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Abstract

The aim of this study was to assess whether user fees exemptions increased healthcare services
use among indigents in the Ouargaye district in Burkina Faso. In this pre—post study, we surveyed
1224 indigents in 2010 about their healthcare services use over the preceding 6 months. Of these,
540 subsequently received a user fees exemption card. A follow-up survey was conducted 1 year
later with a 55.3% retention rate. Analyses were performed in accordance with Andersen and
Newman’s model (Societal and individual determinants of medical care utilization in the United
States. Milbank Q 1973;51:95-124) to explain healthcare services use by considering predisposing
and facilitating factors and health needs indicators. Logistic regression analyses were performed.
Among indigents exempted from user fees, 46.2% increased their healthcare services use in 2011,
as opposed to 42.1% among the non-exempted. Being exempted was not associated with
increased use of services (odds ratio, OR = 1.1, 95% confidence interval, Cl [0.80-1.51]). Regardless
of whether they were exempted or not, the indigents most likely to have increased their healthcare
services use were older than 69 years of age (OR = 1.66, 95% CI [1.05-2.64]), male (OR =1.44, 95%
C1[0.99-2.08]), in low-income households (OR = 1.71, 95% Cl [1.15-2.54]), and had received finan-
cial support from their families to obtain healthcare (OR =1.59, 95% CI [1.1-2.28]). The indigents’
increased healthcare services use was not attributable to user fees exemptions. Some contamin-
ation of the intervention is conceivable. Interventions combining user fees exemptions with actions
targeting other obstacles to healthcare access would probably be more effective in increasing indi-
gents’ use of healthcare centres.
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Key Messages

¢ The indigents’ increased healthcare services use was not attributable to user fees exemptions.
* Interventions combining user fees exemptions with actions targeting other obstacles to healthcare access would prob-
ably be more effective in increasing indigents’ use of healthcare centres.

Introduction Penfold et al. 2007; Witter et al. 2007; Criel et al. 2010; Ridde and
User fees exemption programmes have been implemented in certain Morestin 2011; Flores et al. 2013). In most cases, these led to
low- and middle-income countries to improve the populations’ ac- increased use of services among the recipients, especially women

cess to healthcare services (Wilkinson et al. 2001; Abdu et al. 2004; and children (Wilkinson et al., 2001; Abdu et al. 2004; Penfold et al.
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2007; Witter et al. 2007; Ridde and Morestin 2011). In some cases,
these programmes led to an increased use of healthcare services
among the poorest (Deininger and Mpuga 2005; Nabyonga ez al.
2005; Masiye et al. 2010). In other cases, even though the poorest
were the targeted beneficiaries of these programmes, there was no
observed impact on their use of services (Mills et al. 2008; Flores
et al. 2013; Kanya et al. 2013; Ridde and Jacob 2013). In studies
examining the impacts of user fees exemptions among the poor, the
population of indigents, who are the poorest of the poor, has rarely
received specific attention (Noirhomme et al. 2007; Criel ez al.
2010). In general, the level of healthcare use is low among rural
populations in Africa, and particularly in Burkina Faso (Institut
National de la Statistique et de la Démographie du Burkina Faso
2007). Those whose healthcare use is most constrained by the finan-
cial barrier are indigents. Given their considerable healthcare needs,
they should, when exempted from user fees, be using healthcare to a
greater extent than others. However, there are many other factors
besides the financial barrier—such as age, sex, physical or mental
disabilities, and social exclusion—which are linked to their indi-
gence and could influence their use of healthcare services even when
they are exempted from user fees. On the face of it, user fees exemp-
tions would appear to be a good way of improving indigents’ use of
healthcare services, but there is as yet very little evidence to that
effect.

In Burkina Faso, all users have been required to pay for health-
care at the point of service since the mid-1990s. To facilitate access
to care for indigents, in 2009 the Ministry of Health asked health
centre management committees (COGESs) to allocate to each health
centre an annual budget to cover user fees exemptions for this
group. As part of an action research project, indigents were selected
in 2010 through a community-based process to receive these exemp-
tions (Ridde ez al. 2009). Village health committees (CVSs) were set
up. Using a participatory process, and based on a consensual defin-
ition of indigence, these CVSs selected people in their village whom
they considered to be indigent. This process led to the selection of
the more vulnerable (Atchessi et al. 2014).

