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The health plight of low-income households is well illustrated by the story of Isaac and Monicah, 

participants in the Kenya Financial Diaries study. Shortly after delivering her third baby, Monicah fell 

ill. It was not long before the couple had exhausted all their funds on medicine and inconclusive 

diagnostics. Eventually Monicah was diagnosed with a throat tumour that required surgery. Isaac 

and Monicah were unable to raise the KSh 23,000 (USD 227) needed to pay for the surgery, and 

Monicah died.  

 

Ironically, funds from friends and family worth more than that – KSh 33,000 (USD 326) – then flooded 

in to help pay for funeral expenses. Things for Isaac deteriorated; he too developed health problems, 

was forced to rehouse his children with relatives and eventually became homeless.  

This is unfortunately a typical scenario facing many people in the world, where inadequate access 

to affordable quality care drives families into poverty. The United Nation’s Sustainable Development 

Goal (SDG) 3 strives to ensure happier endings with the ultimate goal being universal health 

coverage. To achieve this goal, financial inclusion can and should play a critical role in boosting a 

nation’s health and well-being. In fact, financial inclusion has been identified by the World Bank as 

an enabler for 7 of the 17 SDGs. This paper explores how the financial services industry is 

responding to the health risks impacting low-income households and micro and small enterprises.  

 

Adapted from:  Kenya Financial Diaries, Shilingi Kwa Shilingi - the financial lives of the poor, 2014. 
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What is UHC? 

UHC means that all individuals and communities receive the health services they need without 

suffering financial hardship. It includes the full spectrum of essential, quality health services, from 

health promotion to prevention, treatment, rehabilitation, and palliative care. 

 

UHC enables everyone to access the services that address the most important causes of disease 

and death, and ensures that the quality of those services is good enough to improve the health of 

the people who receive them. 

Protecting people from the financial consequences of paying for health services out of their own 

pockets reduces the risk that people will be pushed into poverty because unexpected illness requires 

them to use up their life savings, sell assets, or borrow – destroying their futures and often those of 

their children. 

 

What UHC is not 

There are many things that are not included in the scope of UHC: 

• UHC does not mean free coverage for all possible health interventions, regardless 

of the cost, as no country can provide all services free of charge on a sustainable basis. 

• UHC is not just about health financing. It encompasses all components of the health 

system. 

• UHC is not only about ensuring a minimum package of health services, but also about 

ensuring a progressive expansion of coverage of health services and financial protection 

as more resources become available. 

• UHC is not only about individual treatment services, but also includes population-based 

services such as public health campaigns, adding fluoride to water, controlling mosquito 

breeding grounds, and so on. 

• UHC is comprised of much more than just health; taking steps towards UHC means 

steps towards equity, development priorities, and social inclusion and cohesion. 

 

Source: WHO website http://www.who.int/mediacentre/factsheets/fs395/en/ as at January 2018. 
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Réseau des Caisses Populaires du Burkina Faso (RCPB), a microfinance organisation in Burkina 

Faso, developed three solutions to address the health needs of its clients:  

 

i. a voluntary health savings product;  

ii. a health loan (only accessible if the health savings account has been depleted, or if the 

active account has exceeded the capitalization period and a verifiable major health cost 

has emerged); and  

iii. a health solidarity fund managed by RCPB to invest in health protection services in 

communities served.    

 

Clients deposit a minimum of USD 1 per month into a special savings account designated only for 

health expenses. During the first six months (or until a minimum of USD 20 is accumulated, 

whichever comes first), the client may not access these funds. Clients may then withdraw health 

savings upon presenting proof of health expenses for the client or any family member (e.g. a receipt 

or a doctor’s order).  

 

The health savings do not earn interest. The interest charged on the health loans is less than that 

charged on RCPB’s microenterprise loans. Health loans also carry more flexible repayment terms. 

The intention is to deter the use of other loans or borrowing to address health issues. It is hoped that 

RCPB clients are better positioned to have the small funds needed to address everyday health 

expenses before they become more serious, and to access affordable credit to pay for treatment 

when their health savings do not suffice.  

