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Abstract
Objectives
The function of pooling and the ways that countries organize this is critical for countries’ progress towards universal health coverage, but its potential as a policy instrument has not received much attention. We provide a simple classification of country pooling arrangements and discuss the specific ways that fragmentation manifests in each and the typical challenges with respect to universal health coverage objectives associated. This can help countries assess their pooling setup and contribute to identifying policy options to address fragmentation or mitigate its consequences.

Methods
The paper is based on a review of published and grey literature in PubMed, Google and Google Scholar and our information gathered from our professional work in countries on health financing policies. We examined the nature and structure of pooling in more than 100 countries across all income groups to develop the classification.

Findings
We propose eight broad types of pooling arrangements: (1.) a single pool; (2.) territorially distinct pools; (3.) territorially overlapping pools in terms of service and population coverage; (4.) different pools for different socio-economic groups with population segmentation; (5.) different pools for different population groups, with explicit coverage for all; (6.) multiple competing pools with risk adjustment across the pools; and in combination with types (1.)-(6.), (7.) fragmented systems with voluntary health insurance, duplicating publicly financed coverage; and (8.) complementary or supplementary voluntary health insurance. However, we recognize that any classification is a simplification of reality and does not substitute for a country-specific analysis of pooling arrangements.

Conclusion
Pooling arrangements set the potential for redistributive health spending. The extent to which the potential redistributive and efficiency gains established by a particular pooling arrangement are realized in practice depends on its interaction and alignment with the other health financing functions of revenue raising and purchasing, including the links between pools and the service benefits and populations they cover.
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Introduction
Universal health coverage (UHC) is high on the agenda of policymakers around the world, and health financing has been widely recognized as a key area for health system actions to move towards UHC. Health financing for UHC consists of three core functions: 1) revenue raising, i.e. the mobilization of resources for the health sector; 2) pooling, i.e. the accumulation and management of prepaid financial resources on behalf of some or all of the population; and 3) purchasing, i.e. the allocation of pooled funds to health service providers [1]. Whereas revenue raising, e.g., [2–5] and purchasing [6–10] have been receiving strong academic and policy interest over the years, pooling arrangements and their potential to contribute to progress towards UHC have received much less attention. Only a few publications [1, 11–16] provide conceptual insights into the structure of and mechanisms for pooling arrangements. Yet, the function of pooling and the different ways that countries organize this is critical for countries’ progress towards UHC. Risk pooling is the spreading of the financial risk associated with the need to use and pay for health services, rather than to be fully borne by the individual who falls ill [11].The objectives of this paper are to raise the profile of pooling as a health financing policy instrument and to provide a simple classification of country pooling arrangements through which we discuss the challenges typically associated with how fragmentation manifests in each setting. In turn, this can help countries assess their pooling arrangements and contribute to identifying policy options to address fragmentation or mitigate its consequences. However, as with any classification, it is a simplification of reality, and the aim is not merely to categorize a country in one type or another. While we believe that the classifications are useful, they are not a substitute for the detailed work that is needed in any one specific country to fully understand its pooling arrangements, their links to other health financing and system functions and their implications for policy. Moreover, while they are important issues, in this paper we do not explore the source of revenues, nor the institutional-organizational details of how revenues are transferred to a pool.
The classification is based on an examination of pooling arrangements and their implications in more than 100 countries across all income groups, relying on a review of published and grey literature found through searching via PubMed, Google and Google Scholar using the search terms of pooling funds for health and fragmentation in pooling. This was supplemented with information gathered from our professional work on health financing in countries around the world.
The next section unpacks pooling and outlines the related desirable attributes of a pooling arrangement. This is followed by an outline of the key institutional design aspects of pooling arrangements and how these can create fragmentation. Based on this, we identify and present broad types of pooling arrangements and related fragmentation issues and discuss implications and challenges. For illustration we provide various country examples. A conclusion and lessons are presented at the end.

Pooling as an objective and a policy instrument, and what makes for good pooling arrangements
The final goals of UHC are equity in service use, quality, and financial protection. Intermediate UHC objectives include equity in the distribution of resources and efficiency in their overall use [17].
Improved equity in service use and financial protection involve expanding risk pooling, and as such pooling is a policy objective in itself. Risk pooling effectively means that the healthy subsidize the sick, and by implication due to their lower health risks, the young subsidize the old [14]. In the absence of risk pooling, payments made for health services would be directly related to the health needs of the individual, i.e. “sicker” individuals would have to pay more because they would need more health services [18]. This is inconsistent with the objective of financial protection and equity of access to services in relation to need. Therefore, maximizing the potential to redistribute from lower-need to higher-need individuals by de-linking contributions (of whatever form, such as taxes or insurance premiums) from their health risk is the central objective for pooling. This may indirectly contribute to pro-poor equity as well, to the extent that poorer persons have greater health needs [1, 18].
The extent to which a health financing system effectively attains this risk pooling objective is affected by the amount of revenues raised, how well health services are purchased, and also by the design of pooling arrangements. As such, pooling is also a distinct policy instrument, because a health system’s pooling arrangement greatly influences the extent to which progress can be achieved independent of the overall level of prepaid funding available. Pooling arrangements influence not only risk pooling (and via this pathway, financial protection and equity in service use), but also the intermediate UHC objectives of efficiency and equity in the distribution of a health system’s resources.
Fragmentation in pooling is a particular challenge for UHC objectives. Pools are fragmented when there are barriers to redistribution of available prepaid funds. Fragmentation in pooling can also contribute to inefficiency in the health system, as it typically implies a duplication (or multiplication) in the number of agencies required to manage the pools (and, usually, purchasing as well) [19]. This is due to two related reasons. First, there are higher administrative costs of having multiple pooling/purchasing agencies rather than one, which can raise system-wide costs. Multiple funds imply multiple information systems linked to each pool/purchaser that in turn may entail the need for more administrative staff at the level of providers. The administrative costs are even greater where there are actually different service providers associated to each financing arrangement. This duplication of functional responsibilities can be a major driver of inefficiency when seen from the perspective of the entire system rather than within each scheme [15, 20]. Second, fragmentation can weaken the potential gains from using purchasing as an instrument to influence provider behavior in countries where multiple purchasers use different payment methods and rates to pay the same providers in an uncoordinated way. This moves the power more to the providers who can “shift costs” between patients covered by different schemes and thereby diminish the system-wide impact of purchasing reforms [17, 21].
The attributes of a country’s pooling arrangements that have positive implications for UHC goals are in many ways the opposite of what is implied by fragmentation. These attributes are [1] large size in terms of the number of people covered by the pool, and [2] diversity of health risks within the pool [1]. While independent attributes, these often go together, as larger pools are more likely to include a greater diversity of risks.