Because the COGESs were not financially able to exempt all in-
digents designated by the CVSs, they selected, from among
them, those they considered worst-off. This second selection was
not based on pre-defined criteria, but rather on the COGES mem-
bers’ own judgment. The indigents selected by the COGESs
then received an official card attesting to their status and exempting
them from user fees. From then on, healthcare services were free
at the point of service for them. Indigents who had been selected
by the CVSs but not by the COGESs were not exempted. They
had to pay for consultations and drugs like everyone else in the
country, and those fees are the same for all users, regardless of
income.

The aim of these exemptions was to increase indigents’ use of
healthcare services. The model developed by Andersen and Newman
(1973) is therefore relevant for our study, as our aim was to test the
hypothesis that user fees exemptions would lead to increased health-
care use by indigents. The model has been widely used in studies
exploring determinants of healthcare use, particularly among the
elderly (Bazargan and Baker 1998; Burnette and Mui 1999; Wallace
and Gutierrez 2005). In this respect, it is particularly suitable for our
study, as 78 % of the indigents selected by the CVSs were >50 years
old. This model takes into account several variables that determine
healthcare use, organized into three groups: predisposing factors,
facilitating factors and needs.

The objective of this study was to assess whether user fees ex-
emptions enabled indigents who had not used healthcare services in

2010, before being exempted, to use them in 2011 after receiving an
exemption card.

Method

Research design and study population
The research was a pre—post design with two observation periods, in
October 2010 and October 2011.

The study was conducted in the Ouargaye district of the centre-
east region of Burkina Faso. Of the country’s 13 regions, this is the
fifth poorest, with 55% of the population considered poor, defined
as living on an annual income below 82672 F CFA, or around 200
USD/year (Institut National de la Statistique et de la Démographie
du Burkina Faso 2007).

The study population consisted of all indigents older than 18
years of age who were selected by the CVSs in 2010 and had not
used healthcare services in the 6 months preceding the survey
(n=1224). Some (n =540, or 44.1%) were subsequently selected by
the COGESs to receive user fees exemption cards signed by the
Ministry of Health.

In 2011, of the 1224 indigents who had been surveyed in 2010,
we were able to locate and survey 677, for a retention rate of
55.3%. Of these, 290 (42.8%) had received an exemption card in
2010.

To calculate sample size, we referred to the results of previous
studies on the impact of user fees exemption programmes on services
use (Nabyonga et al. 2005; Masiye et al. 2010; De Allegri et al.
2012). Based on those, we considered that a minimum increase
in services use of 20% could be expected among those with cards,
compared with those without cards. To be worth implementing,
a subsidy programme would need to produce an increase in ser-
vices use of at least 20%. The sample size in our study is sufficient
to detect a 20% increase in services use with a Type I error=0.05
and statistical power of 90%. These calculations were made using
OpenEpi (http://www.openepi.com/Menu/OE_Menu.
htm).

The indigents were invited to take part in the survey during a

software

home visit. A consent form was signed using either their fingerprint
or signature. Ethical approval for this research was obtained from
the authors’ institute.

The data collection instrument was a questionnaire administered
during face-to-face interviews in the respondents’ homes by trained
surveyors.

The variables
The exposure was the possession of a card providing free healthcare
services.

The dependent variable in our study was the self-reported use of
healthcare services in the 6 months preceding the 2011 survey. The
use of healthcare services was defined as a consultation with a health
worker in a public healthcare facility. Predisposing factors were age,
sex and marital status. Age was self-reported and categorized into
three categories: <50 years, 50-69 years, and >69 years. Marital
status was divided into two categories, widowed and not widowed,
to highlight the particular vulnerability associated with the ‘widow-
ed’ marital status.

In our study, facilitating factors were as follows:

* The existence of an income-generating activity.

* The income level for the indigent’s household; this was measured
using household consumption as a proxy, taking into account
total per capita expenses in the indigent’s household over the
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preceding year. These were expenses related to healthcare, food,
school and other items; this was a continuous variable divided
into quintiles.

