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Abstract
The application of mobile health holds promises of achieving greater accessibility in the evolving health care
sector. The active engagement of private actors drives its growth, while the challenges that exist between
health care privatization and equitable access are a concern. This article selects the private internet hospital
in China as a case study. It indicates that a market-oriented regulatory mechanism of private mobile health
will contribute little to improving health equity from the perspectives of egalitarians and libertarians. By
integrating the capability approach and the right to health, it is claimed that mobile health is a means of
accessing health care for everyone, where substantive accessibility should be emphasized.With this view, this
article provides policy recommendations that reinforce private sector engagement for mobile health,
recognizing liberty, equity, and collective responsibility in the Chinese context.

Keywords: mHealth; health care privatization; capability approach; justice; the right to health

Introduction

The question of how to enhance health equity and address social determinants of health is crucial for
every country in the world.1 The combination of new technology and health care, such as mobile health
(“mHealth”), is expected to contribute to this issue by making health care more accessible and
sustainable.

The termmHealth refers to “medical and public health practice supported by mobile devices, such as
mobile phones, patient monitoring devices, personal digital assistants (PDAs), and other wireless
devices,” according to the World Health Organization.2 In contrast to in-person care at conventional
hospitals, mHealth is particularly beneficial to home care. By providing a broader geographical scope to
efficient and personalized services, mHealth expands both accessibility and availability of health care.
These added values place mHealth in a unique position for future health care service delivery.

In China, mHealth is growing vibrantly. Tech giants and startups are actively entering this new area,
driven by novel technologies and favorable policies.3 The involvement of private actors, a key driver of
mHealth, points toward a new phenomenon in health care privatization.Within this evolving health care
context, various services are being commodified in mHealth provided by the private sector, allowing
individuals to purchase them as desired. How do we address the relationship between private mHealth
and health equity?

Studies on health care privatization in China have predominately examined social policies from the
perspective of economic theory.4,5 Ethical theory, however, plays an equally important role in analyzing
the private sector and formulating health policies. In health, justice is intrinsically related to equity and
equality. Equity and justice are also among the core principles underlying China’s national health
strategic plan, according to Healthy China 2030. Therefore, this article attempts to discuss the extent to
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which privatemHealth could realize equitable access to health care. In what ways should health policy be
amended to manage mHealth in the private sector adequately?

For this purpose, the context of mHealth is introduced. Classical ethical theories, specifically
egalitarian and libertarian are then applied to analyze the prevalent market-based, consumer-driven
mHealth initiatives. It appears that the current practice of private mHealth contributes little to the
achievement of health equity. Next, an alternative path to address private mHealth toward justice is
provided by applying the capability approach (CA). Finally, some policy recommendations designed to
manage mHealth in the private sector are put forward.

mHealth and Privatization of Health Care

The Health Service Delivery System

The health care sector in China provides an interesting case to discuss health care privatization. On
the one hand, the government plays a primary role in managing all functions of the health care
domain, including financing, oversight, regulation, and service provision.6 Under a state-led strategy,
the country has achieved near-universal basic health insurance coverage for 1.3 billion people, with
the out-of-pocket payment proportion decreasing from 35.29% in 2010 to 28.36% in 2019.7 The
substantial progress reaffirms the role of the state in the public sector health care reform since 2009.8,9

On the other hand, much still needs to be done to improve this public-hospital centric system,
considering the increased financial burden, the uneven distribution, and inefficient uses of
resources.10,11 In the absence of strict referral rules, most patients tend to bypass primary health
care, leading to overcrowding in large public hospitals in urban areas. In addition, disparities in social
arrangements affect the outlook of health equity and the sustainability of this health care system.12

These challenges undoubtedly require a mixed health service delivery system through private sector
engagement.

mHealth in the Private Sector

The emergence of mHealth diverts private engagement to a promising area. The so-called inter-
net hospital, one type of mHealth, is a particularly prominent emerging phenomenon in the field. The
internet hospital is an integrated platform in the form of a mobile app, which provides one-stop health
care services at the user’s fingertips, including appointments, consultations, e-prescriptions, drug
delivery, and health care management. Amongst these services, consultation is one of the most
frequently used services provided by the internet hospital. Patients may consider to request online
medical consultation before visiting a hospital in person. After an initial examination at a conventional
hospital, patients can also choose an internet hospital for further consultation and subsequent
treatment. As of January 2019, there were 130 registered internet hospitals, covering 73.5% of
China.13 While approximately two-thirds of these internet hospitals are initiated by private enter-
prises, those owned by public hospitals are increasingly dominant in the market.14,15 Nevertheless,
more than half of the users choose private internet hospitals for disease consultations.16 Given the
success of the digital economy and the high penetration of mobile networks, tech companies are keen
to advance mHealth.

