
Research Articles 

Defining an action-research’s content to improve a policy 
supporting indigents’ health in Mali: a concept mapping 
Mathieu Seppey 1  , Laurence Touré 2 , Valéry Ridde 3 

1 Université de Montréal, École de santé publique (ESPUM), Département de médecine sociale et préventive, Montréal (Québec), Canada; Centre de 
Recherche en Santé Publique (CReSP), Montréal, Québec, Canada, 2 MISELI, Bamako, Mali, 3 IRD (Research Institute for Sustainable Development), 
CEPED, Université de Paris, ERL INSERM SAGESUD Paris, France 

Keywords: concept mapping, health policy, mali, healthcare access, action-research 

https://doi.org/10.29392/001c.21956 

Journal of Global Health Reports 
Vol. 5, 2021 

Background 
Concept mapping (CM) is a method used to create consensus around a concept within a 
group of actors, which enables an empowering process for the participants through 
dialogues and shared information. We performed a CM, aiming to improve the 
operationalisation of a health policy, the RAMED, to promote healthcare access to the 
indigent population in Mali. 

Methods 
The CM followed five steps leading to the conceptual map development: 1) brainstorming, 
2) statements’ scoring, 3) clustering, 4) statistical (hierarchical clustering and 
multi-dimensional scaling) and qualitative analysis, and 5) validating the map. 
Twenty-seven participants took place in the CM, representing eighteen organisations 
linked to the implementation of the policy. 

Results 
We identified seven clusters of activities towards finding the concrete and collective 
solutions to improve healthcare access: “funding strengthening,” “integral management 
and care of indigents,” “expertise creation,” “promotion and communication,” “indigents’ 
identification processes,” “monitoring and evaluation,” and “integration and coordination 
of actors.” According to scalability and priority scores, “identification processes” was the 
most scalable and important cluster (3.03 [±0.51] and 3.26 [±0.47]/4 respectively), while 
“funding strengthening” was the least scalable and important (2.59 [±0.47] and 2.76 
[±0.42]/4 respectively). 

Conclusions 
Although this method is primarily exploratory and a great starting point for further 
collaborative research, it managed to highlight the two fundamental issues in 
action-research: the difficulty related to the knowledge transfer to vulnerable populations 
and their lack of participation in the research process. It is particularly an issue in West 
Africa, due to lack of empirical studies and high poverty levels. Results of this study 
demonstrate that CM offers an important starting point for improvements, which should 
focus on knowledge transfer and inclusion of vulnerable populations’ points of view. 

In most West African countries, health service users, in-
cluding the poorest (indigents), are required to pay fees 
when they consult health care providers.1 Despite numer-
ous studies showing that out-of-pocket payment is un-
favourable, its use persists, increasing inequalities in the 
use of care and resulting in wider-scale exclusion of in-
digents from the health system.2 The term “indigent” (or 
worst-off) is largely used in the West African contexts and is 
composed of many criteria depending on the context where 
it is used.3 We use this term to be coherent with its use by 
the Régime d’Assistance Médicale (RAMED). 

Following the examples of Algeria,4 Tunisia,5 or Mo-
rocco,6 Mali is one of the rare West African countries to 
have a public policy designed to provide free access to 
health services for indigents.7 For operational purposes, 
Malian officials decided that indigents would represent the 
poorest 5% of the general population in Mali. The package 
of care offered to that population is equivalent to the one 
offered to the beneficiaries of compulsory health insurance 
(AMO), except for the specialty drug coverage.8 

In 2009, the State introduced a non-contributory 
scheme, the RAMED which is dedicated to care for the in-
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digent; that is, to “any person without resources and rec-
ognized as such by the territorial community to which he 
belongs”.9 It is publicly funded from the State and local au-
thorities7 and is managed by the Agence Nationale Assis-
tance Médicale (ANAM), a national public administrative in-
stitution with legal personality and financial autonomy.10 It 
is responsible for registering beneficiaries and is under the 
Ministry of Solidarity and Humanitarian Action (MSAH). 

