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Abstract

Background

|®X

The bottom of the pyramid concept suggests that profit can be madeviding goods an
services to poor people, when high volume is combined with low margirgat€éahere hgs
been very limited empirical evidence from the health sectoreroimg the scope and
potential for such bottom of the pyramid models. This paper analyxesepior-profit (PFP
providers currently offering services to the poor on a large scatkassesses the futdre
prospects of bottom of the pyramid models in health.

Methods

We searched published and grey literature and databases to id&daEfycompanies that
provided more than 40,000 outpatient visits per year, or who covered 15%rerofa
particular type of service in their country. For each included praovider searched fg
additional information on location, target market, business model aratmparice, including
quality of care.

-

Results

Only 10 large scale PFP providers were identified. The majofitigese were in South Agia
and most provided specialized services such as eye care. Thetehstics of the business
models of these firms were found to be similar to non-profit providardied by other
analysts (such as Bhattacharya 2010). They pursued socialtrethdraditional marketing,
partnerships with government, low cost/high volume services and -subsglizatior
between different market segments. There was a lack obleeldata concerning thege
providers.

Conclusions

[N

There is very limited evidence to support the notion that large scdatom of the pyrami
models in health offer good prospects for extending services to the poor in thelfutudker
to be successful PFP providers often require partnerships withngoset or support fror
social health insurance schemes. Nonetheless, more reliable andnaetgpegata on such
schemes is needed.
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Background

The “Bottom of the Pyramid” (BoP) concept suggests that the posegshents of the
population are an untapped market for goods and services, and thaatimidél companies
providing goods and service to this population can both be profitable andoaidl
development [1]. Typically such companies need to pursue a strdtaggombines low
profit margins (and prices) with high volume in order to be ssfekesBoP applications to
the information and communication technology sector are the best doedmant such
businesses have received most attention in India.

However there has also been substantial criticism of the BoPRde&xample, critics have
argued that Prahalad overestimated the number of people makitigaiesk? a day, and thus
inflated the size of the market at the bottom of the pyra@jdKaramchandani et al [3]
argued that few companies have been able to achieve the esnasaged by the BoP
argument. Landrum [4] questioned the transferability of the corweygind India, where
there are relatively large and concentrated, poor populations. asessof ICT kiosks in
India that were targeted at the poor found that profit marginsciased with serving this
market were unattractive to private for-profit (PFP) firmsj éhus de facto they served the
middle class, and also were focused in urban rather than rural [&jecPitta et al [6]
concluded that “there is no agreement in the literature about theigbbemtefits of the BOP
approach for both private companies and low-income consumers.”

Prahalad [1] discusses the relevance of the BoP concept to thie $eabr, and certainly
substantive evidence points to the role that the private seatadglplays in caring for the
poor. According to the IFC, “In Ethiopia, Kenya, Nigeria, and Ugandage than 40% of the
people in the lowest economic quintile receive health care froratey for-profit providers”
[7] (pp8). In South Asia about three quarters of children from thesibe®nomic quintile
with acute respiratory infections seek care in the privat®isfg]. There are relatively few
studies however that seek to assess the role that large porat®efit companies currently
play, and may play in the future, in providing services to the poor irat@vmiddle income
countries. Bhattacharyya et al [9] is one study that goes beyoptedescription of a single
initiative. The study reviewed and analyzed a number of innovativatersector service
delivery models and identified key characteristics of theseefaotiowever this paper was
not focused on the PFP sector and many of the initiatives mixgardir-and non-profit
modalities. Common characteristics of these innovative initgtimeluded (i) a focus on
minimizing unit costs through reducing input prices and streamlioingedical processes,
(i) high patient volumes and (iii) cross-subsidization from weeait patients to poorer
patients. Bhattacharya concluded that there was little rigoradseree of the quality of care
provided or the extent to which services really reached the poor.

