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Acronyms and Abbreviations
MFS or
mFinance

Mobile financial services or mobile money. The use of the mobile phone to
access a money account which can offer financial services such as
payments, savings, credit, and insurance.

MNO

Mobile network operator. The private or public entities that cover mobile
network services.

mHealth

Mobile health. mHealth is loosely defined in this paper as the use of
information and communication technology to provide better access to
health services for practitioners and patients.

UHC

Universal healthcare coverage. A term referring to organized health care
systems built around the principle of universal coverage for all members of
society, combining mechanisms for health financing and service provision.
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Introduction
It has been nearly one year since the first report, "Amplifying the Impact: Examining the
Intersection of Mobile Health and Mobile Finance," was published for the mHealth
Alliance and The World Economic Forum. In this report the intersection points between
mHealth and MFS were identified and early initiatives in this space were highlighted. It
is encouraging that since that report was first published, there has been tremendous
momentum in the use of MFS, also known as mobile money, for mHealth services. Both
MFS and mHealth projects continue to grow in popularity globally as donors and
practitioners take advantage of the near ubiquity of cell phones to extend the reach of
public health initiatives and access to health services.
In the coming years the global health community will turn more attention to the issue of
universal health coverage, and new micro-savings and micro-insurance products are
likely to enter developing country markets, often facilitated through the use of mobile
money. The case studies of emerging business models presented in this paper could
act as a launching point for a community of practice and global discussion on new
business models in mHealth/MFS and the contribution they can make to enhance
access to health systems and extend the reach of insurance to the poor.
The objectives of this second report are to:
1. Identify the newest MFS and mHealth intersection use cases that have been,
or will be, implemented in the near term that could provide significant value to
health system strengthening including those associated with the Millennium
Development Goals (MDGs) of reducing child mortality rates and improving
maternal health;
2. Highlight the characteristics of key markets that have the foundational
prerequisites in place to reap the benefits of leveraging MFS for facilitating
universal health coverage and enhanced access to health care; and
3. Identify key challenges faced and future trends that will reduce existing
barriers for future implementations.

This paper aims to provide further guidance and spur implementation initiatives in
emerging markets by health service providers, non-governmental organizations
(NGOs), mobile money operators, and government health policy workers that seek to
enhance health systems of the poor through the use of MFS.
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Context
Of the three billion people who live on less than the equivalent of U.S.$2 per day, one
billion of these people have no access to the healthcare system.i These same people in
the poorest economic strata live without basic infrastructure including water, roads,
electricity, education, and financial services. Additionally, nearly four billion (those
earning between U.S.$1.25 and $4 a day) in emerging markets lack access to risk
protection through insurance that could be provided via public-private partnerships
(PPPs).ii Health insurance and payment mechanisms via mobiles is a major unmet need
that the intersection of mHealth and MFS, if done properly, could help remedy in the
next decade and help achieve new efficiencies and savings for health care systems.
Yet, in the midst of so little infrastructure, leapfrog innovations to serve the poor abound.
From remote mobile diagnostics to mobile clinics that travel to patients, mHealth
initiatives are increasing access to health services. Mobile technology is enabling those
“off the grid” to reap the benefits of modern health services. However, despite such
progress, healthcare financing mechanisms remains one of the two biggest challenges
to improving health outcomes for the poor.iii
Efficient healthcare financing mechanisms play an important role in producing better
health outcomes by: 1) Improving the quality of care and performance of health workers
via effective payment mechanisms and incentive programs; 2) Providing a social safety
net and access to care that enables payment for services; 3) Improving efficiencies in
human resource systems by streamlining management, procurement and payment
systems that can eliminate waste; and 4) Improving the viability of business models in
healthcare by creating more robust eco-systems of payors for services. In the coming
years it will become more evident that mHealth and eHealth services and business
models will become critical variables in the efforts to provide universal health coverage,
or UHC, and should be considered part of the underlying “business model” for universal
coverage.
MFS, the “off the grid” equivalent of banking, is a critical link to solving these issues for
the poor. MFS enables financial services and payments accessible by the mobile phone
to an electronic money account that can be offered by the customer‟s mobile network
operator (MNO). In this paradigm, mobile operators act as the banks for the poor.
Instead of relying on ATMs and bank branches, customers deposit and withdraw cash
from their local mobile money agents. Of the 630 mobile network operators in the world,
approximately 124 mobile money implementations have taken place and 92 more are
underway.iv These systems serve the 1.7 billion people who lack access to banks, but
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have mobile phones. These are the people also being targeted for mHealth services in
emerging markets.