Nearly ten years after its launch, RAMED was reported 
suffering from several operational implementation prob-
lems, including difficulty selecting and defining indigence, 
especially in conditions where the poverty rate is very high. 
Unlike other countries that have enacted such policies with-
out providing the means,2 Mali has public funding that 
could enable it to provide access to care for the indigent. 
Yet, the proportion of registered indigent people remains 
low: in 2019, 732 348 were selected and registered compared 
to the target of 950 000. 

In the context of a partnership between an interdiscipli-
nary research team and ANAM actors, we collectively de-
cided to engage in action research to find operational so-
lutions to improve indigents’ care and make RAMED more 
functional.7 An action-research was justifiable by the need 
for ANAM agents to find concrete and collective solutions 
(e.g., problems in defining and operationalizing a policy of 
free care for the indigent).11–13 This responds to the lack 
of evidence about interventions in favour of the poorest in 
Africa.13,14 A workshop was organised in February 2019. It 
mobilized 27 experts from national and regional organisa-
tions, who had experiential knowledge to identify actions to 
be tested within this action-research.11 

The workshop started with a presentation of the context 
of the RAMED policy and its results by ANAM. The re-
searchers shared the results of their research on the emer-
gence, processes, and effectiveness of the targeting of this 
same policy. This process revealed the main challenges 
(Online Supplementary Document, Box 1). Next, there 
was a short theoretical presentation of the foundations 
(particularly West African15) of action research, its defi-
nition (“Action research is only possible WITH, FOR and 
BY people and communities, involved both in questioning 
and in the production of meaning, to inform research AND 
the action of which it is the core,” adapted from Reason 
and Bradbury 200111), its principles, its processes, and its 
stages. A film taken from one of our action-research pro-
jects in Burkina Faso illustrated these different stages, from 
the preliminaries to its conclusion (link to the film: 
https://www.youtube.com/watch?v=MnUTi3FwIkc). Finally, 
we explained the logistical and financial framework of ac-
tion research (Online Supplementary Document, Box 2). 
The actions needed to be feasible and take these guidelines 
into account. 

The aim of this study was to present the whole of this 
approach and the content that the participants proposed to 
improve the RAMED system’s operationality to promote ac-
cess to health care for the indigent in Mali. Beyond their 
national relevance, the results of this study may provide 
support to other decision-makers in other West African 
countries who wish to engage in such public policies a priori 
favourable to equity and universal health coverage. 

METHODS 

This study is based on the specific type of a group consen-
sual approach, the concept mapping (CM). This method was 
previously validated in Africa,3 where it was shown not only 
to be effective, but also a tool for empowering the differ-
ent stakeholders.16,17 It can initiate dialogue and help share 
information by creating a map based on the stakeholders’ 
ideas; in turn, helps them acquire a more holistic view of 
the topic and see how it can be better integrated with their 
own interventions and practices.18 

The method of CM answers many challenges linked to 
qualitative methods. While some participants can hijack the 
discussion, CM maintains a more equitable space for shar-
ing ideas, whether a participant has a higher status or not.19 

CM structures the discussion into round table turns; it al-
lows every participant to speak up without being criticized 
or seeing the idea argued. The importance and legitimacy of 
every idea is underlined before and during the CM.20 

DATA COLLECTION 

We conducted the CM process on the 7th of February 2019. 
Before the CM, contextual information and preliminary re-
search results about the RAMED’s challenges were shared 
through policy briefs and discussed with the partici-
pants.21–25 We defined the CM’s objective as to collectively 
identify a list of actions to test, in the context of the action 
research, to facilitate the operationalisation of a reimburse-
ment system by the RAMED. 