Mobile health can provide timely, accessible, and convenient services, but it may lead to new
problems. One of those problems is related to health equity. Private internet hospitals intend to be
profitable. In a leading private internet hospital, patients can choose skilled doctors from top-level
hospitals nationwide. As a result, the cost of services is higher than the standard rate of public
hospitals. For example, a comparison of the medical service prices charged by two leading private
internet hospitals shows that they vary widely, ranging from 50 RMB to 1,680 RMB.17 In contrast to the
guided price (50–100 RMB) imposed by the government on public hospitals, private internet hospitals
do not adopt a uniform pricing standard. Even doctors who are associated with the same public
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hospital charge different service fees at different private internet hospitals. This outcome echoes some
findings from earlier studies.18,19

Private health care in low-income and middle-income countries is very heterogeneous.20 The
evidence supporting the claim that the private sector ensures equity of access is relatively weak, since
it often leads to the exclusion of the poor21 and high levels of out-of-pocket payment.22 Yet whether
private sector mHealth would impact health equity is dependent on the choice of regulatory strategy.
What is more, the distinguishing features and added benefits of mHealth may suggest an arrangement
that differs from previous settings in the private sector. It is, therefore, necessary to assess the current
regulatory method for private mHealth.

The Current Regulatory Method and Likely Consequences from Egalitarian and Libertarian
Perspectives

Market-Oriented Mechanism

As in some other countries, China has introduced different legislative measures and policies to
regulate publicly and privately owned medical institutions. Realizing equal access to basic health care
is the fundamental principle in Chinese law.23,24 As for the public sector, its primary task is to
guarantee accessible basic health care. In the private sector, however, the distribution of health care is
market-based, with emphasis on individual choices and meeting personal needs.25 This market
approach allows private medical institutions to set their own prices for various services, while the
price list needs to be transparent and subject to further oversight. Consequently, medical expenses
incurred in private medical institutions are mainly paid through out-of-pocket payments or reim-
bursed by commercial insurance companies. Private mHealth follows this market-oriented mecha-
nism. Since the differences between mHealth and hospital in-person care are considerable, what are
the possible implications of this pro-market policy for health equity?

Egalitarianism vs. Libertarianism

The concept of justice has long been applied to discuss equality and equal distribution of social goods.
Those theories derived from values, ideals, and interests of different societies and cultures elaborate
many dimensions of justice, suggesting that the application of only one camp to issues in health caremay
lead to an ideologically predetermined result.26 In the priority setting of health care, the contrasting
egalitarian and libertarian theories provide a good interpretation for the public and private divide.27

Therefore, in this section, both egalitarian and libertarian views are considered to examine the possible
consequences of this market-based mechanism for regulating private mHealth.

Egalitarianism foregrounds equal access as a key principle of justice. According to Rawls, fair
distribution means meeting individuals’ needs for primary goods.28 A just society should ensure
individual’s “equality of opportunity,” in particular for those who are less off than others.29 In this
sense, egalitarian theory recognizes the principle of need and equal opportunity of access to health
care. Libertarianism, however, emphasizes individual rights and freedom. In Nozick’s entitlement
theory, a just distribution of goods is on a basis of the appropriate history, the rules of acquisition,
transfer, and rectification.30 Contrary to the principle of equal access according to need, Nozick’s
libertarian theory considers the process of distribution, in which such distribution is determined by
the market. In the free market mechanism, the individual is in the best position to choose which
goods to purchase by using personal wealth. Neoliberalism, used by scholars to modify laissez-faire
libertarians, further advocates market competition and a strong regulatory capacity of the state to
manage the participation of private actors.31 The introduction of these two views on justice indicates
that egalitarian theory would be most applicable to examine the relationship between the private
sector and equal access to health care, while libertarian theory would be best suited to test the
performance of the private sector itself. In the next section, by applying these two theories, some
speculative answers are provided as to how this market approach would affect health equity.
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Egalitarianism: Ability to Pay as a Barrier to Access Health Care

Egalitarianism highlights equal access to health care according to individual medical needs. The key
question here is how need is defined. The use of a market-oriented mechanism is ethically justified when
the private sector aims to provide special services or intends to meet the preferences of individuals. For
instance, individuals can receive a greater degree of personal care in accordance with their preferences
and demands (e.g., VIP services or privatematernity care) at a for-profit private hospital. These inpatient
services can be easily differentiated from health care provided by public hospitals.

