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Abstract
Context: User satisfaction in health facilities is increasingly taken into account to improve the quality of
care. In Mali, performance-based �nancing (PBF) aims to improve the quality of care by increasing the
motivation, responsibility, and accountability of health workers. Community veri�cation (CV) is one of the
main functions of the PBF. CV makes it possible to monitor the effectiveness of the services reported by
the health facilities and to conduct satisfaction surveys of the users who have received care. This paper
aims to analyze the CV process during the implementation of the PBF in the Koulikoro region of Mali.

Methods: We adopted a qualitative approach based on a multiple case study design corresponding to the
district hospitals (DH) and stakeholder groups. We conducted thirty-nine semi-structured interviews with
investigators, patients, and health workers in three of the ten DHs in the Koulikoro region. We designed
three interview guides and inductively analyzed our data.

Results: The CV process was well perceived and welcomed. However, the vast majority of interviewers
reported di�culties locating some patients in the community for several reasons: incorrect spelling of
names, illegible cards, lack of telephone contact information and incomplete information on the cards,
and cases of homonymity. All of this was due to poor record-keeping at the health facilities. Some
investigators fraudulently �lled out forms without investigating users in the communities. They justi�ed
this by the lack of time available to them to conduct the CV. No feedback on the results of the CV was
possible from the health workers.

Conclusion: The CV is an essential component of PBF implementation. The validity, reliability and
e�ciency of the measurement instruments must be considered in user satisfaction surveys. In addition,
emphasis should be placed on data analysis and the use of CV results.

Background
User satisfaction assessment of health facilities is increasingly considered for quality improvement in
health care (OECD et al., 2019). It is widely used in low- and middle-income countries (LMICs) (Aldana &
Piechulek, 2001). However, the de�nition of user satisfaction is complex and still not consensual (Linder-
Pelz, 1982; Williams, 1994; Ng & Luk, 2019). Pascoe (1983) de�ned user satisfaction as the level of
compliance between their expectations and the services they received. Cultural, sociodemographic,
cognitive, and affective factors in�uence the measurement of user satisfaction (Ng & Luk, 2019). In Mali,
from July 2016 to February 2017, a performance-based �nancing (PBF) pilot was implemented in ten
health districts in the Koulikoro region (World Bank, 2017). It aimed to improve the quality of reproductive
health care by increasing the motivation, responsibility, and accountability of health workers (Ministère de
la Santé et de l’Hygiène Publique, 2016). During its implementation, several activities were carried out:
training, development of results plans, signing of contracts, and producing results by health facilities,
reporting, verifying quantity and quality of care results, paying subsidies, and providing community
veri�cation (CV) (Cissouma et al., 2017; KIT et al., 2017). CV is one of the main functions of PBF
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implementation. It monitors the effectiveness of the services reported by the health facilities to provide
them with subsidies and to conduct a satisfaction survey of users who have bene�ted from health care.

In general, the methods used to conduct user satisfaction surveys are quantitative based on standardized
questionnaires administered to users (self-reported or administered), and qualitative (semi-structured
interviews and focus groups) (Sitzia, 1999; Quintana et al., 2006; Beattie et al., 2015). For Beattie et al.
(2015) and Almeida et al. (2015), regardless of the survey methods and measurement tools chosen, some
dimensions are essential to the construction of patient satisfaction measurement tools such as
interactions between patients and health professionals, the physical environment, and the management
process of the health facility. The community user survey method is often used for user satisfaction
surveys during PBF implementation in Africa (Antony et al., 2017; Turcotte-Tremblay et al., 2017; Falisse
et al., 2012). For example, in Mali, the community-based user survey was the chosen approach for user
satisfaction surveys during the PBF (KIT et al., 2017).