 

Research done by Leatherman et al. (2011) revealed that members with access to the health savings 

account were 2.6 times more likely to report feeling satisfied with their preparations to meet future 

health expenses and were 3.7 times more likely to feel confident that they would be able to save for 

future healthcare expenses. In addition, clients seeking preventative health care increased from 9 

percent to 24 percent amongst those with access to health saving and health loan accounts (Metcalfe 

et al., 2010).  

 

Another study of RCPBs Health Savings and Loan product by Gray and Gash in 2016 reported that 

clients were overwhelmingly pleased with their health savings accounts, even when they had regular 

savings accounts, because the health account allowed them to build savings specifically for health 

and created savings discipline for costs they knew they would eventually incur. They also 

appreciated that they could keep their health problems more private by not having to borrow from 

family members or neighbours. When households had access to health savings accounts, long-term 

health costs were less than when households did not have a health savings account.  

 

Adapted from: Gray and Gash, 2016; Leatherman et al., 2011. 
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Research conducted for the World Bank’s World Development Report on risk found a somewhat 

surprising approach to the use of savings as a risk management tool. Clients often prefer to use 

other strategies if and when they have the option. Following the floods in Bangladesh, for example, 

the microfinance institution BRAC found savings withdrawals to be much less than expected, 

perhaps because saving was used as collateral, and clients were determined to keep their credit 

lines open. Several research studies find that people often prefer to borrow to cope with crises, rather 

than use savings, even though the loan comes at a cost and the savings are essentially free. 

Noponen and Kantor’s study in India (1997) found that borrowing from a moneylender is actually 

more common in response to a shock than is using savings. Lund and Fafchamps (1997) found that 

people prefer informal loans even when they have precautionary savings. In Montgomery’s (1996) 

hierarchy of coping strategies, calling in informal debts from kin and neighbours is ranked as a low-

stress strategy, and the use of cash savings is ranked as a medium-stress strategy.  

 

Source: Adapted from Sebstad and Cohen, 2000. 
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“Five years ago, I was heavily pregnant with my second child. The sun had not yet risen when I was 

bleeding heavily. I remember how my heart sank when the village midwife told me that I needed to 

go to the provincial hospital for an emergency caesarean section. Welcoming a baby into the world 

is supposed to be a happy event, but without the USD 50 I needed for the operation, I feared for the 

worst. I knew they wouldn’t even let me enter the hospital, let alone see the doctor. What could I do? 

As the contractions became more regular, all I could hear was the midwife’s warning in my mind: 

‘You’ll lose your baby, and your little girl might lose her mother too.’ My family couldn’t help me with 

the money but fortunately the neighbour, who had heard the commotion, came to the door. She was 

the president of the village bank, and reminded me that I could get an emergency loan from AMK. I 

had been in the group for more than six months, so I could apply. She lent me her phone, and even 

dialled the numbers because my hands were shaking so much. When I talked to the client officer, I 

couldn’t believe what he was saying to me. I could have the loan. I didn’t need to travel to the branch, 

I didn’t even need to fill out any papers. He just said: ‘Go to the hospital now. I’ll meet you there with 

the money. The paperwork can wait.’ And so I did. I still remember that somehow, that day, the 

distance between my village and the hospital in town had doubled – every bump on that long road 

caused me pain. I was in agony – but I was also full of hope and amazement at what had just 

happened. I wasn’t going to lose my baby after all. It seemed like a dream. But sure enough, an hour 

later, I met the client officer on the steps of the hospital. He told me that he had already paid the 

money, and that they were waiting for me inside. And do you know? The client officer came back the 

next day to visit me and my beautiful new son. He was as proud as any uncle – and his eyes just 

shone when I told him that I decided to name my son ‘AMK’.” 

Samnang (AMK client) 

 

Source: Simanowitz and Knotts, 2015. 
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Some financial service providers offer emergency loans that can be used for health purposes. An 

example of this is the “hand” loan offered by Dhanei KGFS, an FSP operating in Orissa, India. The 

product provides an easily accessible loan for customers to meet basic needs that they cannot afford 

in the immediate term. These could be for medical or education expenses, although the loan is 

flexible in its use.  

 

According to a study by Financial Access Initiative (2011), the most common purpose mentioned by 

borrowers for using the product was meeting urgent health expenses. Not all such expenses were 

necessarily unexpected; illnesses and accidents are hard to foresee, but the same cannot always 

be said of childbirth. Nonetheless, a number of interviewees in the study reported having used Hand 

Loans to meet childbirth-related expenses.  