* Recourse to support from outside the household to obtain food.

* The existence of instrumental support, if the person required as-
sistance to carry out activities of daily living. This variable was
divided into three categories: (1) no assistance needed, (2) assist-
ance needed and provided by someone in the person’s entourage
and (3) assistance needed but not provided.

* Cohabitation; this variable measured the indigent’s family sup-
port network in four mutually exclusive categories: (1) living
alone (no cohabitation), (2) cohabitation with spouse and chil-
dren 15 years of age and over, (3) cohabitation with children less
than the age of 15 years and (4) cohabitation with father/mother
or brothers/sisters or friends.

The following needs were measured:

* The presence of chronic illness if the person was suffering from
an illness lasting more than 6 months.

* The presence of visual impairment as was done by the World
Health Organization in its World Health Surveys. Distance vi-
sion was considered impaired if, over the previous 30 days, re-
spondents had experienced difficulty in recognizing someone
known to them from a distance of about 20 m; near vision was
considered impaired if, over the previous 30 days, they had expe-
rienced difficulty recognizing an object they were holding in their
hand. They were also asked if they wore corrective lenses. When
respondents answered yes to at least one of these three questions,
they were considered to have impaired vision. In all other cases,
they were considered to have no vision impairment.

* In exploring the presence of physical functional limitations, we
drew upon the work of Nagi (1976) and Guralnik ez al. (1994):

* Upper limb strength is limited when the person has difficulty
lifting or carrying weights >5 kg, such as a sack of millet (in
the local context, this represents a quantity of flour weighing
around 5 kg) or a pail of water (Nagi 1976).

*  Mobility is limited when the person has difficulty walking a
distance of 400 m (Guralnik et al. 1994).

* Fine finger dexterity is limited when the person has difficulty
picking up or manipulating small objects with his fingers
(Nagi 1976).

* Upper limb abduction is limited when the person has diffi-
culty raising his arms above his head (Nagi 1976).

Analyses
We began by carrying out descriptive analyses of the study popula-
tion using IBM SPSS 19 to present the characteristics of the sample.

A univariate logistic regression was performed between the de-
pendent variable (healthcare services use in 2011) and each variable
corresponding to the sample characteristics.

A multivariate logistic regression was performed by taking into
consideration the variables found to be significant in the univariate
logistic regression with P <0.25. We constructed three models. We
included in Model 1 only predisposing factors variables. In Model 2,
we retained the predisposing variables that remained significantly
associated (P < 0.05) with services use in the first stage and added
the facilitating variables. In Model 3, we retained the predisposing
and facilitating variables that remained significantly associated (P <
0.05) with services use in the second stage and added needs vari-
ables. The final model took into account all the variables that had

achieved statistical significance (P < 0.05). We also retained sex and
age, in the final model because of its demographic importance.

Results

Sample characteristics
Table 1 presents the characteristics of the 677 indigents who had
not used healthcare services in 2010.

The proportion of men and women was approximately equal, as
was the proportion of widowed vs non-widowed. More than 70%
of these indigents were older than 50 years of age.

Around 45% of them had received an exemption card. The pro-
portion of indigent persons who increased their use of services in
2011 was slightly higher among those with cards (46.2%) than
those without (42.1%), but not statistically significant.

Table 2 presents the unadjusted odds ratios (ORs) for the vari-
ables associated with the increased use of healthcare services for the
677 indigents who had not used services in 2010. Men (OR =1.36,
95% confidence interval, CI [1.0-1.80]) appeared to have a greater
tendency to increase their use of healthcare services. Having an ex-
emption card had no apparent influence on the increase in health-
care services use. Indigents from low-income households (OR =1.5,
95% CI [1.0-2.2]) and those who received no financial assistance
from their families to obtain healthcare services (OR =1.44, 95%
CI [1.0-2.0]) were more likely to increase their use of services.

No health need appeared to be associated with the increase in
healthcare services use.

