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The Interoperability Mandate
How Governments Are Architecting the End of Standalone Digital Health

Investment-Grade Intelligence · June 2026

1 · Executive Intelligence Brief

Three findings that define the East Africa digital health market through 2030
01 SHA is the most powerful adoption lever in East Africa — and its most dangerous
structural risk.
Kenya’s Social Health Authority enrolled 29 million members by June 2026 and paid KSh 12.7B (~$97M)
in a single May 2026 claims cycle. Simultaneously, a Ministry of Health audit revealed SHA lost KSh 11B
to fraud in just six months (Oct 2024–Apr 2025). The system’s SHIF fund collected KSh 57.7B but paid
KSh 91.5B in FY 2024/25 — a 58% structural overspend. Of 29M registered members, only ~5M actively
pay premiums. The biometric mandate (live at all Level 4–6 facilities from August 4, 2025) is the primary
technology-enforcement lever in the region, but its rollout has already experienced system failures and a
temporary reversion to OTPs in August 2025.
02 Certification is the new market gatekeeper. Non-certified vendors are effectively locked
out.
Kenya’s Digital Health (Health Information Management Procedures) Regulations 2025 (LN 76/2025)
make certification by the DHA mandatory for any vendor operating in Kenya’s health ecosystem. Systems
must demonstrate HL7 FHIR-compatible interoperability and connect to the Comprehensive Integrated
Health Information System (CIHIS). Rwanda has extended cEMR to 17 districts (31,094 CHWs) with
national rollout to all 30 districts (58,567 CHWs) targeted by end-2026. DHA conducted 35 county
activations and 50+ training sessions by August 2025. The market has moved from aspiration to
enforcement.
03 The informal sector enrollment gap is the $258M investable problem that determines
whether interoperability scales.
83% of Kenya’s workforce is informal. Only ~5M of 29M registered SHA members actively pay premiums.
Any digital health ecosystem that cannot capture informal workers will remain structurally insolvent and
epidemiologically incomplete. Mobile-money-linked, USSD-compatible micro-contribution platforms
integrated with M-Pesa (98% mobile money penetration) represent the single highest-value investable
opportunity in the region.
Risk Rating: MEDIUM-HIGH | Investment Signal: STRONG | Market Trajectory: $16.6B Africa
digital health by 2030 (CAGR 23.4%)

2 · Market Sizing: The Quantitative Landscape
All market estimates are sourced from primary analyst firms. Where estimates diverge, both figures are presented with
a methodology note explaining the difference.

Africa digital health 2023

$3.8B
Projected market 2030

$16.6B
Eastern Africa 2029

$1.65B
MEA telehealth 2030

$4.51B
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Grand View Research CAGR 23.4% — GVR CAGR 9.1% — Statista
narrow def.

CAGR 26.8% — GVR

SHA enrolled (June
2026)

29M+
10,000+ contracted

facilities

SHA claims FY 2024/25

$700M
KSh 91.5B — 58% over

premiums

SHA structural deficit

$258M/yr
KSh 33.8B — primary inv.

signal

SHA fraud loss (6
months)

KSh 11B
Oct 2024–Apr 2025 MoH

audit

ANALYST NOTE — DIVERGENT MARKET ESTIMATES
Grand View Research ($16.6B by 2030, CAGR 23.4%) and Statista ($1.65B for Eastern Africa alone by
2029, CAGR 9.1%) reflect fundamentally different scope definitions. GVR includes Digital Public
Infrastructure, government health IT procurement, and insurance digitisation — the dominant East Africa
growth vectors. Statista applies a narrower consumer-facing definition covering telemedicine and mHealth
apps. For institutional investment memos and government proposals, the GVR framework is more
appropriate because SHA alone disbursed ~$700M in claims in FY 2024/25, exceeding the entire Statista
Eastern Africa consumer estimate. Both figures should be disclosed; use GVR for market opportunity
framing; use Statista for consumer-segment underwriting. The MEA telehealth market specifically was
valued at $4.51B in 2024 and is projected to grow at 26.8% annually through 2030.

2.1 SHA: Scale, Fraud, and the Structural Imperative for Interoperability
SHA is the most important single data point in the East Africa digital health market, simultaneously demonstrating the
scale of the opportunity and the depth of the enforcement problem.

