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1. Executive Summary 
More than 65 million persons are currently forcibly displaced, of which more than 21 million are 
refugees. Conflicts are becoming more protracted, and a refugee remains a refugee on average 
for more than 10 years. Funding for refugee assistance comes primarily from Western donors 
after an emergency has occurred (e.g. discretionary post-emergency aid, such as in-kind and 
cash transfers). Given the current number of complex conflicts and the magnitude of 
displacement, new sources of funding and innovative financing instruments are needed. 
However, they should vary according to a wide range of different contexts. 
 
This white paper, developed at the behest of the World Bank Group, examines innovative 
humanitarian health financing for refugees. Ultimately, the goal is to have a healthcare system 
for refugees that is integrated into a functioning national system; if implemented correctly, this 
integration will be beneficial to the refugees and the host populations. However, if national 
health systems are not functioning or those systems are overwhelmed, particularly at the 
beginning of an acute emergency, then parallel systems may need to be established.  
 
The intended audience for this paper is multilateral and bilateral donors, UNHCR and other 
United Nations (UN) agencies, international non-governmental organizations (NGOs), and 
private sector actors. 
 
The paper is premised on the following five declarations: 

i. Refugees, like all other persons in the world, have a right to universal health coverage 
(UHC).  

ii. The humanitarian system is currently overstretched and underfunded, and cannot meet 
the demands of multiple and increasingly protracted humanitarian emergencies.  

iii. Traditional funding for humanitarian emergencies is insufficient and unsustainable.  
iv. Current funding instruments are overwhelmingly post-emergency external assistance 

provided to United Nations agencies and international NGOs. 
v. Refugee crises are generally protracted, rather than short-term.  

 
For this paper, refugee contexts are categorized according to i) phase; ii) location; iii) host 
country income level; and iv) functioning of district health system. The mechanisms outlined in 
this paper are assessed according to these different contexts. 
 
Addressing the increasing level of humanitarian needs for refugees requires a wide range of 
resources and a sophisticated financing toolkit, ranging from insurance to concessional loans to 
acknowledgements from host governments that, as refugees may remain for a long time, they 
must implement medium and/or long term health financing solutions. Traditional refugee 
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assistance funding comes predominantly from ex-post (post-emergency) risk retention 
instruments, such as budget allocations (donations) from governments to the UN, international 
organizations and NGOs. Improving financing for humanitarian emergencies requires a 
paradigm shift: scaling up and shifting to include ex-ante (pre-emergency) planning.  
 
We examine different financing mechanisms using the USAID Health Systems 2020 health 
financing framework, consisting of i) revenue; ii) pooling; iii) purchasing; and iv) provision, and 
make recommendations accordingly. 
 
Recommendation 1 (revenue): The role of remittances in refugee settings needs to be better 
understood. Certain actions should be explored to make remittances flow more fluidly and 
efficiently in such settings. This will allow refugees to more easily pay for out-of-pocket medical 
expenses. 
 
Recommendation 2 (purchasing): Pay for Success is most appropriate in protracted refugee 
settings, particularly camps, when addressing specific health interventions, but not for broad 
health systems issues. 
 
Recommendation 3 (cuts across framework): Consider the creation of a pre-emergency 
‘Refugee Health Financing Emergency Facility’ to prepare for responding to acute 
emergencies. Similar to the pandemic emergency financing facility, resources could be 
mobilized through cash and insurance windows. 
 
Recommendation 4 (cuts across framework): Assess possibilities of integrating refugees into 
health insurance schemes in protracted settings, and implement if feasible. 
 
Recommendation 5 (cuts across framework): Consider using various financial mechanisms, 
such as the World Banks’ IDA18 concessional loan program, to help refugee hosting countries 
move from parallel health services to integrated health services in protracted refugee camp 
settings. 
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2. Introduction 
In 2015, there were 65.3 million forcibly displaced persons and 21.3 million refugees worldwide 
(Figure 1.4).1 A refugee is defined as someone who has been forced to flee his or her country 
because of persecution, war, or violence, and who has a well-founded fear of persecution for 
reasons of race, religion, nationality, political opinion or membership in a particular social 
group.2  Whether refugees live in camps or are integrated into host populations, and whether 
they are settled in low-income or middle-income countries (Figure 1.5),1 governments often 
struggle to meet the health needs of these populations. Host countries’ existing health systems 
are often weak, and the added burden of providing for refugees can make them even more 
fragile.  
 
The ultimate goal is to have a healthcare system for refugees that is integrated into a 
functioning national system; if implemented correctly, this integration will be beneficial to the 
refugees and the host populations. However, if national health systems are not functioning or 
those systems are overwhelmed, particularly at the beginning of an acute emergency, then 
parallel systems may need to be established. Parallel systems provide healthcare specifically to 
refugees, and are not part of the existing national health system. These parallel systems are 
generally coordinated by the United Nations High Commissioner for Refugees (UNHCR) and 
provided by international and national non-governmental organizations (NGOs).  
 
Providing sustainable healthcare to refugees (as well as internally displaced populations (IDPs) 
and other displaced populations) requires facilitating their access to existing health systems, 
improving the capacity and quality of such services to ease the strain on host countries, and 
addressing the financing of these services.  
 
Health financing refers to (1) raising resources, through employment taxes, general taxes, fee-
for-service payments, ad-valorem taxes, foreign savings, and so on; (2) the flow of money into 
the system; and (3) the allocation of resources by various means (e.g. user fees or funding for a 
specific emergency) from donors, refugees, the private sector, and other sources. Innovative 
financing mechanisms are defined as non-traditional applications of overseas development 
assistance (ODA), joint public-private mechanisms, and flows that fundraise by tapping new 
resources or that deliver new financial solutions to humanitarian and/or development 
problems on the ground.3  
 
This document concerns itself primarily with refugees, but many of its conclusions may be 
applicable to non-refugee settings. We focus on innovative tools and methods that will require 
further exploration. Many aspects of financing are country and context dependent, thus where 
possible we provide examples.  
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The objective of this white paper, which was funded by the World Bank, is to explore different 
innovative humanitarian health financing mechanisms for refugees focusing primarily on varied 
source of funding and a broad range of instrument for those funds to provide health services to 
refugees in an integrated and sustainable manner.  
 
The intended audience for this paper is multilateral and bilateral donors, UNHCR and other 
United Nations (UN) agencies, international NGOs, and the private sector. 
 
The paper is premised on the following five declarations: 
 

1. Refugees, like all other persons in the world, have a right to universal health care 
coverage (UHC).  
• UHC means that all people and communities can use the promotive, preventive, 

curative, rehabilitative, and palliative health services they need. These services will be 
of sufficient quality to be effective, while also ensuring that their use does not expose 
the user to financial hardship.4 

• This definition embodies three related objectives:4 
o Equity in access to health services – everyone who needs services should get 

them, not just those who can pay for them; 
o Quality of health services – services should improve the health of those receiving 

them; and 
o Protection against financial risk – people should be protected against financial 

risk, ensuring that the cost of using services does not put people at risk of 
financial harm. 

2. The humanitarian system is currently overstretched and underfunded, and cannot meet 
the current demands of multiple and increasingly protracted humanitarian emergencies.5 
 

3. Traditional funding for humanitarian emergencies is insufficient and unsustainable. It is 
overwhelmingly provided by Western governments after the emergency has occurred. 
Although these countries have been extremely generous, the amount of funding is 
insufficient and the manner in which it is provided is not sustainable. In 2015, the UN 
appealed for $28 billion, the largest appeal ever; there was a 45% shortfall, the largest 
shortfall ever.1 
 New and varied sources of funding are essential if the needs of persons affected by 

humanitarian emergencies are to be met.6 These sources should come from beyond 
Western governments to include non-Western governments, various multi-lateral 
organizations, the private sector, and refugees themselves, and can vary among 
solidarity levies, insurance, bonds or remittances. 
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4. Current funding instruments are overwhelmingly post-emergency external assistance 
provided to UN and international NGOs. 
 When host governments and local NGOs have sufficient capacities, funds should be 

provided directly to them as long as humanitarian principles (i.e. humanity, 
neutrality, impartiality, and independence) are respected. This will be less 
expensive, more culturally appropriate, reduce inequity between refugees and host 
nationals, and will hopefully improve integrated services for host populations and 
refugees. 