 

Adapted from: Financial Access Initiative case study: Emergency (Hand) Loan. March 2011. 
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 

M-TIBA, (where “M” stands for mobile and “Tiba” means care in Swahili), is a mobile ‘health wallet’ 

that allows people to save, borrow, and share money for healthcare at very low costs directly on a 

simple mobile phone. Money stored in M-TIBA can only be used to pay for treatment and medication 

at partner clinics and hospitals. It is described as M-Pesa (Kenya’s mobile money platform) which is 

locked for healthcare.  

 

M-TIBA operates off a digital platform jointly developed by Safaricom, PharmAccess and CarePay 

to bring mobile phones and mobile money together to realise inclusive healthcare in Kenya. 

 

With M-TIBA, it is possible to save for relatives, friends or employees. Funds stored in M-TIBA are 

managed by the insurance company, UAP Insurance. Donors and insurers can use M-TIBA to offer 

healthcare financing products, such as vouchers, managed funds and low-cost health insurance, 

directly to specific segments of the Kenyan population. M-TIBA promises transparency and 

accountability to all stakeholders involved, from the patient to the government.  

 

M-TIBA started in 2014 with a pilot, giving 1,000 KSA (roughly USD 10) to low-income women, 

stating that it was only to be used for healthcare and observing what happened. Findings were that 

the “health savings” empowered the women and led to a degree of behavioural change around health 

issues. 

  

The first M-TIBA product, the health wallet, was launched in July 2016 – a year later, almost 1 million 

Kenyans had signed up to M-TIBA. M-TIBA is widely available, with agents on the street. Given that 

it is a mobile application, there is also the opportunity for communication and dissemination of health 

information. 

 

Source: Interview with PharmAccess, 2017. 
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Tonic is a mobile phone distributed health microinsurance product (with other bundled health 

benefits) operating of a bespoke digital platform. It is offered to Grameenphone customers. 

Established in 2015, Telenor Health aims to use technology to help make quality health and wellness 

information, advice and services accessible to people, particularly in emerging markets.  

 

Grameenphone is the largest mobile operator in Bangladesh, with 60 million mobile subscribers. 

With Grameenphone’s link to Grameen Bank, and the bank’s established position in microfinance, 

Grameenphone benefits from the Grameen brand when extending complementary products such as 

insurance and healthcare services.  

 

Launched in June 2016, Tonic is seen by Telenor as the first step to scaling mobile health services 

to millions of consumers across Telenor’s markets and beyond. Telenor expects Tonic to increase 

mobile average revenue per user (ARPU) and improve loyalty. 

 

Benefits provided though the different Tonic packages include combinations of the following 

components – the degree of cover depends on the package: 

 

Consultations and advice 

• Personalised health content (SMS, app, web) including advice on preventative health 

• Telemedicine, namely mobile-based consultations with doctors (calls and in-app chat) – 

called “Tonic Doctor” 

 

Healthcare services 

• Nationwide appointment booking service  

• Discounts on health tests and specialist care, called “Tonic Discount”, through Tonic’s 

country-wide network of partners providing discounts on services (health checks, labs, 

medications, procedures) 

 

Financial coverage 

• Hospital cash insurance called “Tonic Cash”  

 

Different packages are on offer to Grameenphone customers:  

1. Tonic Free (Basic version of Tonic – free aside from the cost of calls to Tonic Doctor) 

2. Tonic Confidence (with a premium of Tk. 126/ USD 1.52 per person per month) 

3. Tonic Protection (with a premium of Tk. 296 / USD 3.54 per person per month) 

 

For more details on the benefit structure for these options, see the case study in Appendix 2.  

 

As at March 2018, Tonic’s membership had grown to 5.2 million freemium members since its launch 

in June 2016. There were also 750,000 paid customers, with 200,000 of these coming from corporate 

accounts.     

 

Source: GSMA Intelligence (June 2017), Conversations with Tonic and https://mytonic.com – 

information as at December 2017. 
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In 2010, Jordan’s Microfund for Women (MFW) piloted “Caregiver,” the country’s first private health 

microinsurance offering, in partnership with Women’s World Banking. A summary of the premiums 

and benefits as at 2012 is given in Table 1. 