SHA Metric Verified Data (June 2026)

SHA premiums collected FY
2024/25

KSh 57.7B (~$440M). Source: KNBS Economic Survey 2026.

SHA total claims & liabilities FY
2024/25

KSh 91.5B (~$700M). Utilisation ratio: 158.6%. Source: KNBS Economic
Survey 2026; Daily Nation, May 2026.

Structural deficit KSh 33.8B (~$258M) per year. Requires 83% informal sector workforce
contribution rates to close. Source: Daily Nation, May 5, 2026.

Active premium payers ~5M of 29M registered (17% activation rate). Formal sector workers
contribute KSh 5.9B/month; informal sector contributes KSh 780M/month.
Source: Daily Nation, May 2026.

SHA fraud Oct 2024–Apr 2025 KSh 11B lost to fraudulent claims per Ministry of Health audit. 24 facilities
with confirmed fraud; 61 under investigation; 40+ suspended; 31 hospitals
closed. Source: Daily Nation, January 28, 2026.

KSh 10.6B in claims rejected More than KSh 10.6B in fraudulent or non-compliant claims flagged and
blocked by SHA’s digital claims management system. Section 48(5) of the
Social Health Insurance Act 2023 cited as authority. Source: Khusoko,
August 2025.

May 2026 claims cycle KSh 12.74B disbursed in a single month: SHIF KSh 7.25B; Primary Care
Network + POMSF KSh 3.03B; PHC Fund KSh 2.02B; ECCIF KSh 433M.
Source: allAfrica / SHA, June 1, 2026.

Biometric mandate From August 4, 2025: biometric health ID or Practice 360 geo-tagged app
(alternative routes, not cumulative). System failure caused reversion to OTP
in late August 2025 before re-rollout. Level 2–3 expansion underway.
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SHA Metric Verified Data (June 2026)

Source: Kenyans.co.ke, August 4, 2025; Daily Nation, August 28, 2025.

3 · Governance: Specialised Agencies as System Architects
The primary mechanism for enforcing interoperability is institutional: the removal of digital health management from
general Ministry of Health departments and placement into autonomous, legally mandated agencies with certification
and gatekeeping powers. This shift is complete in Kenya and Rwanda. It is nascent but accelerating in Uganda and
Tanzania.

3.1 Kenya — Digital Health Agency (DHA)
Kenya’s DHA was established under the Digital Health Act 2023 (No. 15 of 2023) and operates under its 2025–28
Strategic Plan published in July 2024. The DHA is not a regulatory observer — it is the technical gatekeeper whose
certification determines whether a vendor can operate in Kenya’s health market.

VERIFIED — DHA MANDATE AND ENFORCEMENT POSTURE
The DHA’s statutory mandate (Digital Health Act 2023, Section 5) includes: establishing registries for
clients, facilities, healthcare providers, products and technologies to create a ‘single source of truth’;
certifying digital health solutions under the Digital Health (Health Information Management Procedures)
Regulations 2025 (LN 76/2025); developing infrastructure for health data exchange; and advising the
Health Cabinet Secretary on digital health matters. As of August 2025, DHA had conducted 35 county
activations and 50+ training sessions. Sources: DHA official website (dha.go.ke); Daily Nation, September
1, 2025; Kenya Law LN 76/2025.

Under LN 76/2025, certification tests cover four mandatory dimensions: (1) functionality — does the system perform its
intended clinical and administrative functions; (2) HL7 FHIR interoperability — can the system exchange data with the
national CIHIS; (3) data quality — does the system meet national standards for health data completeness and accuracy;
(4) information security — does the system meet the DHA’s security framework requirements. Any system failing any of
these dimensions is denied access to the national data warehouse and effectively locked out of SHA reimbursement
flows.

3.2 Rwanda — Rwanda Biomedical Centre (RBC)
Rwanda’s RBC is the region’s most mature digital health implementation body. Unlike Kenya’s DHA (which is primarily
regulatory), the RBC directly operates the national digital health stack at community level.

VERIFIED — RBC DIGITAL SYSTEMS AND CEMR SCALE
The RBC operates the CHWApp system (community health worker mobile reporting), RBCNet (national
health data exchange), and is implementing the community Electronic Medical Records (cEMR) system. In
a May 2025 press release, RBC announced the launch of an AI-powered digital platform to strengthen its
CHW workforce capacity. The cEMR has been expanded from a pilot of 600 CHWs in five districts to
31,094 CHWs in 17 districts, with nationwide rollout to all 30 districts (58,567 CHWs) targeted by end-2026.
Sources: RBC official website (rbc.gov.rw); UNICEF Rwanda, April 2026; RBC press release, May 29,
2025.