Use cases for mobile financial services in mHealth
MFS can benefit mHealth efforts along the entire continuum of care at the patient level,
provider level, and administrative level. At the patient level, MFS enables patients to
utilize new financial instruments such as micro-savings, micro-insurance, and microcredit to smooth out cash flow issues or to receive remote money transfers from family
members to pay for health services. These services also enable patients to pay for
transportation and healthcare services using their mobile money account. At the
provider level, mobile money payments enable faster settlement of remote payments
along supply chains for health products and services as well as to settle vouchers for
providers of health services. On the administrative level, mobile money enables
payments to unbanked health workers, per diem payments, and expense
reimbursements that are often paid in cash. It also enables electronic disbursements of
performance-based funding and conditional cash transfer programs, such as those
being used throughout the world to encourage facility-based deliveries for pregnant
women.
Figure 1: Using mobile financial services for maternal continuum of care
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Benefits of using MFS include development of more sustainable business models
(through efficiencies and cost savings over conventional methods), higher quality of
care, and greater access to care. In terms of business models, MFS can increase
revenue sources by subsidizing patient fees through new value chain participants; lower
costs by sharing operational costs that are shared between MFS and healthcare and by
reducing costs of cash management and fraud; and enable settlement of remote
payments for remote diagnostics and other remote health services. It can increase the
quality of care by motivating providers and patients with faster settlement of vouchers,
salaries, supply chain payments, performance-based funding, and conditional cash
transfers. It can also enable providers to spend less time on management of cash and
more time on delivery of healthcare services.
MFS can improve access to care by enabling alternative financial tools for patients
including savings, insurance, and credit that can improve their ability to afford services.
It also provides alternative funding to providers, such as credit for retailers whose low
cash flows would otherwise prevent them from purchasing needed pharmaceutical
inventory. Finally, it can motivate new providers to participate in the system due to
faster settlement of funds to pay for their services. Given these benefits and considering
innovation in terms of national or regional ecosystems of stakeholders for mHealth and
eHealth services, MFS players should be at the table to help drive innovation and build
a more sustainable ecosystem for mHealth and eHealth products and services.
Figure 2: Mobile financial services enhances health services in three major
categories
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It is important to take note that there are also risks at the intersection as well. The
recent rash of political and financial crises in the microfinancial sector, due to the
relative lack of regulatory oversight combined with more profit-oriented models, have
undermined the financial sustainability of both poor households and microfinancial
institutions. These lessons will need to be learned in the health sector given the relative
immaturity of mHealth policy frameworks which will need to be extended to include
frameworks for managing MFS systems in a manner that both protects citizens and
enables innovation to take place. In health there are also fears that controversies
regarding microfinancial institutions may result in decreased trust in microinsurance
providers because in some countries microinsurance is a new concept and people often
do not grasp the fact that they may pay premiums and not receive a benefit until
something untoward happens. It could possibly depress demand in some markets. One
of the risks of electronic systems is that “bad things can happen faster” if adequate
security, privacy and overall regulatory frameworks are not in place.