 Pre-emergency (ex-ante) instruments should be focused on, as most humanitarian 
funding currently is provided post-emergency by Western donors. These ex-ante 
instruments require planning before emergencies occur. They include reserves, 
contingency funds, budget contingencies, contingent debt facilities, and risk-transfer 
products.  

 A variety of different and innovative funding instruments can be used according to 
context (Table 1) and risk. Such instruments will be discussed below. 
 

5. Refugee crises are generally protracted, rather than short-term. The average refugee 
remains a refugee for more than 10 years.7 
 Host governments should accept that refugees will likely be on their soil for many 

years and thus integrating into existing health services and establishing livelihoods 
for refugees should be pursued. 
o If planned and implemented well, and assuming the financial aspect has been 

addressed properly, then integration should improve health services for 
nationals and refugees alike by increasing the risk pool. 

o Refugees should be allowed to have livelihoods while they are residing in their 
host country, which may have a positive effect on the local economy,7 reduce 
their dependence on assistance, allow them to pay health premiums or other 
types of health payments, and provide them with new or continued skills when 
they return home. 

 Donors should provide multi-year funding in humanitarian settings to allow for 
predictable and sustainable programming. The current practice of one-year funding 
is detrimental to long-term planning.6  
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                      Figure 1.4 is from the Global Humanitarian Assistance Report, 2016.  
 
 

 
                       Figure 1.5 is from the Global Humanitarian Assistance Report, 2016.  
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3. Refugee Contexts 
Refugee contexts and their various attributes can be categorized in numerous ways.  
For this paper, we use the following framework: 
 

Table 1: Refugee Contexts 
 
Phase Location Host Income Level District health system 
● Preparedness (pre-

emergency) 
● Acute emergency 
● Protracted 
● Durable solutions 

o Voluntary 
repatriation 

o Local integration 
o Resettlement 

● Camp, out of 
camp 

● Urban, rural 

● Low income 
country (LIC) 

● Middle income 
country (MIC) 

● Functioning 
● Semi-functioning 
● Non-functioning 

 
 
How and what type of refugee healthcare is established depends upon some of the factors 
listed above. For example, types of services and their quality may differ between the acute 
emergency phase, where this is often limited capacity and security, compared with the 
protracted phase, where there is more stability. Parallel health systems are often established in 
camp settings compared with out of camp settings, where they are often integrated within 
existing national systems. Types of services and ability to refer may differ between urban and 
rural settings a swell as LICs and MICs. Although it is difficult to clearly define functioning and 
non-functioning national or district health systems, the essential issue here relates to the ability 
of the district or regional health services to integrate refugees into an existing system that will 
provide sufficient access and quality of services. If such a system cannot do this, even with 
support from international organizations, then alternatives need to occur, such as providing 
parallel services by NGOs or private sector; but the latter should be avoided if possible. 
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4. Instruments for Financing Humanitarian 
Emergency Risk 
Available financing instruments account for two dimensions – risk and timing: 8 

 
Risk is defined as the potential for or probability of a loss. It can be related to individuals or 
events. Timing refers to when the risky outcome occurs. 
 

● Risk-retention tools hold host countries responsible for risk.  
Doing so provides more flexible payments, as they can spend at their discretion. These 
tools include contingency funds, budget allocations, contingent credit, budget 
reallocations, tax increases and post-emergency credit. 
 

● Risk-transfer tools allow host countries to transfer risk to another entity.  
Doing so provides more security by having another party shoulder risk. These tools 
include insurance, indemnity reinsurance, indexed insurance, catastrophe bonds, 
catastrophe swaps, and donations. 

 
In general: 

• Risk retention instruments are preferred for smaller losses that are more frequent.  
• Risk transfer instruments are preferred for larger losses that are less frequent. 

 
Timing 

● Ex-ante instruments (pre-emergency) depend on planning for emergencies, and include 
reserves, contingency funds, budget contingencies, contingent debt facilities, and risk-
transfer products.  

● Ex-post instruments (post-emergency) do not depend on planning for emergencies, and 
include donations, budget reallocation, loans, and tax increases.  

 
There are a variety of financing instruments available for preparing and responding to 
humanitarian emergencies, which combine different features of timing and risk. Below are 
several examples (Table 2 modified from Dull Disasters)8. 
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Table 2: Financing Instruments according to Risk and Time 
 

 Ex-ante (dependent on planning) Ex-post (not dependent on planning) 
Risk retention 
(host 
countries 
responsible 
for risk) 

● Domestic contingency funds or budget 
allocations: money for emergency relief 
set aside prior to event 

● Taxes and subsidies to alter incentives 
for providing funding 

● Line of contingent credit: a loan 
disbursed under certain circumstances 

● Budget reallocation  
● Tax increases  
● Post-emergency credit  
● User fees 
● Taxes and subsidies to alter incentives 

for providing funding 
● Use tariffs to reduce prices of goods 

during emergencies (subsidies) 
   
Risk transfer 
(host 
countries 
transfer risk to 
another 
entity)  

● Traditional insurance or reinsurance: 
contract where insured pays insurer a 
premium, and insurer agrees to pay for 
pre-specified and post-verified losses  
 

● Indexed insurance: insurance contract 
where insurer makes payments based on 
certain external, measurable parameters 
or index (e.g. Sovereign Risk Insurance 
Pools, Pandemic Emergency Financing 
Facility) 
 

● Capital market instruments: financial 
instruments that can be bought or sold 
on capital markets, and investors 
shoulder risk (e.g. catastrophe bonds and 
swaps, Pandemic Emergency Financing 
Facility) 
 

● Contingency pooled UN funds (e.g. CERF 
and CBPFs) 
 

● Privatize and deregulate services 

 
 
 

● Discretionary post-
emergency aid: includes in-
kind and cash transfers 

 
 

THIS IS THE MOST COMMON 
INSTRUMENT FOR AID 

DELIVERY IN HUMANITARIAN 
EMERGENCIES PROVIDED 
PRIMARILY BY WESTERN 

GOVERNMENTS 
 
 

 
As mentioned in the introduction, by far the most common financing instrument in 
humanitarian emergencies is discretionary post-emergency aid from Western governments (ex-
post risk transfer). One important goal is to provide increased revenue beyond that provided by 
Western governments. Another is to increase the financing instruments, particularly ex-ante 
risk transfer instruments. This will be discussed in more detail below.  
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5. Traditional Humanitarian Funding 
Traditional refugee funding comes predominantly from ex-post risk retention instruments 
such as budget allocations from governments to the UN, international organizations and 
NGOs. 
 