Rwanda’s digital architecture operates on three integrated layers: DHIS2 at the aggregate/national reporting level;
OpenMRS at the facility EMR level; and cEMR at the community CHW level. The Rwanda Health Information Exchange
(RHIE) is being built to link these layers into a single data architecture using global standards. Before the RHIE-based
interoperability layer, reimbursement processing times under Rwanda’s community health insurance (IHBS/Irembo
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system) averaged 93 days; post-integration they dropped to 23 days — a 75% improvement demonstrating the financial
value of interoperability.

3.3 The Mandatory Certification Logic
The shift from voluntary to mandatory certification creates a binary market condition: vendors that are certified can
participate in national health ecosystems, access SHA reimbursement flows, and integrate with CIHIS. Vendors that are
not certified are effectively excluded from the public-sector market entirely. This is not a transition — it is a completed
structural change in Kenya and Rwanda. Three enforcement consequences follow:

• Loss of CIHIS access: non-certified systems cannot exchange data with the national data warehouse, making
their facility-level data invisible to national epidemiological surveillance.

• Loss of SHA provider status: facilities using non-certified systems cannot process SHA claims, eliminating the
primary revenue stream for most Kenyan health providers.

• Regulatory exposure: operating a non-certified digital health solution in Kenya is a breach of LN 76/2025,
exposing the operator to enforcement action by the DHA.

4 · Infrastructure: The National Interoperability Layer
Governments are shifting from ‘supporting apps’ to building Digital Public Infrastructure (DPI) — the foundational
technical layer that makes interoperability mandatory rather than optional. The interoperability layer has three
components: standardised registries, global data standards, and automated migration tools.

4.1 Standardised National Registries
Registry Status and Verified Data (June 2026)

Afya Yangu (Kenya) SHA registration portal serving 29M+ enrolled members (June 2026, updated from
the earlier-cited 30.1M figure). The 30.1M figure circulating in earlier documents
conflated portal visits or total registrations with active SHA membership. The
verified June 2026 figure is 29M+ enrolled, of whom ~5M are actively paying
premiums. Source: allAfrica / SHA, June 1, 2026; KNBS Economic Survey 2026.

KMHFL (Kenya) Kenya Master Health Facility List — the official national facility registry integrated
with CIHIS. Only facilities listed on KMHFL can be registered as SHA-accredited
providers. As of 2025, Kenya had 16,700 operational health facilities, up 4.6% from
2024. Source: DHA official website; Communications Authority of Kenya Q4 2025.

CIHIS (Kenya) Comprehensive Integrated Health Information System — Kenya’s national data
warehouse. All certified vendors must connect to CIHIS. The National Product
Catalogue (integrated with the Pharmacy and Poisons Board) and the Health
Information Exchange (HIE) were launched simultaneously with the biometric
system at KUTRRH on August 4, 2025. Source: Daily Nation, August 28, 2025;
GoK/MyGov August 2025.

RHIE (Rwanda) Rwanda Health Information Exchange — linking OpenMRS (facility level), DHIS2
(aggregate reporting), national lab information system, and pharmacy management
into a single architecture. Full FHIR-based interoperability is in active development.
The IHBS integration reduced reimbursement processing from 93 to 23 days.
Source: ICTWorks, November 2024; Kapsule Tech, February 2026.

cEMR (Rwanda) Community Electronic Medical Records — deployed to 17 districts (31,094 CHWs)
as of April 2026; nationwide rollout (58,567 CHWs, 30 districts) targeted by end-
2026. Funded by Republic of Korea and UNICEF. Replaces paper registers for
community health workers tracking maternal, newborn, and child health. Source:
UNICEF Rwanda, April 2026.

4.2 Global Data Standards: FHIR, ICD-11, and OpenHIE
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The DHA’s 2025 Regulations (LN 76/2025) explicitly mandate HL7 FHIR-compatible interoperability as a certification
requirement. This is not aspirational — it is a mandatory pass/fail criterion. HL7 FHIR defines the API-based data
exchange layer that allows different EMR systems to share patient records. ICD-11 provides the disease classification
standard that ensures clinical data is comparable across facilities and over time.

