terms used in the surveys
Access to health care: When a person receives a full course of
treatment, as prescribed, at their nearest health centre. This is
meant to be the recourse of choice for the population.
Exclusion: When a person seeks no care outside of the family
home during an episode of illness despite considering a medical
consultation necessary.
Non-access: When a person does not receive a full course of treatment, as prescribed, at their nearest health centre. This includes
when a person does not receive the medications prescribed, partially or at all, at their nearest health centre, receives a course of
treatment, incomplete or complete, at another health centre (other
than the one nearest to their home) or at a hospital, or receives
treatment in the non-ofﬁcial sector. Non-access also included those
excluded from care.
Impoverishment: Households considered ‘at risk of impoverishment’ are those without available funds to pay for care at the time
of illness. Various coping mechanisms are therefore used to generate this payment, including borrowing money (often leading to
debt) and/or selling assets and possessions.
Alternative care: Traditional healers, drug sellers, home visits by
a nurse, traditional birth attendants, pharmacists, shop keepers and
other alternatives.
Extreme poverty: When a person is living on less than US$1 per
day, as deﬁned by the World Bank at the time of the surveys.

account any illness where a medical consultation was
deemed necessary by the family) and methods of payment for services at the health facility. Speciﬁc causes
of morbidity and mortality were ascertained from the
household member interviewed. Questions on healthcare
access applied only to those households with at least
one person ill during a preceding period of 3 months
in Burundi, DRC, Haiti and Mali and 3–5 months in
Sierra Leone and Chad. Socioeconomic data were collected,
including whether the household held any exemption
card for health care, household income and healthcare
expenditure, together with mechanisms employed by
households to deal with health-related expenditure. The
average cost of care for one visit to the nearest health
centre was calculated and the average number of days
of income required to pay this cost was determined. In
addition to the household surveys, complementary data
were gathered through interviews with different health
actors.
Case deﬁnitions of speciﬁc terms used in this paper are
shown in Box 1
2.3.2. Routine health centre data
Routine health centre data were used to measure the
impact (utilisation rates and mortality) of the reduced payment schemes and the abolition of user fees for certain
population groups in Burundi and Mali.
3. Main ﬁndings
3.1. Mortality and poverty indicators
Table 2 shows mortality rates and poverty indicators for
the different populations surveyed. In all settings, crude
mortality and under ﬁve-mortality rates were alarmingly
high, exceeding emergency thresholds in all or some parts
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Table 2
Mortality rates and poverty indicators for Burundi, Sierra Leone, Democratic Republic of Congo (DRC), Chad, Haiti and Mali.
Country

Mortality (deaths/10 000/day) a
Overall population
(95% CI)

Burundi
Sierra Leone
DRC
Chad
Haiti
Mali

a

Poverty indicators

Children <5 years
(95% CI)

1.6 (1.2–2.0)
1.8 (1.4–2.2)
1.8 (1.1–2.5)
1.0 (0.8–1.2)
0.7 (0.5–1.0)
0.8 (0.6–1.0)

b

3.3 (2.0–4.6)
2.7 (2.0–3.5)
4.4 (3.3–5.6)
2.9 (2.3–3.5)
1.5 (0.5–2.5)
1.9 (1.2–2.6)

Average
income/person/day (US$)
(95% CI)

% of population below extreme
poverty threshold c

0.30 (0.25–0.36)
0.11 (0.09–0.13)
0.60 (0.50–0.70)
0.50 (0.43–0.57)
0.90 (0.80–1.20)
0.12 (0.09–0.17)

99
97
NA
91
80
98

NA: not available.
a
For stable population: crude mortality rate (CMR) estimated at 0.5/10 000/day. Fixed emergency threshold: CMR ≥ 1/10 000/day. Context-speciﬁc
emergency thresholds: in sub-Saharan Africa CMR ≥ 0.9/10 000/day; in Latin America CMR ≥ 0.3/10 000/day.
b
Under-ﬁve mortality rate (U5MR): assumed baseline 1/10 000/day. Fixed emergency threshold: U5MR ≥ 2/10 000/day. Context-speciﬁc emergency
thresholds: in sub-Saharan Africa CMR ≥ 2.3/10 000/day; in Latin America CMR ≥ 0.4/10 000/day.
c
World Bank deﬁned extreme poverty as living on less than US$1 per day at the time of these surveys.

of the countries.17 The most common causes of mortality
were communicable diseases, mainly fever/malaria, diarrhoea and acute respiratory infections, with fever/malaria
being the leading cause of death reported.
The majority of households surveyed in the six countries lived below the extreme poverty threshold of
US$1/person/day.