The research team recruited twenty-seven participants 
who were based in Bamako and represented different or-
ganisations (Online Supplementary Document, Table S1). 
This purposeful sample was based on the various organi-
sations that could be related to the implementation of the 
intervention and the participants’ expertise regarding in-
digence in their intervention.s This purposive sampling 
method helped get more detailed information during data 
collection.19,26 

Literature presents many different steps to conduct a 
CM.16,27 However, we used the five steps of Trochim (1989), 
as they are the most clearly defined. The first step is a qual-
itative data collection process, which is used to collect the 
statements on the topic. These statements are then taken 
into the second step, where everyone scores every state-
ment regarding its scalability and priority. The third step 
is a mixed data collection with the creation of groupings/
clusters, which are qualitatively named and calculated as 
frequency of aggregation. This grouping of statements al-
lows for a quantitative analysis, using the hierarchical clus-
ter analysis (HCA), followed by a multi-dimensional scaling 
(MDS),27 and a content analysis of the statements and their 
clusters, which is the fourth step. A restitution of the data 
with the research’s technical committee was organised as 
the fifth step, to validate the conceptual map. 

STEP 1- BRAINSTORMING 

All participants (N=27) brainstormed and responded to the 
statement: “to promote access to health care for the indi-
gent in Mali by improving the RAMED system’s operational-
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ity, I will propose to test in an action research…”. Being part 
of the steering committee and therefore an integral part 
of the action-research, one of the co-authors of this arti-
cle was one of the 27 participants and proposed responses 
to the statements. Each participant could express as many 
proposals as he or she wished. If necessary, the facilitator 
made sure that the proposal responded to the specific state-
ment, was clear, understood by all, formulated only one 
idea, and had not been proposed previously. As they were 
produced, the two research assistants wrote the statements 
on a flipchart to allow participants to see the proposals, 
draw inspiration from them, and avoid repeating them. A 
third person entered them into a Word file. 

STEP 2- STATEMENTS’ SCORING 

A research assistant distributed the list of statements to the 
participants (N=25). The assistant asked the participants 
to score every statement regarding their scalability (ability 
to act the statement at a national level) and their priority 
(importance to test the statement). The scores were scaled 
from 1 to 5, where 5 was being extremely scalable/impor-
tant and 1 being not very scalable/important. There was no 
interaction between participants at this stage. 

STEP 3- CLUSTERS 

Research assistants put all the statements on individual 
vignettes to be regrouped by the participants (N=25). All 
statements had to be put into one pile (a minimum of two 
piles is required from the participants) of at least two state-
ments. All clusters had to make sense to the participant ac-
cording to his/her emic perspective, who will give a name 
and list the statements’ numbers for each cluster. We cal-
culated frequencies through the number of associations be-
tween statements after all clusters from all participants 
were aggregated. No interaction was needed for this step. 

STEP 4- HIERARCHICAL CLUSTER ANALYSIS (HCA) & 
MULTI-DIMENSIONAL SCALING (MDS) 

Through the frequencies from the clusters, we conducted 
an HCA followed by an MDS.27 To prepare those analyses, 
we created a binary matrix for all the participants’ clusters, 
where 1 = an association between two statements and 0 
= the absence of association.18 We aggregated all matrices 
into a final proximity matrix, which added all the associ-
ations between statements. HCA consisted of remodelling 
the participants’ clusters according to the final matrix.28 

This analysis was bottom-up (unweighted pair group 
method with arithmetic mean: UPGMA); we associated the 
closest two statements first, then we calculated the second 
closest association (between statements, a statement and a 
group or groups), and so on, until there were no standalone 
statements (ex.: dendrogram).29 We used UPGMA since it 
enabled us to account for proximities between clusters, us-
ing proximity averages between each statement (and not 
only between clusters). The bottom-up analysis was more 
adaptable than a top-down approach, which would have 
identified variables (that would not be clearly identifiable 
in the statements), enabling the division of statements in 

different distinctive groups (this approach is more present 
in biological taxonomy, for example).30 Following the HCA 
and still from the final proximity matrix, a MDS determined 
the Euclidian distance between the statements on a 2D 
map, using the different frequencies calculated.18,27 We 
made a descriptive analysis of the scores (scalability and 
priority) by calculating the average of all scores for each 
statement. We conducted all analyses on the software R (R 
core team, Vienna, Austria). 