Table 3 presents the adjusted ORs for the factors associated with
increased use of healthcare services among the indigent who did not
use services in 2010. According to Model 1, indigents between 50
and 69 years of age were more likely to increase their healthcare ser-
vices use than were indigents younger than 50 years. Men were
more likely than women to increase their healthcare services use.

In Model 2, having an exemption card was not associated with
increased healthcare services use (OR=1.1, 95% CI [0.80-1.51]).
The facilitating factors associated with increased use were low
household income and absence of financial assistance from the fam-
ily for obtaining care.

In this model, indigents aged 50 and older were more likely to in-
crease their healthcare services use than those younger than 50
years. Men were more likely to use services than women.

In Model 3, health needs were not associated with increased
healthcare services use. Age remained a significant variable. The in-
fluence of sex was also unchanged; men were more likely to use ser-
vices than women, but the 95% CI for the OR became less precise
when including the value of 1. Low household income and absence
of financial assistance from the family for obtaining care also re-
mained significant variables.

Indigents lost to follow-up
Table 4 compares the indigents lost to follow-up (those met in 2010
and not found in 2011) with those still in the cohort in 2011.

The attrition was not associated with possession of an exemption
card; although those lost to follow-up had some characteristics that
were different from those who remained in the cohort, those differ-
ences were unrelated to possession of a card.

Discussion

This study showed that healthcare services use increased in 2011 for
indigents who had not used healthcare services in 2010. The factors
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Table 1. Characteristics of the indigents who did not use services in 2010 (n=677)

Variables N % in % of respondents
each category who had increased
use of services
Predisposing factors Sex Female 346 511 471
Male 331 48.9 39.6
Age <50 years 143 21.8 36.4
50-69 years 275 41.7 44.7
>69 years 259 36.5 45.9
Marital status Not widowed 331 51.8 41.4
Widowed 346 48.9 45.4
Facilitating factors Card holder No 527 55.1 41.3
Yes 429 44.9 46.2
Income-generating activity Yes 38 6.0 42.1
No 639 94.0 43.5
Household income (tertile) High 225 33.3 36.0
Medium 216 33.4 47.7
Low 236 334 46.6
Financial support Receives financial support 184 29.0 37.0
from family
Receives no financial support 493 71.0 45.8
from family
Food Not seeking food from 562 82.8 44.5
external sources
Seeking food from 115 17.2 38.3
external sources
Instrumental assistance No need 381 56.4 44.9
Receives assistance 227 33.1 42.7
Needs, but does not receive 69 10.6 37.7
Cohabitation Spouse/children >15 years 77 10.9 39.0
Father/mother/ 52 8.3 44.2
siblings/neighbours
Children <15 years 175 27.5 48.0
Alone 373 53.3 42.1
Needs Chronic illness No 410 53.5 43.2
Yes 267 46.5 42.8
Vision impairment No 342 51.2 40.6
Yes 335 48.8 46.3
Impaired mobility No 398 58.8 43.0
Yes 279 41.2 44.1
Limited muscle strength No 305 43.7 41.0
Yes 372 56.3 45.4
Limited fine finger movements No 517 76.5 44.1
Yes 160 23.5 41.3
Limited abduction, upper extremities No 552 81.7 43.5
Yes 125 18.3 43.2
Services use in 2011 No 383 56.6
Yes 294 43.4

associated with this increase were being male, being 50 years of age
and older, belonging to a low- or medium-income household, and
having no financial assistance from the family for obtaining health-
care services. Neither possession of an exemption card nor health
needs were associated with this increase in healthcare services use.

The user fees exemption card alone is not enough to
increase the use of healthcare services

The results of this study showed that having a user fees exemption
card was not associated with increased healthcare services use. This
conclusion differs from those of most studies on the impacts of user
fees exemptions. In general, those studies have shown that the ex-

emption is associated with increased healthcare services use among
women, children and the worst-off (Wilkinson et al. 2001; Abdu

et al. 2004; Deininger and Mpuga 2005; Penfold ez al. 2007; Masiye
et al. 2010; Ridde and Morestin 2011). However, the methodologies
of these studies conducted in Ghana, South Africa and Uganda indi-
cate that no control groups were used, such that it is impossible to
assert that the measured increases in services use were formally at-
tributable to user fees exemptions. In our study, we also observed an
increase in healthcare services use, but by introducing a control
group into the statistical analyses, we could see the increase was not
attributable to the user fees exemption.