Methods

This study considers the extent to which for-profit, bottom of ghrarpid models (BOP) are
currently active at scale in LMICs with a view to assesshmdr potential in the future.
Specifically we address the following questions:

1. Are there large-scale, PFP companies that provide health services for the poor?
2.1s there evidence of the impact of such PFP models on the quality and access$ibaity



for the poor?

3. What are the key characteristics of BOP business models in the health sddtor a
particular which characteristics have enabled them to reach a large scale?

The analysis is limited to initiatives that deliver healthviees, excluding companies that
focus on private health insurance, or commodities like drugs and falaiging alone. Only
initiatives that have reached a large scale were includedy rthidne small pilots that may
never manage to scale up successfully. For this report “laade” seas defined as carrying
out at least 40,000 outpatient consultations a year, or representing abowof d58&pe of
service in a their country. The threshold of 40,000 outpatient consultatiesr avas used
because it represented a natural “break” in the data. As notéglire A, of the 28 initiatives
that qualified on all other criteria, 18 were eliminated becadfigbe scale definition. The
majority of these had no information on scale. If the scale thiédiad been lowered to
10,000 outpatient consultations annually, five additional initiatives would taakfied. If
the threshold had been raised to 75,000 patients a year, only three cenvpaud have
been eligible.

Figure 1 Search and selection process.

Ethical review was not sought for this study as it was conprssdely of a desk based
review of existing literature.

We reviewed both published and grey literature, and adopted the following procedures:

i. All PFP provider initiatives contained in the Center for Health Market Innanvati
(CHMI) database (http://healthmarketinnovations.org/), (which is the roogtrehensive
resource available on private sector initiatives in low and middle income counigies)
identified. A search in January 2012, returned a total of 95 results for “Privéde ($ec
profit)” and “Private Sector, non-specified” legal status.

ii. Detailed review of program summaries in the CHMI database, led to the erabii€i7
initiatives because they were not for-profit, or were not related to healihesdelivery,
or did not serve the poor, or the CHMI database indicated that the information was eithe
incomplete or the initiative was no longer active. We did not seek to identify firat
self-identified as adopting a BoP model but rather included all companies tadttht
part of their target client base included poor people.

iii. For the remaining 28 initiatives, a Google, Google Scholar and PubMed search was
conducted by company name in order to gather information on scale. An additional 18
programs were excluded at this juncture either because there was veinfdittigation
available on the initiative (including no company website) or because theyotere
considered large enough in scale, as defined previously. Information on scale was not
available in a consistent format, and the numbers of patients seen per yearare oft
estimates based on information found in the grey literature. In some casesnther of
beds in a given country was reported, and the annual number of patients served was
triangulated by comparing it to similar organizations with similar bed dgpaci

iv. Existing reviews of private sector initiatives (including [7,10-13]) weradhsearched to
identify further initiatives. This yielded 26 initiatives that were not inatuiceCHMI
database. All of these were excluded either because they were not fpreprgére not a
scale, or did not have sufficient information available through a Google® and Google
scholar® search. Figure 1 summarizes the search and selection processn@ldide 1
contains a list of all the initiatives and the reason they were excluded.

v. For each included company, a moredgpth search was conducted through the follow
PubMed, Global Health, Embase, Scopus, Business of Healthcare, Business Source
Complete, Google scholar and Lexis Nexis Academic. The type of informatiactext



for each initiative is summarized in Figure 2.

Figure 2 Information Extracted regarding Included Initiatives.

In reviewing the included initiatives we sought to identify anilaet information concerning
the technical or perceived quality of services provided, and infamag¢igarding how the
initiative had affected the accessibility of care (eithewggaphical or financial). With regard
to key characteristics of BoP business models, we had no priomicakneoncerning which
types of characteristics might be key, instead all availalfdemation on the business model
was extracted, and we sought to compare across the diffenerst ifncluded to identify
commonalities and differences in their approach.