Protecting and assisting refugees is primarily the responsibility of states. Domestic governments 
must respond to crises on their land and often invest significant amounts in preparedness and 
response. The majority of refugees are hosted in countries with low domestic capacity to 
support them. However, a lack of comparable data makes it difficult to measure the value of 
the contributions of developed and developing refugee hosting countries.1  
 
International humanitarian assistance has continued to grow, reaching a record high UN-
coordinated appeal of USD 28 billion in 2015 (this number is for all humanitarian assistance, 
including conflict and natural disasters, refugees, internally displaced persons (IDPs) and non-
displaced persons affected by disasters). Rises in humanitarian funding came from both 
government (the majority) and private donors, who respectively increased their contributions 
by an estimated 11% and 13% from the previous year. In 2015, twenty government donors 
contributed 97% of all international government contributions. While overall humanitarian 
funding increased in 2015, the gap between requested needs and contributions to UN-
coordinated appeals increased. The amount requested through UN appeals stood at USD 19.8 
billion in 2015, a slight decrease from the previous year, but contributions fell by considerably 
more, leaving the largest ever shortfall of 45% (USD 8.9 billion) with large differences among 
different countries.1  
 
Humanitarian funding in 2015 was increasingly concentrated in a relatively small group of 
emergencies. According to the UN Office for the Coordination of Humanitarian Affairs’ Financial 
Tracking Service (FTS), five crises – in Syria, Yemen, South Sudan, Iraq and Sudan – accounted 
for more than half of all funding allocated to specific emergencies. This contrasts with 2011 and 
2012, when the five largest crises received approximately one third of the total. The annual list 
of persistently underfunded or ‘neglected emergencies’ frequently features the same countries 
year after year. Long-term crises continue to absorb the largest volumes of international 
humanitarian assistance. In 2014, 91% of official humanitarian assistance for all sectors from 
the Organization for Economic Co-operation and Development (OECD) Development Assistance 
Committee donors went to long- and medium-term recipients, reinforcing the rationale for 
more multi-annual humanitarian planning and financing.1  
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How funding reaches emergency-affected populations has implications for the efficiency and 
effectiveness of the assistance provided. In 2014, around two-thirds of funding from 
government donors was channeled via multilateral organizations, mostly to the six-major 
humanitarian-related UN agencies. Despite calls and commitments for more support to local 
actors, data from the FTS shows that funding channeled directly to local and national NGOs 
remains low, accounting for just 0.4% of international humanitarian assistance in 2015.1  
 
Pooled funding continues to play an important role in humanitarian financing. UN-led 
humanitarian pooled funds mobilized USD 1.3 billion in 2015, a 28% rise from the previous year. 
Funding pooled at the country level grew in particular, with an increase from the previous year 
of almost 50% in 2015. Flexible financing is understood to bring a number of benefits, including 
quicker responses, better accountability, lower administrative costs, and less reporting. 
However, the proportion of fully unearmarked contributions to UN agencies received from 
government donors decreased from 24% in 2012 to 16% in 2014; and unearmarked funding for 
NGOs represented just 8% of the overall funding they received in 2014.1  
 
To our knowledge, there have been no studies that have examined the cost effectiveness of 
providing health services to refugees in camps and out of camps. Such studies would be useful. 
However, there are other important factors that would also need to be examined, including but 
not limited to livelihoods of refugees and their contribution to the host economy, dignity and 
feelings of self-worth of refugees in these situations, and accessibility and quality of care. 
 
 

 
      Figure 3.1 is from the Global Humanitarian Assistance Report, 2016.  
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           Figure 4.1 is from the Global Humanitarian Assistance Report, 2016.  
 
 

 

 

             Figure 6.2 is from the Global Humanitarian Assistance Report, 2016.  
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6. Innovative Humanitarian Health Financing 
Addressing the increasing level of humanitarian needs for refugees requires a wide range of 
resources. A sophisticated financing toolkit ranges from insurance to concessional loans to 
acknowledgements from host governments that as refugees may remain for a long time they 
must implement medium and/or long term health financing solutions. Not all tools will work in 
all situations. In order to have the desired effect, solutions must combine finance streams and 
approaches that are appropriate, timed to anticipate and prevent crises or can react quickly to 
unpredictable crises, scalable, and targeted at the right people.  
  
Improving financing for humanitarian emergencies requires a paradigm shift: scaling up and 
shifting the emphasis from ex-post (post-emergency) donations to include ex-ante (pre-
emergency) planning. Donations are irregular, often result in ad-hoc and inadequate responses, 
and are subject to funding shortages. In contrast, an innovative health financing plan can set in 
place financing mechanisms with clear and flexible rules for dealing with emergencies prior to 
the emergency. It should specify actors and roles, triggers for payout, and allow for flexibility in 
response according to context (Table 1).  
 
A coordinated emergency response for funding requires a plan of action that would: 8  

● Establish set decision-making rules prior to the emergency, have all stakeholders agree 
in advance, and be both feasible and credible. 
 There could be financial and other stakeholders who join after the emergency 

occurs to help with relief efforts or contribute financing. 
● Document the roles and responsibilities of different actors. 
● Define:  

(1) Who is covered;  
(2) What they are covered for;  
(3) Clear inclusion or exclusion for pre-existing conditions;  
(4) How and by whom the coverage is implemented; and  
(5) Who pays for which components of coverage. 

● Be adaptable to post-emergency conditions, while still operating within the agreed-
upon rules.  

● Be implemented using scalable information systems and delivery systems. 
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Key stakeholders would include financiers, implementers, academics and bureaucrats.8  
• Financiers are crucial for determining the feasibility of any financial scheme.  
• Implementers include service providers, such as government workers and NGOs, as well 

as local leaders, whose experience is crucial in determining what plans are actionable.  
• Academics can determine the likelihood and impact of emergencies. 
• Bureaucrats can help draft a plan appropriate for their country’s political context and 

gain support for it. 
 
Specifically, for refugee settings, the key stakeholders include but are not limited to: 

● Refugees (and other displaced persons) 
● Surrounding host populations 
● Governments 
● UN agencies 
● NGOs 
● Community-based/faith-based organizations 
● Multilateral and bilateral donors 
● Private sector (e.g. pharmacists, doctors, local businessmen, traditional and investment 

banks, IT companies, and insurance companies) 
 

The new Global Financing Facility9 combines innovative financing mechanisms, public-private 
partnerships, and private sector capacity to end preventable maternal and child deaths. It is 
unique in many aspects, particularly because it combines coordination, expertise and a variety 
of finance mechanisms from many different revenue resources, and delivers according to 
context (Box 1). 

Box 1: The Global Financing Facility (GFF) 
The GFF, spearheaded by the UN and the World Bank, is a public-private partnership that funds efforts to end 
preventable maternal and child deaths by harnessing existing coordination structures, multi-sector expertise, 
and a variety of financing mechanisms. It estimates that reproductive, maternal, newborn, child, and 
adolescent health (RMNCAH) financing needs are $33.3 billion. To meet this need, the GFF incorporates 
domestic funding, external donors, and innovative financing to raise resources, while emphasizing domestic 
ownership and sustainability.  

The GFF focuses on 63 low and lower middle income countries, all with a high burden of maternal and 
child mortality. To apply for funding, a country sets priorities in an Investment Case, and then national and 
international financiers decide how to finance it with their respective means. Cases must provide a limited 
number of priorities and argue for a high impact, financially viable intervention, grounded in evidence. 
Financing mechanisms are then determined according to the case. Funds come from the GFF Trust Fund, 
international agencies, bilateral agencies and the private sector. With private sector partners, the GFF 
incorporates innovative financing mechanisms, fosters public-private partnerships, and uses private sector 
capacity. Depending on the case, the private sector may offer pay-for-performance loans, align with other 
investors to support RMNCAH priorities in specific countries, or help health providers access capital. Notably, 
the GFF also uses grants, guarantees, or concessions to reduce risk for investors, thus encouraging their 
participation.  
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As with the GFF, different sources of revenue and various financing mechanisms will need to be 
available for refugee emergencies according to context.  
 
Using the USAID Health Systems 2020 health financing framework, consisting of i) revenue; ii) 
pooling; iii) purchasing; and iv) provision, we will provide some recommendations that could 
be used in refugee settings according to the contexts described in Table 1. 
 