The results of this study are congruent with those of the small
number of studies which found that, for certain populations in
Ghana, Uganda and Cambodia, user fees exemptions had not re-
sulted in increased healthcare services use among the poorest (Mills
et al. 2008; Flores et al. 2013; Kanya et al. 2013). Access to health-
care services is defined by financial, geographic and sociocultural
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Table 2. Bivariate analyses

Variables Raw OR 95% CI P value
Predisposing factors Sex Female Ref
Male 1.36 1.0-1.8 0.048*
Age <50 years Ref
50-69 years 1.41 0.9-2.1 0.10
>69 years 1.48 0.9-2.2 0.063
Marital status Not widowed Ref
Widowed 1.17 0.86-1.6 0.29
Facilitating factors Card holder No Ref
Yes 1.2 0.8-1.6 0.20
Income-generating activity Yes Ref
No 0.94 0.4-1.8 0.86
Household income (tertile) High Ref
Medium 1.6 1.1-2.3 0.013*
Low 1.5 1.0-2.2 0.021*
Financial support Receives financial support from family Ref
Receives no financial support from family 1.44 1.0-2.0 0.038*
Food Not seeking food from external sources Ref
Seeking food from external sources 0.7 0.5-1.1 0.22
Instrumental assistance No need Ref
Receives assistance 0.74 0.43-1.2 0.26
Needs, but does not receive 0.91 0.65-1.2 0.60
Cohabitation Spouse/children >15 years Ref
Father/mother/siblings/neighbours 1.13 0.68-1.88 0.61
Children <15 years 1.44 0.83-2.49 0.18
Alone 1.24 0.60-2.50 0.55
Needs Chronic illness No Ref
Yes 1.02 0.7-1.4 0.86
Vision impairment No Ref
Yes 1.25 0.9-1.7 0.14
Impaired mobility No Ref
Yes 1.04 0.7-1.04 0.77
Limited muscle strength No Ref
Yes 1.1 0.8-1.6 0.24
Limited fine finger movements No Ref
Yes 0.89 0.6-1.2 0.52
Limited abduction, upper extremities No Ref
Yes 0.98 0.66-1.4 0.95

Note: Factors associated with increased health services use in 2011 among indigents who had not used services in 2010 (n = 677).

*P<0.0S.

access (Mclntyre er al. 2009; Jacobs et al. 2012). The user fees ex-
emptions in the Ouargaye district of Burkina Faso did not cover the
costs of transportation to get to the health centre. As such, the indi-
gents probably encountered a geographic obstacle. This phenom-
enon has been observed in previous studies in urban and rural areas
of Burkina Faso, where proximity to a health centre remained a sig-
nificant determinant of services use, even in a context of user fees ex-
emptions (Kafando ez al. 2013; Beogo et al. 2014). However, a
study in Cambodia showed that a user fees exemption programme
that included coverage of transportation costs did not lead to a sig-
nificant increase in healthcare services use (Flores et al. 2013) even
though it reduced households’ healthcare expenses. In these inter-
ventions, other parameters probably need to be taken into account.
To reach a health centre, the indigent—most often elderly per-
sons with compromised mobility and diminished capacity to move
about in their environment—generally needs to be accompanied. In
this environment, the social networks of indigents are shrinking, and
many are socially isolated (Kadio 2013; Kafando ez al. 2013). When
they cannot obtain assistance to get to the health centre, they are
prevented from using services. Also, when even procuring the basic

necessities of life such as food is difficult, indigents may simply rele-
gate healthcare to the background (Vialla 2009). There might also
be other factors, either sociocultural or related to their beliefs, that
would explain why the exemption does not have the intended effect
on services use (Mclntyre et al. 2009).