Results and discussion

Overview of initiatives

Table 1 summarizes characteristics of the included organizatieng few initiatives met all
of the inclusion criteria. Seven of the ten initiatives identified ehains of clinics or
hospitals, where a single company owns and operates multiple hospitdisics, based in
different geographical areas. All of the hospital chains aredbaskdia, except for the two
eye care specialty chains — Visualiza in Guatemala antuimdini Institute in Nepal. The
chains range in size: LifeSpring clinics have about 20 beds eacheagh®&arayana
Hrudayalaya’s (NH) flagship hospital has 1000 beds. Of the remaintmgivas: CEGIN is

a network of private providers which agree to accept CEGIN mesrdiereduced prices;
Queen Mamohato Memorial Hospital in BotSabelo, Lesotho is a publipithlosvith

associated filter clinics that is operated by a private ctinsgr and Zigitza is a PFP
emergency response service based in India. Zigitza provides samcechaical services
inside of the ambulances, but clearly not to the same extent aghthreclinics and hospitals.
Lastly, all but two of the initiatives (Visualiza and CEGIN) operate ppadty in urban areas.



Table 1Overview of companies included in the study

Program name Type of initiative Country Year Health Focus Clients served/number of bed: Number of facilities operated
Establish-ed

CARE Hospitals Chain of hospitals or India 1997 Cardiology & other specialty services450,000 outpatients, 30,000 admissiond,2 hospitals and a number of clin

clinics Primary health care in urban and rural 4,000 cardiac surgeries with a total of 1600 beds

areas

Centro Ginecologico Network of providers Argentina 1989 Gynecology Q0 @atients per year 60 independent health provider
Integral (CEGIN) the network
Lifespring hospitals Chain of hospitals or India 2005 Maternal and Child Health About 50,00@patient and inpatient 9 hospitals with 20 beds each
private Ltd. clinics consultations per year
Lumbini Eye Institute Chain of hospitals or Nepal 1983 Eye care Provides 25% of eye care immNéeating 1 main hospital with 215 beds, 3

clinics about 260,000 patients per year and secondary hospitals and a numbe

performing 30,000 surgeries per year primary clinics
Narayana Hrudayalaya Chain of hospitals or India 2001 Chronic diseases (heart surgeries§,000 operations per year which representSurrently has 5000 beds in India
Hospital (NH) clinics cancer, orthopaedics, kidney diseasegbout 12% of heart surgeries in India. No
estimates of patient numbersnedound, bu
NH has about 3x capacity of CARE
hospitals

Queen Mamohato Stand alone clinic or Lesotho 2002/03 General primary, secondary and About 187,000 patients per year 1 referral hospital 3 filter clinics
Memorial Hospital hospital tertiary care
Vaatsalya Hospitals Chain of hospitals or India 2004 Primary and secondary care 400,000mtatie 14 hospitals

clinics
Visualiza Chain of hospitals or ~ Guatemala 1997 Eye care Screens over 30,000 Eapienyear and

clinics performs 30% of cataract surgeries in

Guatemala

Viva Sehat (formerly Razi Chain of hospitals or India 2009 General primary care About 230,00 padieer year 65 clinics in Hyderabad
clinics) clinics
Zigitza Ambulance services India 2005 Eye services About 50,000 patients per year 90 ambulances




It was frequently difficult to define the legal status of tlmenpany, and in particular to
understand its for-profit status. For example, when CEGIN was &/ garegrofit enterprise,
it appeared to only reach about 9000 people. In 2004 it established a memisarshi
program (known as the SER program) that provides discounted acdeB$stdl services.
This enabled CEGIN to expand its coverage by about 5 times [14], émel isason that it
reached the scale to be included in the study. But all of thegqa®deom the membership
cards go to a tax-exempt foundation, called the SER Foundation.