Institutional design aspects of pooling arrangements
We distinguish two key institutional design aspects of pooling arrangements, drawing upon Kutzin’s health financing framework (2001) [11] and the World Health Report 2010 [1]. These are 1) the nature of pooling and 2) the structure of pooling. Table 1 outlines the respective features under each.
Table 1Key institutional design aspects and their features


	Nature of pooling
	Structure of pooling

	Voluntary versus compulsory or automatic coverage
	Single versus multiple pools
within multiple pools:
- territorially distinct versus territorially overlapping pools in terms of service and population coverage
- competing versus non-competing
- population segmentation versus no population segmentation


Source: compiled by authors



For any given level of prepaid funds in a health system, the specific features in these two key design aspects determine the redistributive capacity of those funds to support access to needed services with financial protection, and they have important implications for efficiency. It is the various combinations of the different features in the structure and in the nature of pooling that drove our classification of pooling arrangements described in the next section. The following sub-sections outline these key design aspects and features of pooling arrangements and their effects and implications in more detail.
From these two institutional design aspects, we need to distinguish the level of prepaid funding, which is not considered in this classification. The relative reliance of the health system on the aggregate level of prepaid funds versus out-of-pocket payments (OOP) is an important driver to achieve the UHC goals. However, the overall level of prepaid funds arises from how a health system raises revenues, and not how it organizes pooling arrangements. (Of course, fragmented pool structures will yield more dependence on OOP expenditure and thus decrease the share of prepaid funds in overall health spending). Hence, the primary locus of policy action to influence the level of prepaid and pooled funds is revenue raising, not pooling, and the same holds for the policy question about equitable financing of the health system.
Nature of pooling: compulsory versus voluntary
Pools can be based on compulsory, automatic or voluntary participation. Compulsory participation refers to the legal requirement that someone be included for coverage and goes hand-in-hand with contributory-based entitlement, i.e. there must be a specific contribution made by or on behalf of the covered person. The “on behalf” may come from public budgets for specific groups of individuals whose participation is fully or partially subsidized, or it may come from traditional insurance contributions that cover individuals beyond the contributor (e.g. family members). Automatic participation is typically based on legal or constitutional obligations, and the basis for entitlement is non-contributory, deriving from citizenship, residence or other factors such as poverty status, etc. As such, automatic entitlement is typically solely funded from general budget revenues. Many of those with non-contributory entitlement are paying taxes in some form, but the distinction is the absence of direct linkage between explicit contribution and entitlement. Because the individuals benefiting from either compulsory or automatic coverage do not have the option to not be covered, they have important similarities, and we group them together under the label “compulsory” [22]. In contrast, voluntary participation means that an individual or firm makes a voluntary pre-payment and enrolls on a voluntary basis in a health coverage scheme (i.e. voluntary health insurance). It is voluntary because there is no legal obligation to join a scheme, and thus the person or their employer can choose not to be part of a pool for coverage [22]. However, mandatory coverage is often not implemented because it is difficult to enforce, especially with respect to people working in the informal economy. The result is that even where it is legally mandatory for the entire population, it is de facto voluntary coverage.
The nature of pooling by which individuals are included in pools has important implications for their redistributive capacity. When coverage is compulsory or automatic for all population groups, the pool(s) have a more diverse mix of health risks. People who have higher risks are just as covered as people who have lower risks. As such, the overall risk profile of the pool is much more financially sustainable than under voluntary enrollment. Conversely, schemes that have voluntary membership, i.e. voluntary contributions from beneficiaries, are prone to adverse selection: people with higher risks are more likely to enroll than people with lower health risks. As a result of inadequate diversity of healthier and sicker people, the costs of care for a pool based on voluntary coverage are in principle higher than for the average in the population. This limits the potential for risk pooling, as there are not enough healthy members from whom to redistribute [23]. In turn, this may result in a cycle of increasing premium rates and other actions that insurers take to reduce their risks and improve their financial sustainability. Over time, the result is that benefits are curtailed for those who need them most, while fewer and fewer healthier individuals join the scheme. This is the so-called “death spiral” of voluntary health insurance [24].