However, it may not be easy to draw the line between private internet hospitals and public hospitals in
terms of some medical services. For instance, the primary medical service provided by internet hospitals
ismedical consultation. The service contents do not differ considerably from outpatient care provided by
public hospitals. Furthermore, many doctors have dual practices. Chinese news media reported that a
leading private internet hospital contracted with doctors from the top 100 public hospitals.32 Conse-
quently, private internet hospitals create a new channel for patients to access services provided by skilled
doctors from public hospitals. In other words, it appears easier for patients who can afford market prices
to receive timely and medical consultations of good quality via private internet hospitals.

One might contest that a parallel system created by private internet hospitals does not restrict people
from accessing health care at public (internet) hospitals. Indeed, the public sector is primarily responsible
for basic health care, which should be accessible to all. Nonetheless, one can hardly deny that private
internet hospitals offer an easier and quicker solution for patients to receive some health care services,
given that public hospitals in big cities are nearly full. Even overcrowding and long waiting times could
soon become a problem in public internet hospitals, since skilled physicians from top hospitals are
generally overworked and overloaded.33 Moreover, there are significant disparities in accessibility and
quality of health care between urban and rural areas.34 Thus, mHealth offers opportunities for people
from underserved places to access quality services in a timely manner. When health care distribution is
based on an individual’s ability to pay, it may prevent some people from enjoying the major benefits that
mHealth offers.

Libertarianism: Public–Private Divide but No Collaboration in Health Care

From a (neo)libertarian perspective, two elements may affect the performance of the private sector with
respect to justice. The first element is the regulatory mechanism; the second element is market
competition. Research shows that the regulatory framework for the private sector is weak.35 Further-
more, there are wide local variations, leading to deficiencies in government stewardship mechanisms.36

This governance approach may pose a challenge to local governments in less-developed areas, which
have only a limitedworkforce and experience to oversee the health care sector. Given thatmore resources
are allocated to the public sector, attention to scrutinize medical practices at private internet hospitals
would have to be reduced.

In terms of competition, most private hospitals in China are currently not capable of competing with
large public hospitals, mainly because of the uneven distribution of resources and the shortage of highly
skilled health care workforce.37 The “dual practice” policy does enhance the mobility of doctors who
work in large public hospitals, allowing them to practice in multiple hospitals across the country. It is,
nevertheless, an interim proposal. The situation that the private sector relies heavily on skilled doctors of
the public sector for quality services remains unchanged. In a nutshell, private mHealth is unlikely to
compete with the public sector under this condition.

A more likely scenario is that private mHealth competes within the private sector. To obtain a
competitive position in the market, a growing number of internet technology giants are increasing their
investments in mHealth. With the trend toward offering novel products and personalized medicine,
health care expenditure in this area is likely to increase in the future. Some high-tech-driven mHealth
interventions would presumably target the affluent who are willing to pay, given a profit-seeking
incentive. This trend would ultimately create a sharp public–private divide in health care, making the
private sector’s contrition to health equity almost null.
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Overall, this assessment in light of both egalitarian and libertarian perspectives reveals that the
market-oriented regulatory approach in privatemHealth appears problematic. The individual’s financial
capacities may have an impact on her opportunity to access health care via mHealth in the private sector.
Although the original intent of engaging the private sector is to diversify health care services and release
the burden of the public sector, the outcome might not be satisfactory. As an innovative intervention,
mHealth will expand its service types and play an increasingly important role in home care service
delivery. Considering its future development, this regulatory practice needs to be changed. Is there any
alternative path worth considering?

The Capability Approach (CA)

While egalitarian and libertarian views can be employed to assess both the public and private health care
sectors, a direct application of either approach is unlikely to provide a plausible solution for regulating
mHealth. The most prominent problem of strict egalitarianism is the conflict with the scenario that
stresses the individual’s choice and responsibility.38 In private mHealth, it is as difficult to adopt the
direct egalitarian view as it is in the public sector. Furthermore, the allocation of health care through
market mechanisms does not take into account social-economic disparities among individuals. Health
equity is not only about the fair distribution of health and health care, but also it refers to broader issues of
justice in social arrangements.39 Poverty, poor education, and pollution all influence health and the
health of the least-advantaged groups, in particular.40 To achieve health equity in the context of private
mHealth, Sen and Nussbaum’s sufficiency of capability approach (CA) may provide better solutions.