3.2. Adverse consequences of user fees
3.2.1. Exclusion from health care and low utilisation of
public health services
Table 3 shows levels of healthcare utilisation and
related ﬁnancial factors for households in the six countries.
Between 7% and 23% of households were found to be com-

pletely excluded from health care. Lack of money was the
main reason (65–92% of households). Among those households with a sick member, 32–62% sought care from their
nearest health centre. Among those who sought care elsewhere (either at other ofﬁcial health structures or in the
alternative sector), the main reason for not seeking care at
their nearest health centre was lack of money (21–54%).
Other reasons included inconvenience, cultural or social
habits, issues of trust and undesirable conditions at the
health centre (e.g. long waiting times, drug shortages, staff
shortages).

3.2.2. High use of alternative care
A variable proportion of households surveyed (6–48%)
sought treatment from alternative providers. Although the

Table 3
Household and ﬁnancial factors related to utilisation of health services (cost recovery system) in Burundi, Sierra Leone, Democratic Republic of Congo
(DRC), Chad, Haiti and Mali.
Health-seeking behaviour

Burundi

Sierra Leone

DRC

Chad

Haiti

Mali

Total no. of households surveyed
within the cost recovery system
No. of households with a sick member
during the recall period who
considered a consultation for care
necessary (%)
No. of households not seeking care
outside their home, despite
considering it necessary (%)
% of households citing lack of money as
main reason
No. of households seeking care at
nearest health centre (%)
% of households seeking care outside
their home, but not at their nearest
health centre due to lack of money
No. of households seeking care in the
non-ofﬁcial sector (%)
% of households citing lack of money as
main reason
Average healthcare
cost/person/episode of illness (US$)
Equivalent in days of work
% of people exempt from payment

967

903

946

1027

1216

930

922 (95.3)

898 (99.4)

826 (87.3)

893 (87.0)

1040 (85.5)

807 (86.8)

145/922 (15.7)

66/898 (7.3)

120/826 (14.5)

135/893 (15.1)

84/1040 (8.1)

187/807 (23.2)

92.4

71.2

75.8

83.0

81.0

65.2

573/922 (62.1)

290/898 (32.3)

309/826 (37.4)

515/893 (57.7)

378/1040 (36.3)

420/807 (52.0)

26.9

54.2

43.8

38.7

28.0

21.0

52/922 (5.6)

435/898 (48.4)

256/826 (31.0)

191/893 (21.4)

221/1040 (21.3)

108/807 (13.4)

46.1

63.4

43.8

49.2

49.3

NA

1.30

3.30

4.70

3.01

2.90

8

12 days
1

26 days
3.5

NA
1.5

9 days
<3

6 days
1.2 a

2 months
2

NA: not available.
a
Only health centre employees granted exemptions.
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Figure 1. Financial barriers affecting health-seeking behaviour in Burundi, Sierra Leone, Chad, Haiti and Mali. * ‘Other’ reasons for non-access include
geographical barriers, lack of transport, lack of drugs at the health centres, long waiting times at the health centres, lack of conﬁdence in the health centre
staff, staff shortages at the health centre.

reasons above were commonly cited, lack of money was
the leading reason for using alternative care providers
(Table 3).
3.2.3. Impoverishment
Poverty was widespread in the areas surveyed, with
80–99% of households living below the extreme poverty
line. It took on average 6–60 days of income to cover the
cost of one visit to a primary healthcare facility (Table 3).
Up to 50% of people had to sell personal possessions
(food reserves, cattle, land) or borrow money to pay for
health care. This placed them at greater risk of further
impoverishment and often rendered households unable
to pay for future care or for other essential household
expenses.
3.2.4. Healthcare access related to ﬁnancial barriers
Figure 1 illustrates the degree to which ﬁnancial barriers inﬂuenced health-seeking behaviour in Sierra Leone,
Burundi, Chad, Haiti and Mali. Among all those households
with a sick member requiring a consultation, 14–36% paid
for health care at their nearest health centre by coping
mechanisms that actually placed them at further risk of
impoverishment (Figure 1). Taking these households into
account, together with those who did not access care owing
to lack of money, ﬁnancial barriers were present for 30–60%
of people (Figure 1).
3.2.5. Ineffective exemption systems for the most
vulnerable
Despite the extreme poverty and vulnerability of many
households surveyed, only 1–3.5% beneﬁted from fee

