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Abstract 

Health industry transformation is changing the socioeconomic conditions under which medical insurance 

systems operate. This study examines the relationship between established financing mechanisms and evolving 

health service models, including digital health integration, value-based care, and the expansion of preventive 

and personalized interventions. A systems analysis of institutional design, fiscal sustainability, and stakeholder 

alignment identifies structural tensions between existing insurance arrangements and emerging health system 

priorities. On this basis, the study proposes a diversified financing framework that combines innovations in 

risk pooling, dynamic contribution mechanisms, and cross-sectoral funding instruments to strengthen equity, 

adaptability, and long-term sustainability. The analysis emphasizes that effective diversification requires 

changes in governance, accountability, and intertemporal resource allocation, as well as additional funding 

sources, to support health system transformation. 
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1. Introduction 

1.1 Changes in Health Systems 

Health systems are undergoing structural change in response to interconnected technological, demographic, 

and policy developments [1]. Advances in genomics, artificial intelligence, and digital therapeutics are 

changing clinical workflows, diagnostic accuracy, and treatment personalization, with implications for costs 

and service delivery. Population aging and urbanization are increasing demand for long-term care and chronic 

disease management, shifting expenditure from episodic treatment toward sustained, multidimensional support 

[2]. The growing burden of non-communicable diseases places further pressure on financing mechanisms 

designed primarily for acute, facility-based care [3]. At the same time, greater emphasis on prevention, early 

intervention, and person-centered continuity of care challenges the actuarial assumptions of conventional 

insurance schemes. Together, these developments expose mismatches among revenue collection, risk pooling, 

and health service needs, placing pressure on the financial sustainability of existing medical insurance 

arrangements. Financing reform therefore requires structural diversification that integrates risk-adjusted 
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contributions, value-based payment incentives, and cross-sectoral resource coordination to support equitable 

access, fiscal resilience, and institutional adaptability. 

1.2 Constraints of Conventional Financing Models 

Conventional medical insurance financing models face several constraints in responding to health system 

change. Employment-linked schemes have difficulty accommodating gig workers, retirees, and informal sector 

participants when labor markets are unstable. Tax-funded systems face fiscal pressure as populations age and 

chronic disease prevalence rises. Reliance on a single funding source also limits the ability to respond to abrupt 

changes in demand, including pandemic-related surges and the rapid adoption of precision diagnostics, and to 

adapt to revised clinical guidelines and changing definitions of medically necessary care. Provider payment 

arrangements create additional coordination problems: fee-for-service rewards service volume over value, 

capitation can discourage the management of complex cases, and bundled payments may not adequately 

account for differences in patient risk and regional costs [4]. These constraints contribute to coverage gaps, 

unequal access, and inefficient resource allocation [3, 5]. Digital health integration, predictive analytics, and 

decentralized care delivery further increase the mismatch between relatively fixed financing arrangements and 

changing service models [3, 6]. Diversified, modular, and responsive funding mechanisms are therefore needed 

to maintain the capacity of insurance systems to adapt [5]. 

1.3 Rationale and Scope of Diversified Financing 

Diversified medical insurance financing is a means of advancing health system objectives. It addresses 

fiscal rigidity, mismatches between current financing and future risks, and service fragmentation associated 

with reliance on a single funding source during health industry transformation. This study defines 

diversification as the coordinated integration of public, employer-based, individual, and innovative revenue 

mechanisms within institutional arrangements that ensure accountability, protect equity, and enable adaptive 

governance [4]. The analysis focuses on functional complementarity: each component should respond to 

specific demographic, epidemiological, or technological pressures while maintaining the integrity of collective 

risk pooling. It examines contribution architecture, benefit linkage rules, cross-subsidization protocols, and 

fiscal stabilization triggers to identify the conditions under which diversification improves resilience or creates 

inefficiencies. Micro-level behavioral modeling and actuarial calibration fall outside its scope; the emphasis is 

on macro-institutional coherence rather than parameter optimization [1]. Diversification is thus assessed in 

relation to population health, financial protection, and system sustainability, rather than in terms of the number 

of revenue sources alone. 