Structure of pooling: single versus multiple pools
In any country, prepaid health revenues may be held, i.e. pooled, in one or several pools. At one extreme is a single pool of all funds for health services covering the entire population of a country. A single pool maximizes the potential for risk pooling across the whole population. Taken quite literally, perhaps no country has only one single pool. Even in countries with highly centralized pooling, there are usually several pools of funds that are used to pay for some health services, for example occupational health programs, supply-side funding for other government services such as those delivered through vertical programs or voluntary health insurance [1].
But the key concern is that the existence of multiple pools implies fragmentation. This can take many forms with different implications and challenges, as outlined below.
Competing versus non-competing pools
It is possible to have competition across pools, i.e. agencies that manage pools (typically insurance schemes) compete for members. Alternatively, in a non-competitive arrangement, people could be assigned to specific pools, with enrollment being based on explicit criteria, so that the different pools cannot compete for beneficiaries [11].
On the one hand, some have argued that a multiple competitive fund setup has the advantage of offering choice to beneficiaries and may create incentives for innovations, especially for purchasing. However, evidence for efficiency improvement with increased market competition among purchasers is weak [25]. On the other hand, competition among insurance pools creates an incentive for pool managers to ‘cream skim’, i.e. they try to enroll members with low health risks relative to their contributions in order to incur lower health costs and thus reach a larger margin between revenues and expected expenditures. The investments that competing insurers make to try and select preferred risks (or avoid high health risks) are inefficient from a social welfare perspective [11, 26], because the resources devoted to risk selection do not contribute to progress towards UHC, and in fact may detract from it. Risk selection negatively affects the redistributive capacity, as healthier and wealthier individuals and their contributions often end up in a different pool than poorer and sicker members with (usually) lower contributions. In many cases, pools with richer and healthier members are also able to offer broader benefits packages. Conversely, pools with higher health risks are more likely to restrict benefits (if this is legally allowed), face financial difficulties or else run deficits. Risk selection practices can be addressed with risk adjustment mechanisms (which we discuss further below in the next section).

Population segmentation versus no population segmentation
A multiple pool setup can be based on population segmentation, i.e. there are different funds for different population groups, with the affiliation being based on socio-economic or (socio-) demographic criteria. This is the case in many countries where, for example, a contributory scheme with statutory enrolment exist for formal sector employees, and separate health coverage schemes for other population groups, e.g. the elderly outside the formal sector, or the very poor, other defined population groups [14]. Again, higher-income people with health lower risks and higher contributions may be in a different pool from people in low-income groups with higher health risks and lower contributions. Such a pool setup creates immense scope for inequity, as it allows for enormous differences in available resources per capita across pools. Conversely, there is no population segmentation when coverage and participation in a pool is independent of people’s socio-economic or (socio-)demographic criteria.

Territorially distinct versus territorially overlapping pools in terms of service and population coverage
Pools may be organized as territorially distinct. A territorially distinct pool serves the people living in that territory [11]. Pools are thus not divided along population groups. Instead, they usually follow a country’s territorial structure, i.e. a sub-national pool per state, province or district. When each level of government in a decentralized setting pools for a distinct level of health services, then it is organized in a territorially distinct way. For example, district governments only pool for ambulatory care and district level hospitals, provinces for provincial hospitals, and the national government for high-level tertiary services. But where territorially distinct pools are too small in terms of the number of people, their risk profile can be financially precarious and there could be efficiency and capacity concerns. Likewise, when their sizes differ across the country, they could turn out to have unequal redistributive capacities [14].
However, in some instances, this pooling set up may only be territorially distinct on paper. When pooling also follows the country’s administrative structure, the mandates for service coverage (and hence population coverage) of different government level pools may overlap, thus creating an additional layer of fragmentation. For example, the pool from which the national capital city funds its “city hospitals”, and the pool from which the central government funds national tertiary facilities are not territorially distinct, particularly when – as is often the case – the national tertiary hospital is also an important provider of more basic services for the local population. This overlap turns into duplication of service coverage particularly in big cities, with the main policy consequence being large inefficiencies in the form of excess provider capacity [15].



Types of pooling arrangements and fragmentation issues
To develop the classification, we combined the different features in the structure and the nature of pooling and then examined the nature and structure of pooling in more than 100 countries across all income groups. Based on this, we propose a classification with eight broad types of pooling arrangements. These tend to reflect particular challenges due to the nature and consequences of fragmentation in each. The classification is presented in Fig. 1 below. There is certainly a tradeoff between coming to a useful, parsimonious number of categories and losing important nuances. An additional layer of complexity is that in many countries several forms of fragmentation exist. Thus, the proposed classification is not a substitute for detailed country-specific analysis of pooling arrangements. Rather it is a first attempt at a classification, which could encourage further useful work from others.
[image: A12939_2019_1088_Fig1_HTML.png]
Fig. 1Classification of pooling arrangements




It is important to mention that supply side financing, where the “health budget” flows in a vertically integrated way to service providers, constitutes a pool, and in many cases is often the largest pool in low- and middle-income countries. It serves multiple purposes, e.g. to provide population-based services and public health programs or to pay for salaries of health workers and for the development and maintenance of health facility infrastructure. This health budget pool is included in the pooling arrangements outlined below and is also often characterized by fragmentation.
(1.) Unified single pool with compulsory or automatic coverage
There are some countries that rely predominantly on a single national pool funded from general government revenues. Such a pool provides compulsory or automatic coverage for the entire population, usually for a defined package of services. There are two forms of institutional setup found for this pooling arrangement.
Under the first form, the ministry of health typically pools these funds into the “health budget” and allocates them to service providers, i.e. there is no explicit purchaser-provider split. All people have in principle access to the same benefits. In practice, only a few countries have this pooling arrangement alongside a low share of out-of-pocket expenditure (OOP) (< 20% of total health spending). Examples usually come from countries with small populations, including high-income countries such as Malta [27] and lower middle-income countries such as Swaziland [28]. Cuba, with a much larger population, also has this setup, as does Sri Lanka, where financial protection performance is relatively good despite a high share of OOP [29].
Under the second form of institutional setup, countries have established a single national fund that is managed by a separate pooling and purchasing agency, usually with a purchaser-provider split. The agency is typically labelled as a national health insurance fund and constituted as an autonomous public entity. This entity pools public funding, i.e. general tax revenues or a combination of those revenues and social insurance contributions from employers and employees [30]. This type of pooling arrangement is also usually found in countries with relatively small populations, such as Costa Rica, Estonia, Lithuania, Moldova and Mongolia [31–34]. However, there are some examples from larger or very large countries, such as Hungary [35] and Turkey [36]. Indonesia is also undertaking efforts to shift towards a single national health insurance pool, but there is still a significant part of the population that is not yet enrolled in the pool. Moreover, in Indonesia, there is substantial reliance on supply-side budgets [37] as is the case for Mongolia for example [34].
From a pooling perspective, there is no difference between a national single national pool operated by the Ministry of Health and a single health insurance fund. Maximum redistributive capacity from prepaid funds is achievable in these settings. Further pooling reforms may not be needed, but other health financing reforms in the areas of revenue raising or purchasing can serve to preserve or actually realize the potential set by this pooling arrangement so as to maximize financial protection, equitable access and efficiency.