Although Sen recognized the value of the market economy and free market mechanisms, he realized
that the market itself cannot distribute health care services. The CA stresses the freedom of individuals,
requiring every individual to have a real opportunity to pursue a (healthy) life according to her own
desire.41 In addition, Sen defends the notion of “basic capability” by shifting attention from the equitable
distribution of primary goods to what goods do to human beings.42 By changing the focus frommeans to
ends, this theory considers how social arrangements may impact the individual’s abilities as she pursues
the ends.43 Given scarce resources and inequalities between different groups, a sufficiency of capabilities
approach is further specified in Nussbaum’s theory of justice. It develops a threshold of basic human
capabilities, indicating that the individual’s capabilities should be guaranteed to a sufficient level.44

The CA is also closely associated with human rights and the right to health.45,46,47 Sen indicates that
both human rights and capabilities link to freedom.48 “Opportunity” and “process” are two aspects of
freedom, while capability concentrates on the substantive opportunity of freedom and human rights.49

Since the CA cannot address adequately the process aspect of freedom, the right to health perspective
may help to fill. Respect for the individual’s access to health care is the fundamental principle in health
care, which should be observed by both public and private actors. The realization of the right to health
unfolds two aspects of justice: substantive and procedural. Specifically, it calls for equality of accessible
health care on a non-discriminatory basis, with priority given to the most vulnerable or marginalized
groups.50 In addition, it requires a transparent, explicit and fair process for people’s participation.51

Furthermore, the human rights based approach to health emphasizes a state’s accountability and the
collective responsibilities of non-state actors.52 The state should take measures to ensure that
privatization of the health sector does not pose a threat to the realization of the right to health.53

Seeing through the lens of the right to health may help complement the substantive focus and the
process aspect of the CA and extend the connections to complex, evolving health care practices such as
mHealth.

The CA could provide insights into the regulatory mechanism of private mHealth for several
reasons. This idea is not closely tied to a particular cultural and historical tradition, thereby creating a
universal language that is applicable to any given situation.54 By emphasizing the freedom of
individual choice and equality in health capability, this framework recognizes liberty and equality
as co-existing values in health care.55 It respects the individual’s ability to choose health care services
they deem appropriate while indicating that we should not ignore the equitable accessibility of
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disadvantaged groups. Thus, the CA fits the context of mHealth which values both individual choice
and accessibility of health care.

Moreover, the CA can be applied to justify a two-tiered system created by private mHealth. A tiered
system allows individuals to purchase access to medical services that others with the same needs may
not be able to afford.56 Nevertheless, a sufficiency of CAwould argue that we could respect the freedom
of individuals to pay for medical services above a certain threshold.57 In this sense, a potential
compromise between egalitarian and libertarian perspectives is provided. It takes into account the
constrained societal resources and recognizes individual liberties by mixing public and private sectors
to achieve health care sufficiency. By extending Nussbaum’s approach, scholars point out certain
criteria under the norms of justice. For instance, what needs to be included in the first tier would be
subject to its influence—whether the services will make a substantial difference to a sufficient level of
capabilities.58 In addition, satisfying personal preferences are not considered as necessary health care
beneath the threshold.59

Furthermore, the use of mHealth is reliant upon the capability of the individual. The concept of
mHealth reflects redefined health as “the ability to adapt and to self-manage, in the face of social, physical
and emotional challenges.”60 As a user-driven intervention, the efficacy of mHealth depends on the
individual’s capability to make choices and take action to access health care. According to the CA, if a
person has a less real opportunity to achieve things that she has reason to value, her individual advantage
is determined to be lower than that of another.61 Thus, a just society should provide actual opportunities
for the individual to seek autonomy and determine the (healthy) life plans she pursues. In the next
section, the implications of the CA on the regulation of private mHealth are discussed.

Applying the Capability Approach to Manage mHealth in the Private Sector

By distinguishing means and ends, the CA examines to what extent social arrangements may impact the
realization of an individual’s capabilities. To design a regulatory strategy for private mHealth, it is first
necessary to answer how we perceive mHealth and the role of the private sector in the realization of the
right to health.