2. Literature Review 

2.1 Financing Theory Beyond Risk Pooling 

Health financing theory extends classical risk-pooling analysis by incorporating behavioral, institutional, 

and ecological dimensions of sustainability. Behavioral approaches examine how differences in risk perception, 

time discounting, and social preferences affect contribution compliance and benefit utilization, which actuarial 

equilibrium models do not fully capture. Institutional approaches situate financing within multilevel 

governance arrangements, linking regulatory coherence, fiscal federalism, and intersectoral coordination to 

efficiency and equity. Ecological approaches examine financing within broader socioeconomic and 

environmental systems, including feedback among investment, population health, and climate-sensitive 

disease burdens. These perspectives question the assumptions that risk parameters are independent and that 

institutional constraints are externally fixed. They also emphasize adaptive capacity, understood as the ability 

of financing arrangements to respond to technological disruption, demographic change, and convergence 

across industries [5]. However, these theoretical developments remain insufficiently integrated into empirical 

research on medical insurance reform, particularly in longitudinal studies of diversification across different 

regional contexts. This limits the evidence available to align financing instruments with health industry 

transformation [1]. 
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2.2 Hybrid and Adaptive Funding Mechanisms 

International experience indicates that hybrid financing mechanisms differ in scalability, distributional 

effects, and administrative feasibility. These mechanisms include earmarked health levies, excise taxes on 

tobacco and sugar-sweetened beverages, public-private co-funding, and outcomes-linked budgeting. Health 

levies can provide predictable revenue, although their incidence may be regressive without progressive rates 

or exemption thresholds. Taxes on harmful products can expand fiscal space while discouraging consumption, 

but their long-term revenue performance depends on changing epidemiological conditions and behavioral 

elasticity. Public-private co-funding can mobilize additional resources, provided that governance safeguards 

maintain policy objectives and equitable access. Outcomes-linked budgeting links expenditure allocation to 

performance, but its implementation requires valid outcome measures and credible attribution of effects within 

complex health systems [1]. Administrative capacity is a recurring constraint: fragmented mandates, weak 

digital infrastructure, and limited actuarial expertise impede implementation and monitoring [5]. Adaptation 

therefore requires attention to fiscal federalism, health system maturity, and social risk-pooling norms. 

Coordination across financing instruments is necessary to limit fragmentation, resource leakage, and 

unintended redistribution. 

2.3 Research Gaps in System Integration 

Research has not adequately explained how medical insurance financing is integrated with broader health 

industry transformation [5]. Existing studies often examine financing models separately or assess reform 

primarily through changes in service delivery. Less attention has been given to the joint evolution of financing, 

digital health infrastructure, regulatory coordination among payers, providers, and innovators, and cross-

sectoral accountability. In particular, the contribution of interoperable, real-time claims data to adaptive 

premium design remains insufficiently theorized. Differences in the evidentiary standards used for 

pharmaceutical pricing, device reimbursement, and digital therapeutics evaluation have also received limited 

attention as sources of financing pressure. Accountability frameworks rarely encompass cross-sectoral 

activities such as public-private financing of preventive care or risk pooling across regional health economies. 

These gaps limit understanding of how financing can respond to innovation cycles and demographic and 

epidemiological change. Addressing them requires interdisciplinary analysis of financing as a form of adaptive 

governance within evolving health systems [1]. 

3. Materials and Methods 

3.1 Conceptual Modeling Framework 

The dynamic systems framework examines the alignment and adaptive capacity of financing structures, 

health service delivery, and macro-institutional conditions. Figure 1 organizes the framework into three 

domains, each containing four nodes. The Financing Structure domain comprises [Risk Pool Design], 

[Contribution Mechanism], [Revenue Assignment Authority], and [Oversight Governance]. These are linked 

to [Digital Health Integration], [Value-Based Payment], [Preventive Care Expansion], and [Personalized 

Intervention Pathways] in the Health Service Delivery Logic domain, representing how financing 

arrangements enable or constrain service innovation [2, 3]. Links also connect financing to [Legal Enabling 

Framework], [Data Infrastructure Interoperability], [Cross-Sectoral Accountability Mandate], and [Fiscal 

Autonomy Level] in the Macro-Institutional Conditions domain. Feedback between [Oversight Governance] 

and [Legal Enabling Framework], and between [Data Infrastructure Interoperability] and [Digital Health 

Integration], represents institutional learning and technical co-evolution. The framework supports iterative 

simulation of policy shocks to examine resilience under demographic, technological, and fiscal change. 

Financing is treated as a regulatory mechanism connecting service transformation with institutional adaptation. 