Conducting the CV among users during PBF implementation is not without consequences. In Burkina
Faso, Turcotte-Tremblay et al. (2017) noted several unintended consequences of the PBF's CV process:
di�culties in identifying patients in the community, overloading of community veri�ers, falsi�cation of
data by interviewers, and loss of patient con�dentiality that led to marital problems between some
patients and their spouses. In Burundi, Falisse et al. (2012) indicated that this type of survey does not
necessarily lead to a better consideration of the “voices” of the population in improving the quality of
care. In addition, the transmission of people's concerns by community-based organizations to health
authorities did not lead to change in Burundi. In Malawi, Petross et al. (2020) showed that community
members had mixed views on the positive effect of PBF on the quality of care in health facilities. The
positive effects of the PBF in Malawi, they noted, were better availability of drugs, improved quality of
infrastructure, and better hygiene in health facilities (Petross et al., 2020). However, they argued that
some of the negative effects that existed prior to the PBF, such as health worker overload and
overcapacity of delivery beds in maternity facilities, have been exacerbated by the PBF (Petross et al.,
2020). These studies demonstrated that community-based user satisfaction surveys have unintended
consequences and are in�uenced by the local context (geographic, socio-cultural, health) (Falisse et al.,
2012; Antony et al., 2017; Turcotte-Tremblay et al., 2017; Petross et al., 2020).

It is important to consider the socio-cultural context when conducting user satisfaction surveys
(Baumann & Amara, 2007). To our knowledge, there is no published scienti�c study in Mali on the
process of client satisfaction during the implementation of the PBF and its impact on improving the
quality of care in health facilities. Our article aims to analyze the CV process during the implementation
of the PBF in the Koulikoro region of Mali. More speci�cally, it allows us to describe the CV system, the
dysfunctions observed during its implementation, and the perceptions and interactions between the
different actors involved.

Description of the PBF community veri�cation process in Mali
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In Mali, the PBF CV had several objectives. First, it intended to verify the accuracy of health workers'
statements regarding patients reported to have consulted them. Second, it intended to measure the level
of user satisfaction with the quality of care received. Finally, the results of the CV were to be used to
�nalize the payment procedures for the �rst and only cycle of PBF subsidies to health facilities. The PBF
pilot was very short, lasting only eight months (July 2016 to February 2017), which justi�es the only PBF
subsidies payment cycle in Mali. Apart from the CV, the challenges observed during the PBF
implementation process in Mali have been published in several articles (Zitti et al., 2019; Coulibaly et al.,
2020; Zitti et al., 2021).

The VC was conducted in February 2017, i.e., at the end of the PBF pilot in Mali. The KIT-Cordaid-CGIC
consortium, which acts as the PBF implementing agency (contracting and veri�cation) on behalf of the
Ministry of Health and Public Hygiene, recruited a local NGO in each of the 10 health districts to conduct
the CV. These NGOs were recruited following a call for tenders. Following the selection process, each NGO
selected 10 interviewers who were trained by the local company (Clinique de Gestion et d’Innovation des
Connaissances [CGIC]) team on behalf of the consortium. The training lasted two days in January 2017.
In order to conduct the CV in a short time frame, some local NGOs had to train additional interviewers
themselves. To assist local actors in implementing the PBF, ten technical advisors (�ve national and �ve
international) were made available to the ten health districts (one advisor per health district). The list of
patients for CV was to be provided by the district hospitals (DHs) with the support of the PBF technical
advisors. However, numerous shortcomings led the investigators to redo some of the lists from the health
facilities' registers. These samples were drawn from the patients present in the health facility registers
and who were seen during the PBF implementation period (November to December 2016). To conduct the
CV at the DH level, the agency responsible for monitoring PBF implementation (Table 1) selected three
indicators.

Table 1
List of indicators considered for CV at the district hospital level

Indicators

Complicated deliveries/Cesarean sections performed by quali�ed personnel

Patients received from the Community Health Centres (Centres de santé communautaires [CSCom]),
who were properly cared for in the DHs and who were redirected to the CSCom

Severe malaria in children properly treated

In order to constitute a sample of patients in each DH, 10 patients were selected for each of the three
indicators (i.e., 30 patients per DH). The 10 patients selected per indicator were chosen according to their
distance from the health facility: three patients within 0 km, three patients within 1–5 km, two patients
within 6–10 km, and two patients within 11–15 km and beyond. Local NGOs had between �ve and 10
days to conduct the CV.

Methods
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Search strategy
We adopted a qualitative approach based on a multiple case study design (Yin, 2009) corresponding to
the DHs and stakeholder groups involved. We selected three health districts (districts 1, 2, and 3) from
among the ten in the Koulikoro region. The criteria for selecting the three health districts are detailed
elsewhere (Zitti et al., (2019).