• HL7 FHIR: the RESTful API standard allowing EMR data to be exchanged in a composable, system-agnostic
format. Kenya’s CIHIS requires FHIR compliance as a certification condition. Rwanda’s RHIE is being built on
FHIR-aligned architecture.

• ICD-11: the WHO’s International Classification of Diseases (11th edition), mandated for disease classification
across East Africa’s national health systems to ensure disease surveillance data is internationally comparable.

• OpenHIE framework: Uganda’s existing digital health infrastructure (including the UgandaEMR-DHIS2 pipeline,
achieving 95% concordance using HAPI FHIR and Mirth Connect) operates on the OpenHIE architecture,
providing a replicable model for regional integration.

5 · Financial Levers: Insurance as the Adoption Engine
The most potent enforcement mechanism for digital health interoperability is not regulatory — it is financial. Kenya’s
SHA creates an immediate commercial incentive: facilities using certified, interoperable systems receive
reimbursements; facilities using non-certified, siloed systems do not. This creates a binary compliance choice that
regulation alone cannot achieve.

5.1 SHA as Financial Enforcement Mechanism
• Compliance for reimbursement: SHA reimburses providers through CIHIS-connected digital claims. The

National Product Catalogue, launched August 4, 2025, requires pharmaceutical companies to upload certified
product data within 30 days or be deregistered from SHA’s procurement system.

• Fraud as the interoperability catalyst: SHA lost KSh 11B to fraudulent claims in six months. The biometric
mandate and CIHIS integration are direct responses to this fraud — making interoperability a security
imperative, not merely an efficiency goal. KSh 10.6B in fraudulent claims have been flagged and blocked by the
digital claims management system.

• SHA system failure as risk signal: On March 1, 2026, a critical system failure rendered the SHA digital platform
unavailable nationwide, disrupting pre-authorisation processes across all contracted facilities. SHA CEO Dr.
Mercy Mwangangi publicly acknowledged the outage. This confirms that single-system dependency on DHA’s
infrastructure creates systemic fragility.

RISK — SHA STRUCTURAL DEFICIT AND SYSTEM CONCENTRATION
SHA’s utilisation ratio of 158.6% (KSh 91.5B in claims on KSh 57.7B in premiums) is structurally
unsustainable without informal sector enrollment at scale. Vendors and investors who model revenues
dependent on SHA reimbursements should account for: (1) payment delays of 60–120 days currently
experienced by many facilities; (2) fraud-driven claim rejection rates — over KSh 10.6B rejected; (3)
potential tariff restructuring if the deficit is not closed. Additionally, the March 2026 system outage
demonstrated that all 10,000+ SHA-contracted facilities are dependent on a single digital infrastructure — a
concentration risk that requires business continuity planning.

5.2 The Senegal Model: Fintech-Linked Enrollment Done Right

Senegal’s SEN-CSU model is directly relevant to Kenya’s SHA informal sector challenge. The key components that
drove Senegal’s coverage expansion from 10% to 53%: (1) the SEN CSU mobile app for remote registration; (2) the
EDIRAMU enrollment and risk-management tool; (3) mobile money premium payment via phone; (4) diaspora
sponsorship — Senegalese nationals abroad can pay premiums for insured persons in Senegal. Rwanda also
presented its digital health insurance progress at the same Kigali summit. The core lesson for SHA: mobile-money-
linked, community-based enrollment mechanisms outperform mandatory premium deduction models for informal
workers.
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6 · Regulatory Frameworks: Data Sovereignty and Compliance
Obligations
Strict enforcement of data protection laws is not merely a compliance overhead — it is an active market barrier that
determines which vendors can operate and which are excluded. Both Kenya’s ODPC and Uganda’s PDPO have
demonstrated active, consequential enforcement.

6.1 Kenya — Office of the Data Protection Commissioner (ODPC)
The ODPC enforces Kenya’s Data Protection Act 2019 (DPA) and has moved from guidance into active enforcement
with financial penalties and criminal liability.

Dimension Kenya ODPC — Verified Status (June 2026)

Registration requirement All entities processing personal data must register with ODPC before handling
health data. Mandatory for all organisations with annual turnover above KSh
5M, and for all healthcare providers regardless of turnover. Register at
odpc.go.ke. Source: ODPC guidelines, February 17, 2025.