NH and CARE were the only two companies that extended care terpuatients in rural
areas, and they did this through their charitable arms and ofterthsithse of technology.
For example, each of NH’s rural coronary care units is linkechtdlld center via video-
conferencing and software that enables rural staff to trafS@@® images for consultation
with an NH specialist. This service is supported by the AgiarHoundation and is free to
clients [15]. CARE Foundation actually pre-dates the for-profit haispitain. Similarly to
NH, part of its mandate has been to expand telemedicine, inclunditadling image sharing
software, so that rural patients are able to benefit fromiamts who are based in urban
areas. Additionally, CARE Foundation has forged a partnership withotrernment of India
and other private foundations to pay for about 500 pediatric heart surgeries a year [16]

Partnerships or agreements with government were often critbicdhe success of the
company. Companies that practiced cross-subsidization at sstaigeattracted patients with
state subsidized insurance (RSBY in India and the majority of REGIients have state
health insurance), which provides them with a base of poor clients wtsiik@ay. NH, has
gone a step further and forged an insurance product, called Yeshasyartnership with
the state of Karnataka. Yeshasvini provides coverage to farima&r$have belonged to a
cooperative for at least one year, with the state governmentgptingrbulk of the premium
[15]. CARE has stated that it hopes to also introduce its owrosmsurance product that
will complement RSBY.

Queen Mamohato Memorial Hospital is another example of public-prpat®ership. To
raise capital for a 400+ bed hospital and three filter cliniequfring approximately $120
million), a Private-Public Investment Partnership (PPIP) wsiabéshed between the
Government of Lesotho and private groups. Under the PPIP, the Governmesdottid-
contributed roughly 36 percent of total costs, and the remainingrédrmpeame from private
sources, primarily the Development Bank of Southern Africa and $epohg consortium.
Netcare, one of South Africa’s largest private hospital groupsheaslargest stakeholder
(40%) of the TSepong consortium, which is made up of a group of locahtrdational
healthcare providers. Under an 18-year agreement, Netcaralseilprovide all clinical and
non-clinical services in the health care facilities. Neted@tegenerate returns on 35 private
hospital beds that can serve patients with private insurance kaswg} using government
infrastructure, like radiology theaters. The rest of the hospitid, beowever, will be general
ward and open to the public, which is largely low-income in this underserved area [17].

Characteristics: delivering value to clients

We did not find any evaluations of perceived quality of care inrbleded initiatives and
only one study of technical quality, that examined surgical outsashecataract surgeries
performed in the Lumbini and Bheri zones in Nepal [18]. While the Euohdings are not
only attributed to work performed by the Lumbini Eye Institutefindings that both clinical
and visual functioning or quality of life outcomes were below expdetezls demonstrates
the importance of evaluating outcomes. For heart surgeries, NHepaged an overall
hospital mortality rate of 2% and a hospital-acquired infectionafa®e8 per 1000 ICU days,
but it seems that this data has not been published in a peer m\myweal [19]. Other



sources have cited that CARE has comparable outcomes fostegaties without reporting
specific figures [20]. Overall, information on health outcomes is not systetha#cailable.

The majority of the companies are based in urban or peri-urban settthigh means that
they are in densely populated areas with many potential customany of the hospital
chains are located in smaller cities. From the start, Vigatéacused on small and medium
towns that lacked secondary health care services, its strategyo create small hospitals
that could fill this gap and reduce travel-related health exsefl]. Similarly, LifeSpring
was founded to serve low to middle income clients in peri-urbas dhat were not satisfied
with public hospitals and could not afford the existing expensive privaspitals [22].
CARE hospitals, which are larger than Vaatsalya and LifeSgdanijties, also chose to
locate in lower income peripheral urban areas, in order to be t¢ttoHezir target population,
and not compete with private hospital groups like Fortis or Apollo thatl@cated in
metropolitan centers and target high income individuals [20].