In order to compare the views of the actors on the CV process, we selected different pro�les of actors
(Table 2) who participated in the CV process. The patients interviewed were expected to bene�t from the
management of at least one of these three indicators. Health workers were selected on a purposive basis.
Purposive sampling is a non-random sampling technique that allows a researcher to �nd participants
based on the experiences and knowledge they can and will provide (Bernard, 2006). Health workers were
selected based on their level of involvement in the PBF implementation process in DH, their level of
information related to the CV process, and their availability. Based on their availability to answer
questions, we chose to survey the investigating agents who had participated in the CV.

Table 2
List of survey participants

Respondents Sanitary district 1 Sanitary district 2 Sanitary district 3 Total

Investigators from local NGOs 5 9 3 17

Patients 2 8 8 18

Health workers 2 1 1 4

Total 9 18 12 39

Mali's health system is made up of three levels, a primary level Community Health Centres (Centres de
santé communautaires [CSCom]), a secondary level (DH or Health Center of Reference), and a tertiary
level (university hospital centers and national hospitals) (PRODESS III, 2014). DHs are the �rst level of
referral for patients, so patients treated in a DH come from health facilities in all health areas of the
health district. We compiled an exhaustive list of patient charts that the local NGOs would have
investigated for our sample. To do this, TZ and AC searched the archives of the patients' CV forms that
were at the level of the CGIC team, which is responsible for implementing the PBF in Mali. In this list, we
targeted four patients for each of the three indicators for DH patients: one patient within 0 km, one patient
within 1-5 km, one patient within 6-10 km, one patient within 11-15 km and more. The distance from the
selected patients to the facility was calculated from the patient's place of residence to the nearest facility
(CSCom or DH). We selected a total of 12 patients to survey per DH for a total of 36 patients.

Data collection
We developed semi-structured interview guides for each of the survey targets (local NGO interviewers,
patients, health workers). We tested the collection tools in a CSCom that implements PBF, but it is not
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included in this research. There were four research assistants in charge of this survey. AC organized a
two-day training for the research assistants. During the training, the semi-structured interview guides were
fully translated into the local language (Bambara). The research assistants interviewed patients who had
been referred to the DHs and the local NGO interviewers. AC spent an average of three days in each health
district to supervise the �eld surveys.

Data processing and analysis
The research assistants transcribed the data. TZ performed data coding using a code tree constructed by
the researchers involved in the research program. TZ used QDA Miner Lite for data coding. For the
analysis, we followed an inductive content analysis approach (Bernard, 2006), allowing the empirical
themes to emerge from the data, allowing us to consider the in�uence of socio-cultural values, the
attitudes and practices of health agents, as well as the individual logics of the different actors involved in
the PBF CV process in Mali.

Results

Sample design and identi�cation of patients in the
community
Several investigators noted di�culties related to sampling during the CV. In most health districts, the
respondents' samples were not ready at the start of the CV, which led to delays in its implementation. In
order to deal with the delay in the transmission of samples, some investigators said that they had to go to
the health facilities to compile or complete the samples themselves. For them, going to the health
facilities to compile the samples was an additional burden and caused a delay in the CV. According to the
investigators, in order to avoid delays during the implementation of the CV, the samples must be available
before the start of the surveys:

"We had some complications, often so much so that we were late, the veri�er (PBF technical advisor) who
was at the district level had not �nished his work ... we went with the head of the post (head of the health
facility) and our supervisor to choose the people (the respondents). "[Interviewer, local NGO Health District
2]

Before going to the community, the investigators �rst went to the mayor of the commune that covers the
health area in question to have their mission orders signed by the CV. They then went to the village chief
to explain the purpose of the survey before being introduced to the community. Once the village chief had
given his approval, he delegated people to help the interviewers locate and identify the respondents in the
community. During the training of the interviewers, the trainers from the CGIC team advised the
interviewers not to use community health workers or community relays during the CV. However, in some
villages, community relays sometimes helped the interviewers identify and locate respondents in the
community. The involvement of community health promoters in the villages varied. For example, in
Health District 1, the investigators did everything possible to avoid involving the community relays, unlike
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in Health Districts 2 and 3. For some investigators, the help of the community relays was important, and
this made the respondents feel more con�dent and facilitated the survey:

"Their (community relays) presence facilitates our access to these people, because they have a certain
credibility. They (community relays) introduce us, they say that these people came in search of certain
information, so immediately they (the respondents) are open to us" [Interviewer, local NGO, health district
3].

