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In contrast to Western countries, where funding for health systems comes essentially from insurance and public sources, in the South, it comes mainly from direct payments by individuals. The consumption of healthcare thus depends largely on household ability to pay, and the poor are consequently at risk of being excluded. This situation fosters inequalities in circumstances in which disease, death and access to health inputs are already distributed very unequally. 
Health-system reforms have not solved the problems of inequality or of access to care for the poor. In fact, the widespread application of patient fees for services and the promotion of the private sector, two major components of reform, have helped reinforce inequalities and primarily affected disadvantaged populations. The health burden tends to grow with poverty, and disease is an additional source of impoverishment for poor households. Furthermore, such households are more frequently exposed to low-quality care and treatment and to such practices as extra-billing.
The findings of a study conducted by the Association Burkinabé de Santé Publique and the University of Montreal in Burkina Faso illustrate some key aspects of the health-poverty nexus. The study deals with 1604 households in three regions and focuses on one component of the burden, health expenditures. It also provides an illustration of distributive analysis and of the evaluation of equity in the health sector. 
Despite being supported by substantial resources, the health-sector reform in Burkina Faso, which went hand in hand with structural adjustment, has had only limited results. Ten years after reform began in 1993, huge health needs remain to be met, major inequities subsist and the health system is performing poorly. Reform has not helped improve attendance at public establishments. Indeed, the application of charges for public services and the growth of poverty have reinforced financial barriers to care, and over two thirds of households say they have difficulty meeting their health expenses. 
The burden of health expenditures is unequally distributed. The inequality in health expenditures is more marked in cities, where both public and private supply is denser, but income is more unequally distributed. The consumption of healthcare is severely constrained by household ability to pay and by the proximity of public services: demand is income elastic, particularly in remote rural areas, where the relative price of primary healthcare services is higher (figure 1). In rural areas and outlying villages, where primary health services are less accessible, health expenditures are more unequally distributed than income.  
Furthermore, disease is a factor of impoverishment. Family health expenditures impoverish households, creating new poor and impoverishing the already poor. Impoverishment due to health expenditures is greater in remote rural areas, where there is a concentration of opportunity deficits (figure 2). If public services adequately covered the whole population, it would, in principle, be possible to erase 20% of the poverty deficit that is attributable to direct household health expenditures (figure 3). A further improvement of 20% could follow from expanded health-insurance coverage co-funded by the state and communities, with services comparable to those already available locally (through Mutual Health Organisations).  
With reform, geographic accessibility to primary-care services has generally improved in the country, including rural areas; over 80% of the population lives no more than 5 km from a public primary-care establishment. However, available services are not necessarily accessible ones. There thus continue to be many pockets of non-access, where economic poverty is combined with remoteness, community spirit too weak to offer effective assistance to families in distress, limited availability of public infrastructure, and relatively high-priced health services. Such regions are poverty traps in the true sense of the word, loci of opportunity deficits. They are thus the areas where the economic damage wreaked by disease is most marked and the need for financial protection for households against the risk of disease is most tangible. 
What strategies might authorities adopt to protect households? The issues are so complex and every situation so different that answers have yet to be found. The findings presented here do, nonetheless, point up some principles that may possibly guide public strategies to provide financial protection for households and to correct inequities. 

Part of the impoverishment observed involves families already living below the poverty line. However, given the unpredictability of the risk of disease and its associated costs, interventions should target opportunity deficits, poverty traps and barriers to access to care rather than only focussing on families identified as already poor but also. To protect households financially, it is better to rely on strategies that focus on health conditions, determinants of health or situations that produce inequity.  
There are a number of possible strategies for lifting the barriers to access to healthcare and providing effective protection for households against the financial risks of disease. Some strategies, such as support for microinsurance and mutual insurance, focus more on the demand for services. Others focus more on the supply side; for example, making public services more physically accessible or lowering the price of services. 
Policymakers should not give up any option that may be effective, and combining two courses of action—one centred on supply (geographic access) and the other on demand (health insurance)—could reduce the monetary impoverishment caused by health expenses by about 40%.  
[image: image1.emf]Figure 1: Economic inequalities in the face of illness: 
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[image: image2.emf]Figure 2: Household impoverishment by level of access
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[image: image3.wmf]Figure 3: Benefits of two strategies to address the opportunity 
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Household Financial Protection: 

Avoidable marginal Poverty Deficit by policy and poverty line (z)
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