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Preface 

 

 

This project was an important opportunity for me- it made me use research skills I 

had developed over two years of undergraduate study and my best work and apply 

them to serving my country in a small and meaningful way. It changed my way of 

thinking- it exposed me to extremely learned people running the country and let 

me work with brilliant, hardworking peers to become someone who looking 

deeper into what he saw and someone who actively tried to become more aware 

about his country. It exposed me to sixty different aspects of my country in ways 

the news and books cannot, and got me thinking about issues I’d never have 

considered at every step along the way. It helped me develop as a problem solver- I 

respect Rakshak Foundation for helping me bring about that transformation over 

two months.  

 

Rakshak Foundation is a non-profit started by US based alumni of the Indian 

Institutes of Technology. It aims to create awareness about public policy, and its 

internship programme makes one consider the larger picture of a social issue 

concerning the whole country while making small, tangible, powerful differences 

through policy research. 

 

This project was inspired by a guest lecture I had attended at Dickinson College, 

Carlisle, PA, USA by Harvard Prof. George Whitesides. He talked about small strips 

of paper with various chemical reagents in them-paper based diagnostics- and how 

they held enormous potential for the developing world. It set me thinking about 

how such a technology could improve the lives of people in my country. When 

Rakshak Foundation asked each intern to submit sample project proposals on 

various social issues, I decided to do mine on implementing paper based 

diagnostics in rural India, where poor people bear enormous financial burdens of 

having to pay most of their healthcare expenses out of pocket at the time of 

treatment. 

 

It evolved into something very different. I began considering the implications of 

having a country’s health system depend on an imported technology and decided 

to look at other solutions. I read about how important it was to have the right 

policies and trained personnel backing a certain high tech health solution to make 

it effective, and started thinking of comprehensive solutions. I started considering 

diagnosis in the context of a larger medical package people paid for, and medical 

care within the broader ecosystem of sanitation, clean drinking water and other 
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factors that affected health. While weighing the importance of financial solutions, 

legal solutions and new technologies in transforming rural healthcare, I went on a 

field visit to rural areas in Delhi state and discovered that while most things 

needed to make healthcare more accessible were nominally present, people were 

still being poorly served. Surprisingly, the solution I came up with involved 

propagating the very internship system I was working in with a little 

customization to a new work setting. 

 

This project explores the possibility of bringing youth and private sector 

involvement into healthcare. It seeks to both address healthcare by getting college 

youth involved in finding innovative and sustainable ways of addressing health 

challenges, one village at a time. While it isn’t an exhaustive solution to India’s 

healthcare challenges, it holds the potential to make life easier for a lot of people.  
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Executive Summary 

 
 

This project deals with reducing the costs of healthcare through reducing the costs 

of diagnosis for the rural poor, who currently have to bear large financial burdens 

by paying most of their healthcare expenses out of pocket at the time of treatment. 

This project deals with strengthening early detection mechanisms for diseases, by 

making diagnostics cheaper and by making the entire medical package (including 

associated treatment and prevention of illness through public health measures) 

cheaper so as to encourage people to get medical attention early in the course of an 

illness. It identified the following problems in the current healthcare structure that 

need to be addressed in order to reduce the catastrophic out of pocket health 

spending that pushes the rural poor further into poverty: 

 

 Public spending on healthcare needs to be increased in order to provide 

better and more facilities to cater to demand. 

 District specific development needs to be addressed in a bigger way, 

especially in primary and preventive care (which reduces disease incidence 

and allows for diseases to be cured at less cost). Currently, the 

government’s vertical, specific disease programs fail to address general 

healthcare and preventive healthcare. 

 There is a need to eliminate unnecessary spending on overprescribed drugs 

sold at high margins through central procurement, which would make 

drugs more available at lower cost to patients. This would also mean a 

switch to buying cheaper generic medicines over branded versions. 

 There is a need for outcome based quality control and standardization 

across the board in healthcare in both public and private sectors- 

standardization of practices, of medicines, of prices. This will ensure that 

good quality care is given at low cost. 

 There is also a need to develop public health facilities (good sanitation, 

clean drinking water, etc) along with medical care machinery for any 

impact to be sustainable. 