mHealth and Access to Health Care

Mobile health is essentially a means for individuals to access health care. The ubiquity and personal
nature of mobile technology (devices) is the first reason to uphold this statement. The widespread use
of information and communication technologies and affordable mobile devices allow individuals to
pursue instant access to health care services almost everywhere. In other words, allowing individuals to
receive efficient, accessible, and personalized health care are distinguishing features of mHealth. The
second reason relates to its substantive focus on the individual. Mobile health is a user-driven
intervention, which is first and foremost meaningful for individuals. Mobile health would be partic-
ularly useful for individuals living in rural areas and for older adults who suffer from chronic diseases.
Costs and transportation convenience are key factors that affect the choices of rural residents for
seeking health care.62 By using mHealth, they havemore options of accessing quality health care that is
otherwise mostly concentrated in large cities. Meanwhile, older adults age 65 account for 18.7%
(264.02 million) of the country’s entire population.63 The rapidly aging population means that China
will soon encounter an increasing demand for home care services. Given these salient features and
facts, mHealth is not just a solution for seeking convenient and efficient care, it also provides
opportunities for the poor and the vulnerable to access health care.

In the view of the CA, whether or not the individual has real opportunities of achieving the ends
affects the ultimate realization of these ends. Perceiving mHealth as a means of accessing health care
suggests that the individual must be provided with the real chances to pursue health and healthy lifestyles
she values most. By linkingmHealth to the realization of the right to health, it reflects the requirement of
accessibility underGeneral Comment 14 thatmHealth ismeant to benefit notmerely a specific group but
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every individual.64 Simply increasing health care coverage via mHealth without taking into account the
substantive accessibility of the disadvantaged is not sufficient. In this new health care context, it is vital to
prevent the disadvantaged from being left behind once again. Therefore, a design of policy governing
mHealth needs to consider every individual’s substantive possibility (and the disadvantaged in partic-
ular) of using mHealth to access essential health care.

The Private Sector as an Integral Part

How we define the role of the private sector in health care is the other prerequisite for designing the
regulatory measures of private mHealth. While the public sector is primarily responsible for basic health
care services, it does not necessarily mean that the private sector should restrict itself to the provision of
non-basic health care. The collaboration of the public and private sectors is reiterated throughout
Chinese Health Law. For instance, the law encourages non-public medical institutions to provide basic
medical services.65 Also, for-profit medical institutions are supplements to the health care system.66 This
means that the private sector is seen as an integral part of this system. Furthermore, private actors should
not be detrimental to equitable access to health care. This is the requirement under General Comment
14, which recognizes the collective responsibility of facilitating access to health care. Therefore, as an
integral part of the health care system, the future development of the private sector needs to be aligned
with a shared vision toward achieving health care accessibility.

Policy Recommendations: Meeting Basic Health Care Through the Public–Private Mix

Mobile health serves to access health care for everyone, given its distinguishing features and substantive
focus. Meanwhile, the private sector shares the responsibility of fulfilling health care accessibility.
Therefore, the accessibility of private mHealth should not be limited to privileged groups. Everyone
needs to have real opportunities to benefit from necessary services provided by private mHealth. To
strengthen this substantive accessibility of mHealth, there are some recommendations to be made
inspired by the CA point of view.

First, it is important to define the extent to which medical services provided by private inter-
net hospitals are deemed as basic health care. This can be facilitated by a fair participatory process
with some substantive criteria. Both public stakeholders (regulators, patient representatives, phy-
sicians) and private actors should be invited to participate in the meeting. Through joint decision-
making, it can determine the scientific appropriateness of online medical services, recognize the
necessary needs of individuals and explore the common interests between different parties. With
regard to substantive criteria, policymakers may consider whether the choice of different services
could have a substantial impact on health (e.g., quicker access to skilled doctors for serious
conditions). Having set the first step, the second step is to design a differentiated pricing mechanism
for private internet hospitals. In the case of non-basic health care services, the market scheme can
continue playing its role in determining the cost of medical services. This approach respects
individual liberty and encourages technological innovations. As for basic health care services, the
cost of medical services would be reimbursed by social health insurance or commercial insurance. It
is worth mentioning that this commercial insurance needs to be different from most commercial
insurance plans in China. This special commercial insurance should be affordable and accessible to
all age groups, irrespective of individual health conditions. The good news is that this type of
commercial insurance is emerging in some cities.67 In addition, many internet hospitals offered free
medical consultations during the COVID-19 pandemic. Free consultations could be encouraged on a
regular basis by receiving a tax deduction in return. Last but not least, the integration of private
mHealth into chronic disease management (basic health care) would be a direction. By creating an
independent professional team and providing affordable services, it could share the burden of the
public sector and meet the growing demand for home care in an aging society. Profitability would
also be achieved, given the large population base.
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Conclusion

Technological innovations have enabled individuals to have more choices to access health care. Mobile
health is seen as a promising approach. The ethical analysis in this article points out that the individual’s
ability to pay may have an impact on the use of private internet hospitals under the market-oriented
scheme in China. However, mHealth has distinguishing features that transform the way health care is
being delivered. Mobile health holds promises of making health care accessible to everyone. This is
particularly relevant for people living in remote rural areas and older population with limited mobility.
By applying the CA to complement the right to health, this article proposes some recommendations for
policymakers to regulate private mHealth. In doing so, it could guarantee equal access to health care and
freedom of choice. The collective responsibility of the private sector is also recognized. Despite a
forward-looking evaluation, the findings and suggestions of this article may help mHealth fulfill its
promise and ultimately improve health equity.