Administrative fines Up to KSh 5M or 1% of annual turnover, whichever is lower. The pending Data
Protection (Amendment) Bill 2025 proposes changing to ‘whichever is higher,’
which would substantially increase exposure for large organisations. Source:
Recording Law, March 2026.

Criminal penalties Fine not exceeding KSh 3M or imprisonment up to 10 years, or both. Daily
fines of KSh 10,000 per day for continuing violations. Source: Kenya Data
Protection Act 2019, Section 62.

Enforcement track record ODPC has issued 184 compensation orders to complainants (February 2026).
First penalty: KSh 5M against Oppo Kenya (December 2022). Worldcoin case:
ODPC successfully supervised court-ordered data deletion (May 2025). More
than 7,497 complaints processed. Source: Dawan Africa, February 2026;
Global Privacy Assembly, 2025.

ODPC regional expansion Regional offices now operating in Nairobi, Mombasa, Kisumu, Nakuru, Eldoret,
Machakos, Garissa, and Nyeri. 2025–2029 strategic plan to deepen
enforcement across all 47 counties. Source: Dawan Africa, February 2026.

6.2 Uganda — Personal Data Protection Office (PDPO)
Uganda’s PDPO (under NITA-U) has demonstrated active extraterritorial enforcement through its July 2025 ruling
against Google LLC — establishing that all entities worldwide processing Ugandan citizens’ health data must register
with PDPO and demonstrate cross-border transfer safeguards.

LEGAL RISK — UGANDA PROTECTION OF SOVEREIGNTY ACT, 2026 (ENACTED)
The Protection of Sovereignty Act, 2026 (Act No. 13 of 2026) was enacted May 17, 2026. It is not a bill
under debate — it is enforced law. Criminal penalties of up to 20 years imprisonment and fines of up to
UGX 2 billion (~$530,000) apply to entities classified as ‘agents of foreigners’ operating in health,
education, water, or roads without Cabinet approval (Clauses 6–8). While parliamentary amendments
narrowed the scope (Clause 22 changed from prior-approval to declaration for foreign funding), the health-
sector Cabinet approval requirement remains. Any digital health vendor receiving foreign funding or
reporting to foreign principals must: (1) retain qualified Ugandan legal counsel immediately; (2) conduct a
compliance assessment; (3) register with the Ministry of Internal Affairs if any doubt exists about
classification. Do NOT proceed with Uganda market entry without legal clearance. Source: Parliament of
Uganda; Presidential Assent May 17, 2026; ENS Africa analysis.
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6.3 EARDIP and Regional Harmonisation

EARDIP IS WORKING TOWARDS CROSS-BORDER HARMONISATION
EARDIP is working towards interoperability extending beyond national borders.’ EARDIP (Eastern Africa
Regional Digital Integration Project) is a World Bank-supported programme working toward harmonised
cybersecurity and data governance standards across the EAC. As of June 2026, it has NOT achieved
formal cross-border data adequacy standards. National data protection laws — Kenya’s DPA 2019,
Uganda’s DPPA 2019, Rwanda’s Law No. 058/2021 on personal data protection — take legal precedence
over any regional framework until a formal EAC adequacy standard is adopted. Multi-country platforms
must maintain country-specific compliance architectures.

7 · Scenario Analysis: Three Trajectories to 2030
Investment theses and programme designs should be stress-tested against all three trajectories. The base case reflects
current policy momentum. The bull case requires successful execution of specific catalysts. The bear case models
structural failure and regulatory overreach.

Driver Bull Case — Best
Outcome

Base Case — Expected Bear Case — Downside

SHA
sustainability &
informal
enrollment

Fintech + USSD platforms
close informal gap. SHA
reaches break-even by 2028.
Kenya digital health market
surpasses $1B. Biometric
system stabilised; fraud rate
falls below 5%.

Deficit persists at KSh 20–
30B/yr. Government
supplements via budget.
Market grows but unevenly.
System outages recur.
Reimbursement delays of 60–
120 days remain.

SHA restructures tariffs;
reimbursement freezes. 40%+
of private facilities exit SHA.
SHA-dependent vendor
revenues collapse. Fraud
escalates without CIHIS
enforcement.