(2.) Territorially distinct pools with compulsory or automatic coverage
Territorially distinct pools have much in common with a single national pool. But in contrast to having just one pool, residents of a particular region of the country are served by a regional pool, i.e. there is one fund for the population in that one territory. Here the pooling function lies with a sub-national entity, such as a state, province, or district (if managed by a level of public administration) or another entity, such as a health insurance fund, with defined responsibility for the entire population of that territory [14]. Systems relying on territorially distinct pools are usually a product of a wider political context of federalism or devolution. The resources allocated to these different pools may come from a mix of centrally and sub-nationally raised revenues, with allocations often based on a consistent formula applied across the country.
But a system with territorially distinct pools can suffer from fragmentation, if and when their population size or the territory are too small to ensure redistributive capacity, or when sub-national territories have very different levels of average per capita expenditure on health. Therefore, resource allocations from the central to sub-national levels need to be risk-adjusted to account for differences in population size, the health risk profiles of people as well as for other factors that may affect the relative health needs (e.g. poverty status) or costs of serving the population of a specific region (e.g. population density). Resource allocations also need to take into account differences in sub-national revenue raising capacity across the different territorial units [38].
Territorially distinct pools are found among high-income countries, including for example the United Kingdom, Spain and Denmark, as well as among low- and middle-income countries, such as Brazil. Sometimes, these arrangements include a purchaser-provider split. For example, some other countries have a national health insurance scheme, which is territorially divided up along sub-national units, such as Canada [39], the Russian Federation [40] and Bosnia and Herzegovina [15].

(3.) Territorially overlapping pools in terms of service and population coverage
Decentralized countries often have pools organized by government administrative levels. Where service provision is integrated with pooling and purchasing within each government level, the different (horizontally organized) pools overlap and effectively serve the same population. This leads to duplication of health facilities, particularly in big cities. This was, and in some places remains, one of the main drivers of large inefficiencies in the health systems of the ex-USSR countries [15].

(4.) Population segmentation through different pools for different socio-economic groups
In many countries, different pools exist for different socio-economic groups, creating a highly fragmented system with population segmentation. Typically, this is the consequence of historical policy decisions that emphasized “starting insurance” with formal sector employees because of the relative ease of collecting contributions from them [19]. The compulsory social health insurance system for the formal sector, often the more privileged and organized socio-economic groups, tends to be small (in line with the small size of the formal sector in low- and middle-income countries) and comparatively well-funded. In contrast, the public budget through the Ministry of Health offers theoretically free health services for the rest of the population. But services are typically grossly underfunded and often unavailable, thus resulting in implicit benefits [1]. Fragmentation is further aggravated, as a small part of the better-off population is often enrolled in commercial voluntary health insurance, whilst a small share of people in the informal sector may enroll in voluntary community-based health insurance schemes [41, 42]. Finally, there may be specific coverage schemes for defined population groups, such as the poor [30].
Such pooling setups create explicitly unequal financing arrangements and the population segmentation is often further linked with separate purchasing and service provision arrangements. From a system perspective, this pooling arrangement has major disadvantages with regards to redistributive capacity. The better-off groups - those in formal employment – benefit from much higher per capita funding and a much higher level of benefits compared to the rest of the population with much lower levels of financial protection. Indeed, these arrangements put in place for health financing further exacerbated existing inequalities in these countries rather than compensating for them.
While the issue of segmentation first emerged in Latin America [43], it is not limited to that region. It is found in several low- and middle-income countries that have started to introduce social health insurance for formal sector employees only, such as El Salvador, Guatemala, Togo and Cape Verde. In some cases, this is limited to civil servants only.
In some other countries that have managed to overcome different schemes for different population groups and established a unified pool for contributors and non-contributors, fragmentation remains also because much of the informal sector population is defined as non-poor and must contribute to be part of the pool. As a consequence of this de facto voluntary arrangement, countries such as Ghana, the Philippines and Vietnam still experience inequities between the insured and uninsured population [34, 44].