 

After reviewing various government, PPP and private sector initiatives geared to 

addressing these problems in various ways, and after seeing the effectiveness of 

healthcare machinery at work in rural Delhi, this report has come up with the 

following solution to comprehensively deal with preventive care, cheap diagnosis 

and accessible medical treatment- 

 

This report suggests that Rakshak Foundation hosts an internship programme to 

provide sustainable door to door medical service and accompanying public health 
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infrastructure for a village or collection of villages of approximately 10,000 people. 

Such a programme will use engineering students to design public health facilities 

(clean drinking water facilities, good toilets, better garbage disposal), medical 

students to provide door to door medical service using a phone based health 

information voice browsing system designed by LiveDigital Social Pvt Ltd, and 

management students to ensure that the public health projects and the entire 

process of the mobile doctor service goes smoothly. It will also involve various 

contracted parties- Rakshak Foundation (whose interns will design district specific 

healthcare infrastructure), LiveDigital Social Pvt Ltd (who will lend interns their 

voice browsing service system), a local chemist (who helps bring in medicines 

according to medicine demand data given in near real time) and Fortis General or 

other hospital group (who will guide medical interns and provide doctors for 

phone consultation). At the end of the two month summer internship period, 

interns will hand over their responsibilities to local personnel they have trained. 

Rakshak Foundation would continue to monitor progress on health fronts, and 

would gradually transfer all infrastructure to a major hospital chain (like Fortis 

General) wanting to expand in the area. 

 

Financing for the infrastructure created would largely come from corporate 

sponsors in return for marketing offered by Rakshak Foundation in various forms. 

 

In the long run, Rakshak Foundation, Fortis General and LiveDigital would form a 

long term relationship and would host similar programmes in either neighbouring 

villages or in villages Fortis General wants to target in other states. In the very long 

run, monitoring of similar, internship driven projects could lead to Rakshak 

Foundation inspiring other NGOs and corporations into doing similar work. The 

results from such initiatives could then be used to implement such mobile doctor 

services or similar models through state health laws. 
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1. Introduction 
 

This project deals with making healthcare more accessible to the rural poor by 

reducing the costs of diagnosis. Since healthcare consists of both diagnosis and 

treatment, and since medicines are 72% of the amount the rural poor pay in out of 

pocket expenditures, effectively increasing access to diagnosis comes from making 

both elements more affordable and available together 12. It also looks at public 

health measures necessary for cheaper diagnosis systems to be effective. 

 

At the consumer level, the rural poor find it difficult to get adequate care at 

understaffed, poorly equipped government facilities where they are entitled to get 

free services. They pay large sums (approximately 40% of their income) in out of 

pocket expenditures to private providers who give them better care but also 

charge high margins and often resort to overprescribing to make extra money 1. 

Faced with bad quality government care on one side and expensive, better quality 

private care on the other, poor people either sell their assets or take loans in order 

to fund a serious medical condition, and even defer getting care until their health 

condition worsens 1. Thus, many people are driven into poverty and put 

themselves and those around them at risk of further infection 1. By reducing the 

cost of healthcare through cheaper diagnosis, this project aims to address the 

larger problem of sending more people into poverty. 

 

This project takes a comprehensive approach making healthcare cheaper. While 

inter district and inter state disparities in disease loads, healthcare facilities and 

other challenges make it difficult to prescribe a uniform healthcare solution to be 

implemented nationally, this paper proposes a method of solving problems that 

can be applied to make life better in many parts of the country. It proposes that 

private entities and NGOs partner to start internship programmes for 

management, medical and engineering students where interns find a selected 

area’s specific health needs and come up with a framework of technical and well as 

policy related solutions to address those needs.  
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2. Methodology 
 

 

2.1 Literature Search 

This report has been largely generated from a survey of various literature 

based sources. It borrows its understanding of the major structural 

problems in rural healthcare from academic articles, news reports, 

consulting studies, publicity literature and policy shaping articles by the 

High Level Expert Group and various public policy researchers, and applies 

that framework to analyse various existing government, PPP and private 

sector efforts geared to provide low cost healthcare in rural areas. It also 

uses data on the costs of healthcare and the composition of catastrophic out 

of pocket expenditure to identify key needs to be catered to by any solution 

or recommendation. 