Each node is parameterized for quantitative calibration, allowing scenario-based assessment of system 

coherence and path dependency. 
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Figure 1: Dynamic Systems Framework for Financing-Service-Institution Alignment 

 

3.2 Comparative Case Analysis 

A purposive, theory-driven case selection strategy was used to capture variation in health system 

transformation and financing arrangements. Table 1 compares six national contexts across three qualitative 

dimensions: Health Transformation Stage, Financing Configuration .Type, and Primary Institutional Tension 

Observed. Estonia represents advanced digital integration within a hybrid tax-plus-premium model, with 

claims data fragmentation between public and private payers. Thailandrepresents the expansion of preventive 

services within a tax-funded universal coverage system, where revenue flexibility for non-clinical 

interventions is limited. Germany combines value-based contracting, mandatory sickness funds, and 

supplementary insurance, with difficulties in standardizing outcome metrics. Rwanda combines community 

health insurance and donor financing but faces weak cross-sectoral revenue coordination for social 

determinants of health. In Canada, decentralized innovation operates within provincial tax-funded systems 

supported by federal transfers, while jurisdictional barriers restrict data sharing for integrated financing [6]. 

Chile represents market-mediated layering through mandatory AFP, voluntary ISAPRE, and public FONASA, 

with equity concerns related to contribution caps and benefit exclusions. The matrix supports process tracing 

and comparison of institutional adaptation across political economies, providing a basis for identifying 

transferable financing design principles [3]. 

Table 1: Case Selection Matrix: Criteria and Qualitative Rationale Across Six National Contexts 

Country Health Transformation 

Stage 

Financing Configuration Type Primary Institutional Tension Observed 

Estonia Advanced Digital 

Integration 

Hybrid Tax-Plus-Premium Claims Infrastructure Fragmentation 

Between Public and Private Payers 

Thailand Preventive System 

Scaling 

Tax-Funded Universal Coverage Limited Revenue Flexibility for Non-

Clinical Interventions 

Germany Value-Based 

Contracting Expansion 

Mandatory Sickness Fund + 

Supplementary Insurance 

Regulatory Misalignment in Outcome 

Metric Standardization 

Rwanda Community-Based 

Innovation 

Community Health Insurance + 

Donor Blending 

Weak Cross-Sectoral Revenue 

Coordination for Social Determinants 

Canada Decentralized 

Innovation Pilots 

Provincial Tax-Funded + Federal 

Transfer Leverage 

Jurisdictional Silos in Data Sharing for 

Integrated Financing 

Chile Market-Mediated 

Layering 

Mandatory AFP + Voluntary 

ISAPRE + Public FONASA 

Equity Gaps Amplified by Contribution 

Capping and Benefit Exclusions 

3.3 Stakeholder Validation Protocol 

Stakeholder-informed validation used an iterative, multi-round deliberative protocol to assess the 

conceptual robustness, contextual relevance, and operational feasibility of the proposed financing principles 

[3, 5]. National health ministers, hospital federation representatives, civil society coalitions, and health 

technology assessors participated in structured workshops, which were followed by a synthesis of written 

feedback. Table 2 summarizes their reported priorities. National health ministers prioritized Institutional 

Anchoring, emphasizing that financing mechanisms require statutory authority for cross-sectoral revenue 

assignment. Hospital federation representatives prioritized Functional Complementarity, arguing that new 
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funding streams should neither duplicate nor replace existing clinical payment arrangements without 

transitional safeguards. Civil society coalitions prioritized Equity Safeguarding and called for binding 

redistribution mechanisms. Health technology assessors prioritized Adaptive Governance, emphasizing that 

performance metrics should respond to emerging evidence on intervention effectiveness [1]. These priorities 

informed an implementation approach in which institutional arrangements support redistribution and adaptive 

feedback maintains coordination as health services change. The validation process also informed the 

refinement of the financing framework to reflect institutional mandates and operational requirements. The 

reported priorities emphasize the interdependence of the principles in sustaining system resilience. 