Tracking patients in the community was di�cult, if not impossible, for several reasons: incorrect spelling
of names, illegible charts, lack of telephone contact information, and incomplete information on the
charts. This di�culty was due to poor record-keeping in the vast majority of facilities. In addition, the
homonymity of respondents often caused di�culties in locating and identifying them in the villages. For
the interviewers, there were often cases where there were several people with the same name in the same
village. When additional information was available (husband's name or child's �rst name) on the survey
form, they were able to identify the person with the help of the community liaison or an accompanying
person. In other cases, they spent additional time locating and identifying the respondents or were unable
to do so. Some patients identi�ed in the health areas were not necessarily part of these areas. According
to some respondents, the nomadic nature of some people in certain villages makes CV more di�cult to
carry out:

"Often it is the spelling of the name that is misspelled. I remember one case where the child was
BANDJAN but it was spelled JINDJAN" [Interviewer, local NGO, health district 3].

"During the dry season, people come to the villages and during the winter period, they return to the
hamlets and when they are in the village, they go to the CSCom. When the CSCom asks them, they say
that they live in the village and the CSCom is obliged to write in the register according to their
information...when you go to look for them in the villages, it will be complicated" [Health agent, Health
District 1].

Users', health workers' and investigators' interests in CV
The vast majority of health workers thought that the CV was a good thing and that it was important to
consider the opinions of community members in the process of improving the quality of care offered by
DHs. No feedback on the results of the CV was available from health workers because it was conducted
in the last days of the PBF pilot (February 2017). According to some investigators, collecting patients'
opinions on the quality of care received is a positive part of the CV. For some investigators, the PBF CV is
an accurate survey compared to other community surveys. The vast majority of interviewers had
previously conducted community surveys with NGOs. For them, these other surveys just ask for a number
of people to be surveyed, whereas for the PBF CV, the names of the respondents are speci�c, so it adds
precision to the survey. Some investigators believe that if the CV is done well, it would allow for the raise
of people's complaints for improved quality of care.



Page 8/18

"I have done many surveys, but the community veri�cation survey I was very happy to go to my brothers
and sisters asking them what is wrong and thinking that we will solve their problem." [Interviewer, local
NGO Health District 3]

"It (CV) is a good thing if we can only take the recommendations into account, not just leave them on
paper" [Interviewer, local NGO, Health District 2].

Before the CV, almost all patients had never heard of PBF. However, the CV process was well received and
welcomed by the vast majority of respondents. They were happy with the CV, as it was the �rst time they
had been asked for their opinions on the quality of care provided in DH. The CV allowed people to see
that health workers could be monitored with respect to the quality of care they provide. In addition, they
believe that regular CVs will enable health workers to do their jobs better. According to them, they freely
expressed their opinions about the di�culties encountered in the DHs. For example, some of them raised
the high cost of care and medicines:

"It is always good to exchange with people to know how they were treated... people will say if they were
well received or not! There is nothing to be ashamed of if you say you were not well received, and it can
help health care workers improve" [Patient, health district 3].

Nevertheless, other respondents expressed a sense of mistrust, fear, and apprehension at the beginning
of the survey. The investigators tried to reassure the respondents and their families about the
con�dentiality of the CV and their independence from the DHs. However, despite their explanations of the
con�dentiality and purpose of the surveys, some respondents were still suspicious. According to some,
the population is suspicious of community surveys conducted by NGOs because they take place without
changing their living conditions or obtaining results:

"At �rst they are afraid because they think that every time people come to bluff them (illusory promise)
without results. It's not just the PBF, all the NGOs every time they come and gather people and say this
and that without any follow up, so they thought ... we're going to come and bluff them, we're going to
come and waste their time. "[Interviewer, local NGO Health District 2].

"Every time, we answer the questions and we don't know what happens next. If you see that some people
are reluctant to answer the questions, it is because of that" [Patient, health district 2].