Case studies
Within the past year, mHealth has taken great strides forward in leveraging the benefits
that MFS offer. While there are numerous examples that could be highlighted, this
paper will focus on a few key initiatives taking place in Ghana, Haiti, the Philippines, and
Kenya. The diagram below illustrates examples of these case studies and a few others
within the continuum of care.
Figure 3: Using mobile financial services for maternal continuum of care with
examples of deployments
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Ghana: Reinventing the business model and value chain of life insurance
One of the main drivers of poverty and consequent poor health outcomes is the
exposure to catastrophic risks that low-income households face in markets where
insurance is not commonplace. Microfinance institutions learned that sudden death and
the costs of burials threatened financial viability of their programs and began engaging
with the microinsurance sector in the late-1990s, particularly in areas where HIV rates
were exceedingly high. The challenge for the insurance industry in emerging markets is
to build a culture that is accepting of insurance and to create products that speak to the
livelihoods of the poor while also sustaining business models appropriate for these
contexts. Mobiles offer a way to address some of these challenges. Ghana provides an
interesting case study in light of these issues.
In Ghana, Microensure, a broker between reinsurers and mobile network operators,
partnered with two mobile operators, MTN and Tigo (Millicom) to provide their
customers with life insurance. While both mobile operators utilize MFS for claims
disbursements, the two mobile operators have tried different models for premiums
payments.
In one model, MTN enabled customers to pay for their premiums through MTN‟s mobile
money service. In an alternative model, Tigo has launched a unique and innovative
business model that subsidizes premium payments through an airtime loyalty program.
To drive loyalty and higher airtime minute usage, once a customer buys a threshold of
airtime minutes, Tigo offers them “free” life insurance. In essence, Tigo subsidizes the
premiums for the life insurance, but overcomes these costs with higher airtime revenues
and reduced customer churn. To the customer, it appears as though s/he was rewarded
for airtime usage with “free” life insurance. This system appears to be gaining significant
traction with Tigo customers.
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Figure 4: Ghana Tigo model: life insurance as airtime rewards benefits

Often times, when new players enter an industry, there is concern that the overall
revenues of each player will diminish due to a new entrant in the value chain.
Interestingly, in this example, the increase in players in the value chain (entry of the
mobile operator) actually benefits the industry by creating a new business model to
drive consumer adoption and increase the overall market.
Drivers in Ghana
Although Ghana does have active mobile money deployments, they are not as prolific
as those in Kenya or the Philippines. What has driven Ghana‟s innovations in this space
are government policies and consumer demand. The Ghanaian government has an
extremely pro-health policy. Ghanaians receive considerable education by the
government around the benefits of insurance, spurring consumer demand for insurance
products. Since Ghanaians are offered public health insurance, with this initiative the
private sector targeted life insurance – an area that was not addressed by the
government. Finally, and perhaps most importantly, there is a very high need for life
insurance in Ghana since it is the most expensive market in the world for funerals as a
percentage of per capita GDP.v
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Figure 5: Ghana: infrastructure, education, and need drive mobile micro-life
insurance

For Ghana, the critical need around the cost of funeral services, the lack of public
insurance for life insurance, and the consumer demand for insurance spurred by prohealth government education around these services drove mobile network operators
and insurance companies to seek to develop innovative business models to bring microlife insurance to the poor. Efforts like this, in most other contexts, will likely require
substantial marketing and awareness campaigns around the benefits of insurance. In
many markets the demand for insurance products is low because most users will notice
the premium payments for insurance products but may not see a benefit on an annual
basis. This has resulted in low re-enrollment rates in some contexts. Nevertheless,
public-private partnerships for micro-insurance have great potential to mitigate
catastrophic risks for low-income households. Health insurance may have more
immediate effects where the benefits are more proximal for users in terms of access to
care and lower out-of-pocket expenses for routine and emergency care.
Haiti: Driving efficiencies in operations to decrease costs and achieve greater
distribution
In addition to utilizing the electronic money itself, mHealth can benefit by leveraging
common business operations shared with MFS programs. Using the same resources,
operations, and networks to reach the same customer reduces the cost of serving the
poor considerably. For example, the same healthcare workers that serve the poor can
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act as agents to register them for mobile money accounts. Similarly, mobile money
agents can sell and distribute health products to the poor.
Figure 6: Leveraging business operations of two industries who serve the same
customer base