Table 2: Stakeholder Validation Matrix: Priority Weighting of Core Financing Principles 

Stakeholder Group Top-Priority Principle Expressed Rationale (Qualitative Summary) 

National Health 

Ministers 

Institutional 

Anchoring 

Without legal authority to assign cross-sectoral revenues, all 

other mechanisms remain advisory 

Hospital Federation 

Representatives 

Functional 

Complementarity 

New funding streams must not duplicate or displace existing 

clinical payment logic without transitional safeguards 

Civil Society Coalitions Equity Safeguarding Diversification must include binding redistribution triggers, not 

just new revenue labels 

Health Technology 

Assessors 

Adaptive Governance Performance metrics must evolve alongside evidence on 

intervention effectiveness, rather than remain locked into static 

definitions 

4. Results 

4.1 Diversification Pathways 

Figure 2 identifies three institutionally grounded pathways for financing diversification. Regulatory-driven 

expansion begins with a strong central health authority and uses mandatory health levies on digital platforms 

and legislated transfers of revenue to prevention funds. This pathway is associated with high coverage depth 

but moderate equity outcomes, reflecting constraints in top-down implementation. Market-mediated layering 

develops where private insurance is established and includes voluntary premium add-ons for genomic 

screening and private risk-adjusted co-payments for remote monitoring devices. It is associated with moderate 

fiscal resilience and coverage depth but weaker equity outcomes because access depends on ability to pay. 

Mission-aligned convergence is based on a multisectoral health equity mandate and combines joint ministry 

budget pools (Health + Social Protection) with outcome-linked municipal transfers for housing-health 

integration. It is associated with the strongest equity outcomes and moderate fiscal resilience, while 

intergovernmental coordination delays limit coverage depth. All three pathways are assessed against coverage 

depth, fiscal resilience, and equity outcomes, but their relative strengths differ. These differences suggest that 

institutional arrangements influence both the choice of financing mechanisms and their distributional effects. 

Policy transfer therefore requires alignment between governance arrangements and intended outcomes. Within 

this typology, no single pathway performs best across all dimensions, supporting context-sensitive design. 

Figure 2: Typology of Diversification Pathways: Origins, Mechanisms, and Systemic Effects 

 

4.2 Institutional Enablers and Constraints 

Table 3 distinguishes formal institutional authority from operational capacity across the cases. Legal 

mandates for cross-sectoral revenue assignment are reported in Germany and Thailand but not in Chile or 

Canada. Operational capacity is reported only in Germany, where a joint federal-state commission coordinates 

fiscal transfers across health, social care, and public health. Thailand's statutory framework remains 

unimplemented because of fragmented interministerial accountability. Interoperable claims infrastructure is 

formally established in Estonia and Rwanda but not in Thailand or Chile. Estonia's national e-health ID 
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infrastructure supports implementation, whereas donor-driven systems in Rwanda create interoperability 

barriers that prevent unified claims processing. Statutory independence for financing oversight is reported in 

Canada and Germany but not in Thailand or Chile. Only Canada is described as maintaining operational 

autonomy through an arm's-length agency with binding audit powers and multiyear budgetary authority. In 

Germany, political appointment cycles disrupt oversight despite legal independence, weakening policy 

continuity and technical credibility. These comparisons indicate that formal legal provisions alone do not 

ensure implementation. Diversification also depends on their alignment with administrative capacity, stable 

governance, and cross-sectoral coordination. Differences across jurisdictions therefore concern both legal 

design and the conditions for putting it into practice. 

Table 3: Institutional Enablers and Constraints: Formal Authority vs. Operational Capacity Across Cases 

Enabler/Constraint Formal Authority Present? Operational Capacity Demonstrated? 

Legal Mandate for Cross-Sectoral 

Revenue Assignment 

Yes (Germany, Thailand); No 

(Chile, Canada) 

Yes (Germany); No (Thailand, Chile, 

Canada) 

Interoperable Claims Infrastructure 

Across Public/Private Payers 

Yes (Estonia, Rwanda); No 

(Thailand, Chile) 

Yes (Estonia); No (Rwanda, Thailand, 

Chile) 

Statutory Independence of 

Financing Oversight Body 

Yes (Canada, Germany); No 

(Thailand, Chile) 

Yes (Canada); No (Germany, Thailand, 

Chile) 

4.3 Timing of Financing Adaptation 

Figure 3 provides a schematic representation of the relative timing described below. The timing of service 

innovation and financing adaptation differs across national contexts. In Estonia, the Health Levy on 

Teleconsultation Platforms was enacted in 2.5years after the launch of an AI-powered triage platform, 

supported by a strong ministerial mandate and procurement authority during the Years 2–4 policy window. 