In addition to those quantitative analyses, we performed 
a qualitative content analysis of the participants’ different 
statements and clusters’ names. This qualitative conven-
tional content analysis31 is justified by the exploratory as-
pect of the study design, emphasizing the stakeholders’ ex-
periences regarding identification of indigents. This 
analysis followed the steps of 1) preparation of the raw data, 
that are computerised on the software QDA Miner (Provalis 
Research, Montréal, Canada), 2) familiarisation with the 
data (ex.: re-reading of the data), 3) inductive identification 
of themes (ex.: use of words and meanings from the partici-
pants’ data), 4) codification (ex.: segmentation of the state-
ments in units of analysis); and 5) organisation of codes/
themes (Online Supplementary Document, Table S2).19 

Following this analysis, we chose the number and names of 
clusters for the cartography. To choose the number of clus-
ters, we linked the qualitative assessment of the statements 
to the HDS. We analysed different alternatives of clusters 
and chose the most sensible alternative (qualitatively). 

STEP 5- RESTITUTION AND VALIDATION OF THE MAP 

The final step was a restitution session (N=8), organized 
in two workshops, with the research’s technical committee 
that helped validate thesuppls map and go further in com-
prehending the map and the actions to pursue in the action 
research. The facilitator asked participants to provide fur-
ther insights, reiterate their points of view, or provide ex-
planations or clarifications about some surprising re-
sults.18,32 

ETHICS APPROVAL 

This study was part of a larger research program called “Re-
sults-based financing for equitable access to maternal and 
child health care in Mali and Burkina Faso” which received 
ethical authorisation from the Institut National de Recherche 
en Santé Publique in Bamako, Mali (N17/2016/CE-INRSP). 
This ethical authorisation insured confidentiality of shared 
information, consent, and anonymity of participants. 

RESULTS 
GENERAL CONCEPTUAL MAPPING 

Following the first stage of the CM, the authors put the par-
ticipants’ statements (Online Supplementary Document, 
Table S3) into binary matrices. This resulted in a final ag-
gregated matrix of frequencies and the production of a den-
drogram (Figure 1), where clusters were made between the 
closest statements (or closest clusters). For the lecture of 
the dendrogram, we put each statement (at the bottom) in 
relation with another (or with a cluster). The closer state-

Defining an action-research’s content to improve a policy supporting indigents’ health in Mali: a concept mapping

Journal of Global Health Reports 3



ments are, the closer to the bottom their link “∩” is for ex-
ample, the statements 84 and 98 (last statements of the first 
cluster) are the closest since they were associated 24 times 
by the participants. 

Following the different proximities between the state-
ments and a qualitative assessment of the statements and 
possible clusters, we created seven abstracted clusters 
based on a heuristic approach: 1) Fund strengthening [or-
ange] (21 statements), 2) Integral management and care 
of indigents [green] (22 statements), 3) Expertise creation 
[pink] (9 statements), 4) Promotion/Communication linked 
to the RAMED [brown] (20 statements), 5) Indigents identi-
fication processes [red] (35 statements), 6) Monitoring and 
evaluation [violet] (13 statements), and 7) Integration and 
coordination of actors [blue] (6 statements). VR and LT val-
idated the process by independently analysing the state-
ments and making the same seven clusters (with some mi-
nor variations in their naming). 

Still with the final matrix of frequencies/proximities, we 
performed an MDS analysis (Euclidian distance) to put the 
different statements on a scatter plot (Figure 2). We then 
apposed the clusters from the HCA on the scatter plot (Fig-
ure 3) (Figure 4). The three main axes show proximity be-
tween different elements of the actions to be undertaken by 
the RAMED to take into account indigents in the health sys-
tem: 1) Green & Orange axis (Funding and Management), 
2) Pink & Brown axis (Expertise and Communication), and 
3) Red, Violet, & Blue axis (Identification, Monitoring and 
evaluation, and Coordination). 