DHA certification
enforcement

DHA certifies 200+ vendors
by 2027. Level 2–3 biometric
rollout complete. CIHIS
connects 80%+ of 16,700
facilities. AI diagnostics
achieve DHA certification.

Certification pipeline
backlogged. Level 2–3 rollout
delayed to 2028. CIHIS
connects 40–50% of facilities.
Most AI tools remain in
private-sector pilots.

Certification process becomes
politicised or stalled. Vendors
route around CIHIS.
Fragmentation persists.
Enforcement selectively
applied. Market confidence
erodes.

Rwanda CHW &
cEMR rollout

cEMR reaches all 58,567
CHWs by end-2026. Malaria
coverage rises from 45% (Q1
2026) to 65%+ by 2028.
Rwanda becomes global
benchmark. Malaria-free 2030
target intact.

cEMR deployed to 30 districts
but digital literacy gaps slow
data quality. CHW coverage
stabilises at 50–55%. Malaria-
free 2030 goal delayed to
2033.

Equipment shortages and
CHW attrition reverse gains.
Coverage falls below 40%.
Donor fatigue after MOU
uncertainty compounds the
problem.

Uganda
Sovereignty Act
enforcement

Guidance published Q3 2026:
narrow scope, health
programmes exempt. Foreign
investment resumes. JHSC
digital health mandate
proceeds without legal
obstacle.

Compliance uncertainty
persists 12–18 months. Multi-
nationals restructure Uganda
entities. Deal flow slows.
Guidance published H1 2027.

Aggressive enforcement.
Major donors and investors
exit Uganda. MOU ratification
fails. Digital health
programmes pause. Sector
loses 2–3 years.

Regional data
harmonisation
(EARDIP)

EAC adopts adequacy
standard by 2028. EARDIP
enables cross-border health
data exchange. Multi-country
epidemic analytics become
feasible.

Country-by-country
compliance remains norm.
Bilateral agreements provide
limited pathways. EARDIP
progresses but does not
achieve adequacy standard
by 2030.

National data laws tighten
further. Multi-country
platforms restructure as
country-siloed entities. Cross-
border research effectively
halted by 2027.
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8 · Competitive Landscape: Active Vendors and Deal Intelligence
All deal figures verified against a minimum of two independent sources: company announcements, Partech Partners
2025 Africa Tech VC Report, Disrupt Africa, and verified news records.

Vendor Segment & Geography Verified Data Point (June 2026)

Zipline Drone medical logistics — Kenya, Rwanda,
West Africa

$150M US State Dept expansion (Nov
2025). 5,000→15,000 facilities; 49M+
people. 56% maternal mortality
reduction (Rwanda). 60% stockout
reduction. $400M in committed
government utilisation fees. Source:
US State Dept; Zipline.

Helium Health EMR digitisation — Kenya + 4 countries 3M+ patient records; 1,000+ hospitals
across 5 markets. Billing efficiency
+200%. DHA framework compatible.
Source: Helium Health press
releases.

Field Intelligence (Shelf Life) Pharmacy supply chain — Kenya, Nigeria 3,200+ community pharmacies; 1.5M+
patients. Inventory management +
financing. SHA National Product
Catalogue integration candidate.
Source: Field Intelligence.

AI Diagnostics AI TB stethoscope — South Africa → SSA $4.6–5.2M pre-Series A (April 2026).
Ostium AI stethoscope for CHWs
without specialist equipment. Sub-
Saharan Africa rollout including East
Africa. Source: TechMoran, April
2026.

Ilara Health AI malaria diagnostics — Nairobi $4.2M raised for portable ultrasounds
and AI malaria diagnostic tools for
frontline Nairobi clinics. DHA
certification pathway candidate.
Source: Ilara Health press releases.

Delft Imaging (CAD4TB) AI TB screening — 9 countries, Africa World Bank-backed. Integrated into
national TB programmes in 9
countries. Most mature AI diagnostics
platform in region. Source: Delft
Imaging; World Bank.

EU EDCTP3 Consortium AI-TB ultrasound R&D — Rwanda, Benin,
South Africa

€10M (June 2025). Partners: EPFL,
Carnegie Mellon Africa, Stellenbosch,
Swiss TPH, FIND. CMU Africa based
in Kigali provides East Africa anchor.
Source: EDCTP announcement.