Challenges faced by investigators during the CV process
For the majority of the investigators, the two-day training was not long enough as it did not allow them to
address all aspects of CV in-depth. The training covered the translation of the questionnaires into the
local language (Bambara), how to introduce themselves, how to �ll out the survey form, and how to
conduct the surveys among the population. The majority of the interviews were conducted in Bambara.
Translating the forms into Bambara was a real challenge for the interviewers. They found it di�cult to
translate the PBF and to explain it easily in the local language:
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“We have to make the survey forms simple because it is not easy to translate the French that is on the
forms. And even during the training, translation was a problem. We had to reach a consensus on the
questionnaires and agree on the translation into the national language.” [Interviewer, local NGO health
district 2]

The majority of interviewers reported di�culties in identifying certain patients in the community. Several
strategies were implemented by the interviewers to overcome these di�culties. Some interviewers
replaced the respondent with her husband or other relatives. Others said they replaced the respondent
who was not found with another patient chosen from the facility's records. Occasionally, some
interviewers went to the health facilities to ask health workers if they knew any respondents. When this
was the case, they could help the interviewer �nd the respondent. However, trainers from the CGIC team
advised the interviewers against using health workers to help them:

“Given the distance I traveled, I didn't want to go back without seeing the lady to ask her for some
information. It's true that we were asked not to go to the CSCom, .... if I hadn't gone to the CSCom I was
going to ... come back without news of the lady.” [Interviewer, local NGO, health district 2].

In addition, although a rare occurrence, some interviewers conducted telephone interviews with
respondents when there was di�culty meeting the respondent in person. For example, there was a case
where the interviewer obtained the telephone number of the community relay with a nurse in a health
facility. He called the Community Relays to get information on a respondent. Thus, some investigators
fraudulently �lled out some survey forms without investigating the users in the communities. According
to these investigators, the "cheating" was justi�ed by the time they were given (5 to 10 days) to complete
the CV:

“The people who �lled out the forms with imagination, really, it's because we didn't have enough time.
They were under a bit of pressure. ... They were really forced to do these 'little cheats'” [Interviewer, local
NGO Health District 2].

Cheating on survey completion by interviewers was more common in urban than in rural areas. We
observed that the vast majority of survey forms in urban areas did not include a telephone number, and
this was true in most health districts. The lack of a telephone number on the survey forms of urban and
peri-urban respondents made it impossible to conduct the survey since, without a telephone number, it is
unlikely to �nd a user in an urban or peri-urban area.

Discussion
Our article is one of the few studies published in Francophone West Africa that focuses on the CV
process during the implementation of the PBF. It addresses the challenges of implementing the RBF in the
Malian context by showing the complexity, cumbersomeness, and di�culties of the process.

PBF community veri�cation: reliable, valid, and e�cient?
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In Mali, unlike in other countries (Burundi, Niger), with regard to CV, the percentage of tolerated deviation
between the declarations of health facilities and reality has not been speci�ed in the PBF procedure
manual (Ministère de la Santé et de l’Hygiène Publique, 2016). This percentage of tolerated discrepancy
is intended to reduce fraud due to false declarations by health facilities in order to bene�t from more PBF
subsidies. This percentage must be less than 5% in Burundi (Ministère de la Santé Publique et de la lutte
contre le SIDA, 2014) and 10% in Niger (Ministère de la Santé Publique du NIGER, 2020). While the
percentage of fraud tolerated by the health facilities is mentioned in some procedure manuals or CV
guides, no mention is made of cases of fraud by the investigators who are supposed to carry out the CV.

With respect to data collected during �eld surveys in the African context, the issue of fabrication of such
data by scientists and non-scientists is an issue that is not widely addressed (Kingori & Gerrets, 2016).
The term that sometimes refers to data falsi�cation by �eld workers in the African context is "data �lling
under a tree." It is de�ned as an interviewer sitting under a tree to �ll out a survey questionnaire without
collecting information from the participants selected for the survey (Fig. 1) (Kingori & Gerrets, 2016).
Several factors are thought to be responsible for data falsi�cation by �eld workers in the African context:
physical, economic, and contextual challenges during community surveys; workload perceived as
unrealistic by interviewers; dissatisfaction with working conditions; insu�cient institutional support; and
weak supervision during surveys (Kingori & Gerrets, 2016).