CLUSTERS 

Since we inductively analysed each statement, different 
types of actors, actions, and processes have emerged and 
can be related to the other clusters. 

1. FUNDING STRENGTHENING (ORANGE) 

Statements bring attention to the localities as important 
actors in the sustainment of funding. Different taxes could 
be put in place regarding private actors (ex.: telecommu-
nication, mining) and other sectors (ex.: transports, mu-
nicipalities, health, consumption). The State’s role was not 
clearly defined, apart from its implicit place in new taxa-
tions, in comparison to the role of localities and actors from 
other sectors. The main actions thought to be required to 
strengthen the funding strategies are based on the creation 
of new funding strategies (ex.: new taxes) and their decen-
tralisation (ex.: involving investments from local actors). 

2. INTEGRAL MANAGEMENT AND CARE OF INDIGENTS 
(GREEN) 

The role of health organisations was central, with the im-
plication of pharmacies and the State to a lesser extent. The 
statements did not identify the role of indigents in their 
own care. They identified new improvements to indigents’ 
management and care such as mobile care, free-of-charge 
care (for example, subsidised pharmacies), better reception 
of indigents, or the diminution/absence of rupture of medi-
cines. The statements identified the need for new standards 

Figure 1. Statements’ dendrogram. 

Figure 2. Statements’ scatter plot (MDS analysis). 

that are nation-wide, have a minimal package of services, 
and promote accessible services. To reach those standards, 
it would be necessary to reorganise the health system by in-
creasing resources (ex.: financial or human), points of ser-
vices, and the quality of services. The statements did not 
detail services; they emphasized integration of services and 
their continuity for the indigent. 

3. CREATION EXPERTISE (PINK) 

To have effective actions, all actors seem to be concerned 
about a lack of expertise and a need to be trained, whether 
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at a more implementation level or a decision one. That 
training responsibility rested mainly on the research team. 
While the participants identified the need for more training, 
they reported few specific aspects in the statements (ex.: 
training on how to fill in medical forms, how to identify in-
digents, or how to vulgarise indigence criteria). 

4. PROMOTION/COMMUNICATION LINKED TO THE 
RAMED (BROWN) 

The promotion and communication linked to the RAMED 
mainly targeted localities and to a lesser extent the State, 
health organisations, the private sector, and the indigents. 
The project’s team was central to the creation of the pro-
motion and communication strategies. The aims of these 
strategies should be to motivate the inclusion of indigents 
in the health systems (ex.: giving prices), to decentralise 
and to put to scale the information (ex.: local sessions of in-
formation and national day for indigents), and to clarify the 
status of indigence (ex.: giving a voice to the indigent popu-
lation, translation into local language). Both the identifica-
tion and the management/care of indigents were the central 
themes of a potential promotion and communication strat-
egy. 

5. IDENTIFICATION PROCESSES (RED) 

The project’s team had an important role in the identifica-
tion process by elaborating the activities and tools of iden-
tification, training the actors, harmonising the criteria, etc. 
The administrative authorities and health organisations 
representing the different territorial units (regions, cercles, 
and communes) also played a role in the implementation 
of the identification process. It is worth noting that, like 
for the funding strengthening, the State had few responsi-
bilities in this cluster. This cluster is more implementing 
activities than the other clusters, with different stages to 
go through for the identification of indigents (ex.: testing 
tools, select indigents, engage with localities, and comput-
erise information). Much of the actions had to be created 
and decentralised before being implemented. The impor-
tance of coordination and effective registration were central 
in the identification process, whereas the participants less 
identified implication of actors, the monitoring and evalua-
tion or the management/care of indigents. 

6. MONITORING AND EVALUATION (VIOLET) 

The monitoring and evaluation were the pilot project’s re-
sponsibility through the evaluation of the implementation 
context. Other actors such as the health organisations then 
had the responsibility to put into effect the evaluations and 
monitoring’s recommendations. The monitoring and eval-
uation of the project did not involve higher levels in the 
health system reinforcement of the control system at cen-
tral level in Bamako. New actors could take the responsi-
bility of monitoring and evaluation (ex.: an autonomous 
observatory of indigence). The monitoring and evaluation 
process was linked to the issue of fraud, indigent’s satisfac-
tion, and the project’s implementation. 