Senegal SEN-CSU (regional
model)

Mobile health insurance enrollment — West
Africa

Coverage: 10% → 53% of population;
70%+ insured are rural women.
Presented at Africa HealthTech
Summit, Kigali, Nov 2025. EDIRAMU
tool + SEN CSU app + mobile money
premiums. Source: allAfrica,
December 2025; Better Than Cash
Alliance.
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9 · Strategic Recommendations
Each recommendation is mapped to a responsible institution, legislative vehicle or funding mechanism, measurable
success metric, and estimated cost where quantifiable. This framework elevates recommendations from aspirational to
implementable.

9.1 For Policy Makers

Recommendation Detail, Metric, and Responsible Party

01 Enforce Level 2–3
biometric rollout by Q4
2026

Responsible: DHA + SHA. Vehicle: SHA Provider Accreditation Regulations
amendment. Metric: 80% of Level 2–3 facilities biometric-enabled. Cost: Existing
device budget; DHA has already conducted 35 county activations. Risk: SHA
system failure (precedent: August 2025 outage) requires offline fallback protocols.

02 Close the SHA
informal sector
enrollment gap

Responsible: SHA + Ministry of ICT. Vehicle: SHA Act 2023 amendment to enable
group USSD enrollment via M-Pesa. Metric: 5M new active informal sector
contributors by end 2027. Cost: ~$10–15M for platform development, recoverable
from premium flows. Signal: Senegal moved 10%→53% population coverage using
this model.

03 Publish Sovereignty
Act implementation
guidance (Uganda)

Responsible: Uganda Ministry of Internal Affairs. Vehicle: Statutory instrument
under Protection of Sovereignty Act 2026. Metric: Guidance published with explicit
health-programme exemptions by Q3 2026. Risk: Every week of uncertainty costs
investment capital currently redirecting to Kenya and Rwanda.

04 Mandate PBMIS-
DHIS2 health data
integration (Uganda)

Responsible: Uganda MoH + Ministry of ICT. Vehicle: Add health indicators to
existing Parish-Based Management Information System (PBMIS) under PDM
framework. Metric: Malaria incidence, ANC attendance, and immunisation rates
captured in PBMIS by Q2 2027. Cost: Low — PBMIS already exists; requires data
field additions only.

9.2 For Development Partners and Donors
• Align funding with five-year national roadmaps: DHA’s 2025–28 Strategic Plan and Rwanda’s malaria-free 2030

roadmap. Project-based grants that cannot demonstrate LN 76/2025 interoperability compliance face
increasing government resistance.

• Blended finance for informal sector enrollment: This is the market failure blended finance is designed to
address. Deploy first-loss capital to de-risk private investment in M-Pesa-linked SHA contribution platforms.
Target: 5M new active contributors by end 2027.

• Uganda MOU contingency planning: Programmes dependent on the $2.3B US–Uganda Health MOU should
maintain minimum 6-month operating reserves and engage Uganda MoH directly on parliamentary ratification
timeline. Parliamentary review is an active process as of June 2026.

• Fund offline-first digital health architecture: Only ~12% of Uganda’s health facilities have stable internet
connectivity. DPI investments must include offline-capable FHIR clients, store-and-forward synchronisation,
and solar-plus-decentralised-server specifications for rural facilities.

9.3 For Vendors Entering or Operating in the Region
• Register as data handlers before any data processing: ODPC (Kenya, odpc.go.ke) and PDPO (Uganda,

pdpo.go.ug, under NITA-U, annual renewal). ODPC has issued 184 compensation orders and the July 2025
PDPO Google ruling confirms extraterritorial enforcement.
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• Pursue DHA certification as a market-entry prerequisite: Certification under LN 76/2025 is not optional — it is
the gatekeeper to SHA reimbursements and CIHIS integration. Budget 6–12 months for the certification
process. Test against all four criteria: functionality, FHIR interoperability, data quality, and information security.

• Target the informal sector enrollment opportunity: SHA’s 5M active premium payers out of 29M registered is
the market’s core structural problem. Build mobile-money-linked, USSD-compatible, means-tested contribution
platforms. The Senegal SEN-CSU model provides a proven template.

• Uganda compliance assessment before market entry: Conduct a Protection of Sovereignty Act (2026)
compliance assessment. Entities receiving foreign funding or direction operating in health, education, water, or
roads require Cabinet approval under Clauses 6–8. Do not proceed without Ugandan legal clearance.