 
Health Financing Framework: 

i. Revenue 
 
Although not sufficiently researched, most revenue for refugee health financing comes from 
three sources: 1) the host governments; 2) Western governments; and 3) refugees (personal 
communication, Paul Spiegel). 
 
The host governments often end up paying significant amounts money from their own budgets 
to providing health care for refugees, particularly out of camp refugees. For example, in Jordan, 
the burden of Syrian refugees on the health care system and the amount of money the 
government was paying became too much to bear (estimated as 34 million Jordanian Dinars 
(JOD), at 1 JOD = USD 1.47). The government stopped providing free health care to Syrian 
refugees at the end of 2014.10 
 
In 2016, UNHCR’s approved budget was $7.51 billion, but it received 3.94 billion (52%).11 
UNHCR’s public health budget, which includes health, nutrition, food security, water and 
sanitation is approximately 12% of the overall UNHCR budget.  
 
We know from various health access and utilization surveys (HAUS) that refugees pay out of 
pocket expenses for their health care, particularly those refugees outside of camps. A rather 
extreme example is in Jordan, where the non-Syrian refugees pay expensive non-Jordanian 
health care rates as opposed to the Syrian refuges. In December 2016, 44% of the interviewed 
non-Syrian refugee households spent an average of JOD 116.9 (43%) on health care during the 
last month of the interview although their combined monthly income is JOD 273.4.12 In many 
countries, refugees are not officially allowed to work, and thus they get their money from 
unofficial work, borrowing, and remittances.  
 
Other revenue for refugee health care comes from other UN agencies (i.e. WHO, UNICEF and 
UNFPA), international and national NGOs, and faith-based organizations.  
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Although not the focus of this paper, further exploration of bonds, solidarity levies and 
remittances will briefly be discussed here. 
 
Bonds are a common capital market tool that can be used to finance responses to humanitarian 
emergencies. A creditor loans money to a public, corporate or other entity, which issues them a 
bond. The bond lasts until a preset date (maturity date), and once mature then the loaned 
funds (bond principal) are returned. Interest is usually paid out periodically until maturity. 
Bonds have either a set or variable interest rate (coupon). Catastrophe bonds are a public 
entity, insurance company or other organization issues a bond to an investor, with a high 
coupon rate, usually to reinsure another party. If a catastrophe (currently, most are for natural 
disasters) occurs, the investor defers or forfeits payment of the interest and/or principal. 
Instead the money is used to address the catastrophe. If there is no catastrophe, the bonds 
typically mature within three years, and investors are paid back the principal with interest. 
 
A solidarity levy or tax is a government-
imposed tax, levied on consumers or tax 
payers to provide funding towards set 
projects. The tax can be paid by individuals, 
business owners, or corporations. 
 
The air ticket levy is one such example (Box 
2).13  
 
While a solidarity levy may be one 
mechanism to increase revenue for refugee 
health services, there is much competition. 
Many international agencies and causes 
would also like to use this mechanism. 
 
Remittances are an important part of money flow and revenue globally. Migrants are now 
sending earnings to families and friends in developing countries at levels above USD 441 billion, 
which is three times the volume of official aid flows. Remittances constitute more than 10 
percent of GDP in approximately 25 developing countries. They increase investments in health, 
education, and small businesses in various communities. Research on remittances during 
humanitarian emergencies is scarce, but it is assumed that it has a positive impact on the 
wellbeing of those receiving them. Remittances may help refugees pay user fees or for 
medicines, but they should not be relied on as a substitute for health financing. Rather, 
facilitating remittances can complement other initiatives. It is important to note that, in some 
cases, refugees may be the ones remitting back home. 

Box 2: Example of a solidarity levy 
 
Air-ticket levy (UNITAID): Ten countries charge an air 
ticket levy on passengers, at their chosen rate and 
ticket class. The ten countries are Cameroon, Chile, 
Congo, France, Guinea, Madagascar, Mali, Mauritius, 
Niger and the Republic of Korea. Norway allocates 
part of its tax on CO2 emissions. The air ticket levy 
promotes South–South cooperation by allowing new 
actors from Africa and Latin America to participate in 
financing international development. 
All levy proceeds finance UNITAID, which combats 
HIV/AIDS, malaria and tuberculosis by addressing 
supply-side market inefficiencies. 
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A “remittance agency” refers to money transfer agencies or other financial service providers. 
Anti-money laundering laws require certain kinds of identification to send/receive money. In 
certain settings, refugees may not have sufficient identification, or the identification provided 
(e.g. from host government or UNHCR) may not be recognized by the remittance agency. In 
some circumstances, remittances may be transferred via telecommunications. Some refugees 
do not have access to mobile telephones, although this situation is rapidly changing. 

 
Recommendation 1: The role of remittances in refugee settings needs to be better 
understood and certain actions should be explored to make remittances flow more fluidly 
and efficiently in such settings. 

• Ex-ante 
• For protracted emergencies 

 
● Examine methods to reduce or eliminate surcharges specific to refugees; 
● Work with certain remittance agencies to ensure that certain types of refugee 

identification is accepted; 
● Provide simple mobile phones with sim cards to refugees, which may facilitate transfer 

of remittances in refugee settings; 
● Work with host countries to develop national policies that facilitate receiving 

remittances. These include (1) special exchange rates, (2) state issued identity cards, (3) 
a national remittance service program. 

● Work with countries that remit large amounts to populations in crises to develop 
national policies that facilitate the sending of remittances. These include (1) 
partnerships among governments, central banks, private banks and private agencies to 
develop an international, low cost system, (2) guaranteeing low cost transfers, (3) 
matching remittances, (4) providing up to date information on available remittance 
services, and 5) insure that the funds flow in compliance with national money 
laundering regulations. 
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ii. Pooling 
 
Global contingency funds set aside 
money to cover possible 
humanitarian emergencies or 
disease outbreaks without requiring 
stakeholders themselves to pool risk.  
 
Pooled funds can provide an 
important counterbalance to 
geographic or project donor 
preferences and ensure a flexible 
and responsive source of financing 
for emergencies.  
 
The United Nations has a pooled 
fund called the Central Emergency 
Response Fund (CERF) that has 
increased over time (see Box 3 and 
Figure 6.3).1 It is and will remain an 
important source of funds for the UN 
and UN-partners at the beginning of 
an emergency. 
 
 
  

Box 3: UN Pooled Funds  
The United Nations Central Emergency Response Fund sets aside 
donations to be immediately available for emergency responses to 
humanitarian crises. Funding is channeled through UN-managed 
humanitarian pooled funds, as the global Central Emergency 
Response Fund (CERF) and Country-Based Pooled Funds (CBPFs). 
These received combined contributions of USD 1.3 billion in 2015.4 
The CERF only disburses to UN agencies and the International 
Organization for Migration. Contributions to the CERF accounted for 
34% of UN-managed pooled funding in 2015 (USD 462 million) – a 
slight increase from 2014 but consistent with its five-year average. In 
2015, the CERF funded responses in 45 countries through either its 
rapid response or underfunded emergencies windows.1 Recently, 
USD 100 million of CERF funding was released to help responses for 
refugee and other settings. However, it is limited and cannot 
sufficiently address the health needs of refugee settings. 
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iii. Purchasing 
 

One unique example of 
purchasing occurred in Lebanon 
due to it highly privatized health 
care system. A third-party 
auditor was contracted by 
UNHCR to control costs incurred 
by UNHCR for secondary health 
care in Lebanon, while ensuring 
an appropriate level and quality 
of care was provided.  
This was the first time UNHCR 
has undertaken such a process 
due to the unique 
circumstances of Lebanon. 
However, such a system may be 
considered in the future in 
countries that have a highly-
privatized health care system 
(Box 4).  
 
 
Pay for Success (Development Impact Bonds) 
 
The Pay for Success (P4S) model is also referred to as “social impact bonds” or “development 
impact bonds” among other names, however the latter terms are confusing because P4S 
contracts are not truly bonds; they are more like loans. 
 