In Haiti, these types of efficiencies are now being explored. Mobile network providers
are working with NGOs and healthcare providers to drive down costs of operations
across MFS and mHealth value chains. By leveraging the mobile money agent network,
NGOs will be able to distribute critical health products such as chlorine tablets to
sanitize water supplies to combat the spread of Cholera across Haiti. In the future,
midwives and other healthcare workers visiting patients may be able to play the role of
mobile money agents by registering patients for mobile money accounts and accepting
and disbursing cash. These same operations could be appropriated for micro-insurance
and micro-savings accounts used for health services and potentially extend the reach of
insurance products to „base of the pyramid‟ markets by driving more efficient business
models for insurance products.
Drivers in Haiti
In the case of Haiti, a catastrophic event led to epidemic outbreaks that had to be
addressed immediately as well as the need to create a new financial infrastructure.
12

Grants to the private sector to solve the MFS issue led the mobile network operators to
seek adjacent services such as mHealth for additional revenue opportunities and to
reduce operational costs across vertical industries to sustain their business models.
Because these systems are relatively new, architecture developers are more aware of
the potential intersections between MFS and mHealth and build their systems
accordingly.
Following the devastating earthquake in January 2010, the Gates Foundation and
USAID launched a $10 million incentive fund/competition to jumpstart financial services
by mobile phone in Haiti to expedite the delivery of cash assistance to victims of the
country‟s devastating earthquake by humanitarian agencies. The challenge would
financially reward the first MNO to launch mobile money services (first-to-market and
second-to-market awards) and the scale up award (first 100,000 transactions and tiers
thereafter). In a dual-MNO market with high degree of rivalry, this competition was a
great ignition to the market. The two mobile network operators Voila and Digicel
launched their mobile money programs shortly thereafter. The infrastructure for new,
MFS was planted.
While Haiti has had health concerns previously, after the earthquake, health issues
reached new proportions with the cholera epidemics. The need to reach the poor
efficiently, cost effectively, and quickly to decrease further mortality rates has been
critical. The Haitian case study, ironically, reveals the opportunities for innovation that
can appear when existing systems have been virtually destroyed. The urgent need
around health services following the earthquake, combined with the large incentive
challenge fund to the private sector, spurred mobile operators to seek more efficient
methods to reach the poor. These methods included sharing the operational
infrastructures of both mHealth and MFS around registration and distribution.
The analysis of the drivers of change at the intersection of mHealth and MFS are
demonstrating the facilitative role of donors in laying the conditions for a robust
ecosystem of mobile money interventions, entrepreneurial approaches to mHealth
business model development from the outset, and collaboration with the government.
With the push toward universal coverage in the coming years we expect that the
mHealth and MFS intersection will increasingly need to be thought about as an
essential building block of the “business model” for universal coverage. As this domain
begins to expand and the evidence base for successful ventures grows in a manner that
can demonstrate substantial efficiencies and cost-savings to the system, health
planners will need to have a much stronger understanding of the financial systems in
place to leverage this opportunity in an optimal manner. The cases of Kenya and the
Philippines that follow later will further illustrate this point.
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Figure 7: Haiti: Private sector, grants, urgent healthcare needs drive MNOs to find
efficiencies for sustainable model