Thailand's Prevention Budget Reallocation occurred in Year 6.5, with parliamentary gridlock and 

constitutional review requirements for revenue law amendments contributing to delays during Years 6–8. 

Germany adopted an Outcomes-Based Risk Adjustment Formula in Year 4 after introducing bundled payments 

for diabetes care in Year 3, indicating an iterative adjustment process. Rwanda introduced Donor-Blended 

Municipal Health Grants in Year 3.5, but implementation stalled in Year 7 because of limited local fiscal 

autonomy. These cases associate the timing of financing reform with administrative authority, legislative 

capacity, and subnational fiscal autonomy. Opportunities for reform depend on the alignment of political 

support, legal flexibility, and institutional readiness, as well as technological change. The absence of these 

conditions can produce prolonged delays or implementation failure. Financing and governance arrangements 

therefore need to be developed together, with temporal misalignment serving as a potential indicator of 

underlying institutional constraints. 

Figure 3: Temporal Dynamics of Service-Innovation-to-Financing Reform Alignment Across Four National Contexts 
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5. Discussion 

5.1 Diversification as a Governance Strategy 

Diversification in medical insurance financing is a governance strategy that shapes decision rights, 

performance assessment, and accountability, alongside the composition of revenue sources. Figure 4 links 

financing structures to accountability relationships and responsibility for defining and validating metrics. In 

regulatory-driven systems, accountability runs from ministries to providers, while a central technical agency 

manages metrics using a standardized national claims repository. Market-mediated arrangements rely on 

contractual accountability between insurers and providers, with accredited third-party auditors validating 

metrics through interoperable claims and clinical data. Mission-aligned arrangements use joint councils 

representing health, social, and municipal stakeholders. Participatory citizen panels and independent data trusts 

share responsibility for metrics, supported by open-source municipal health dashboards. Each arrangement 

links responsibility for metrics to the data infrastructure needed to exercise it. The framework therefore 

connects the legitimacy of financing arrangements with their data governance capacity. Diversification without 

corresponding changes in accountability and responsibility for metrics risks fragmentation [2]. Policy 

coherence requires financing mechanisms, accountability relationships, and data infrastructure to develop 

together so that financing can respond to health needs across system levels. 

Figure 4: Governance Logic Map: How Financing Structure Shapes Accountability Direction and Metric Ownership 

 

5.2 Balancing Stability and Innovation 

Financing system design must balance institutional stability with the capacity for innovation. Table 4 

presents proposed complementary arrangements for maintaining continuity and enabling adjustment [2]. A 

constitutional guarantee of a universal coverage floor provides a stable legal foundation, while sunset clauses 

permit revision of revenue assignment mandates. These clauses are linked to quinquennial health system 

reviews of demographic, epidemiological, and technological change. The contribution mechanism combines a 

capped payroll rate automatically indexed to wage growth with a progressive surcharge tier activated when 

chronic disease prevalence exceeds a predefined threshold. This arrangement links revenue predictability with 

a response to changing population health needs. Statutory independence from electoral cycles supports 

continuity in oversight, while mandated biennial public consultations allow financing principles to be reviewed 

in light of priorities such as digital health integration and preventive services. These mechanisms provide 

transparent, rule-based routes for adjustment while maintaining the foundations of the social contract. 

Innovation is thus framed as an accountable process of adaptation guided by procedural safeguards and 

evidence-based thresholds. 

Table 4: Stability-Innovation Tension: Anchoring Features vs. Recalibration Mechanisms 

Design Feature 

Category 

Anchoring Function 

(Stability) 

Recalibration Function (Innovation) 

Legal 

Foundation 

Constitutional guarantee of 

universal coverage floor 

Sunset clauses on revenue assignment mandates tied to 

quinquennial health system reviews assessing demographic, 

epidemiological, and technological shifts 
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Contribution 

Mechanism 

Capped payroll contribution 

rate with automatic 

indexation to wage growth 

Progressive surcharge tier activated upon exceedance of a 

predefined chronic disease prevalence threshold 

Oversight Body 

Mandate 

Statutory independence from 

electoral cycles 

Mandated biennial public consultations institutionalizing iterative 

alignment between financing principles and emergent health 

priorities, including digital health integration and preventive 

service expansion 

5.3 Policy Sequencing and Capacity Building 

Policy sequencing requires a distinction between foundational prerequisites and measures introduced in 

later phases, as set out in Table 5. Unified legal authority for cross-sectoral revenue assignment is treated as 

the initial requirement because financing mechanisms need clear rules on revenue attribution across health, 

digital, and social care domains [6]. Estonia and Germany are presented as examples through the Health Data 

