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B23: A List of Possible Analyses and Other Uses for Linked Health and Non-
health Population Targeting Data 

 

● Who is this tool for? This tool is to help health agencies who have completed data 

linkage with another institution’s population targeting data to think about what 

additional analyses or uses this linked data could have, besides sharing of 

beneficiary lists. It was produced through a brainstorming exercise and is intended 

to act as ‘food for thought’ rather than a definitive list of possible options.  

● How was it produced? This topic was not covered in the main JLN Learning 

Collaborative workshops, as these were largely focused on how to achieve data 

linkage. Nevertheless, the group felt it was important to consider how linked 

datasets for population targeting might have additional uses (besides providing lists 

of beneficiaries) that should be considered so as to create maximum value for the 

effort of achieving linked data. An additional one-hour brainstorming session was 

held with participants to share ideas of what might be possible - the results of which 

are shared in this document.  

 

The primary aim of most health agencies looking to create a population targeting data linkage is so that 
beneficiary lists can be merged - for example, so that individuals or households on a country’s social 
registry can also be offered subsidized health insurance. However, once this link has been completed 
there are many other possible uses that linked targeting data can create from the health agency 
perspective. This paper outlines some of these additional uses which health agency practitioners and 
officials may attempt. Because of the make-up of the group that contributed, it comes predominantly 
from a national health insurance agency perspective.  

Understanding the fields of data to be linked 

To understand the possible uses of linked health and non-health population targeting data, it is 
important to first understand the typical fields of data that are collected by each. Below is listed a 
representative, but fairly typical, visualization of the data typically captured by a social registry (Figure 
1) and a national health insurer or dominant health payer (Figure 2): 

 Figure 1: Common targeting data collected, e.g. by a social registry (Figure 4.1 in Lindert, K et 
al, (2020) “Sourcebook on the Foundations of Social Protection Delivery Systems”. World Bank) 
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Figure 2: Typical functional structure of a national health insurance IT system (Figure 3 in JLN 
(2019) “A guide to common requirements for national health insurance information systems”) 



 

 

 

 

Possible uses and additional analyses 

Looking across these potential data fields from a health agency perspective, a range of possible 
analyses and functional uses were suggested by the group, as follows: 

1. Analysing claims or other measures of healthcare utilization against specific indicators of 
poverty status, to understand differential health needs and health-seeking behaviours among 
poor and vulnerable sub-populations. 

2. Mapping provision of health services against GIS data for different poor and vulnerable sub-
populations, to understand whether there are additional physical gaps in access faced by these 
groups. 

3. Analysing the potential impact on social determinants of health, as captured by e.g. housing 
data, on health status of beneficiaries 

4. Measuring the impact of catastrophic health events on poverty, e.g. does household spending 
data reveal key gaps in financial protection which could be addressed by adjustments to the 
benefit package.  

5. Identifying non-poor informal sector workers who need to pay into a social health insurance 
scheme, by comparing subsidized beneficiaries list with a universal population register (see 
example of this from Thailand in Tool B21). 

6. Identifying fraudulent claims, for example, by using family make-up and location data to identify 
irregular patterns of utilization. 



 

 

 

7. Analysis of household expenditure data (e.g. unusually large share of spending on healthcare) 
to identify providers who may be requesting illegal side payments for treatments that should be 
free.   

8. Feeding data on health-seeking behaviours automatically back to a conditional cash transfer 
scheme for which actions such as vaccination status are part of the conditions.  

9. Offering additional benefits on top of a cash transfer scheme (e.g. a supplementary payment) in 
the event of a catastrophic health event.  

10. Improving targeting by feeding health information (e.g. data on individuals with severe 
disabilities, or pregnancies) back to the central registry so these individuals can receive 
additional social support. 

In some countries there may be legal restrictions on whether some of this data can be shared between 
agencies for research or functional purposes. This will depend on the data sharing agreement put in 
place between the agencies (explored further in the main report), but there are often work-arounds. For 
example, it may be possible for the health agency to conduct analyses without having full access to 
population targeting records, by using anonymised data or submitting specific requests to which only 
yes/no answers will be returned.  