Although P4S cuts across all four components of the health financing framework, we have 
decided to place it under purchasing, as its most predominant aspect. 
 
P4S contracts with investors, governments, bilateral or multilateral donors, and service 
providers to improve service delivery outcomes. Investors provide the capital for a program, 
and targets are set for service providers to achieve. Achieving these targets not only improves 
service delivery, but should also reduce the costs, and the savings generated are then used by 
the local government or donor to pay back investors over time. In theory, repayment only 
occurs if the program is successful, so investors assume the risk. 
 

Box 4: Third Party Auditor for Healthcare Delivery in 
Lebanon to Syrian Refugees  
The health care system in Lebanon is complex and highly 
privatized. As part of the 2013 partnership agreements with 
UNHCR, partners were tasked to assist refugees with access to 
secondary health care by providing the following sets of 
activities: 1) validating entitlements, getting pre-treatment 
approval, conducting peer reviews, and auditing hospital bills; 2) 
paying hospitals for hospitalization/treatment services based on 
the audited bills; and 3) ensuring hospitals bills for refugees 
would not exceed the Ministry of Public Health flat rates. 
As a result of various challenges, including the complex hospital 
care system in Lebanon and the limited capacity of UNHCR 
Lebanon partners to provide secondary health care to refugees, 
a competitive bidding process was undertaken by UNHCR and a 
third-party auditor was selected. This company was a private for-
profit company.  
This company was used by many Lebanese to control their health 
care costs. In effect, it acted as an HMO to control costs incurred 
by UNHCR for secondary health care in Lebanon, while ensuring 
an appropriate level and quality of care was provided.  
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The basics of P4S can be found at this website: 
http://www.payforsuccess.org/learn/basics/ 
where this P4S pathway (Figure 7) is 
found.14  
 
Some of the essential points are: 

• P4S links payments for service 
delivery to the achievement of 
impact indicators (not process 
indicators, which is what is often 
measured in such settings).  

• Since the payer is not committed to 
paying for services if the desired 
outcomes are not achieved, donors 
or governments only repay investors 
if there is an improvement in health 
service delivery. 

• Outcomes are measured according 
to pre-defined metrics and are 
verified by an independent agency. 

• P4S contracts have financing 
agreements that provide upfront capital to support service delivery throughout the 
project period. Depending upon who provides the revenue, this could provide much 
needed funding from non-traditional donors, particularly the private sector.  

• P4S requires time to undertake in-depth assessments requiring significant data, set up 
the financial arrangements, and negotiate among the various partners (Figure 7) 

 
Recommendation 2: P4S is appropriate in protracted refugee settings, particularly camps, 
when addressing specific health interventions, but not broad health systems issues. 

• Ex-ante 
• For protracted emergencies 

 
P4S requires a great deal of preparation, specific data, and measurement of impact indicators 
that are rarely available at the beginning and early stages of an emergency. Furthermore, 
during the acute phase of an emergency, one must address the whole health system in a 
comprehensive manner, which makes it difficult for P4S to be applied. For example, the causal 
pathways for the ultimate impact indicator of reducing mortality are often not easily 
attributable to specific interventions, but rather are due to a combination of complex and 
interdependent factors.  

 

Figure 7: P4S Pathway 

http://www.payforsuccess.org/learn/basics/
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Consequently, we recommend that specific interventions that are relatively easy to measure 
and where evidence already exists of their efficacy and effectiveness use P4S. These include 
increasing vaccination coverage (measured as fewer measles or cholera outbreaks), improved 
birth outcomes (measured as deliveries with a skilled birth attendant), and reducing deaths due 
to a malaria (measured as spraying, bed nets, rapid diagnostic tests, following treatment 
protocols, etc..).  
 
These specific interventions all are possible to implement and measure in protracted refugee 
settings, particularly in refugee camps. Measurement of numerators and denominators are 
more easily obtained then in out-of-camp settings, and partners are often international or 
national NGOs with clear roles and responsibilities. Refugees have fewer choices regarding 
services in camps than out of camp. Therefore, P4S has an important but relatively limited role 
in the delivery of specific health interventions in protracted refugee settings, particularly 
camps. 
 
P4S would allow for private sector funds to finance these types of interventions, at a time when 
funding is often waning in protracted and forgotten refugee settings. Furthermore, the 
effectiveness of the service providers to deliver these interventions would increase and the 
costs may decrease. 

iv. Provision 
 
For a variety of reasons discussed above and elucidated further below, the preferred provider 
of health services is the government, when there is sufficient capacity and when delivery is in 
an integrated manner to both refugees and nationals. However, even if the government is the 
main provider of services, there is still a role for other providers, including international and 
national NGOs, faith-based organizations and the private sector.  
 
The roles of these groups are context specific and examples are provided throughout the 
document. 
 

v. Insurance 
 
Traditional insurance, indexed insurance, and reinsurance cuts across all four components of 
the health financing framework.  

 
Insurance can operate at several levels in emergency-prone contexts, offering payouts to 
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states, organizations, communities or individuals. Regional risk transfer and insurance 
mechanisms for natural disasters have existed for over a decade and are increasingly used for 
other catastrophes, such as pandemics. Mutualizing risk shares costs associated with loss and 
risk among many parties, so that no one entity is solely responsible. Governments, businesses, 
communities, or multilateral agencies can pool funds to protect populations against 
humanitarian crises, linking payment to emergencies, pandemics or natural disasters.1,8  
 
Some examples of 
indexed insurance 
and catastrophe 
bonds for natural 
disasters include the 
African Risk 
Capacity group15 
and the Caribbean 
Catastrophe Risk 
Insurance Facility,16 
described in Boxes 5 
and 6.  
 
 

 
 
 
 

Box 5: The African Risk Capacity (ARC) group  
The ARC group holds governments accountable for mitigating crises and 
guaranteeing quick service delivery, especially through appropriate planning. The 
ARC is Africa’s first sovereign catastrophe insurance pool. It is informed by data 
from the Africa RiskView, which combines weather and crop data with information 
on vulnerable populations and historic analysis of the costs of response. Payouts to 
ARC policy-holding governments are triggered when the estimated cost of 
responding crosses a certain pre-defined threshold.  
Since its launch in May 2014, nine countries have joined the ARC and three 
participating countries (Mauritania, Niger and Senegal) have received their first 
payouts totaling a combined USD 26 million.  
ARC aims to target between 20 and 30 countries for membership in the next four 
years, thus reducing the cost of overall insurance premiums for participating 
governments.  
 
 

Box 6: The Caribbean Catastrophe Risk Insurance Facility (CCRIF) 
CCRIF offers insurance coverage to Caribbean governments for natural disasters, combining it with capital 
market instruments and a parametric index. Initially a public-private partnership supported by the World Bank 
and other donors, the CCRIF covers 17 countries for earthquakes, tropical cyclones, and excessive rainfall. 
Countries purchase insurance through an annual premium, and are insured for up to $100 million. If an event 
occurs, payouts disburse within two weeks. The CCRIF uses segregated portfolios to manage risk while 
maintaining a single operational structure. In addition to offering insurance, the CCRIF finances itself through 
the reinsurance market, catastrophe bonds, and catastrophe swaps. 
 