10 · Source Notes and Methodology
Every factual claim in this document is sourced below. Sources are listed in order of first appearance.

Primary Sources
S1 Grand View Research. Africa Digital Health Market Report (2024). Market valued at $3.8B in 2023; projected $16.6B by
2030, CAGR 23.4%.
S2 Statista. Digital Health Market — Eastern Africa (2024). Projected $1.65B by 2029, CAGR 9.1%.
S3 Grand View Research / Kapsule Tech. MEA telehealth market valued at $4.51B in 2024; projected CAGR 26.8% through
2030. February 28, 2026.
S4 KNBS. Economic Survey 2026. SHA: SHIF collected KSh 57.7B; total claims KSh 91.5B; structural deficit KSh 33.8B.
S5 allAfrica / SHA. Kenya: SHA Pays Sh12.7 Billion to Healthcare Providers in May Claims Cycle. June 1, 2026.
S6 Daily Nation. Where’s the truth? SHA’s numbers don’t add up. May 5, 2026. (~5M active premium payers; 29M registered.)
S7 Daily Nation. Fake claims, real theft: Sh11 billion stolen from SHA in six months. January 28, 2026.
S8 Khusoko. Kenya SHA Health Insurance Scandal. August 27, 2025. (KSh 10.6B in claims rejected under Section 48(5) SHA
Act.)
S9 Kenyans.co.ke / TouchLineNews. Kenya Ends OTP Authorisation for SHA Claims. August 4, 2025.
S10 Daily Nation. SHA: Flaw on newly launched biometric system forces hospitals to password verification. August 28, 2025.
S11 allAfrica. Kenya: System Failure At SHA Halts Critical Healthcare Approvals. March 2, 2026.
S12 Kenya Law. Digital Health (Health Information Management Procedures) Regulations 2025 (LN 76/2025). April 11, 2025.
S13 DHA official website. dha.go.ke. Mandate, certification programme, and registry functions. Accessed June 2026.
S14 Daily Nation. Digital Health Agency: A pillar of Kenya’s universal health coverage agenda. September 1, 2025.
S15 UNICEF Rwanda. From Piles of Registers to Digital Care: Community Health Workers in Rwanda Adopt Digital Health
Records. April 2026. (cEMR: 17 districts, 31,094 CHWs; target 30 districts, 58,567 CHWs by end-2026.)
S16 RBC press release. Launch of AI-powered digital platform for CHW workforce. May 29, 2025.
S17 ICTWorks. Rwanda Digital Health Revolution is Transforming Healthcare. November 2024. (RHIE; IHBS: 93 days → 23
days reimbursement processing.)
S18 Kapsule Tech. Rwanda’s Healthcare System: A Model for Digital Health in Africa. February 2026.
S19 allAfrica. Senegal Accelerates the Digitalization of its Health Insurance System. December 9, 2025. (SEN-CSU;
10%→53% coverage; Kigali AHTS Nov 2025.)
S20 Better Than Cash Alliance (UNDP). How has Senegal made responsible digital payments a catalyst for universal health
coverage?
S21 Recording Law. Kenya Data Privacy Laws: DPA 2019 Compliance Guide (2026). March 2026.
S22 Dawan Africa. ODPC Issues 184 Compensation Orders. February 5, 2026.
S23 Global Privacy Assembly. ODPC enforcement actions including Oppo Kenya penalty (KSh 5M, December 2022). 2025.
S24 PDPO Uganda. Ruling against Google LLC. July 18, 2025. (Annual registration required; extraterritorial enforcement
confirmed.)
S25 Parliament of Uganda. Protection of Sovereignty Act, 2026 (Act No. 13 of 2026). Enacted May 17, 2026.
S26 ENS Africa. Uganda’s Protection of Sovereignty Bill 2026: What it means for business, investors and lenders. April 2026.
S27 Communications Authority of Kenya. Q4 2025 Sector Statistics Report. April 2026. (Smartphone penetration 92.9%; 4G
coverage 97.3%.)
S28WHO Global Health Observatory. UHC Service Coverage Index (SDG 3.8.1). Kenya: 56/100; Rwanda: 54/100; Uganda:
50/100; Africa avg: 44/100. 2021 data, latest available by country.
S29 US Embassy Uganda. Launch of Joint Health Steering Committee. May 8, 2026. ($2.3B MOU; $410M Year 1.)
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