(5.) Different pools for different population groups, with explicit coverage for all
Due to concerns about the previous type of arrangement in many countries, various countries developed policy responses and undertook significant pooling reforms starting in the 2000s. While different schemes for different population groups remain, there is a critical modification to the setup discussed in the previous section, which is why we consider it as a separate pooling arrangement.
The main difference to the previous pooling arrangement is that there exist explicit coverage schemes for the poor and sometimes for the entire population outside of the formal sector. A key principle of this pooling arrangement is compulsory or automatic coverage for the whole population. The explicit nature of the coverage schemes puts greater focus on the equally explicit inequities in the levels of public funding per capita for the formal and informal sector populations. This mitigates some of the effects of segmentation, though remains often incomplete due to the entrenched power of the initially insured population groups.
Thailand is a prominent example for this pooling arrangement. In the early 1990s, Thailand had a scheme for civil servants and another scheme for private sector employees. It also had schemes for the low-income population and the elderly and a subsidized voluntary insurance program for the rest of the population. These latter three were replaced by a new health coverage scheme that was introduced in 2002, called the Universal Coverage Scheme (UCS), as a response to growing concerns about the huge differences in level of funding per capita across the schemes and the remaining coverage gap due to the failure of the voluntary insurance to reach much of the informal sector. The UCS pooled together all of those revenues plus increased budget allocations. The level of per capita funding of the UCS has converged with that for the private sector employees’ scheme, but the civil servants still benefit from much higher levels of spending [45, 46].
Mexico’s Seguro Popular also shifted to this principle of automatic coverage of all people who are not part of an insurance scheme for formal sector employees [47, 48]. Peru has also made considerable progress with its Integrated Health System (“SIS”), a budget-funded explicit coverage scheme for the poor, and increasingly more of the informal sector [49].
Common to these low- and middle-income country examples is that they did not manage to merge all coverage schemes into one pool due to the resistance of the formal sector employees for a unified national scheme. These countries had therefore decided to create an explicit coverage program for people outside the formal sector, whilst trying to gradually increase the level of funding to narrow the gap in per capita expenditure across the different schemes. Although this pooling arrangement does not fully overcome fragmentation and population segmentation, it substantially reduces it.

(6.) Multiple competing pools with compulsory coverage and risk adjustment across the pools
A few countries combine competition among insurers with individual choice of insurer and compulsory participation. This is commonly referred to as a competitive social health insurance arrangement. Each of the insurance schemes thus constitutes a separate pooling agency. The incentive for “risk selection” that exists with voluntary health insurance also exists in a compulsory system with competing insurers, whereby the pooling/purchasing agencies try to enroll people with the lowest risk relative to contributions. This has an adverse impact on equity in resources across pools. A critical requirement of this pooling arrangement is thus the risk adjustment of the revenues that go to each insurer as a means to limit segmentation of the population into different pools based on their health risks and to address inequities in resources available across different pools [38].
Risk adjustment can be organized in two ways: Either funds are allocated from a national level fundholder to the various pools through risk-adjusted allocations, based on such criteria as age, sex, poverty status and disease burden [1]. Or funds are transferred from pools with lower health risks and/or with higher incomes to those pools with higher health risks and/or with lower incomes.
As such, this type of pooling arrangement, if and when it has an effective risk adjustment mechanism that deters risk selection efforts, can act as a virtual single pool (due to the flows between the pools). It has important similarities with the (2.) type of pooling arrangement, namely territorially distinct pools. In particular, the aim in both is to match the level of per capita funding of each pool with the relative health risk of the population affiliated to each pool.
Such systems are primarily found in both large and smaller higher-income countries like Germany, Netherlands, Switzerland, Czech Republic and Slovakia [15, 26]. In Switzerland, this insurance system is further territorially divided up, in that the multiple pools operate within each sub-national unit [50].

(7.) Fragmented system: voluntary health insurance for a part of the population, duplicating publicly financed coverage schemes
Voluntary health insurance (VHI) with a primary coverage role is usually offered by multiple insurers competing for clients. When people have access to publicly financed coverage schemes, this VHI is duplicating. Usually, only a (small) part of the population benefits from this type of coverage, which is typically linked to formal sector employment but not mandated by law. Higher income persons are usually more likely to have this form of VHI [51].
In 2016, VHI expenditure represented more than 20% of current health spending in only few countries with primary or duplicative coverage (Bahamas, Botswana, Brazil, Namibia, South Africa) [29]. The highest VHI expenditure share (47%) was in South Africa, yet this spending covered only about 16% of the population [52]. Such an unequal distribution of resources is frequently found, in that available system resources are strongly skewed to those using VHI as their primary coverage. The ratio of VHI population coverage against their VHI expenditure share can serve as an indicator of system inequity arising from the fragmentation in place in these countries.
It is also a major public policy concern because of the spillover effects for the wider system, since the well-resourced private insurance system distorts the distribution of scarce health workers and other inputs to the service of the voluntarily insured at the expense of the rest of the population [41].

(8.) Voluntary health insurance with either a complementary or supplementary role
VHI with a complementary or supplementary role exists in most countries [53, 54]. As the name suggests, it exists in addition to and along the other main pooling arrangements, as outlined above. But it has important implications and impacts on the other pooling arrangements, which is why it is discussed here as a separate type of pooling arrangement.
Complementary insurance for user charges complements coverage of the public system by covering all or part of the residual costs (e.g. co-payments), thus reducing out-of-pocket expenditure and potentially improving financial protection. Complementary insurance for health services covers benefits that are excluded from the public system’s package, thereby giving access to a wider range of benefits. Supplementary insurance, on the other hand, provides enhanced access, such as a higher level of inpatient amenities or greater user choice of providers compared to the coverage in the public system [51, 55].
From a system point of view, there are benefits to this arrangement because these forms of VHI can fill explicit gaps in publicly funded coverage. There are also some concerns, however. Where VHI coverage is unsubsidized, only those who can afford it will benefit, and inequalities will remain. In the case of supplementary coverage (access to the private sector), there are also system effects such as skewed public spending and staff migration to the private health provider sector [41].
However, in most countries with complementary or supplementary VHI, VHI expenditure is below 10% of current health expenditure [29], and when a large part of the population has this form of VHI coverage, spillover effects are less severe [22, 53]. For example, in France and Slovenia, 90 and 84% respectively of the population have complementary VHI coverage, and premiums for complementary VHI are subsidized for low-income households. This makes it affordable to them and addresses the inequity concerns that come along with complementary health insurance [53]. Moreover, in France, there is a shift towards compulsory complementary coverage, which employers have to buy for their employees since 2016 (with exceptions for various employee groups) [56].
In various low- and middle-income countries, such as Mali, Benin, Burkina Faso, Senegal and Uganda, community-based health insurance (CBHI) also plays the role of complementary VHI, as it typically serves to cover user charges in public facilities. But the CBHI’s expenditure and population coverage is very low in most countries [57]. Due to voluntary participation, small pool size and little or no subsidization of poor and vulnerable groups, CBHI can play only a very limited role in progressing towards UHC. Some countries, such as Rwanda and Ghana, have transformed their earlier CBHI model, which no longer falls under VHI. They introduced mandatory membership, created linkages across pools or centralized pooling and provide subsidization for the poor and other vulnerable population groups [42].