To reinsure the CCRIF, the World Bank issued $30 million in catastrophe bonds. The bonds rely on a parametric 
index that can be triggered annually, and they cover some of the risk from storm surges, wind from tropical 
cyclones, and damages from earthquakes. If the trigger occurs, then the principal is reduced (by preset terms) 
and paid to CCRIF. The investors are private funders and companies, which can trade these bonds on 
secondary markets. The bond coupon equals LIBOR (a common benchmark for short-term interest rates) plus 
6.3% to 6.5%. 
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Following the recent Ebola epidemics in West Africa, the World Bank together with WHO and 
other partners are establishing a Pandemic Emergency Financing Facility that has specific 
triggers for specific pandemics. There is an insurance, bond, and cash window (Box 7).17 

 
 
 
 
 
 
 
 

Box 7: Pandemic Emergency Financing Facility (PEF) 
The World Bank is preparing the PEF to issue catastrophe bonds that cover pandemics. It is an innovative 
insurance-based mechanism that will provide surge funding in the form of grants to LICs to respond to rare, 
high severity disease outbreaks on the regional level to prevent them from becoming pandemics. PEF is 
needed because there is no fast-disbursing financing mechanism that can provide significant funds to resource-
constrained countries early enough to help them fight an epidemic outbreak that is escalating. PEF was 
developed by World Bank Group in collaboration with WHO and other public-private sector partners. There are 
clear categories of what PEF will fund, how it will work, and how it will be governed.  
 
It includes an insurance/bond window and a cash window. 
Insurance/bond window: The insurance window covers a maximum amount of USD 500 million over 3 years 
through catastrophic (pandemic) bonds and pandemic insurance. Payment is trigged by an outbreak of specific 
diseases, or disease families with pandemic potential, and each disease has a maximum insurance coverage 
per event. To provide coverage, both premiums and bond coupons are paid by development partners. If there 
is a catastrophe, then funding is released according to parametric criteria. The parametric indices are based on 
outbreak size, severity, and spread, and have verified action criteria. The payout is based on layered activation 
criteria. 
Cash window: The cash window covers a maximum amount of USD 100 million, replenished annually through 
donors. It complements the insurance window by:  

1) Providing supplemental financing for addressing pathogens covered by insurance (e.g. before 
insurance activation or to supplement insurance payouts);  

2) Covering severe outbreaks not included in the insurance scheme (e.g. new or different pathogens, or 
single-country outbreaks); and  

3) Acting as a conduit for efficient and effective surge financing during crisis for development partners. 
The cash window provides more flexibility to respond to emergency pathogens or situations that may not meet 
insurance activation criteria. The disbursements are also decided by activation criteria principles, but with 
more flexibility. A Steering Committee makes all decisions related to the cash window, which are also informed 
by technical experts’ advice. 
In addition, the PEF funds are given to two types of responders: 

1) National entities (e.g. Ministries of Health); and  
2) Accredited international organizations and NGOs  
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Recommendation 3: Consider the creation of a ‘Refugee Health Financing Emergency Facility’ 
 

• Ex-ante, risk transfer 
• For acute emergencies 

 
Similar to PEF, resources could be mobilized through cash and insurance windows. 
 
Figure 8: Refugee Health Financing Model (modified from PEF) 
 
 
      Donors            Bonds  
 
  Cash Window   Refugee    Insurance Window 
     Emergency     
          Insurance     
 
 
     Disbursement   
   
   Existing functioning  Other entities: 

Or semi-functioning   -NGOs 
   district health system   -Faith-based organizations 
        -Private sector 
 
Objective: Provide funding from diverse sources using a variety of financing mechanisms, to 
health systems for refugees during the acute phase of an emergency. 

• Cash window will be UN pooled funds; a mechanism that exists already. 
o Existing rules of disbursement need to be re-examined and decisions more 

evidence-based and transparent. 
• Insurance window will consist of bonds financed from the private sector with clear 

parametric indices. 
o For bonds, there are at least two alternatives: 

 Short-term bonds that are meant to bridge a gap due to insufficient 
funds at the beginning of an emergency. Guarantees from donors or UN 
agencies to repay the bond at specific time could be provided to reduce 
risk. However, with this mechanism, funds from different sources, likely 
more traditional ones, would have to be found to eventually pay back the 
bond holders. 
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Longer-term bonds with their implicit risk could be issued with no guarantee of repayment of 
principle. These bonds may have higher yields than the ‘short-term’ bonds discussed above. 

• Insurance window will consist of insurance financed from the private sector, donors, 
and UN agencies (e.g. UNHCR) with clear parametric indices. 

o Note that UNHCR expends hundreds of millions of dollars each year on health 
services for refugees. Some of these funds could be ‘set aside’ for health 
insurance pre-emergency. 

• Indices considered could include: 
o The Fragile States Index (FSI) produced by the Fund for Peace (FFP). It is a critical 

tool in highlighting not only the normal pressures that all states experience, but 
also in identifying when those pressures are pushing a state towards the brink of 
failure (see Annex 1).18  

o A certain number of refugees crossing a border  
• However, it is important to note that academics and actuaries would need to undertake 

considerable analysis to decide if the risk is measurable and predicable 
• When possible, funds should go to national/regional/district level offices that manage 

national health systems and are responsible for integrating refugees. 
o Existing health systems, whether functional or semi-functional, will likely need 

increased capacity and support from UN and international NGOs (INGOs). 
• If national health systems at the regional or district level are not functional or cannot 

sufficiently address the emergency needs of refugees, then other entities should receive 
the funds. These entities include the UN, INGOs, faith-based organizations, and in some 
rare circumstances the private sector (e.g. mostly privatized health systems, such as 
Lebanon). 

o Since the objective is to have refugees integrated into the national health system 
with funds used to improve the system for nationals and refugees, incentives 
and agreements should be put into place with the non-governmental entities to 
ensure that once the situation is more stable, refugees will move from these 
‘parallel’ systems to national systems. Doing so will require capacity building the 
latter. 

• It is acknowledged that any private sector participants would have to earn a profit to 
cover operational costs, and that adverse selection is a problem. 
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Traditional Insurance  
Insurance companies pool risk by having the insured pay premiums to the insurer. Should any 
insured entity suffer a loss, the insurance company will cover them. Insurance companies must 
demonstrate credibility prior to contracting, or that they can pay claims if an emergency occurs. 
Typically, a certified actuary reviews their financing plan and decides if it is adequate.  
 
Insurers also often buy reinsurance from a third party. Reinsurance shares risk (and gain), and 
reduces loss in the case of an extreme event that the insurer cannot pay for.  
 
A government or organization insuring humanitarian emergencies needs to determine how 
much risk it retains and how much it transfers, or whether it would just buy an insurance policy 
from a private company. There are various types of insurance schemes (Table 3).19 
 
Table 3: Types of Insurance Schemes19 

 
 
Health Insurance for Refugees 
In protracted settings, when the health situation is relatively stable, health insurance for 
refugees should be considered. Protracted settings are defined as a refugee situation of more 
than 5 years. Examples include Jordan, Lebanon, and Turkey, which have a stable health 
situation and host Syrian refugees, although not Syria itself. UNHCR developed a guidance note 
on health insurance schemes for refugees and other persons of concern to UNHCR that 
provides strong direction.20  
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There are numerous direct and 
indirect benefits in providing health 
insurance to refugees. Improved 
access to health services and financial 
protection are clearly the two largest 
benefits. Indirect benefits include an 
official piece of documentation (the 
health insurance card) that may 
protect refugees from harassment by 
authorities and provide refugees with 
a sense of belonging and security – or 
allow them to send and receive 
remittances (Box 8). More data about 
refugees may be provided to UNHCR 
and its partners to allow for an 
objective decision as to who is 
vulnerable. Other data can be 
collected from health insurance 
companies about who uses which 
services where and for what reason. 
The protection benefits and data 
from different sources may also allow 
for improvement in other sectors and 
programs. Although equity is an important component in health care, it must be one of many 
factors to be considered in making a decision regarding health insurance. While a scheme may 
exclude a group of especially vulnerable refugees or those with specific illnesses, it may still be 
cost effective for some or the majority of refugees to be able to voluntary have the opportunity 
to have health insurance.20  
 
The main objective of health insurance should be for refugees to integrate into existing national 
systems if they exist and are functioning. If they are ‘semi-functional’, external financial 
assistance and expertise may help some national systems improve sufficiently to provide health 
services for their citizens and refugees. Numerous countries in Africa have integrated UHC into 
their national frameworks, but progress towards implementation has been uneven.21 In the 
future, as more countries in Africa have UHC, the more feasible it will be for refugees to 
integrate into such systems.  
 