The Philippines: Leveraging MFS for a variety of mHealth initiatives, including
supply chain settlement, conditional cash transfers, and co-payments for
hospitals
The Philippines offers an important window into the potential opportunities at the
MFS/mHealth intersection due to the existence of a mature mobile money eco-system,
universal coverage, and a Ministry of Health that has embraced mHealth as part of the
overall effort to strengthen health systems. In the Philippines, mobile money is being
used in a variety of ways for mHealth including membership dues and payment for stock
orders in reproductive healthcare services using Smart Padula, conditional cash
transfers utilizing GCash, and enabling co-payments for hospital services utilizing
SmartMoney.vi,vii
For example, in the case of business-to-business payments, Marie Stopes International
is enabling its social franchise members, also known as BlueStar members, to use
mobile money for a program in the Philippines called Population Services Philipinas Inc
or PSPI.viii The members are midwives providing services under the BlueStar brand who
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make payments to PSPI for stock orders that they have received, such as contraceptive
supplies, and for membership dues which they pay weekly and annually.
Of the 282 members, 100 use this mobile money option for such payments. The Smart
Padula mobile money system enables members to go to a ministore and use a store‟s
account to transfer money to PSPIs account for a cost of 10 pesos per 500 pesos
transferred. The members that use the mobile money system are generally those in the
Mindanao region who do not live near bank branches of the two banks from which PSPI
accepts payments. Thus, mobile money enables PSPI to expand its reach and/or
coverage of the social franchise network into areas where banking services are not
easily available and to receive regular payments from these members.
Drivers in the Philippines
The Philippines is the country in which the first significant adoption of mobile money
systems began nearly one decade ago. Spurred by a strong mobile texting culture, a
significantly high unbanked population, and a need to enable remote payments in a
country that spans over 7,000 islands, 9.5 million Filipinos now use one of two mobile
money systems, SmartMoney and GCash, both offered by the two mobile operators
Smart Telecom and Globe Telecom‟s subsidiary GXI.
In addition to the strong MFS infrastructure set up by the private sector MNOs, mHealth
programs have received significant support by the Government of the Philippines. With
a strong focus on reaching the MDGs, the government has, for example, instituted the
FOURmula One for Health (F1) to reduce maternal and neonatal mortality by leveraging
enhanced management infrastructure and financial services.ix
The need to reduce maternal and neonatal mortality rates, the government‟s pro-health
policies and support of the MDGs, and the significant and mature mobile money
infrastructure in the Philippines are characteristics that have made the Philippines
particularly attractive for leveraging mobile finance for mHealth programs.
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Figure 8: the Philippines: Pervasive use of Mobile Finance for Health spurred by
Mobile Money Adoption and Pro-health Government Policies

Kenya: Enabling payments and alternative financing of healthcare through mPesa
Kenya provides an additional view into the potential of mHealth/MFS programs given
the success of mPesa and strong governmental support for future universal health
coverage as well as a large number of mHealth programs. In Kenya, like in the
Philippines, MFS are being used in a number of capacities for mHealth including:





At the patient level, patients are paying their medical bills, medical services at
dispensaries and hospitals, and travel to medical facilities. They also use mPesa
for payment micro-insurance premiums and to deposit into micro-savings through
providers such as Changamkax
At the provider level, the Safaricom Doctor‟s Network is taking mPesa payments
for remote medical diagnostics provided to patientsxi
At the administrative level: mPesa is being used for government disbursement of
funds to the counties and remote dispensaries; for payment of casual staff in
remote hospitals; and for conditional cash transfers to mothers to motivate them
to have their infants inoculated and for other health servicesxii

Changamka was one of the first organizations to develop mHealth/MFS via their
microsavings program for maternal health. Working on the assumption that it is not a
lack of income that inhibits access to care, but rather lack of mechanisms for generating
savings, Changamka‟s initial service was a Smart Card based micro-savings initiative
targeting maternal health. Clients could add funds in small increments to the card via a
GPRS terminal or mobile phone. The initial card was pre-loaded with KSh 500 which
16

could cover an initial examination, lab test and treatment for one condition. A basic
insurance plan was offered for approximately U.S.$50 that covered antenatal care,
delivery and postnatal care. The U.S.$50 insurance package is considered fairly
expensive by Kenyan standards, so the underlying business model was dependent on
corporate sponsors to be acceptable to a greater number of women and couples.
While nearly 10,000 clients were using Changamka by June 2011, there were
numerous challenges for scalability and sustainability of the business model due to the
costs of Smart Cards, GPRS terminals and lack of venture capital. xiii A new mobilebased business model that connects to the government-sponsored health insurance
plan is currently being developed that could address some of the shortcomings of the
initial business model. The new model would deploy m-vouchers coupled with health
education messages via SMS. The m-voucher would cover costs of delivering a baby in
a health care facility and a pre-payment vehicle that facilitates cost-sharing of about
10% of delivery costs. The move from a paper voucher to the m-voucher can reduce
administrative costs of the voucher program by approximately 15 to 27 percent.
In addition to the financial element, the health education component involves outreach
to community health workers on the availability of m-vouchers (demand creation), a
“dial-a-doctor” aspect of the Changamka platform that enables appointment reminders,
savings and health tips, and pregnancy related information to be sent to the woman. A
peer-to-peer component is also being developed that empowers women to share
information on childbirth and pregnancy with one another in a manner that can promote
greater transparency around health facility status, health worker availability and general
quality of care. Changamka also utilizes radio campaigns to raise awareness of the
program and its benefits.
Drivers in Kenya
Kenya launched the most adopted and ubiquitous domestic mobile money system in the
world. From launch in 2007 until 3.5 years later, mPesa adoption had grown to 15
million users, representing 80 percent of the adult population. Despite this new and
significant financial access and the government‟s commitment towards future UHC
coverage, over 11 million Kenyans working in the informal sector today are without
insurance and lack adequate funds to pay for healthcare access. In fact, 56 percent of
expectant mothers give birth at home often times due to lack of funds to pay for
healthcare.xiv As a result, maternal and neo-natal mortality rates are high.
Because the vast majority of all Kenyans actively use the mPesa system and many are
currently without insurance, there is a critical need to leverage mPesa to support
alternative financing mechanisms such as micro-savings, micro-insurance, and micro17