Few of the companies emphasized traditional marketing techniquesshbedad carried out
community outreach. This approach may be particularly suited torioame populations
because its educational component explains why and when it is axgcesseek care at a
health facility [6]. CARE trains Village Health Champions topde health information and
algorithm-based guidance on whether or not medical care should dfet.sbhe Champions
refer people to CARE facilities if needed [16]. Zigitza conducteceaanh efforts to hospitals
and policemen to encourage them to refer patients to their semscevell as use it
themselves to transport patients [23]. LifeSpring outreach wothkeld monthly health

camps in the hospital catchment area to raise publicity and explay women should

deliver in a hospital [22].

For poor clients, personal contact and an ensuing dialog is moke tikeapture and keep
customers [24]. In order to persuade poorer and more conservative esssitnis also
important to target groups or social networks, since they “lowsk&rlryy shopping together
and comparing notes,” as well as offer samples or product demasirf24]. LifeSpring
uses both of these strategies. Firstly, if it identifies pnegmaomen during its monthly
outreach camps, its outreach workers give her a voucher for soneeseat the center to
encourage her to visit a LifeSpring facility and try it. AdditiopalLifeSpring offers
(unspecified) loyalty rewards to existing patients for eaohd-of-mouth referral, and 90%
of its customer base has been referred by a personal contact [22].

All of the initiatives state that their superior customerrmdggon, as compared to government
hospitals, is the main reason that they are able to attraeh{zatExamples of being sensitive
to the needs of target populations include locating facilities rcléselower income
populations, having longer opening hours to accommodate people’s working schadldles,
appointments rather than waiting lines. Many of the initiatiles amphasized creating a
culture of respect for the patient. For example, LifeSpringahasstomer CARES protocol
(Courteous, Attentive, Respectful, Enthusiastic and Safe), whichtadfl members are
expected to follow [22]. Vaatsalya routinely carries out custosagisfaction surveys to
ensure that its patients feel “cared” for by its medical staff [25].

Careful attention to the preferences and purchasing habits of pagelations has led to
innovations in the pricing of services and payment modalities. Erifatilities fulfill
patients’ aspirational preferences by offering basic bundaailities and options for more
privacy. The hospitals and clinics generally offer three tygea®ams with tiered pricing:
private, semi-private and general ward. To alleviate the anasdgciated with paying for
health care, Vaatsalya emphasizes having very clear angbdrans billing to enable its
clients to verify all charges [25]. LifeSpring prominently adises its bundled services for
Caesareans and vaginal deliveries that have an all-inclusive [@&le Low-income



customers tend to buy goods or services in smaller quantities aedfreguently because
their incomes vary more. To accommodate this CEGIN uses nriedit-¢o break down the
cost of more expensive procedures into manageable payments. Meruberscess a loan
from CEGIN’s micro-credit fund if they require a more expensive proceddie [

Capturing value: profits

Since the initiatives are pro-poor, most of them use specialivaind standardization to
reduce costs and achieve high patient volumes. Only Viva Sehath \Wwh& 65 clinics
throughout Hyderabad, provides broad primary care, but there is Weyihiformation
currently available on it. Specialized services are more ameeriabh smaller number of
standardized diagnosis and treatment protocols. The use of protoesksueed to lead to
good outcomes and the avoidance of unnecessary and costly complicatiomsediodl
procedures. For example, LifeSpring hospitals immediately @fecomplicated cases to
larger hospitals. Only taking on simpler cases for which thergmmtocols in place, allows
LifeSpring to employ clinical staff with less experience #&mder wage expectations [3].
According to its program description in the CHMI database, Vieha$ provides doctor
consultation and diagnostic services according to software-basedarstazed treatment
protocols. They also maintain electronic patient profiles in ordeminimize errors and
enable quality follow-up of patients.

Some groups reach high volumes by focusing on relatively sinmulelcav cost services.
CEGIN, in Argentina, focuses on delivering gynecology servicel®wsincome women,

especially cervical cancer screening. Private doctors agrearticipate in this network and
offer services at reduced prices, because they gain a highenesolf patients [26]. Aravind,
which was not included in this analysis because it is now a dblaritaist rather than a for-
profit model, pioneered the specialty care system at high volumewiincome settings. Its
method, which has been documented extensively elsewhere, achigveslumes by

conducting surgeries in a production line [27].