 

Premium USD 1.5 per month (payable with regularly scheduled instalments 

of loan repayments) 

Hospital benefit USD 14 per night, up to 30 consecutive nights or 45 nights over the 

course of the term (usually 12 months) of their loan. An average hospital 

stay is 3 days. 

Other features Caregiver benefits can be used to cover indirect expenses associated 

with illness or hospitalization. The most critical of these allowed 

expenses is the lost income clients experience when they must suspend 

their business operations. But other indirect expenses covered include 

transportation to and from the hospital, meals, and other incidentals. 

Exclusions None. MFW clients are automatically covered when they take a new 

loan. There are no medical examinations and no rejections for pre-

existing conditions. 

Deductibles, co-

pays, limits per 

incident, total limits 

Maximum 45 days per term 

 

According to a paper published by Women’s World Banking in 2012, the Caregiver pilot “succeeded 

beyond expectations”. Caregiver was mandatory for all MFW clients as a condition of access to 

credit. This meant that there was a risk clients would go elsewhere, however the product was 

accepted. Key success factors included:  

a) Careful planning and extensive pre-launch research.  

b) The decision to offer “gap” coverage. For many clients, especially in Jordan, a country that 

has reasonable healthcare infrastructure, the direct costs of care do not necessarily 

represent the only, or even the largest, financial burden. Of much greater consequence is 

the potential lost income as the entrepreneur deals with a health crisis.  

 

The success of Caregiver led to the full launch of the product, which over time changed its name to 

Afitna. It is still mandatory for all clients. As at February 2018, over 125,000 clients are covered, 

which translates to 478,000 insured lives when including clients, their spouses and children. In an 

interview with Women’s World Banking in 2018, the question was asked: the product has now been 

going for six years – what makes the product sustainable? The following was cited:   

 

a) solid pricing  

b) thought partnership with the insurer 

c) streamlined claims operations at MFW’s end, and  

d) deep engagement with the clients. 

    

Source: Women’s World Banking and Credit Suisse paper (2012) and telephone interview in 2018. 
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PharmAccess launched a pilot in 2016 where 50,000 people living in the slums of Nairobi were given 

access to a health insurance product providing outpatient and maternal care. The pilot was a huge 

success and after the initial flurry of pent up health needs were addressed, utilisation rates stabilized 

after about a year. The healthcare cost per patient per month, however, was similar to the capitation 

fee of the National Hospital Insurance Fund (NHIF), which offered a far more comprehensive cover 

than the pilot. It therefore made sense to transfer these clients to the NHIF scheme (around USD 6 

per family, per month). This highlights the power of national risk pooling to provide affordable 

comprehensive health cover; private insurance should rather aim to cover the health needs that are 

not already met through a national scheme. 

 

Source: Interview with PharmAccess in 2017. 
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ADéFI Santé is a Malagasy mutual health insurance program founded in 2009 that is linked to a 

large MFI called ACEP. ADéFI Santé provides premium-free insurance to 70,000 registered 

borrowers and family members with active loans from ACEP. ADéFI Santé offers a progressive 

coverage scheme that starts with 90 percent coverage of all IP medical costs for members and their 

families in the first loan year and progressively expands to include 70 percent coverage of all 

outpatient costs in the second loan year. Medications that are part of the ADéFI Santé formulary are 

covered with a cap of 15,000 Malagasy Ariary (USD 4.62) per prescription. ADéFI Santé is present 

in all provinces of Madagascar and is partnering with 110 clinical service providers. 

 

ACEP Madagascar is one of Madagascar’s oldest MFI and is focused on lending to SMEs in urban 

and peri-urban settings in Madagascar. It offers 12 to 15 months loans at low interest rates and has 

21,829 active borrowers. There are 14 ACEP Madagascar agencies distributed throughout all six 

provinces in Madagascar. ACEP Madagascar is unique in that 40 percent of the institution is owned 

by ADéFI Santé, meaning that 40 percent of net revenue is channelled to ADéFI Santé. ACEP 

Madagascar has the largest and most comprehensive mutual health insurance scheme of any of 

Madagascar’s MFIs. 