 

2.2 TED Lectures 

This report draws on ideas posed by two TED lectures about the need for 

improving public health measures and the need to make data collection 

electronic and simple to understand and use. The lecture about the need for 

public health measures by Paul Pholeros supplies a novel idea as well as 

the potential quantifiable effect it could have on wellbeing in India. The 

lecture about simple, mobile data collection presents various uses of data 

collection using mobile phones in different developing countries. 

 

2.3 Field Visits and Interviews 

The following field visits and interviews have led to the qualitative analysis 

presented in this report. These mainly highlighted the relevance of public 

health measures in making any system of diagnosis and treatment 

successful, and the need for and feasibility of simple mobile methods of 

administering care on the ground. 

Table 1: Field trips and interviews 
Date Name Designation  Institution Topic of Discussion 
5th July, 2013 Mr. Anuj 

Kumar 
Founder LiveDigital 

Social Pvt Ltd 
Feasibility of using the Hello 
Doctor programme, a health 
information voice browsing 
service accessible by phone, 
as a means of reaching 
diagnosis in rural areas. 

6th July, 2013 Ms. Mamta and 
Ms. Kalpana 

Staff nurse Polyclinic, 
Kanjhawala, 
Delhi 

Daily functioning of the 
polyclinic, general 
healthcare access issues, 
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training levels of nurses. 
6th July, 2013 Interviews 

with villagers 
in Kanjhawala 

- - Peoples’ main sources of 
healthcare, their monthly 
expenditure and their views 
on healthcare provision. 

9th July, 2013 Ms. Reema and 
Ms. Premlata 

ASHA, ANM Maternity 
Centre, Bawana, 
Delhi 

Work and training of ASHAs, 
pay scales, data collection 
and recording. 

9th July, 2013 Interviews 
with villagers 
in Ishwar 
Colony, 
Bawana, Delhi 

- - Peoples’ main sources of 
healthcare, their monthly 
expenditure and their views 
on healthcare provision. 

 

Please refer Appendix A for details 
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3. Results and Discussions 
 

3.1 Findings from the literature 
 

3.1.1 Problems in Rural Healthcare 

Inadequate access to healthcare in rural areas is caused by a set of interlinked, 

macro level problems- inadequate funding, misplaced incentives, flawed 

distribution channels, poor regulation, lack of insurance and other methods of 

financial relief and missing quality standards. These macro level problems 

plague the rural healthcare system and make life difficult at the poor rural 

consumer’s level- he has to choose between over stretched, poor quality 

government care and much more expensive private providers that extract 

money through high profit margins and over prescription; he pays large sums 

for transport to primary health facilities that are far away; he pays for branded 

drugs when cheaper generic versions can be made available. As a result, when 

he has to weigh the costs and benefits of seeking healthcare, he either defers 

care until his condition worsens or pays the entire cost of treatment upfront 

and risks being “pulled even deeper into poverty while a large number of 

above-poverty line households are subsequently pulled below the poverty line 

every year” 1 2. It is estimated that 4.9% of Indians are pulled into poverty due 

to catastrophic out of pocket expenditures on outpatient care10. 

 

Healthcare is divided into three kinds of care- primary care, secondary care and 

tertiary care. Primary care is basic care given at the first point of contact, 

focused on prevention and stopping a medical condition from worsening. If a 

patient has a condition that primary care providers cannot address, he is 

referred to secondary and tertiary care providers who provide specialized care 

aimed at curing an existing condition. Since treating diseases in their earlier 

rather than later is both cheaper for the patient concerned and limits the 

number of people the disease spreads to, primary care, preventive care and 

public health measures (like good sanitation) have important roles to play in 

maintaining society’s wellbeing at a low cost 3. But when any kind of healthcare 

is scarce, expensive and inaccessible, the rural poor decide to forego primary 

care and prefer going directly for secondary or tertiary care when their 

condition worsens 1. This is the start of a widespread overemphasis on curative 

care. 

 

At the same time, even public and private healthcare providers give more 

emphasis to secondary and tertiary care than to primary, preventive measures 
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3. Insurance companies follow suit- they cover infrequent, expensive inpatient 

care instead of the more frequent outpatient care that constitutes 74% of the 

private out of pocket expenditure responsible for large financial burdens on 

poor people 2. In a study conducted in Bangalore slums, Bhojani, Triveni et al. 

found that out of pocket spending on inpatient care is progressive (ie. it 

increases with increases in income) while out of pocket spending on outpatient 

care is regressive (ie. it would burden the poor more than it would burden 

those with higher income)10. Thus, there is a big need for addressing 

affordability of outpatient care. 