For health insurance for refugees to be feasible and sustainable, however, refugees must earn 
livelihoods to pay for their premiums and co-share costs. The issue of livelihoods is complex 
and will not be discussed in detail here. However, they are essential to reduce refugee 

Box 8: Refugee Health Insurance in the Islamic 
Republic of Iran 
The Islamic Republic of Iran and UNHCR launched the health 
insurance scheme for Afghan refugees in 2011 through a semi-
private insurance company (HISE). HISE was made available to 
registered refugees on an individual and voluntary basis with 
the overall goal of improving equity and financial access to in-
patient services, with a special focus on vulnerable 
populations. Launching of HISE also aimed at generating 
additional opportunities for further improvement of refugees’ 
access to healthcare and creating a positive impact on their 
health status. Through minimizing the financial burden of 
vulnerable refugees, HISE also aimed at indirectly generating 
positive impacts on the prevention of gender-based violence, 
school drop-outs, and other issues. The scheme provided 
complementary health insurance coverage to 331,003 Afghan 
refugees, including 214,652 vulnerable persons and 116,351 
non-vulnerable refugees. Registered refugees in Iran have the 
possibility to have work permits and thus livelihoods. This 
allows some of them to pay for their premiums and co-
payments themselves. For those who could not but fit the 
vulnerability criteria, UNHCR covered their costs.  
In 2015, negotiations were concluded with the government to 
allow refugees access to the national health insurance 
scheme.  
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dependency as well as the amount of donor assistance. The World Bank’s 2016 report entitled 
‘Forcibly displaced: toward a development approach that supports refugees, the internally 
displaced, and their hosts’ shows that refugee influxes often benefit the local economy, 
although who benefits within that community is more nuanced.  
 
There will always be vulnerable populations in all societies that cannot afford to pay for health 
insurance. Decisions as to who is vulnerable and who will help to pay (fully or partially) for 
these vulnerable persons will need to be made. Depending upon the number of refugees 
contributing to the national system, the risk pool may have sufficiently grown to allow for 
subsidizing the insurance premiums and co-payments for these refugees as occurs with 
nationals. Other sources of revenue could come from UNHCR, which is currently funding 
hundreds of millions of dollars in health care services via government and NGOs, many of which 
are parallel services. 
 
Recommendation 4: Assess the possibility of integrating refugees into health insurance 
schemes in protracted settings and implement if feasible. 
 

• Post-ante, risk transfer 
• For protracted emergencies 

 
In summary, health insurance for refugees in protracted settings should be explored. 
In those countries where national systems are functioning or can be supported to become 
functional, the preference is for refugees to be integrated into such national systems. An 
infusion of funds from donors, UNHCR and other organizations will likely be needed together 
with technical support to capacitate the existing system. Allowing refugees to work will provide 
them with a means to cover their costs. If health insurance is mandatory for refugees as well as 
nationals, the risk pool should increase sufficiently to support the system. Subsidies for 
vulnerable refugees should be along the same lines as those for nationals.  
 
If national health systems are not functioning and cannot provide sufficient access and quality 
of services to both nationals and refugees, then other forms of insurance can be explored.  
 
The provision of private health insurance is one possibility, but it is generally significantly more 
expensive than national health insurance. In general, refugees should be provided with the 
similar level of services to that of the ‘average’ national.22 In most countries where refugees are 
located, it is unlikely that the ‘average’ national can afford private health insurance. Thus, it is 
unlikely that refugees will be able to afford private health insurance. 
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Table 4: UNHCR’s Health Insurance Schemes for Refugees, 201523 
 

 
Microinsurance and Community-Based Health Insurance Schemes24 
The terms microinsurance and community-based health insurance are often used 
interchangeably; however, microinsurance is a broader concept that includes community-based 
health insurance (CBHI) schemes. Microinsurance refers to public, private, not-for-profit or 
community-based insurance schemes whose services are tailored to the needs of the poor, and 
which operate on a local level. Microinsurance targets those who would normally be excluded 
from mainstream insurance coverage. It protects the vulnerable from risks specific to their 
situation (e.g. flooding, catastrophic health expenditure), based on the risk likelihood and cost. 
Individuals pay low premiums to a small pool, and the fund provides limited coverage with a 
small but still meaningful payout. Microinsurance schemes are often integrated into already 
existing social protection systems.  
 
Problems arise when trying to enroll the extremely poor, as they cannot pay into the pool and 
so they may need to be subsidized. Microinsurance schemes can also be difficult to maintain, 
especially for health, as they require individuals to consistently pay into the pool and may 
collapse if too many people withdraw at once. 
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CBHI is a microinsurance scheme focused on mitigating health risks that is managed on the 
community level by a community organization, rather than a public, private or not-for-profit 
group. The community organization collects premiums and pools funds to protect enrolled 
community members from risks. Enrollment is voluntary, and usually these schemes emerge 
when the social protection system or private sector cannot reach affected individuals. CBHI 
generally has low transaction costs and high trust but, like microinsurance, struggles with 
maintaining enrollment and creating a large enough pool to adequately cover multiple claims at 
once. 
 
Along with traditional insurance, microinsurance and CBHI for refugees in protracted settings 
should also be explored. It can substitute, complement, link with, supplement, or provide an 
alternative for other healthcare mechanisms. 
 
The Global Concessional 
Financing Facility (GCFF), 
launched in 2016, provides 
financial support to middle 
income countries addressing 
humanitarian crises. While 
relying on grants from donor 
countries, it leverages every 
dollar to yield four times the 
amount for concessional 
financing (long-term loans 
with low interest). The GCFF 
will expand to a global scale a 
facility launched earlier to 
support Jordan and Lebanon, 
to ensure there is a 
coordinated international 
response to refugee crises in 
middle income countries. (Box 
9).25 This GCFF should be able 
to facilitate refugees 
integrating into national 
health systems by injecting 
much needed capital to 
address capacity issues that 
may exist in refugee hosting 
countries.  

Box 9: The Global Concessional Financing Facility  
 
The Global Concessional Financing Facility (GCFF) provides financial 
support to middle income countries impacted by refugee crises across 
the globe. It bridges the gap between humanitarian and development 
assistance and strengthens the resilience of countries impacted by 
refugee crises by assisting both host communities and refugees. It 
supports policy reforms and programs in areas such as education, 
health, and job creation to create sustainable development outcomes.  
 
The GCFF builds upon the Concessional Financing Facility for the Middle 
East and North Africa (MENA CFF), expanding it globally to middle 
income counties. Both are part of the World Bank’s Global Crisis 
Response Platform, which responds to crises by combining knowledge, 
resources, and financial tools in a manner that emphasizes systematic, 
scaled-up support. 
 
The GCFF relies on grants from donor countries, but leverages every 
dollar to yield four times the amount for concessional financing (long-
term loans with low interest). The project facilitates the coordination 
among humanitarian agencies and development banks, so that they 
respond to refugee emergencies together. Its current goal is to raise 
USD 1 billion in grants for Jordan and Lebanon, as well as USD 500 
million in grants for other middle income countries, during the next five 
years. In doing so, the GCFF would actually generate USD 6 billion as 
concessional financing.  
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Agreements between the European Union and Turkey, as well as Jordan, include economic 
incentives and duty-free zones that should aid Turkish and Jordanian economies. Hopefully, 
further research continues to show that refugees together with the assistance that comes with 
them may improve the host economies. If this situation is combined with economic incentives 
for host countries that will incentivize them to allow refugees to work, then the costs of 
external funding for health care in these settings should decline.  
 