Act and the Digital Care Act, respectively, whereas fragmented jurisdictional mandates constrain Chile and 

Canada despite their technical infrastructure. Interoperable minimum viable claims standards form a Phase 1 

enabler (0–2 years), supporting basic data exchange for risk pooling and premium calibration. Rwanda and 

Thailand have introduced these standards in public facilities, but extending them to mixed-provider systems 

remains a challenge. Independent financing oversight bodies with audit powers constitute a Phase 2 enabler 

(3–5 years) and require established data governance arrangements. Such bodies were established in Canada 

and Estonia in 2023 and 2021, respectively, but only the body in Estonia is described as fully operational 

because of integrated data access. Capacity building follows this sequence: legal drafting supports subsequent 

standardization, which provides a basis for institutional auditing. Establishing oversight without clear legal 

foundations risks regulatory arbitrage and weakens fiscal sustainability. The proposed sequence therefore links 

institutional development to the capabilities needed at each stage. 

Table 5: Policy Sequencing Matrix: Foundational Prerequisites vs. Phased Enablers 

Requirement Tier Component Implementation Evidence 

Foundational 

Prerequisite 

Unified Legal Authority for 

Cross-Sectoral Revenue 

Assignment 

Present in Estonia (2018 Health Data Act) and Germany 

(2021 Digital Care Act); absent in Chile and Canada despite 

technical capacity 

Phase 1 Enabler (0–

2 years) 

Interoperable Minimum Viable 

Claims Standard 

Deployed in Rwanda (2020) and Thailand (2022); limited to 

public facilities only 

Phase 2 Enabler (3–

5 years) 

Independent Financing 

Oversight Body with Audit 

Powers 

Established in Canada (2023) and Estonia (2021); fully 

operational only in Estonia due to data access protocols 

6. Conclusion 

6.1 Design Principles for Diversified Financing 

Five complementary principles guide the design of sustainable medical insurance financing. Functional 

complementarity coordinates social, commercial, and supplementary risk-pooling mechanisms to limit 

duplication and regulatory arbitrage. Institutional anchoring places financing rules within durable legal 

frameworks that reduce exposure to short-term political change. Adaptive governance connects health system 

performance information with premium adjustments through real-time feedback. Equity safeguarding 

combines progressive contributions with targeted subsidies to protect vulnerable populations from financial 

hardship. Intertemporal balance requires actuarial modeling of demographic change, technology adoption, and 

epidemiological transitions to align current revenue with future liabilities. Together, these principles provide 

a basis for adapting financing to health industry transformation while maintaining fiscal sustainability and 

distributive justice. 

6.2 Implications for Research and Practice 

Further research and implementation should focus on three areas. First, causal analysis in heterogeneous 

health systems requires stronger methods, including quasi-experimental designs that account for regional 

policy variation and interdependencies across sectors. Second, longitudinal monitoring should combine 

administrative claims, provider financial reports, and population health measures to assess financing 

sustainability across economic cycles and periods of technology adoption. Third, scenario-based budget impact 
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simulators and equity-adjusted risk-pooling calculators should be developed jointly with payers, providers, 

and patient advocacy groups to support the use of research in practice. These priorities would strengthen the 

evidence and analytical tools needed for financing reform that is responsive to health industry transformation 

and attentive to equity. 

6.3 Shared Responsibility for Sustainable Financing 

Sustaining diversified medical insurance financing requires a shared commitment to health equity. 

Policymakers are responsible for establishing adaptive governance; healthcare providers, for delivering cost-

conscious, quality-oriented care; industry stakeholders, for aligning innovation incentives with population 

health; and citizens, for informed participation and responsible service use. Financing arrangements must adapt 

to demographic, technological, and epidemiological change while preserving transparency in risk pooling, 

fairness in contributions, and resilience to fiscal volatility. Continuous coordination across these groups is 

therefore central to protecting health across generations and maintaining both financial sustainability and the 

legitimacy of medical insurance systems. 
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