exemptions for curative care at their nearest health centre (see Table 3). In some surveys, those beneﬁting from
exemptions were not always the most in need. For example, in Haiti only 13 people were exempt from payment for
health care and all were health centre employees with no
link to vulnerability.
3.2.6. Inappropriate services
Based on interviews with key health actors, it was
reported that in some health facilities there was overprescribing of drugs, tests and certain procedures in order to
generate greater revenue. In Burundi, for example, many
healthcare workers prescribed quinine for malaria even
though ACT was available; prescribing quinine tripled
ﬁnancial revenue.
3.3. Inadequacy of schemes involving partial abolition of
payment
3.3.1. Exempting indigents and lowering fees (Burundi)
With this system of community identiﬁcation of vulnerable households, 15% of households qualiﬁed for
exemptions (compared with 2–3% in other areas outside
the scheme) and all those entitled to free care received this
when they attended the health centres.14 With the combined system of exemptions and low ﬂat fee, utilisation
rates at the health centres increased between 2003 and
2005 (Figure 2) (P < 0.001), mainly due to more indigents
accessing care. A survey conducted in 200514 revealed
that ﬁnancial access to care at the nearest health centre
was ensured for 70% of the population. However, of the
remaining 30%, one-half still experienced ﬁnancial barri-
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Average no. consultations/inhabitant/year
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1.4
1.2
1.0
0.8

Exemption system introduced

↓

0.6
0.4
0.2
0.0
2003

2004

2005

2006

Year
Figure 2. Impact of household payment exemption on health centre utilisation rates, Karuzi, Burundi.

ers and the other one-half chose alternative sites for care.
Among non-exempt households accessing care at the nearest health centre, 87% reported having no money available
at the time of illness and 25% risked further impoverishment because of healthcare costs, even with the ﬁnancial
support system in place.

3.3.2. Subsidised malaria treatments (Mali)
From 2005 to 2006 with free or subsidised malaria
treatment and diagnosis, malarial cases treated in the
health centres increased by 20% from 0.1 to 0.12 treated
malaria cases/inhabitant/year (2 = 92.36, P < 0.001). For
under ﬁves, treated malaria cases increased from 0.25
to 0.38 cases treated/child/year (2 = 474.36, P < 0.001).
However, actual coverage for malaria (i.e. attendance at
a health centre and receiving treatment) remained very
low compared with the number of expected malaria cases
estimated by national data (one or two episodes per person per year, depending on the age group18 ). This was
despite (i) the health centres being staffed with qualiﬁed personnel who were well supervised and (ii) effective
malaria drugs and diagnostics being available free of
charge.
3.3.3. Lowering fees/introducing ﬂat fees (Haiti)
In areas where a low ﬂat fee applied, 69% of people surveyed had access to complete treatment at their nearest
health centre compared with 33% where the cost recovery
system applied in public facilities (P < 0.001). In addition, signiﬁcantly more people living around health centres
applying cost recovery mechanisms sought alternative care
(57%) compared with people living around health centres
charging a low ﬂat fee (20%) (P < 0.001). However, even
with the low ﬂat fee, 8% of people surveyed were excluded
from any health care (with lack of money reported as the
main reason) and 47% of households accessed care at their
nearest health centre but through the use of ﬁnancial coping mechanisms (such as selling goods, land or harvest
or going into debt), which placed them at further risk of
impoverishment.