In 2016, the World Bank shareholders established a USD 2 billion window under IDA18 to 
support refugee hosting countries, with the justification that developing countries will not use 
their scarce resources to cover non-nationals. IDA (lowest income) countries who host more 
than 25,000 refugees, or have a population that is more than 0.1% refugees, can access these 
funds. They will be distributed according to how many refugees they are hosting. Eighty-three 
percent (83%) of the funds will come from this window and 17% from their regular IDA 
allocation. In order to access the funds, the countries will have to submit a policy note on their 
approach to refugees, which has to be accompanied by an eligibility note from the Bank when 
going to the Board for approval. To help county teams and Governments use these funds, and 
use them strategically, the World Bank has been undertaking “Forced Displacement Strategy 
Notes” in collaboration with UNHCR. 
 
There are many refugee camps throughout the world that continue to provide parallel health 
services to refugees. Some are located in remote areas, while others are near more populated 
locales. UNHCR continues to provide funding for those parallel health services, primarily to 
NGOs. For the most part, refugees have limited or no livelihoods in these camps, and thus 
health services remain free of charge. In long-term protracted refugee camps, compared to 
host country nationals, morality rates are generally lower and maternal-child health outcomes 
are generally better.26,27 In many of these camps, between 5% and 20% of patients are 
nationals themselves (Spiegel, personal communication). 
 
Missions have been undertaken in various African countries to turn these camps into ‘villages’. 
The objective is to integrate services for refugees into national health and educational systems, 
which in turn should improve those services for nationals. There is the possibility that the 
quality of services for refugees would fall as the parallel services provided by NGOs and funded 
by UNHCR are stopped. However, as mentioned previously, the principle is to provide a similar 
level of services to refugees to those received by nationals in that area.22 There have been 
many complications in moving from parallel to integrated services in these long-term refugee 
camps. Beyond political complications, experience suggests that in some settings an initial 
injection of funds is necessary; although there is insufficient documentation as to the cost of 
undertaking such a process. This would generally not be undertaken in isolation, but rather in 
conjunction with education and the development plans for that region of the country. 
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Recommendation 5: Consider various financial mechanisms to move from parallel health 
services to integrated health services in protracted refugee camp settings 
 

• Post-ante, risk transfer 
• For protracted emergencies 

 
As the IDA18 progresses and begins to provide concessional loans to countries, particularly in 
Africa where many of these long-term camps exist, these concessional loans may prove an 
appropriate vehicle to allow for such a transition from camps to ‘villages’ with integrated 
services for nationals and refugees. As mentioned above, depending upon the existing health 
system, health insurance may be an option if refugees have the possibility to work. 

7. Conclusion 
There are some innovative health financing instruments that currently exist for development 
and natural disaster settings that could be adapted to refugee health settings according to 
different contexts. Recent developments such as the pandemic emergency financing facility 
following the Ebola epidemic in West Africa as well as the newly established Global Financing 
Facility show that innovative health financing mechanisms are feasible and there is strong 
interest by donors and the private sector. Furthermore, primarily due to the Syrian crisis, the 
World Bank Group and other bilateral and multi-lateral organizations are re-thinking how 
humanitarian aid and development assistance are provided. All of this provides a fertile 
environment to proactively consider how innovative humanitarian health financing can be 
explored and implemented in refugee settings taking into account different contexts. 
 
There remain, however, many unanswered questions that need to be explored, with data that 
are not currently available. 

• Except for health insurance, many of the other financial instruments discussed here 
could be used beyond the health sector for refugee settings (particularly the education 
sector). Should a global ‘Refugee Financing Facility’ be created that covers all sectors? 

• Unlike for natural disasters where parametric indices are predicable to measure risk, 
such indicators do not yet exist for refugee settings. Can measurable and predictable 
parametric indices be developed pre-emergency for refugee settings? 

• Data are not yet available in most refugee contexts to compare the costs of refugee 
health care (and other sectors) in camps compared to out of camp settings. However, it 
is likely that such data could be collected and modeled to address this issue. Such data 
would be important for acute emergencies as well as transforming parallel health 
systems in camps to integrated models. How can we gather this data? 
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• Pay for Success (P4S) can be administratively heavy to establish and robust data are 
needed. P4S has not yet been implemented in the acute emergency phase, and thus we 
do not know if it can be successfully applied. For this reason, P4S has been 
recommended in the protracted refugee camp settings for specific interventions. Can 
P4S succeed in different refugee contexts at scale? 

• Health insurance for refugees is complex to implement at the country level, but it has 
been shown to be possible depending upon context.  

o However, could a multi-national insurance company or some sort of consortium 
of such global insurance companies band together to provide a global health 
insurance policy for refugees?  

o Could such a scheme be established at different phases, including pre-emergency 
to potential refugees and acute emergency to new refugees? Is coordinating 
among insurance companies, the international humanitarian system, and 
governments logistically possible? 

o Would the costs of developing such a system be prohibitive? 
o Would we want to explore such a private scheme for the acute emergency phase 

when the ultimate goal is to integrate refugees into national health systems? 
 
This white paper provides many possibilities of different and innovative mechanisms to provide 
health funding and services in refugee settings. We hope that it will serve as the basis for 
numerous and diverse organizations in the public and private sector to explore these 
possibilities. 
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Annex 2: Examples of Other Existing 
Instruments 
The MultiCat Mexico Ltd. (Series 2012-1) cat bonds insure The Fund for Natural Disasters of 
Mexico (FONDEN), through a network of private insurers and reinsurers. USD 315 million in 
notes was issued, broken into three classes. Class A notes account for USD 140 million, insure 
against damage from earthquakes, are rated “B,” and have an 8% coupon. Class B notes 
account for $75 million, insure the Atlantic coast of Mexico against hurricanes, are rated “B+,” 
and have a 7.75% coupon. Class C notes account for $100 million, insure the Pacific coast of 
Mexico against hurricanes, are rate “B-,” and have a coupon of 7.5%. All three bonds use 
parametric triggers and mature in three years.28  
 
The WHO Contingency Fund for Emergencies (CFE) finances WHO emergency and disease 
outbreak response efforts through donor contributions. It supports WHO emergency responses 
for up to three months, incorporating financing, leadership, human resources and coordination. 
Disbursement occurs at the discretion of the Director-General, and all donor contributions are 
unearmarked and pooled. An initial amount is disbursed immediately, the second amount must 
be accompanied by a budget within 48 hours, and the third amount must be accompanied by a 
joint agency action plan within 72 hours.29  
 
International Finance Facility for Immunization (IffIm) Bonds: IffIm issues traditional bonds 
and sukuk (a financial certificate that complies with Islamic law) on international capital 
markets, making cash immediately available for Global Alliance for Vaccines and Immunization 
(GAVI) programs. Governments make long-term monetary pledges to IffIm, which finances 
bond repayment. No event is required for pay out; rather bonds can be issued when immediate 
capital is needed and then paid back by donors using the government pledges.30,31  
 
Advanced Market Commitment (Gavi, the Vaccine Alliance): Gavi commits to purchasing 
vaccines for developing countries in advance, thus promoting new vaccine research, vaccine 
manufacturing and vaccine distribution. It shapes and guarantees demand. In 2009, USD 1.5 
billion was pledged for a pilot program for pneumococcal vaccines. Among its other goals, the 
AMC program accelerates the vaccine development process; guarantees the initial purchase 
price for a set amount of new vaccines and incentivizes manufacturers to scale up production; 
and ensures predictable supply to recipients through binding commitments with manufacturers 
that set low, long-term prices.32  
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