Indigent men use more healthcare services than do
indigent women

This study showed that, after the intervention, the men were more
likely than the women to use healthcare services. This result was
contrary to most studies’ demonstrations that women use healthcare
services much more than men (Bertakis et al. 2000). As such, with
user fees exemptions, we would have expected to see women’s use
of services increase. Yet instead, it was the men whose use of services
increased. In rural Africa, and particularly in Burkina Faso, regard-
less of the household’s socioeconomic status, there are certain social
factors that compel women to submit to a process of negotiation
with their husband before they can access healthcare (Nikiema ez al.
2008; Samb et al. 2013). Likewise, to pay the costs of
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Table 3. Factors associated with increased healthcare services use in 2011 among indigents who did not use services in 2010

Variables

Model 1

Model 2

Model 3

adjusted OR 95% CI

Adjusted OR 95% CI

Adjusted OR 95% CI

Predisposing factors Sex

Female (Ref)

Male 1.46* [1.02-2.08] 1.43 [0.99-2.07] 1.44 [0.99-2.08]
Age <50 years (Ref)
50-69 years 1.59* [1.02-2.48] 1.84* [1.15-2.93] 1.65 [0.96-2.85]
>69 years [0.98-2.30]  1.73*  [1.11-2.71]  1.66*  (1.05-2.64)
Marital status Not widowed (Ref)
Widowed [0.63-1.30]  0.90 [0.61-1.32]  0.89 [0.61-1.31]
Facilitating factors  Card holder No (Ref)
Yes 1.1 [0.80-1.51] 1.09 [0.79-1.50]
Financial support  Receives financial support
from family (Ref)
Receives no financial 1.54* [1.07-2.20] 1.59% [1.1-2.28]
support from family
Household income High (Ref)
(tertile) Medium 1.71* [1.15-2.54] 1.70* [1.14-2.52]
Low 1717 [1.15-2.53]  1.71%  [1.15-2.54]
Cohabitation Spouse/children >
15 years (Ref)
Father/mother/siblings/ 1.15 [0.68-1.94] 1.17 [0.69-1.97]
neighbours
Children <15 years 1.38 [0.77-2.48] 1.42 [0.79-2.57]
Alone 1.19 [0.56-2.52]  1.18 [0.56-2.52]
Needs Vision impairment No (Ref)
Yes 1.24 [0.85-1.82]
Limited physical ~ No (Ref)
performance Yes 0.97 [0.66-1.43]
*P < 0.05.

transportation, they are dependent on their husband. Thus, women
very likely continue to encounter these constraints related to negoti-
ation processes and transportation costs.

Those targeted by the intervention are the most likely to
increase their use of services: contamination effects?
Indigents aged 50 and over and those who are most limited finan-
cially were the targets of the community selection process to allocate
user fees exemptions. The results of this study showed that they
were the ones most likely to increase their healthcare services use
after this community action, whether or not they received an exemp-
tion card. The fact that those who most needed healthcare appeared
to be benefiting from the increased use of services is good news.
However, it was surprising to see that this increase also occurred
among those who were not given exemption cards. This can be ex-
plained by a contamination phenomenon, often observed in inter-
ventional research in communities (Petticrew et al. 2005; Melnyk
and Morrison-Beedy 2012). Members of the community were prob-
ably all informed that there was a user fees exemption programme
targeting older persons and those living in very tight financial cir-
cumstances. Given that the process was participatory, and usually in
very small villages, it would be nearly impossible to organize inter-
ventions without all the inhabitants being aware of them. As such, a
large number of people targeted by the intervention would have
gone to the health centres, with or without cards, seeking free care.

Strengths and weaknesses
The study’s main strength lies its pre—post design that, by using two
observation periods, measured the change in healthcare services use

among the same group of persons. Also, the substantial size of our
population (7= 677), which is exceptional for studies on indigents,
provided good statistical power.

The entire population of indigents was included in the study, giv-
ing this research strong internal validity. Although this population is
not representative of other indigent populations in Burkina Faso, we
can expect that similar results could be observed in other poor rural
regions in the country.

This study nevertheless had certain limitations. The main weak-
ness is the possibility that the two groups—those ‘exposed’ to ex-
emption cards and those ‘non-exposed’—might not be comparable.
Even though the COGESs did not use explicit criteria to select re-
cipients, we would expect them to have selected people whom they
judged to be the most destitute and disabled. Thus, those in the
‘exposed’ group were not randomly selected, as required for a
randomized controlled trial. We compensated for this lack of com-
parability by introducing several potential confounders into the ana-
lyses. This situation is commonly encountered in natural
observational studies (Petticrew et al. 2005).