3.4. Complete abolition of user fees
3.4.1. MSF experience in Burundi
After the introduction of free care for pregnant women
and children under ﬁve in 2006 in health centres in Karuzi,
large increases in service utilisation followed. For underﬁves, consultations in Karuzi increased from an average of
9000 per month in the year preceding the introduction of
free care to an average of 13 000 per month in the year that
followed its introduction, and attendance rates increased
from 1.6 to 2.2 contacts/child/year across the same time
frame.
3.4.2. MSF experience in Mali
In comparison with the ﬁrst phase of the MSF project
(free RDTs and ACT for children under ﬁve and at a subsidised cost for all other persons), the introduction of free
care for children under ﬁve and for pregnant women with
fever had remarkable results. Curative consultations linked
to conﬁrmed malaria cases trebled between 2006 and
2007. Among children under ﬁve, cases of treated malaria
increased 3.5 times from 0.38 to 1.28 new cases per child
per year, representing 64% coverage of total needs compared with <20% coverage in the ﬁrst phase of the project
(Figure 3). Five times more pregnant women were treated
for malaria. Furthermore, across the health centres the
malaria fatality rate fell from 0.35% in 2006 to 0.03% in
2007 (2 = 197.23, P < 0.001). Curative consultations linked
to all complaints also increased substantially, increasing
ﬁve-fold for children under ﬁve and trebling for pregnant
women (Figure 4).
4. Discussion
There is extensive literature on the impact of user
fees in low-to-middle income countries,1,3–5,19–22 and the
subject of their removal, particularly in Africa, is now a
heavily debated issue. The ﬁndings of the various studies reported in this paper show that in contexts where
poverty is widespread, user fees represent a major obstacle to the use of essential health services and exacerbate

Number of new cases of malaria per child per year
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P<0.001
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0.18

0.0
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Year
Figure 3. Health centre utilisation rates for malaria treatment among children under ﬁve before and after the removal of user fees in the Kangaba Circle,
Mali.

impoverishment. Furthermore, their removal leads to
marked improvements in terms of coverage of essential
health services. These ﬁndings support the removal of user
fees. The challenge for health authorities is to ensure that
alternative ﬁnancing mechanisms guarantee healthcare
access and ﬁnancial protection for patients while assuring
the quality of services through sufﬁcient human resources
and supplies to respond to the increased case loads related
to increased access.
The main strengths of the data from the surveys
reported in this paper are that (i) data are population-based
and therefore better reﬂect the reality than health centre
data alone, (ii) the problems of user fees are demonstrated
across multiple contexts and (iii) there are no major confounding factors identiﬁed that may have inﬂuenced the
study ﬁndings. There are, however, a number of limitations: (i) the surveys were limited to population groups
living <5 km from a healthcare centre, thus the results may
have underestimated levels of poverty and ﬁnancial exclusion to primary health care; (ii) as interviewers were from
a non-governmental organisation, this may have inﬂuenced participants’ responses leading to under-reporting

or over-reporting on certain topics; (iii) owing to the relatively short time scale and small geographical coverage
for evaluating the impact of user fee reduction or removal,
the results may not reﬂect the situation observed in the
longer- term and across other geographical regions; and
(iv) the data do not allow intercountry comparisons as the
populations and contexts differ. This notwithstanding, the
ﬁndings from this paper raise a number of arguments that
merit discussion.
First, the ﬁndings illustrate how user fees impact negatively on the demand for primary health care and exclude
a substantial proportion of people from care. They add to
the evidence that ﬁnancial barriers associated with user
fees contribute signiﬁcantly to low utilisation of health
services.20–25 Under-use of health services is strongly associated with high mortality rates when one considers that
a substantial number of deaths are preventable through
access to effective health interventions.26–30 Direct healthcare costs at the point of use are not the only barriers
to access. Other direct and indirect costs, such as transportation, food expenditures, loss of time, distance, cultural
factors, education and perception of low quality care at