Conflicts of Interest. The authors declare none.

Notes

1. World Health Assembly, 62. Reducing Health Inequities Through Action on The Social Determinants
of Health. World Health Organization; 2009.

2. World Health Organization. mHealth: New Horizons for Health Through Mobile Technologies:
Second Global Survey on eHealth. Geneva: World Health Organization Press; 2011, at 6.

3. Boston Healthcare Associates. An overview of digital health in China. 2020; available at https://
www.bostonhealthcare.com/an-overview-of-digital-health-in-china/ (last accessed 15 Nov 2022).

4. YipWC,HsiaoWC.Harnessing the privatization of China’s fragmented health-care delivery. Lancet
2014;384(9945):805–18.

5. Blumenthal D, Hsiao WC. Lessons from the East-China’s rapidly evolving health care system. The
New England Journal of Medicine 2015;372(14):1281–5.

6. World Bank and World Health Organization. Healthy China: Deepening Health Reform in China:
Building High-Quality and Value-Based Service Delivery. Washington, DC: World Bank; 2019.

7. People’s Daily. China’s basic health insurance covers more than 1.3 billion people and basic pension
insurance covers nearly 1 billion people. Beijing. 2021; available at http://www.gov.cn/xinwen/2021-
02/12/content_5586882.htm (last accessed 15 Nov 2022).

8. Yip WC, Fu H, Chen AT, Zhai T, Jian W, Xu R, et al. 10 years of health-care reform in China:
Progress and gaps in Universal Health Coverage. Lancet 2019;394(10204):1192–204.

9. Meng Q, Mills A, Wang L, Han Q. What can we learn from China’s health system reform? British
Medical Journal 2019;365:l2349.

10. See note 9, Meng et al. 2019.
11. See note 8, Yip et al. 2019.
12. See note 9, Meng et al. 2019.
13. Han Y, Lie RK, Guo R. The internet hospital as a telehealth model in China: Systematic search and

content analysis. Journal of Medical Internet Research 2020;22(7):e17995.
14. See note 13, Han et al. 2020.
15. The private internet hospital needs to collaborate with a physical medical institution in order to

obtain the license as a medical institution. SeeMeasures for the Administration of Internet Hospitals
(for Trial Implementation). 2018; available at http://www.satcm.gov.cn/hudongjiaoliu/guanfang
weixin/2018-09-17/7910.html (last accessed 15 Nov 2022).

16. iiMedia Research. 2020 China internet medical industry development research report. 2020; avail-
able at https://www.iimedia.cn/c400/75770.html (last accessed 15 Nov 2022).

17. The medical service fee charged by chief physician and deputy chief physician in neurology at Hao
Dai Fu hospital, see https://www.haodf.com/ and We Doctor, see https://www.guahao.com/ (last
accessed 28 May 2021).

8 Lujia Sun and Martin Buijsen

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

22
00

05
97

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://www.bostonhealthcare.com/an-overview-of-digital-health-in-china/
https://www.bostonhealthcare.com/an-overview-of-digital-health-in-china/
http://www.gov.cn/xinwen/2021-02/12/content_5586882.htm
http://www.gov.cn/xinwen/2021-02/12/content_5586882.htm
http://www.satcm.gov.cn/hudongjiaoliu/guanfangweixin/2018-09-17/7910.html
http://www.satcm.gov.cn/hudongjiaoliu/guanfangweixin/2018-09-17/7910.html
https://www.iimedia.cn/c400/75770.html
https://www.haodf.com/
https://www.guahao.com/
https://doi.org/10.1017/S0963180122000597


18. Xie X, ZhouW, Lin L, Fan S, Lin F,Wang L, et al. Internet hospitals in China: Cross-sectional survey.
Journal of Medical Internet Research 2017;19(7):e239.