Part of the reason that this model works for Aravind and similaupg like Lumbini and
Visualiza, is that cataract surgery is a short interventioh dbas not require substantial
follow-up or rehabilitation. Other groups like NH and CARE, which both farugshronic
diseases and began by emphasizing cardiac care, show thahthapgaoach can be adapted
to heart surgery. According to the Wall Street Journal, Dr. WludttiNH has called his
strategy “the Wal-martization of healthcare,” and his fixedi perform approximately 19
open heart surgeries and 25 catheterization procedures a day, whisbuiseight times
higher than the average Indian hospital.

The most common characteristic of initiatives is that theydamn minimizing costs. Many
of the initiatives avoid costly infrastructure investments. Fangde, CEGIN does not
require its own infrastructure since it is a network of providAisof the hospital chains
based in India, except for NH, lease rather than own the labdiloiings they operate in.
Their locations in peri-urban areas or in Tier 2 and 3 towns meamrrehlaestate is less
expensive. NH differs in that it is located in Bangalore and hdtsitsupwn facilities, but this
was done with a subsidy from within the family [15].

Most of the companies also aggressively reduce costs for fisetsamnd supplies. Some of
the larger initiatives leverage their size to negotiate fdleragreements with manufacturers.
For example, in addition to using generic drugs, NH negotiates-telnortcontracts with
manufacturers to routinely get supplies at 30-35% lower cost [15].mdtbther groups also
maximize the use of fixed assets in order to lower unit cBstsexample CARE hospitals
use their radiology equipment throughout the day for outpatient appoistnaet at night
for inpatients [16].



The smaller hospital chains avoid investing in expensive equipmentpacities by

simplifying what they offer. LifeSpring Hospitals, which focsisen maternal and child
health, mainly offers outpatient services through its network ofl $rospitals (25-30 beds),
with deliveries as its only inpatient service. The hospitals ddvae¢ food services or their
own emergency transport fleet, but depend on other state and non-gentinservices
[28]. LifeSpring and Vaatsalya Hospitals also do not have their owondbbanks or
laboratory facilities. Instead, their facilities are styatelly located near larger facilities,
including medical schools, that do have these capacities, and they either refés pathese
services or establish agreements to use these resources rather than theegsbwn [22,25].

Lastly, the companies exhibit innovative strategies to reduce huesources costs.
LifeSpring and CEGIN tend to hire recent clinical graduates avhdess experienced and are
willing to work in small private hospitals to gain experience.REAhas its own training
program to enable task-shifting, where physician assistantsotakke work of residents.
This provides physicians more time for research, which helps kempstitesfied and retains
them [20]. At NH, doctors are paid fixed salaries that are coabpa to other private
hospitals, but they are expected to work longer hours and perform moexlymes This
approach allows NH to spend 22% of its revenues on salaries cahtpa8@%, which is
commonly found in the West [15].

Many of the companies studied reach the poor through cross-subsidizetors twsing
higher mark-ups on wealthier patients to partly subsidize carpdorer patients. CARE
states that 70% of its patients are subsidized to varying degrdesnot pay; NH up to 60%;
Zigitza, 20%; and Lumbini, 12%. This information was not available/isualiza, CEGIN
or LifeSpring. NH prints daily profit and loss statements in otdeknow in real time the
balance that they need to strike. Free procedures will be postpooeter to ensure that the
company maintains a healthy bottom line [21].

Some of the companies, do not use cross-subsidies, but instead, becdese lofdtions
they end up serving low income populations. For example, Queen Mamohatoriilem
Hospital has 395 general ward beds and 35 private ones, but the privateareonsed to
generate profits for Netcare rather than to extend cas&lga recognizes that its prices are
still out of reach for the poorest quintile, but it would not able fwaga® or survive if it were
to reduce its prices further. Similarly, Viva Sehat does not téfeed pricing, though there is
not documentation describing why.