Figure 3. Clustered statements (HC analysis). 

Figure 4. Clustered statements with polygons (HC 
analysis). 

7. INTEGRATION AND COORDINATION OF ACTORS 
(BLUE) 

More coordination was needed around the RAMED, creating 
a need to create new instances (ex.: local committees), new 
work organisations, or practices (ex.: integration of social 
services, community mechanisms to support indigents’ so-
cial reinsertion). By recognizing indigence as a multisec-
toral issue, the coordination of actors went beyond the 
health system to include intervention of the educational 
system, communities, or social services. These services’ in-
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tegration and coordination of actors brought a need to cre-
ate new mechanisms and ways to approach the issue of in-
digence, through more proximity between services and the 
concerned population. 

CLUSTERS’ SCORES 

We scored each statement on a scale of 1-5 regarding the 
possibility to adopt the action at a national level (scalabil-
ity) and the importance of that statement (priority) (Fig-
ure 5) (Figure 6). Based on each cluster’s the average and 
median score, the least scalable and least important cluster 
was about fund strengthening (orange). The identification 
process cluster (red) was the most scalable and important 
(Table 1). The ten most “scalable” and ten most “important” 
statements were mainly from the identification process 
cluster (Table 2). A coefficient of correlation of 0.84 
(P<0.001) can be found between the statements’ priority 
and scalability (Figure 7). 

DISCUSSION 

While CM has rarely been used in Africa, previous expe-
riences in Burkina Faso3,33,34 and other African coun-
tries35,36 show that it is adaptable in different regions. This 
method was an interesting starting point for a long-term 
process that is action research, aiming at both participation 
and rigour.11,37 This technique created a collective and 
trusting dynamic with knowledge transfer at the heart of 
participatory action research.38 As it is shown in Burkina 
Faso to combat dengue fever, it is necessary to consider 
the most recent and context-relevant evidence, and to have 
knowledge of the context of the actions envisaged and the 
needs of the people concerned.39 

This experience of setting up a CM in Mali provided an 
opportunity to share some advice for people who would like 
to use it in a similar context. A first challenge was to be able 
to bring together the most relevant stakeholders for col-
lective discussions. In this type of context, where multiple 
workshops are organised and where the relevant people are 
not always present, we had to take the time to identify the 
most relevant stakeholders beforehand.40 The collaboration 
with the steering committee and the fact that this CM was 
an integrated activity within the action research made the 
selection of people more effective. Following, it is neces-
sary to have a plurality of voices by having a variety of peo-
ple representing the diversity of the organisations involved. 
During the facilitation of the brainstorming stage, it is im-
portant to ensure there are no comments on the individ-
ual responses proposed. The facilitator must guide conver-
sation, so the debates do not flare up. In a social context 
that is often hierarchical and patriarchal, it was important 
to lead the session distributing the discussion as openly 
as possible, leaving room for women, young people, and 
other marginalised populations to express their opinions. 
It is useful to plan sufficient time to allow people to carry 
out the rating and sorting activities. Carrying out a CM in 
a context where there are logistical challenges (electricity, 
room layout, printer, documents, etc.) requires preparation 
and the presence of several people in back-up. In the end, 
the participants appreciated the dynamic, participative, and 

Figure 5. Statements’ scalability scores. 