19. Zhang Z, Patel A. MobileþHealth=boosting China’s mHealth bandwidth a policy whitepaper. 2015;
available at http://www.ccmhi.org.cn/wp-content/uploads/2015/11/mobile_health_policy_white_
paper.pdf (last accessed 15 Nov 2022).

20. Mackintosh M, Channon A, Karan A, Selvaraj S, Cavagnero E, Zhao H. What is the private sector?
Understanding private provision in the health systems of low-income andmiddle-income countries.
Lancet 2016;388(10044):596–605.

21. See note 20, Mackintosh et al. 2016.
22. Xu K, Evans DB, Kawabata K, Zeramdini R, Klavus J, Murray CJ. Household catastrophic health

expenditure: A multicountry analysis. Lancet 2003;362(9378):111–7.
23. Constitution of China, issued by National People’s Congress on 4 December 1982 and amended on

3 November 2018, Article 45.
24. Law on Promotion of BasicMedical andHealth Care, issued byNational People’s Congress Standing

Committee on 28 December 2019 and effective from 1 June 2020, Article 15.
25. National Development and Reform Commission. Notice on Issues Related to The Implementation of

Market-Adjusted Prices for Medical Services in Non-Public Medical Institutions. 2014; available at
http://www.gov.cn/xinwen/2014-04/09/content_2655189.htm (last accessed 15 Nov 2022).

26. Häyry M. Doctrines and dimensions of justice: Their historical backgrounds and ideological
underpinnings. Cambridge Quarterly of Healthcare Ethics 2018;27(2):188–216.

27. Williams A. Priority setting in public and private health care: A guide through the ideological jungle.
Journal of Health Economics 1988;7(2):173–83.

28. Rawls J. A Theory of Justice. Cambridge, MA: Harvard University Press; 1971.
29. Rawls J. Political Liberalism. New York: Columbia University Press; 1993.
30. Nozick R. Distributive justice. In: Avineri S, De-Shalit A, eds.Communitarianism and Individualism.

Oxford/New York: Oxford University Press; 1974:138–9.
31. Larsen LT, Stone D. Governing health care through free choice: neoliberal reforms in Denmark and

the United States. Journal of Health Politics, Policy and Law 2015;40(5):941–70.
32. Qi Y. Private family doctor services are launched by Ping an good doctors. 2019; available at https://

www.cn-healthcare.com/article/20190814/content-522498.html (last accessed 15 Nov 2022).
33. Tu J, Wang C, Wu S. Skilled doctors in tertiary hospitals are already overworked in China. Lancet

Global Health 2015;3(12):e738.
34. Sun J, Luo H. Evaluation on equality and efficiency of health resources allocation and health services

utilisation in China. International Journal for Equity in Health 2017;16(1):127.
35. Liu Z. Regulating private medical institutions: A case study of China. Health Economics, Policy and

Law 2021;16(2):124–37.
36. See note 6, World Bank and World Health Organization 2019.
37. Li X, Lu J, Hu S, Cheng K, De Maeseneer J, Meng Q, et al. The primary health-care system in China.

Lancet 2017;390(10112):2584–94.
38. Stronks K, Toebes B, Hendriks A, Ikram U, Venkatapuram S. Social Justice and Human Rights as A

Framework for Addressing Social Determinants of Health: Final Report of Task Group on Equity,
Equality and Human Rights. Denmark: WHO Regional Office for Europe; 2016.

39. Sen A. Why health equity? Health Economics 2002;11(8):659–66.
40. Power M, Faden R. Social Justice: The Moral Foundation of Public Health and Health Policy.

New York: Oxford University Press; 2006.
41. See note 39, Sen 2002.
42. Sen A. Equality of what? In: McMurrin S, ed. Tanner Lectures on Human Values. Cambridge:

Cambridge University Press; 1979:197–220.
43. Robeyns I. The capability approach. In: The Stanford Encyclopaedia of Philosophy. 2011; available at

https://plato.stanford.edu/entries/capability-approach/ (last accessed 15 Nov 2022).
44. Nussbaum MC. Women and Human Development: The Capabilities Approach. New York: Cam-

bridge University Press; 2000.

Mobile Health in China: Well integrated or a new divide? 9

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

22
00

05
97

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

http://www.ccmhi.org.cn/wp-content/uploads/2015/11/mobile_health_policy_white_paper.pdf
http://www.ccmhi.org.cn/wp-content/uploads/2015/11/mobile_health_policy_white_paper.pdf
http://www.gov.cn/xinwen/2014-04/09/content_2655189.htm
https://www.cn-healthcare.com/article/20190814/content-522498.html
https://www.cn-healthcare.com/article/20190814/content-522498.html
https://plato.stanford.edu/entries/capability-approach/
https://doi.org/10.1017/S0963180122000597


45. NussbaumMC. Capabilities as fundamental entitlements: Sen and social justice. Feminist Economics
2003;9(2–3):33–59.

46. Sen A. Human rights and capabilities. Journal of Human Development. 2005;6(2):151–66.
47. Ruger JP. Toward a theory of a right to health: Capability and incompletely theorized agreements.