 

Source: ADéFI Santé interview in 2017. 
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The Vitality scheme, developed by Discovery Health in South Africa over 25 years ago, is the world's 

longest-standing incentive-based health promotion programme, with nearly 4 million members 

worldwide. While this is a scheme designed for the middle- to high- income populations, the approach 

could be adapted to the low-income market segment. The Vitality scheme works as follows: if you 

go to one of the participating gyms, you earn points; the more frequently you go, the more points you 

earn. Points are also rewarded for other health-seeking activities. The number of points you have 

determines your Vitality status. As your status improves, you receive increasing discounts on your 

insurance premiums and access to other related benefits, e.g. discounts on gym clothing and health 

spas. According to research by Jais et al. (2017), there is evidence that the Vitality scheme can 

change members’ behaviours and possibly makes them healthier. The study, also referenced in an 

article for the Harvard Business Review, showed that Vitality members generate up to 30 percent 

lower hospitalization costs. For more on Vitality, see Appendix 2. 

    

An example of a reward scheme in the low-income context is the digital application developed by 

Triggerise called “The Tiko Health Companion”. Triggerise, a not-for-profit development 

organisation operating in 12 markets in Sub-Saharan Africa and India, believes that people should 

be “rewarded for doing the right thing” and that rewarding people is an efficient way of driving social 

impact. With its tongue-in-cheek website, Triggerise makes the point that changing peoples’ 

behaviour is not just about making products better or information available. According to Triggerise, 

“a better condom will not address the fact that people are embarrassed to buy condoms or that they 

don’t trust them. That awesome app containing all information about malaria will not make a lot of 

people use nets regularly. It simply won’t. That comprehensive policy on nutrition will not change the 

fact that people will continue to eat whatever they are used to eating.”  

 

Like Vitality, Triggerise has developed reward platforms aimed at changing people’s behaviours. For 

example, “Tiko Saathi” is a prepaid pregnancy insurance scheme in India. For INR 500 (around USD 

7.80), members are guided through their pregnancy. Each time a milestone is reached, such as 

going to an antenatal visit, the member is rewarded with Tiko points. Extra Tiko points are awarded 

if milestones are reached in a particular timeframe. If all milestones are reached, then the member 

is entitled to a free delivery, even if it is a C-section. Tiko points can also be redeemed at participating 

shops and service providers for items such as vitamins, healthy food and even at selected hair 

salons. Once the child is delivered, rewards can be used to upgrade to other “Companions”, such as 

“The First Year Companion”, which helps navigate immunization, nutrition and stimulation for a child 

during the first year. There are other Companions, for example for Hypertension and Diabetes. All 

Tiko points earned are exchangeable, so they can be spent, traded or saved. This creates a virtual 

economy for a cash-starved market.  

 

Source: Jais et al. (2017) and information from the following websites, as at December 2017 - 

https://www.discovery.co.za/vitality/join-today; https://www.vitality.co.uk/careers/our-history/; 

https://triggerise.org/; and http://sharedvalueinsurance.com. 



     

 

F
IN

A
N

C
IA

L
 I

N
C

L
U

IO
N

 A
N

D
 H

E
A

L
T

H
 

24 



     

 

F
IN

A
N

C
IA

L
 I

N
C

L
U

IO
N

 A
N

D
 H

E
A

L
T

H
 

25 

 
 

 

The Center for Agriculture and Rural Development (CARD) in the Philippines established a network 

of private healthcare providers, available through the “Healthy Pinoy”‖membership card, which 

entitles CARD members to discounts of 10 percent to 40 percent on primary and diagnostic 

healthcare services offered by physicians, dentists, hospitals, laboratories, optometrists and 

midwives. The CARD staff assessed basic aspects of quality before signing up providers. By the end 

of 2010, CARD clients and family members were making approximately 10,000 visits per year to 

CARD’s “Healthy Pinoy” providers.  

 

Source: Leatherman et al. (2011). 
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 

 
 

Equitas is an MFI operating in India, providing financial services to individuals and MSEs 

underserved by formal financing channels. One of the main reasons for over indebtedness amongst 

low-income households in India is unforeseen health expenses. In response, Equitas has been 

conducting health screening camps since 2008. As at 2017, Equitas’ health services have 

cumulatively benefited over 4.5 million clients.  

