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The costs of health care are increasing worldwide. Patients 
are compelled to pay more for treatment, causing many peo-
ple to fall below the poverty line [1], and one of the most ur-
gent and vexing challenges faced by many low-income and 
middle-income countries is providing health care for the more 
than 2 billion poor people who live in such nations. Direct out-
of-pocket (OOP) payments by patients account for as much as 
80% of total health care expenditures in low-income coun-
tries. Studies in several countries have found that significant 
medical expenditures are a major cause of poverty. In addi-
tion, according to a World Bank report [2], only 11% percent of 
global health spending corresponded to 90% of the world’s 
population, with the following distribution among non-devel-
oped countries: Asia, 3.5%; the US, 3.2%; Europe, 2.4%; the 
Middle East and North Africa, 1.5%; and Africa, 0.4%; mean-
while, developed countries accounted for 88.9% of spending 
[2]. In 2007, 87.5% of the global disease burden was distribut-
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ed in low-income and middle-income countries, but only 
12.5% of global health spending took place in this group of 
countries. Conversely, in developed and highly developed 
countries, with a very low proportion of the global disease 
burden (12.5%), the share of total health expenditures was 
much higher, at 87.5% [1]. The World Health Organization 
(WHO) considers health financing models with high-risk pools, 
such as health insurance and prepaid schemes, to be a promis-
ing means for achieving universal healthcare coverage [2]. The 
WHO defines risk pooling as “the practice of bringing several 
risks together for insurance purposes in order to balance the 
consequences of the realization of each individual risk” [4]. 
Pooling ensures that the risk related to financing health inter-
ventions is borne by all the members of the pool and not by 
each contributor individually. Risk pooling is required because 
of the large uncertainty in the magnitude and timing of an in-
dividual’s health care expenditure needs. It implies 3 redistrib-
utive functions: from the rich to the poor, from the healthy to 
the sick, and from the productive to the unproductive stage of 
the life cycle [1]. International research shows that the argu-
ments in favor of risk pooling in health care reflect consider-
ations of equity (the transfer of health care resources between 
individuals) and efficiency (the reduction of individual uncer-
tainty associated with health care needs) [1,3]. There are es-
sentially 4 classes of approaches to risk pooling: 1) no risk 
pool, 2) a unitary risk pool, 3) fragmented risk pools, and 4) in-
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tegrated risk pools, in which fragmented risk pools are com-
pensated for the variations in risk to which they are exposed 
[4]. To summarize, as risk pooling becomes progressively more 
integrated, the uncertainty associated with health care expen-
ditures can be reduced. A system of OOP payments exposes 
individuals to the greatest level of uncertainty, whereas inte-
grated risk pooling seeks to reduce these variations, which are 
eliminated under a truly unitary system [4]. 

According WHO’s method for the classification of risk-shar-
ing mechanisms in health care financing, WHO’s data [3] 
showed that between 2000-2014 the degree of risk-sharing in 
low-income countries (mean, 3.22; range, 1.58 to 2.08: of the 
total 6 points Likert) is low risk-sharing, and in middle-income 
countries (mean, 1.88; range, 3.04 to 3.48) is medium risk-
sharing. This rapid shift in these income countries groups was 
coincided (2000-2014) with increasing public health expendi-
ture (as a share of total health expenditure) in low-income 
countries (mean, 41.6%; range, 39.9 to 42.5%) and in middle-
income countries (mean, 44.6%; range, 45.7 to 50.9%), reduc-
ing in private health expenditure (as a percentage of total 
health expenditure) in low-income countries (mean, 58.4; 
range, 60.1 to 57.5%) and middle-income countries (mean, 
51.6%; range, 55.2 to 47.7%), reducing OOP health expendi-
ture (as a percentage of private expenditure) in low-income 
countries (mean, 41.6%; range, 45.2 to 37.2%), and middle-in-
come countries (mean, 40.9%; range, 45.8 to 36.1%). in addi-
tion, in time period 2000-2014, external health resources (as a 
percentage of total expenditure on health) in low-income 
countries (mean, 27.9%; range, 16.4 to 33.2%), and lower mid-
dle-income countries (mean, 0.9%; range, 1.0 to 0.9%) had 
been high increased [3].

Deferent evidence [1,2,5] showed that the combination of 
different financing mechanisms varies depending on the eco-
nomic, social, and political conditions in different countries. In 
the low-income group, the share of the health financing com-
bination is as follows: OOP (67%), government public resourc-
es (26%), and private pooling (7%). With the income level in-
crease in the low income countries and transition to middle 
income countries, the combination of health financing move 
towards reducing the share of OOP to 36% and increasing the 
share of private pooling up to 10% and public/governmental 
resources up to 54%. As income levels in countries rise to a 
high level, changes in the health financing combination, in-
cluding a further decline in OOP expenditure up to 14% and a 
further increase in private pooling up to 24% and public/gov-

ernmental resources up to 63% are observed in the high-in-
come countries [1,2,5]. In other words, by transferring from 
the low income group to the middle income group, the share 
of OOP payment reduce about 31%; whereas, the private 
pooling and the general government resources increase and 
28%, respectively. Moreover, with the transition of countries 
from the middle income group to high income group, the 
share of OOP reduce -22%, and the shares of private pooling 
and governmental resources increase 13 and 9%, respectively. 
It should be noted that by transferring countries from the low 
income group to the high-income group, the percentage 
changes is as follows: OOP -54%, private pooling -17%, and 
governmental resources 36% [1].

Furthermore, When health financing systems are aggressive 
(based on greater risk pooling/sharing, such as public resourc-
es and prepayments), the financial risk associated with health 
care is lower for households, and the pattern of risk-sharing is 
equitable and efficient. In contrast, regressive health financing 
systems that rely on direct payments, especially OOP pay-
ments, have no risk pooling/sharing and greater financial risks 
associated with health care for households, making them un-
equitable and inefficient [1]. Finally, financial health policies 
including prepayment schemes and the allocation of public 
resources with higher risk sharing (health-pooled funds), such 
as universal health coverage among low and middle-income 
countries, such as Chile, South Korea and Malaysia which have 
achieved the universal health coverage or are moving rapidly 
towards it (such as Brazil, Mexico and Thailand), more than 
65% of financing is in the form of pooled financing. The share 
of health taxes is different in these countries; it is significant in 
some countries such as Britain, Sweden, Brazil, Malaysia, and 
Thailand [4]. Therefore, health financing reforms with better 
risk pooling (such as prepayment schemes, community-based 
financing, and social health insurance) should be seen as a key 
strategy for achieving and universal health coverage and re-
ducing the financial barriers to health care in low-income and 
lower-middle-income countries, such as Africa, south Asia and 
Middle East regions, resulting in higher utilization but lower 
OOP expenditures.
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