Yale Journal of Law & The Humanities 2006;18(2):273.
48. See note 46, Sen 2005.
49. See note 46, Sen 2005.
50. General Comment 14: The Right to the Highest Attainable Standard of Health (Article 12 of the

International Covenant on Economic, Social and Cultural Rights) (adopted by the Committee on
Economic, Social and Cultural Rights on 11 May 2000), UN Doc. E/C.12/2000/4, para 12(b).

51. Hunt P. Interpreting the international right to health in a human rights-based approach to health.
Health and Human Rights 2016;18(2):109–30.

52. See note 50, General Comment 14, para 35.
53. See note 50, General Comment 14, para 35.
54. See note 45, Nussbaum 2003.
55. See note 38, Stronks et al. 2016.
56. Krohmal BJ, Emanuel EJ. Access and ability to pay: The ethics of a tiered health care system. JAMA

Internal Medicine 2007;167(5):433–7.
57. Fourie C. Sufficiency of capabilities, social equality and two-tiered health care systems. In: Fourie C,

Rid A, eds. What is Enough?: Sufficiency, Justice and Health. Oxford: Oxford University Press;
2016:186–204.

58. See note 57, Fourie 2016.
59. Ram-Tiktin E. The right to health care as a right to basic human functional capabilities. Ethical

Theory and Moral Practice 2012;15(3):337–51.
60. Huber M, Knottnerus JA, Green L, Horst Hvd, Jadad AR, Kromhout D, et al. How should we define

health? British Medical Journal 2011;343(7817):4163, at 2.
61. Sen A. The Idea of Justice. London: Penguin Books; 2010.
62. Liu Y, Zhong L, Yuan S, van de Klundert J. Why patients prefer high-level healthcare facilities:

A qualitative study using focus groups in rural and urban China. BMJ Global Health 2018;3(5):
e000854.

63. China Bureau of Statistics. Statistics about population census. 2021; available at http://www.stats.
gov.cn/tjsj/zxfb/202105/t20210510_1817176.html, published 11 May 2021 (last accessed 15 Nov
2022).

64. See note 50, General Comment 14, para 12(b).
65. See note 24, Law on Promotion of Basic Medical and Health Care, Article 29.
66. See note 24, Law on Promotion of Basic Medical and Health Care, Article 39.
67. People’s Daily. Beijing Pu Hui health insurance is released. Beijing. 2021; available at http://society.

people.com.cn/n1/2021/0727/c1008-32171014.html (last accessed 15 Nov 2022).

Cite this article: Sun L and Buijsen M (2022). Mobile Health in China: Well Integrated or a New Divide? Cambridge Quarterly
of Healthcare Ethics: 1–10, doi:10.1017/S0963180122000597

10 Lujia Sun and Martin Buijsen

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

22
00

05
97

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

http://www.stats.gov.cn/tjsj/zxfb/202105/t20210510_1817176.html
http://www.stats.gov.cn/tjsj/zxfb/202105/t20210510_1817176.html
http://society.people.com.cn/n1/2021/0727/c1008-32171014.html
http://society.people.com.cn/n1/2021/0727/c1008-32171014.html
https://doi.org/10.1017/S0963180122000597
https://doi.org/10.1017/S0963180122000597

	Mobile Health in China: Well Integrated or a New Divide?
	Introduction
	mHealth and Privatization of Health Care
	The Health Service Delivery System
	mHealth in the Private Sector

	The Current Regulatory Method and Likely Consequences from Egalitarian and Libertarian Perspectives
	Market-Oriented Mechanism
	Egalitarianism vs. Libertarianism
	Egalitarianism: Ability to Pay as a Barrier to Access Health Care
	Libertarianism: Public-Private Divide but No Collaboration in Health Care

	The Capability Approach (CA)
	Applying the Capability Approach to Manage mHealth in the Private Sector
	mHealth and Access to Health Care
	The Private Sector as an Integral Part
	Policy Recommendations: Meeting Basic Health Care Through the Public-Private Mix

	Conclusion
	Conflicts of Interest
	Notes