 

Health services offered at these camps include: 

 

• Primary health care: for all MFI clients, including the distribution of spectacles and 

performing cataract operations free of charge. Equitas also arranged for evening clinics 

for doctor consultations.  

• Secondary health care: through an agreement with a network of hospitals to provide 

treatment for serious illnesses at a discount.  

• Health helpline: dedicated line for serious illness and the operator connects them to 

network hospitals 

• Equitas sugam clinics: evening consultation clinics in slums and villages.  

• Health education: 5-hour health education module developed by Freedom from Hunger 

& Results, which enables women to easily learn early detection methods of non-

communicable diseases. This is imparted to around 50,000 women each year. 

 

Equitas allocates a monthly budget of Rs.2000 (USD 50) per branch to conduct its camps, which it 

believes it recoups through corresponding improvements to its loan portfolio from healthier 

customers. 

 

Source: Interview with Equitas, 2017.   
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An example of an NGO using MFIs as a vehicle for improving the health awareness and financial 

literacy of low-income clients is the Grameen Foundation. Interventions include interactive sessions 

on topics such as prenatal health, safe birth, nutrition, common childhood illnesses, malaria, 

HIV/AIDS, prevention of non-communicable diseases and water and sanitation. Through their 

projects with MFIs, they also train poor women on coping with health-related financial shocks, 

planning ahead, how to use available health financing tools and health services, including health 

microinsurance. These interventions are integrated with behaviour change communication 

messages. Their observation is that behaviour change communication messaging is best linked to 

products and services for successful and long-lasting behaviour change. This concurs with the 

experience of Triggerise.  

 

For more information on the work of the Gameen Foundation, see Case Study 2: Improving Health 

Access in Rural Areas through Savings Groups, Benin and Case Study 3: Cooprogreso, Ecuador. 

 

Source: Interviews with the Grameen Foundation, 2017. 
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In the Philippines, CARD tested a partner-agent model of “health microinsurance”, which in this 

instance was enrolment into the national hospitalization insurance program, PhilHealth. CARD 

promoted and facilitated optional group enrolment for its clients in PhilHealth and provided a loan to 

cover the USD 26 annual premium so that clients could pay in small, weekly instalments. CARD 

charged 24 percent interest (flat, annual rate on par with CARD’s regular business loan rates) on the 

PhilHealth premium loan, plus a 1.5 percent Loan Redemption Fund fee. The resulting payment of 

about USD 0.60 per week was added to the member’s regular business loan and savings deposit 

payment, which was made at regular credit group meetings. CARD received a 9.7 percent discount 

from PhilHealth on the premiums, providing a margin that helped cover management costs. 

Interviews conducted by CARD with 40 randomly selected members who had enrolled in PhilHealth 

showed that they were overwhelmingly happy with the cover and that it had helped cover the financial 

health needs for a significant proportion of those interviewed. CARD’s microinsurance premium loan 

product was initially not profitable, but became so as it reached scale.  

 

Source: Leatherman et al. (2011). 
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 [Accessed 31 May 2018]. 
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http://m-tiba.co.ke/
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Jecinter Anyango Kwanya works as a volunteer in the Kibera Health Center. She joined a chama 

that is saving for health using M-TIBA.  

‘If my baby is sick, or my husband, I can use the M-TIBA health wallet. Without it, I would have to 

borrow from a friend or a neighbor.  That would not always work. If I couldn’t borrow, I would go and 

talk to the doctor, asking him if he could help me and receive payment later. But now, I can pay. 

In the chama, we save KES 1,000 (USD 10) per month. For the health wallet, we contribute 200 

shillings and then get a KES 200 bonus.  

Early this year, my two kids were seriously sick, and I went to the hospital with them. They did 

laboratory tests, and it came out they had typhoid. They got treatment and I paid 3,000 shillings for 

all that with the wallet. I am really happy that they are well now.  

The wallet is very fine. I cannot spend that money on anything else. So if someone gets sick, I don’t 

have to get stressed, because I have a little money to pay the bills.’ 

 

Source: PharmAccess 
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http://healthmarketinnovations.org/program/philhealth-kasapi-kalusugang-sigurado-abot-kaya-sa-philhealth-insurance
http://healthmarketinnovations.org/program/philhealth-kasapi-kalusugang-sigurado-abot-kaya-sa-philhealth-insurance
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