Conclusion and policy lessons
This paper proposed an initial classification of eight broad types of pooling arrangements, how fragmentation manifests and its consequences in each. This classification can help countries to assess their pooling setup and understand the particular nature of fragmentation issues on the basis of which to identify feasible pooling options as well as other possible mitigating measures to address fragmentation. Among the eight types of pooling arrangements, types (3.) to (5.) and (7.) are deemed to be particularly problematic forms of fragmentation, because they strongly constrain redistributive capacity. They also contribute to system-wide inefficiencies arising from the duplication of responsibilities for managing different pools (with purchasing often linked to that).
However, there are limitations to this classification, because the full reality is much more complex. Multiple forms of fragmentation co-exist, and dimensions other than pooling also result in fragmentation. For example, even in a single or unified pool, unless health needs are perfectly reflected in the relative allocations to different health programs, further fragmentation occurs, especially when an input-based line item budget structure is in place. Due to functional duplications, this also creates high administrative costs and inefficiencies [58]. Fragmentation also occurs in the few countries (Germany, Netherlands, Chile) that allow certain population groups (e.g., the self-employed or individuals above an income threshold) to opt out from the public system and to buy mandatory private insurance [59–61].
Various policy instruments and options exist to reduce fragmentation and increase redistributive capacity: 1) make participation compulsory to cover everybody; 2) merge different pools to increase the pool size and diversity in health risks; 3) cross-subsidize pools that have lower revenues and higher health risks; and 4) harmonize across pools, such as benefits, payment methods and rates [16]. As changes in the pooling arrangements are about redistribution of funds, this is ultimately also very political, and it is hence important to understand the feasibility and manage the political economy of pooling reforms. However, relevant responses to improving pooling depend on the specific nature and the broader context of the country. The classification, such as the one we are proposing is simply meant to facilitate the reflecting around a response.
Finally, it is important to keep in mind that while pooling reforms are needed to enhance redistributive capacity, realizing the gains set by the potential of a pooling arrangement requires more than pooling. Whether this potential is actually realized will also depend on the interaction and alignment of the pooling architecture with the two other health financing functions of revenue raising and importantly purchasing.

Acknowledgements
Valuable comments from Ke Xu, Matthew Jowett, Fahdi Dkhimi, Susan Sparkes, Aurelie Klein and Julius Murke are gratefully acknowledged. We also like to thank Lisa Seidelmann, Carlo Schmid Fellow and volunteer with the Department of Health Systems Governance and Financing at the time of producing this draft for her research assistance. Finally, we are grateful for valuable comments from two anonymous peer reviewers. All remaining errors are with the authors.
Availability of data and material
NA


Authors’ contribution
IM, PS and JK developed the outline and framework. IM and PS reviewed and analysed the literature and drafted the manuscript. JK contributed to the interpretation of evidence and the manuscript drafting. All authors have read and approved the final manuscript.
Authors’ information
IM is a senior health financing specialist; JK is the coordinator of the Health Financing Team, they both work in the Department of Health Systems Governance and Financing at the World Health Organization in Geneva. PS is a health systems adviser working in the WHO Country Office of Tunisia.


Funding
NA

Ethics approval and consent to participate
NA

Consent for publication
NA

Competing interests
The authors declare they have no competing interests.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
World Health Organization. Health Systems Financing: The path to universal coverage. World Health Report. Geneva: World Health Organization; 2010.

2.
Taskforce on Innovative International Financing for Health Systems. Raising and channeling funds: Working Group 2 report, 2009. [http://​www.​internationalhea​lthpartnership.​net/​/​CMS_​files/​documents/​working_​group_​2_​report:​_​raising_​and_​channeling_​funds_​EN.​pdf, accessed 6 July 2010)].

3.
Jowett M, Kutzin J. Raising revenues for health in support of UHC: strategic issues for policy makers, health financing policy brief no. 1: World Health Organization, 2015.

4.
Jowett M, Brunal MP, Flores G, Cylus J. Spending targets for health: no magic number. Geneva: World Health Organization; 2016. (WHO/HIS/HGF/HFWorkingPaper/16.1; Health Financing Working Paper No. 1)

5.
Cashin C, Sparkes S, Bloom D. Earmarking for health: from theory to practice. Geneva: World Health Organization; 2017.

6.
Preker A, Langenbrunner J. Spending wisely: buying health services for the poor. Wahshginton DC: World Bank; 2005.

7.
Klasa K, Greer S, van Ginneken E. Strategic purchasing in practice: comparing ten European countries. Health Policy. 2018;122:457–72.PubMed

8.
Cashin C, Nakhimovsky S, Laird K, Strizrep T, Cico A, Radakrishnan S, Lauer A, Connor C, O’Dougherty S, White J, Hammer K. Strategic health purchasing Progress: a framework for policymakers and practitioners. Bethesda: Health Finance & Governance Project, Abt Associates Inc; 2018.

9.
Mathauer I, Dale E, Meessen B. Strategic purchasing for universal health coverage: key policy issues and questions. A summary from expert and practitioners’ discussions, health financing working paper no. 8. Geneva: World Health Organization; 2017.

10.
Mathauer I, Dale E, Jowett M, Kutzin J. Purchasing health services for universal health coverage: how to make it more strategic? Health financing policy brief no. 6. Geneva: World Health Organization; 2019.