Figure 6. Statements’ priority scores. 

systematic nature of the method and their participation in 
the subsequent analysis.39 

One of the major challenges in the West African region 
is the significant lack of scientific knowledge about what 
needs to be done to ensure that indigent people have access 
to care. As much as the problem has been described by 
scientists41 and highlighted in public policies for a long 
time,42 there are few ideas on how to proceed. This limita-
tion was illustrated in the 2000s43 and reiterated in a recent 
systematic review that confirms the scarcity of effective so-
lutions. This review aimed to identify health trajectory in-
terventions to support the indigent in their use of care in 
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Table 1. Clusters’ aggregated scores for scalability and priority 

Scalability Priority 

Clusters Average score (SD) Average score (SD) 

Funding strengthening [Orange] 2.59 (±0.47)* 2.76 (±0.42)* 

Integral management and care of indigents [Green] 2.76 (±0.42) 2.99 (±0.36) 

Expertise creation [Pink] 2.84 (±0.34) 3.07 (±0.34) 

Promotion/Communication linked to the project [Brown] 2.72 (±0.53) 3.10 (±0.63) 

Identification processes [Red] 3.03 (±0.51)** 3.26 (±0.47)** 

Monitoring and evaluation of the project [Violet] 2.77 (±0.43) 3.052308 (±0.43) 

Integration and coordination of actors [Blue] 2.68 (±0.69) 2.80 (±0.62) 

*: Least scalable and important cluster 
**: Most scalable and important cluster 

Table 2. Ten most scalable and priority statements [clusters] 
Orange: Funding strengthening. Green: Integral management and care of indigents. Pink: Expertise creation. Brown: Promotion/Communication linked to the project. Red: 
Identification processes. Violet: Monitoring and evaluation of the project. Blue: Integration and coordination of actors. 

low- and middle-income countries.14 Unfortunately, no in-
terventions specifically focused on supporting the indigent 
have been found in the scientific literature, particularly in 
Africa. The slogan “leaving no one behind” pushed by inter-
national organizations, particularly the World Health Orga-
nization for universal health coverage,44 is still far from be-
ing a reality in West African countries. Thus, this research 
in Mali enabled the actors concerned to propose courses 
of action whose effectiveness will need to be tested, and 
whose implementation and adaptation to the context will 
need to be understood. 

Regarding the level of knowledge of the context and 
needs, one of the important limitations of this exercise was 
the direct involvement of the poor. Indeed, the ethical is-
sues of mobilizing the poorest people in a context of almost 
generalized poverty are complex to address.45,46 This is a 
classic challenge for health systems research in Africa.47 To 
face this challenge, we decided not to include people liv-
ing in indigence in the CM so as not to make them uncom-

fortable in a discussion process where the stakes of power 
and stigmatization would have been too high. Instead, we 
took their points of view into account by inviting street level 
workers who knew their issues in order to bring their voices 
to this CM.3,48 In addition, the follow-up action research 
made it possible to refine the actions from the indigent peo-
ple’s point of view through numerous focus groups and in-
dividual interviews conducted in the capital’s neighbour-
hoods and rural villages concerned. It was essential that 
both local and national experts and people living in indi-
gence formulated the action to be implemented. This deci-
sion was an ethical principle and a desire to effectively for-
mulate the envisaged action. 

Regarding the actions proposed by the experts during 
this concept mapping, beyond their relevance and priority 
evaluated by the experts, it must be recognized that they 
correspond to the needs for action for effective care of the 
indigent in Mali. Their contextual and social relevance is in-
teresting and confirms the adaptation of this group consen-
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sus method to the production of useful reflections. Most of 
these actions seem to be well adapted to other West African 
countries.9,49,50This is particularly true when one speaks of 
four needs: 

Finally, based on the whole process from this CM, the 
analysis of local contexts, and the consideration of the per-
spectives of the indigent, the content of the action formu-
lated was as follows: 

CONCLUSIONS 

This article has shown that a group consensus technique, 
such as the CM, is an effective and relevant tool for defining 
an action. It can be used to define an action and mobilize 
knowledge linked to the international evidence, the na-
tional context, and the local needs of the people concerned. 
While this study shows that the method is relevant, it is also 
a means of providing future avenues for action in improv-
ing the indigent care in West Africa. Completion of this task 
will only make sense if these actions are put in place and if 
they become effective in making the slogan “leaving no one 
behind” a reality. 
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