Conclusions

This analysis showed that most for-profit companies reachingneasure of scale are based
in urban and peri-urban areas in South Asia, and that there are weoy tteem. Since most
companies follow the BoP model of low-cost, high-volume services,kesnsense that the
companies are based in areas with high population density. Furthreixtb&éincomes means
that they can cross-subsidize between patients. Even so, manyfafpinefit companies we
examined used charitable arms or partnerships with the governmexgand their services
to the poor.

Bhattacharaya et al [9] found many similar practices to thoseir study, including social
rather than traditional marketing, partnerships with government, lost/hogh volume
services and cross-subsidization. However eight of ten of the innovative organizaidied

by Bhattacharaya were non-profit. By focusing solely on for-prdinhpanies our review
sheds light on some of the practices that contribute to their survival and growth — aakethey
surprisingly similar to those pursued by non-profits. None of the coepancluded here
used traditional marketing techniques, instead using community dutasaceducation. All



focused on improving their customer orientation in a number of waysgding decreasing
opportunity costs of seeking care through more convenient locations aableswpening
hours; treating clients respectfully; and bundling services watiisparent prices. Medically,
the companies minimized their costs: some leveraged theircsizgltice input costs while
others simplified the services they offered, and most had statigimake human resources
more affordable. All of the companies standardized their medic@epses as much as
possible.

This study’s most challenging limitation was the availabiifyfdocumentation. It was often
difficult to find accurate indicators of scale which may haviecdd the initiatives’
inclusion. Further, our cut-off point regarding scale, (ie. excludingpammes serving fewer
than 40,000 clients per year), though indicated by a natural break datdewas arbitrary,
and it is possible that including somewhat smaller firms maxe kenriched the evidence.
Data on prices and profit margins were also not available. dsshk review, the analysis
depended on a limited number of case studies that have been writtemidys business
schools and organizations over the last ten years, as well o#yelitgrature. Therefore the
findings of this landscape analysis may be biased towards commptrae had more
documentation. Information was frequently incomplete, or had not been tstbjéact
checking or peer review. There is also a bias towards Engfighdge resources, which may
underrepresent companies working in Latin America, Francophone Africa aad Asi

Two main policy implications emerge. First, there is stillearth of empirical evidence on
the relevance of the Base of the Pyramid concept in the heeltr.da particular, evidence
regarding quality of care is needed, but also the extent to Wdmigé for-profit companies

actually reach the poor rather than the middle class. The tgagdricompanies included

offered specialized care. Broad primary care services ypagatly have lower margins and
would require a longer time to profitability. Viva Sehat clintesre the exception, but there
was very limited information on the company to shed light on what made it successful.

Second, the Prahalad vision of multinational companies serving the poonatcsggpear to

have materialized in the health sector. Instead, a host of home-grosaite companies are
serving the BoP through partnerships with foundations and government, and non-profit
organizations are probably more active than for-profit firms imisgithe poor. Risk-sharing
schemes, appear to be a more promising way governments and domersgage with for-

profit health care companies to reach the poor on a larger 3tasemay especially be the
case in areas where there is a lower population density atlérsmadle class that can help
support for-profit hospital or clinic chains.
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= General Information _—

* Program name and summary

* Type of initiative

¢ Country of operation

* Year established

* Legal and tax exemption status,

¢ Health focus

e Geography (urban, peri-urban, rural)

* Target population

* Income levels served (by quintile)

* Type(s) of innovation used to serve the poor
¢ Methods used to distinguish income levels.

= Evaluations —_—

* Whether or not there have been any rigorous
evaluations of the initiative’s outcomes or quality of
services as compared to other health care providers in
the country or area of operation.

Financing

¢ Sources of revenue
Fl'gB%E’? or does not accept insurance
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