11.
Kutzin J. A desciptive framework for country-level analysis for health care financing arrangements. Health Policy. 2001;56(3):171–204.PubMed

12.
Smith PC, Witter SN. Risk pooling in health care financing: the implications for health system performance. Health nutrition and population discussion paper. Washington DC: World Bank; 2004.

13.
Gottret P, Schieber G. A practitioner’s guide health financing revisited. Washington DC: World Bank; 2006.

14.
World Health Organization. Fragmentation in pooling arrangements. World Health Report 2010 Technical Brief Series - Technical Brief No. 5. Geneva: World Health Organization; 2010.

15.
Kutzin J, Shishkin S, Bryndová L, Schneider P, Hroboň. Reforms in the pooling of funds. In: Kutzin J, Cashin C, Jakab M, editors. Implementing health financing reform: lessons from countries in transition. Copenhagen: World Health Organization, on behalf of the European Observatory on Health Systems and Policies; 2010.

16.
Mathauer I, Vinyals Torres L, Kutzin J, Jakab M, Hanson K. Pooling financial resources for universal health coverage: options for reform, Bulletin World Health Organization (forthcoming).

17.
Kutzin J. Health financing for universal coverage and health system performance: concepts and implications for policy. Bull World Health Organ. 2013;91(8):602–11.PubMedPubMedCentral

18.
Baeza CC, Packard TG. Beyond survival protecting households from health shocks in Latin America. Latin American development forum. Washington DC: World Bank; 2006.

19.
Frenk J. Comprehensive policy analysis for health system reform. Health Policy. 1995;32:257–77.PubMed

20.
Kutzin J, Jakab M, Shishkin S. From scheme to system: social health insurance funds and the transformation of health financing in Kyrgyzstan and Moldova. In: Chernichovsky D, Hanson K, editors. Innovations in health system finance in developing and transitional economies. Advances in health economics and health services research, volume 21. Bingley: Emerald Group Publishing; 2009. p. 291–312.

21.
Mathauer I, Dkhimi F. Analytical guide to assess a mixed provider payment system. HGF guidance document no. 5. Geneva: World Health Organization; 2019.

22.
OECD, Eurostat. WHO. A system of health accounts. Paris: OECD; 2011.

23.
Akerlof GA. The market for lemons: quality uncertainty and the market mechanism. Q J Econ. 1970;84(3):488–500.

24.
Cutler DM, Zeckhauser RJ. Adverse Selection in Health Insurance. Forum for Health Economics & Policy; 1998: 1 (1).

25.
Smith P. The role of markets and competition. In: Figueras J, editor. Purchasing to improve health system performance. Berkshire: Open University Press; 2005.

26.
van de Ven WP, Beck K, Van de Voorde C, Wasem J, Zmora I. Risk adjustment and risk selection in Europe: 6 years later. Health Policy. 2007;83(2–3):162–79.PubMed

27.
Muscat NA, Calleja N, Calleja A, Cylus J. Malta Health System Review. Health Systems in Transition. 2014;16(1).

28.
Ministry of Health Swaziland. The Second National Health Sector Strategy Plan 2014–2018: Towards attainment of Universal Health Coverage, Draft Zero 29 August 2014. [http://​www.​nationalplanning​cycles.​org/​sites/​default/​files/​planning_​cycle_​repository/​swaziland/​swaziland_​nhssp_​ii_​draft_​zero_​29_​aug_​2014.​pdf. (accessed 5 February 2019)].

29.
World Health Organization. Global Health Expenditure Database: National Health Accounts [http://​apps.​who.​int/​nha/​database (accessed on 1 September 2018)].

30.
Kutzin J, Yip W, Cashin C. Alternative financing strategies for universal health coverage. World Scientific Handbook of Global Health Economics and Public Policy 2016; 267–309.

31.
Mathauer I, Behrendt T. State budget transfers to health insurance to expand coverage to people outside formal sector work in Latin America. BMC Health Serv Res. 2017;17(1):145.PubMedPubMedCentral

32.
Vilcu I, Mathauer I. State budget transfers to health insurance funds for universal health coverage: institutional design patterns and challenges of covering those outside the formal sector in eastern European high-income countries. Int J Equity Health. 2016;15:7.PubMedPubMedCentral

33.
Mathauer I, Theisling M, Mathivet B, Vilcu I. State budget transfers to health insurance funds: extending universal health coverage in low- and middle-income countries of the WHO European region. Int J Equity Health. 2016;15:57.PubMedPubMedCentral

34.
Vilcu I, Probst L, Dorjsuren B, Mathauer I. Subsidized health insurance coverage of people in the informal sector and vulnerable population groups: trends in institutional design in Asia. Int J Equity Health. 2016;15(1):165.PubMedPubMedCentral

35.
Szigeti S, Evetovits T, Kutzin J, Gaál P. Tax-funded social health insurance: an analysis of revenue sources. Hungary, Bull World Health Organ. 2019;97:335–48.

36.
Ökem ZG, Çakar M. What have health care reforms achieved in Turkey? An appraisal of the “health transformation Programme”. Health Policy. 2015;119(9):1153–63.PubMed

37.
Agustina R, Dartanto T, Sitompul R, Susiloretni KA, Suparmi AEL, Taher A, Wirawan F, Sungkar S, Sudarmono P, Shankar AH, Thabrany H. Universal health coverage in Indonesia: concept, progress, and challenges. Lancet. 2019, 5/393(10166):75–102.

38.
Smith PC. Formula funding of health services: learning from experience in some developed countries. Discussion paper. Geneva: World Health Organization; 2008.

39.
Gautier J. The Canada health transfer: changes to provincial allocations. Background paper no. 2011–02-E 25. Library of Parliamentarians: Ottawa; 2011.