New cases/inhabitant/year

3.5
3.0
2.5
< 5 years

2.0

Pregnant women
1.5

>5 years

1.0
0.5

2004: No MSF presence

0.0

2005 & 2006: MSF free
2004

2005

2006
Year

2007

malarial drugs only
2007: MSF free care

Figure 4. All consultations according to different population groups before and after user fee removal in the Kangaba Circle, Mali. MSF: Médecins sans
Frontières.
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health centres are among other barriers to healthcare
access in resource-poor contexts,26,31,32 some of which
were reported in the current surveys. Thus, user fee
removal alone is unlikely to be enough to tackle the problem of healthcare access. However, it is an important ﬁrst
step and should be addressed.
Second, the ﬁndings show how user fees force many sick
patients to seek cheaper alternatives. Although alternative
providers may offer lower costs, ﬂexible payment systems
and care that is more convenient, the drugs they use may
be unsafe or wrongly prescribed and the sellers may be
inadequately qualiﬁed. Patients may thus be exposed to
ineffective treatment and adverse or toxic effects. The current ﬁndings show that lack of money, rather than cultural
beliefs, was the main reason why people sought alternative
care.
Third, although the countries studied are in a stable situation or are emerging from crises and moving
towards a ‘development phase’, their populations are still
highly vulnerable, with mortality rates exceeding emergency thresholds and with most people still living below
the extreme poverty threshold. The current ﬁndings show
that user fees often increase the risk of further impoverishment for many vulnerable households. This is in line with
other studies from resource-poor settings33 that demonstrate the diminishing likelihood of a poor household
ever being able to move out of poverty when confronted
with illness-related costs.34 Given the known association
between poverty and health,26 the removal of ﬁnancial
barriers to seeking care would seem a key strategy to be
adopted for reducing high mortality rates and poverty.
Fourth, although exemption systems should enable
healthcare access to those unable to pay, the current
ﬁndings showed that this was not the case. Failure of
these systems is often due to: (i) reluctance by healthcare workers to grant exemptions owing to insufﬁcient
subsidies to health centres to offset the loss of income
from fees; (ii) difﬁculty managing the systems because of
ambiguous operational criteria; and (iii) exemptions being
granted only for those attending health centres.24 Thus,
many patients, unsure whether or not an exemption will
be granted, choose not to seek care. Furthermore, household income levels vary over time leading to changes in
their eligibility for exemption. The constant re-assessment
required to ensure a dynamic and inclusive exemption
system and the associated transaction costs are practically difﬁcult and inefﬁcient. Our experience reﬂects other
studies which show that even when well implemented,
exemption systems based on individual or household
targeting, in contexts where a large proportion of the population is too poor to pay, do not include all those in need
of ﬁnancial assistance to access care.35,36
Fifth, MSF experience has shown that in contexts with
widespread poverty, alternatives to cost recovery systems that incur even a modest fee from service users
(e.g. a low ﬂat fee, free drugs but continued payment of
other treatment costs, and targeted household or individual exemptions) continue to act as a ﬁnancial barrier
to healthcare access for some, especially the poorest and
most vulnerable. This was conﬁrmed by the current ﬁndings showing that where fees were abolished for certain

population groups, utilisation rates increased dramatically.
It could be argued that it was not the introduction of
free care so much as the quality of care offered in MSFsupported facilities that attracted more users. However,
MSF was present in all health facilities before free care was
introduced, reinforcing the evidence that the increase in
utilisation rates was most likely a result of the introduction
of free care.
The importance of user fee removal in resource-poor
countries seems very clear and, indeed, many African countries have moved in this direction. Some have adopted a
nationwide abolition of user fees for key healthcare services (e.g. Uganda, South Africa, Kenya, Liberia, Ghana
and Zambia); others have taken a more targeted approach
focusing on subcategories of the population (e.g. free care
for deliveries and for children under ﬁve years in Burundi,
and free care for under-ﬁves in Niger and Sierra Leone).
The challenge is around the effective implementation
of user fee removal at the national level. First, the loss of
income for health structures needs to be covered by alternative sources of funding. Second, increased use requires
increased investment in human resources and supplies
otherwise the increased access does not provide better
service.37 User fee removal in several African countries
has made more acute the pre-existing challenges faced
by under-funded health systems, the key elements being
a functioning drug supply system and human resources.
Falling quality of care (often related to drug shortages),
staff difﬁculties in managing increased workloads, loss of
fee revenue used to supplement staff salaries, and poor
monitoring are among some of the reported problems.37–41
User fee removal can be implemented successfully
providing that there is compensation of health facilities for lost revenue as well as adequate provision of
additional resources to meet the increased demand for
health care.37,38,41,42 This will require commitments and
investment by international donors and national governments. Governments of low-income countries need to
be supported in introducing or strengthening alternative
ﬁnancing mechanisms that ensure timely access and ﬁnancial protection for those most in need of health care.37,43
There has been a recent shift in debate towards mechanisms that encourage pre-payment and tax funding,43
although the importance of ensuring that these systems
do not continue to rely on payment from those too poor to
pay is essential.44
In conclusion, the ﬁndings of MSF’s studies across a
range of countries are very clear: user fees negatively
impact on healthcare access and population health and
their removal leads to better access to health services and
reduced mortality. We join a growing call for the removal
of user fees in settings where morbidity and mortality
are high. This challenge needs to be urgently taken up by
donors and policy-makers striving to achieve better coverage of essential health services, improve population health
and ensure a more efﬁcient allocation of resources.
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