This pre—post design used two measurement points. Additional
measurement points with a longitudinal design would have allowed
us to estimate the trajectory of healthcare use more precisely.

If levels of use had been measured, rather than comparing use
versus non-use, then a program effect may have been detected given
the overall increase in service utilization. This cannot however be
confirmed through this study.

Attrition is another weak point in this study, yet despite the loss
of statistical power, this attrition probably did not introduce a selec-
tion bias, as it was not associated with the intervention, which was
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Table 4. Comparison of indigents lost to follow-up and those continuing in the cohort in 2011 among the population of those who did not

use services in 2010

Variables N % Continuing % Lostto P value
follow-up
Predisposing factors  Sex Female 598 48.9 48.8 0.50
Male 626 511 51.2
Age <50 years 298 21.1 28.3 0.014*
50-69 years 479 40.6 37.3
>69 years 447 38.3 34.4
Marital status Widowed 547 511 36.7 0.0001**
Not widowed 677 48.9 63.3
Facilitating factors Income-generating activity No 1162 94.4 95.6 0.36
Yes 62 5.6 4.4
Household income (tertile) Low 225 34.9 38.4 0.13
Medium 153 31.9 33.6
High 378 33.2 28.0
Financial support Receives financial support from family 344 27.2 29.3 0.23
Receives no financial support from family 880 72.8 70.7
Food Seeking food from external sources 206 17.2 16.3 0.46
Not seeing food from external sources 1018 83.0 83.4
Instrumental assistance No need 721 56.3 62.2 0.075
Receives assistance 393 33.5 30.3
Needs, but does not receive 110 10.2 7.5
Cohabitation Alond 646 55.1 49.9 0.0001**
Father/mother/siblings/neighbours 112 7.7 11.0
Spouse/children >15 years 234 11.4 28.7
Children <15 years 232 25.8 10.4
Needs Chronic illness No 742 60.6 60.7 0.50
Yes 482 39.4 39.3
Vision impairment No 629 50.5 52.5 0.26
Yes 595 49.5 47.5
Impaired mobility No 478 58.8 63.6 0.048*
Yes 746 41.2 36.4
Limited muscle strength No 565 45.1 47.5 0.21
Yes 659 54.9 52.5
Limited fine finger movements ~ No 952 76.4 79.5 0.10
Yes 272 23.6 20.5
Limited abduction, No 1008 81.5 83.4 0.40
upper extremities Yes 216 18.5 16.6
Card holder No 684 57.2 54.3 0.32
Yes 540 42.8 45.7
*P <0.05
**P <0.005.

possession of an indigent exemption card. In fact, for attrition to
cause a selection bias in a study aimed at evaluating a measure of as-
sociation, the attrition would need to be related as much to exposure
(possession of a card) as to outcome (services use) (Szklo and Nieto
2006).

Conclusion

Although there was no significant effect on the use of care after the
intervention, the general pattern was indicative of some increase, es-
pecially among the poorest and those who had less family aid to pay
for healthcare, both of whom were precisely the target of the inter-
vention. Whether or not they received a card, this target population
used more healthcare services. Thus, indigents probably have to con-
tend with other obstacles to healthcare access, related to such things
as transportation or social accompaniment, as they often live in
somewhat isolated conditions. Gender issues are also at work, as
women are less likely to increase their use of healthcare than men.
This may be due to the fact that women are still likely to have to

negotiate with their husbands to obtain financial resources, and to
contend with transportation costs before they can obtain healthcare.
In fact, women’s limited decision-making power and poor physical
access to healthcare facilities have been identified in many countries
as non-financial barriers to the use of healthcare services (O’Connell
et al. 2015). Interventions to improve indigents” use of healthcare
services might be more effective if they combined several aspects
related to user fees exemptions, such as covering the costs of trans-
portation and food as well as of accompaniment to the health
centre. Further studies are needed to confirm these hypotheses.
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