credit to increase healthcare access which has spurred current initiatives in mHealth
and MFS.
Looking ahead, the innovative private sector MFS initiatives in healthcare may offer
important case studies from which the government can draw. Leveraging the ubiquity of
mPesa and combining it with the government‟s future intentions toward universal health
coverage, Kenya could provide a very interesting example regarding how mobile money
and the underlying business model for universal coverage may evolve in the coming
years. The Kenyan government‟s plan to extend health insurance (National Hospital
Insurance Fund) to the informal sector will likely include some form of pre-payment
scheme where MFS schemes could play a significant role.xv
In the Philippines and Kenya, there was already strong mobile money penetration in the
market. In the case of the Philippines, the government has taken an active policy to
drive health programs that will support the MDGs that have driven the use of mobile
money for conditional cash transfers as well as voucher settlement for reproductive and
maternal healthcare. In Kenya, maternal and neonatal mortality rates have been high
due to the inaccessibility of healthcare in general, which can be mediated, in part,
through insurance. In Kenya, where the vast majority of all Kenyans actively use the
mPesa system, Safaricom has worked with health providers to develop alternative
financing mechanisms for the poor who are currently left out of public insurance.
Figure 9: Kenya: Strong mobile money adoption and private sector, maternal
mortality rates, and lagging government policies
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Key challenges
These case studies and other initiatives to leverage mobile finance for mHealth and/or
health in general are not without their challenges. As pioneers in the industry, those
implementing cross-sector initiatives have encountered a number of challenges which
include:
 Exclusivity of partnerships with mobile money providers leads to constraints in
market coverage;
 Difficulties around scaling services that require significant amounts of detailed
customer information;
 Risks associated with trying to implement cross-sector initiatives in markets with
low mobile money adoption;
 Difficulties in implementing ID management systems in markets where phones
are shared among family members;
 Prohibitive setup costs for implementation due to a lack of open APIs by the
mobile money providers; and
 Prohibitive setup costs due to the need to integrate with multiple mobile money
providers in markets where the services are fragmented.

Future Trends
As is the case with most innovative industries, many of the challenges faced today will
diminish over time. Specifically, a number of notable trends will continue in the next few
years which will decrease the hurdles and increase the rate of implementations of MFS
for the mHealth and/or health sector. These include: 1. increase in the global adoption
rates of MFS; and 2. reduction of the costs and complexities around MFS integrations
and mHealth/broader health systems with standards defined.
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Figure 10: Future trends in mobile financial services

With respect to costs, there are several trends that will positively impact the market
including: 1. open APIs by the mobile network operators for faster integration by
mHealth providers; 2. interoperability hubs for mHealth service providers seeking a “one
stop shop” for integration with all mobile money systems in a given domestic market; 3.
global service providers that provide cross-border disbursement of funds; 4. business
pricing for MFS to better fit supply chain requirements; and 5. streamlined operations
and standards for easy plug-and-play around identity management, registration, and
distribution of health and MFS.