Our study shows that there was fraud in the �lling out of survey forms by some investigators. There are
several reasons for this: incompleteness of the forms, errors in the information on the forms, di�culties in
locating users within the community (absence, displacement), and the short time of the surveys (5 to 10
days). In Burkina Faso, Turcotte-Tremblay et al. (2017) also observed cases of fraud during the CV.
According to them, there are several reasons for data falsi�cation by investigators: work overload and
di�culties in identifying patients in the community. We believe that the more di�cult it is for the
interviewer to identify the user, the greater the risk of falsi�cation of data by the interviewer. In order to
improve the performance of the CV and to better identify users in the community, it is necessary to ensure
that (i) the correct sampling of patients; (ii) the completeness of the information recorded in the health
facility registers; and (iii) the completeness of the information recorded on the survey forms.

Does this observed fraud call into question the reliability and validity of the information collected during
the CV? In Mali, the falsi�cation of some survey forms (especially in urban areas) may have had an
impact on the quality of the data collected during the CV, even if these frauds did not negatively affect the
amount of subsidies allocated to the DH. The objectives of the CV in Mali were to verify the care reported
by health workers and to measure the level of user satisfaction. Based on these objectives, we can
deduce that fraud by some investigators does not allow us to accurately verify declarations or to evaluate
the level of user satisfaction. In order to improve the quality and integrity of �eldworkers during research
in Africa, it is necessary to (i) increase institutional recognition of the role of �eldworkers; (ii) improve
systematic and comprehensive capacity building of �eldworkers; and (iii) foster career development of
�eldworkers within institutions (Participants of an International Workshop in Kenya on the Role of
Frontline Staff in Biomedical Research, July 2014 & Kombe, 2015)
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It is not necessary to have CV surveys with a 0% risk of fraud. However, survey tools and methods should
be selected that will reduce fraud to ensure better quality results. Several systematic reviews that focus
on instruments for measuring patient experience in hospitals showed that the quality of the methods and
tools chosen is variable (Beattie et al., 2015; Nilvér et al., 2017). Beattie et al. (2015) showed in their
systematic review that despite the acceptability of the majority of instruments, the e�ciency of these
measurement instruments (ratio of cost to data reliability) is insu�cient due to the resources needed to
obtain reliable samples. For a valid, reliable, and e�cient measurement of patient experience, the
instruments should be more suitable for the objectives of the survey (Nilvér et al., 2017); and more
e�cient (Sitzia, 1999; Quintana et al., 2006; Beattie et al., 2015).

What is the purpose of the PBF community veri�cation?
According to our results, the majority of users were satis�ed with the fact that the CV allowed them to
give their opinions on the care received. However, some of them expressed doubts as to whether their
opinions would improve the quality of care in the health facilities. For them, the CV is just another
community survey that will not have a positive impact on their daily lives. For Olivier de Sardan (1991), in
order to improve the living conditions of the population, development projects must consider the opinions
of the population. Development anthropology is intended to be the “voice” of the “voiceless”
(marginalized and excluded social groups) and should be used to gather and express the opinions of
people whose “fate development institutions intend to improve without giving themselves the means to
know them” (Olivier de Sardan, 1991, p. 7). Studies that assess the level of satisfaction of users with the
care received in health facilities in Africa revealed low levels of satisfaction (Ndziessi et al., 2017; Girma
et al., 2020; Balde et al., 2017; Bohren et al., 2017). In Guinea Conakry, for example, Balde et al. (2017)
showed in their study that women report abuse by health workers during childbirth (neglect, physical and
verbal abuse). In Ethiopia, a study by Girma et al. (2020) showed that community members have a
negative perception of maternal health services. The reasons for their negative perceptions are poor
attitudes of health workers towards them, lack of drugs in health facilities, long waiting times, lack of
privacy, and lack of attention for women during delivery (Girma et al., 2020).