40.
Popovich L, Potapchik E, Shishkin S, Richardson E, Vacroux A, Mathivet B. Russian Federation: health system review. Health Care Syst Transit. 2011;13(7):1–190.

41.
Mathauer I, Kutzin J. Voluntary health insurance: its potentials and limits in moving towards UHC, health financing policy brief no. 4. Geneva: World Health Organization; 2017.

42.
Mathauer I, Mathivet B, Kutzin J. Community based health insurance: how can it contribute to progress towards UHC? Health financing policy brief no. 3. Geneva: World Health Organization; 2017.

43.
Londoño JL, Frenk J. Structured pluralism: towards an innovative model for health system reform in Latin America. Health Policy. 1997;41:1–36.PubMed

44.
Alhassan RK, Nketiah-Amponsah E, Arhinful DK. A Review of the National Health Insurance Scheme in Ghana: What Are the Sustainability Threats and Prospects? PLoS ONE. 2018;11(11).PubMedPubMedCentral

45.
Prakongsai P, Limwattananon S, Tangcharoensathien V. The equity impact of the universal coverage policy: lessons from Thailand. In: Chernichovsky D, Hanson K, editors. Innovations in Health System Finance in Developing and Transitional Economies. Advances in health economics and health services research, volume 21. Bingley: Emerald Group Publishing; 2009. p. 291–312.

46.
WHO. Health system review: Achievements and challenges. Policy note. Thailand Health Systems in Transition. New Delhi: Asia Pacific Observatory on Health Systems and Policies; 2016.

47.
Bonilla-Chacín ME, Aguilera N. The Mexican Social Protection System in Health [Universal Health Coverage Studies Series (UNICO) No. 14]: The World Bank; 2013 [http://​siteresources.​worldbank.​org/​HEALTHNUTRITIONA​NDPOPULATION/​Images/​MexicanSocialPro​tectionSysteminH​ealth.​pdf. (Accessed on 25 February 2018)].

48.
Knaul FM, González-Pier E, Gómez-Dantés O, García-Junco D, Arreola-Ornelas H, Barraza-Lloréns M, Sandoval R, Caballero F, Hernández-Avila M, Juan M, Kershenobich D, Nigenda G, Ruelas E, Sepúlveda J, Tapia R, Soberón G, Chertorivski S, Frenk J. The quest for universal health coverage: achieving social protection for all in Mexico. Lancet. 2012;380(9849):1259–79.PubMed

49.
Seinfeld J, Montañez V, Besich N. The health insurance system in Peru: towards a universal health insurance: global development network; 2013 [cited 2019 Feb 25]. Available from: https://​www.​academia.​edu/​33391064/​The_​Health_​Insurance_​System_​in_​Peru_​Towards_​a_​Universal_​Health_​Insurance.

50.
OECD, World Health Organization. OECD reviews of health systems: Switzerland 2011. Paris: OECD; 2011.

51.
Sagan A, Thomson S. Voluntary health insurance in Europe: role and regulation. WHO Regional Office for Europe: Copenhagen; 2016.

52.
Council for Medical Schemes (CMS). Annual report 2015–2016. Hatfield (South Africa): CMS; 2016.

53.
Sagan A, Thomson S. Voluntary health insurance in Europe: country experience. WHO Regional Office for Europe: Copenhagen; 2016.

54.
Pettigrew LM, Mathauer I. Voluntary health insurance expenditure in low- and middle-income countries: exploring trends during 1995-2012 and policy implications for progress towards universal health coverage. Int J Equity Health. 2016;15:67.PubMedPubMedCentral

55.
Thomson S. What role for voluntary health insurance? In: Kutzin J, Cashin C, Jakab M, editors. Implementing health financing reform: lessons from countries in transition. Brussels: European Observatory on Health Systems and Policy; 2010. p. 299–326.

56.
Service public pro. Mutuelle santé d'entreprise : les obligations de l'employeur ; 2018, https://​www.​service-public.​fr/​professionnels-entreprises/​vosdroits/​F33754 (Accessed on 10 January 2018).

57.
Soors W, Devadasan N, Durairaj V, Criel B. Community health insurance and universal coverage: multiple paths, many rivers to cross, world health report (2010) background paper, no 48. Geneva: World Health Organization; 2010.

58.
Sparkes S, Durán A, Kutzin J. A system-wide approach to analysing efficiency across health programmes. Health financing diagnostics & guidance no. 2. Geneva: World Health Organization; 2017.

59.
Busse R, Blümel M. Germany. Health system review. European Observatory on Health Systems and Policies; 2014.

60.
Kroneman M, Boerma W, van den Berg M, Groenewegen P, de Jong J, van Ginneken E. The Netherlands: health system review. Health Systems in Transition. 2016;18(2):1–239.PubMed

61.
Frenz P, Delgado I, Kaufman JS, Harper S. Achieving effective universal health coverage with equity: evidence from Chile. Heal Policy Plan. 2014;29:717–31. https://​doi.​org/​10.​1093/​heapol/​czt054.Crossref



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





OEBPS/A12939_2019_1088_Fig1_HTML.png
Single

L 2

¥

1. Single, national
pool with
compulsory or

automatic
coverage

2. Territorially

distinct pools

(state level, or
provinces)

Pooling

Multiple

Legena:
Comp.: compsulory
Vol.: voluntary

Vol.
L 4 4 ¥ ¥ 4
3. Decentralized 4. Different pools 5. Non- 6. Multiple 7. Voluntary health|
pools with over- for different pop. competing pools| pools, insurance as
lapping pop. and groups, with explicit competing for principal coverage
service coverage compulsory for coverage for all members for parts of the
responsibilities some only population

Vol.

8. Complementary|

or supplementary

voluntary health
insurance