A Look Ahead: Mobile Finance and Universal Health Coverage
The final area we would like to address is the market for microinsurance and the
movement toward UHC that is accelerating in the global health arena in the next several
years. Approaches to health financing for universal health coverage have typically
included microinsurance, community health funds, mutual health organizations, and
other types of insurance products that enable informal sector workers to insure against
catastrophic risks. Some of these programs have been linked to existing microfinancial
institutions that recognized the need to move beyond microcredit-only solutions. One of
the challenges to micro-insurance schemes has been the small risk pools and over20

exposure to catastrophic risks. Re-insurance can help to address this problem, but
better use of technologies, such as mobiles and new partnerships to drive better data
collection that can be utilized for the under-writing of insurance products could help the
field address some of the critical bottlenecks at the moment. For the most part, most
micro-insurance transactions are still conducted via paper rather than electronic or
digital formats.xvi In some cases smart cards are being utilized but they contribute
significantly to the costs of insurance operations compared to better integrated mobile
solutions.
Perhaps the biggest constraint for community financing and microinsurance programs is
the lack of quality data from the health care and financial systems for the re-insurance
or underwriting of insurance products. New partnerships between the two sectors that
can both improve overall information systems and contribute to the business
requirements gathering of enterprise architecture could play a role in opening up new
business models but there are currently few efforts moving in this direction, at least in
the backend technology development arena. The confidence in the information systems,
even in the more technologically sophisticated markets such as India, Thailand, the
Philippines, and Malaysia, is a major barrier to the integration of mHealth and MFS tools
for microinsurance.xvii This speaks to the current state of mHealth interventions, in
general, where the bulk of the emphasis has been on front-end applications to the
relative neglect of the back-end enterprise architecture infrastructure. The result is that
the data flows from both sectors will not be leveraged to the extent required to truly take
advantage of the technology innovation that is currently available. It may serve the
community of health practitioners involved with universal health coverage to begin to
play a catalytic role in bringing together the MFS and eHealth sectors as well as NGOs,
governments, and insurers around the current state of data systems in order to create
collaborative roadmaps for future innovation on this front.

Summary
As mobile network operators continue to try to reduce churn of customers, increasing
switching costs by launching mHealth and MFS becomes increasingly critical. It is,
therefore, little surprise that these MNOs are working with health providers and
governments to integrate mobile money into health service programs.
What makes some markets more attractive to leverage MFS for healthcare than others?
At the crux of every initiative is a large need that drives the effort.
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In the case of Ghana, the private sector is seeking to meet the pent up consumer
demand for life insurance, spurred by government education around insurance, by
exploring new business models between insurers and mobile operators to bring mobile
micro-life insurance to market. In Haiti, the devastating earthquake spurred new
initiative funds to jumpstart mobile money systems in the private sector. Rising to the
challenge to set up a financial infrastructure quickly while also supporting the expanding
cholera epidemic and other critical healthcare issues of the country, mobile operators,
who have the advantage of creating new systems from scratch, have been working with
health providers to drive efficiencies around registration and distribution of the products
and services across both sectors by leveraging resources across sectors.
In markets where there is already significant mobile money penetration and usage, such
as Kenya and the Philippines, the mature mobile money systems are being used to
support better business models, higher quality of care, or increased access to health
services. These initiatives have taken root in a variety of areas - from supporting
government initiated health programs in the Philippines to providing alternative financial
tools for those left out of public insurance in Kenya. In other markets such as Ghana
and Haiti, mobile money services are less mature. As these systems evolve, there are
opportunities to incorporate extremely innovative business models and operations.
Figure 11: Dimensions that Drive mHealth and mFinance Efforts

Whether driven by government policy or private sector efforts in mature or emerging
mobile money markets, a few characteristics prevail in all examples. First, there was a
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significant health concern that needed to be met. Second, MFS had already launched in
the markets – even if only recently as was the case in Haiti and Ghana. And third, either
the business model, the quality of the services, or the accessibility of critical healthcare
services was suboptimal without the use of MFS.
As opportunities to improve health services for the poor are considered, the emerging
business case studies illustrated above can offer important insights into some future
direction. By setting up the right mHealth and MFS eco-systems and technology
systems, health practitioners will be able to realize the objective to improve health
outcomes for the poor in the near future.
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