As the CV was conducted at the end of the PBF pilot, the data collected was only used to calculate the
PBF subsidies for DHs. The data collected was not analyzed, or only minimally, by the KIT-Cordaid-CGIC
consortium, which acts as the PBF implementing agency (contracting and veri�cation) on behalf of the
Ministry of Health and Public Hygiene. The CV did not establish a causal link between the PBF
intervention and the improvement in the quality of care reported by users. There is little literature that
examines the different veri�cation methods in the PBF and the causal link between these veri�cation
methods and veri�cation outcomes (Vergeer et al., 2016). In Malawi, Kambala et al. (2017) showed that
women who received care during the implementation of the PBF noted an improvement in health service
delivery. However, there were no signi�cant effects of the PBF intervention on women's perception of
technical care, quality of facilities and interpersonal relationships. In Burundi, Falisse et al. (2012)
showed that the results of the community survey did not necessarily take into account the opinions of
users and did not lead to changes in the quality of care. In Benin, Antony et al. (2017) showed that
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veri�cation processes are complex, costly, and time-consuming; and that little or no analysis was done on
the data collected during the CV. Furthermore, they showed that the results of the CV did not lead to the
sanctioning of bene�ts that had been involved in fraud in Benin. All this shows us the importance of
using the results of the user satisfaction surveys during the PBF CV to improve the quality of care offered
to the population.

Beyond the PBF, the question of the use of research results for decision-making to improve the quality of
care arises in the African context. Despite a declared interest by health workers in user satisfaction
surveys, the results of these surveys are often not used or discussed in decision-making (Boyer et al.,
2006). A systematic review on the use of knowledge to improve public health in LMICs showed that there
is a wide variety of strategies and conditions for using knowledge (Siron et al., 2015). Evidence of the use
of results for decision-making by actors governing the health system is still too scarce in Africa (Ridde &
Yaméogo, 2018; Dagenais, 2021; Dagenais et al., 2021). A growing number of studies carried out in
Francophone Africa showed that �eld actors and decision-makers �nd the results of research useful (Mc
Sween-Cadieux et al., 2017; Dagenais et al., 2021). However, in Burkina Faso, many participants in a
research dissemination workshop felt that they were not able to make decisions about the application of
this knowledge, despite the fact that the majority of them had perceived the usefulness of the results (Mc
Sween-Cadieux et al., 2017). Similarly, a study by Dagenais (2021) showed that there is a low level of use
of research results within the Ministry of Health for decision-making in Burkina Faso. Several barriers are
identi�ed by decision-makers in the Burkina Faso Ministry of Health: di�culty in accessing research
results, their own attitudes towards research-based evidence, di�culty in implementing research
recommendations, and a lack of an effective communication strategy. Dagenais et al. (2021) believe that
for better use of research �ndings by policymakers, actions need to be taken to produce and sustain long-
term effects at the level of policymakers.

Practical implications of the research
To improve CV in the future, we believe it will be necessary to: (i) to seek to reduce its cost by adopting a
more suitable survey methodology (less cumbersome, less costly and more e�cient); (ii) for health
workers to be able to better collect data (surname and �rst names, telephone number, surname and �rst
names of ascendants/descendants or other family members) in the health facility registers; (iii) to raise
awareness among users on the need to provide reliable information that can be traced back; (iv) involve
local NGOs in the process of selecting and choosing the people to be surveyed; (v) allow more time for
data collection in the �eld and strengthen the supervision of surveyors, to reduce the risk of fraud during
data collection in the �eld.

Limitations of the study
Our research has some limitations. Firstly, the opinions of the respondents are not necessarily
representative of all the actors involved in the CV process. Secondly, the data collection was carried out
cross-sectionally, retrospectively, and at the end of the PBF pilot project. Therefore, several di�culties that
are revealed in our study during the CV process might have been different if the PBF implementation had
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been continued. Some of the implementation di�culties, such as the record keeping of DHs, were bound
to improve if the PBF continued. In addition, investigators should also improve on the shortcomings
observed over time.

Conclusion
The CV is an important component of the implementation of the PBF. Our study has shown that several
di�culties have hindered the smooth running of the CV: too short a timeframe, problems with sampling
users, lack of precise information that could facilitate the identi�cation and tracking of users within the
communities. All these di�culties sometimes led some interviewers to falsify the data collected. The
validity, reliability, and e�ciency of the measurement instruments must be taken into account when
conducting user satisfaction surveys during the PBF CV. Furthermore, these instruments should be
adapted and simpli�ed to the local context for maximum effectiveness. Particular emphasis should be
placed on the analysis of data and the use of results from the PBF CV in order to make better use of the
results of these surveys for decision making and improving the governance of the health system at the
local and national level. In Mali, in order to better measure patient satisfaction, we believe that a study
should be carried out on patients' expectations regarding the quality of care in order to better adapt the
tools for measuring satisfaction to the local context.

Abbreviations
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