 

Most studies suggest that inadequate government spending is the main factor 

behind under provision of healthcare in rural areas. According to the High 

Level Expert Group Report, India spends the same share of GDP on healthcare 

as other middle income countries, but spends a relatively smaller amount per 

capita than other countries 2. Because public spending is a relatively small 

share of overall healthcare spending, the rural poor have to largely depend on 

their own resources to finance their healthcare needs 2.  The High Level Expert 

Group Report places the appropriate level of government spending on 

healthcare at five times its current level, and suggests that healthcare spending 

in both the public and private sectors double to 3% of GDP by 2022 2.This is 

largely because Indian governments have historically given a low priority to 

healthcare on their agendas 2. Since people seldom foresee illness and save for 

it, they have to either the entire amount for care at the time of treatment or rely 

on free health services provided by the government. However, inadequate 

government spending means that resources are thinly stretched across many 

facilities which have poor infrastructure and offer poor services, forcing the 

rural poor to turn to better quality care from private providers who charge 

high margins and make extra money by prescribing unnecessary medicines and 

services 1. Lesser government spending also means that medicines are 

frequently out of stock and even unavailable year round in districts like 

Darbhanga in Bihar 2. 

 

The flawed distribution of government financing also contributes to the 

overemphasis on curative care. Generally, health programmes receive one third 

of their funding from the central government and two thirds from the state 

government concerned 12. However, according to the High Level Expert Group 

Report, the central government’s funding in the initial stages of a programme is 

a major incentive for states to pick the central government’s broadly applied 

programmes over more relevant programmes that cater to their district 

specific development needs 2 3 1. Thus, poor states are caught in a financial 

trap- on one hand, funding comes from the central government tied to their 

suggested programmes, on the other, the state has to meet its obligations in 
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paying wages and other expenses, leaving little room to pay for financing 

district specific needs 2.  

 

The central government programs also divert resources from provision of 

general and primary healthcare 3. Currently, state governments are responsible 

for providing public health facilities (like good sanitation systems) that reduce 

the incidence of diseases in general 3. Central government programmes are 

vertical programmes that deal with reducing the incidence of specific diseases 

instead of providing factors that reduce the incidence of many diseases at the 

same time, and are broadly applied instead of being tailored to district specific 

needs 3. Researchers at the World Bank say that the Health Ministry has an 

unfocused approach to eradicating disease and that “vertical health programs 

such as family planning and polio eradication, although necessary in certain 

circumstances, have led to disruptions in general health care services”2 1 3. In 

the polio eradication campaign in Uttar Pradesh and Bihar, where children had 

polio despite repeated vaccinations “because poor sanitation causes such a 

high burden of gastro-enteric illness that some children's digestive tracts are 

unable to absorb the vaccine” 3. Such programmes are successful in eradicating 

a disease like smallpox which depends on addressing a small range of factors, 

but fail when it comes to diseases like malaria that are caused by a wide range 

of factors 3.  

 

Many reports suggest that preventing a disease or treating a disease earlier 

rather than later is less costly. Dr. Raviliogne, as quoted by the Wall Street 

Journal, says that it takes USD 9 to treat someone in India with normal 

Tuberculosis as opposed to the USD 2000 it takes to treat a multi-drug resistant 

strain12.  In this light, there is a significant need to enhance attention given to 

public health measures and preventive and primary care. 

 

However, as the central government (and its funding) shifted towards tackling 

family planning, spending decreased for primary care from 1980 to 1997, and 

PHCs provided inadequate amounts of primary care. Thus poorly targeted 

central government spending has made states like Rajasthan, West Bengal and 

Punjab give undue weight to curative care- they spend 70-90% of their 

healthcare budgets on tertiary care medicines 2.  

 

When the rural poor turn to private providers for quality healthcare, they pay 

for many unnecessary medicines and high profit margins, which increase their 

financial burden. The High Level Expert Group Report estimates that if the 

government purchased drugs at procurement costs (i.e. without the profit 

margins added on), India would save INR 15,000 crores in healthcare 

expenditure 2 1. It also estimates that procuring only essential medicines (i.e. 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 17 
  
 

thus removing over prescription) would save a further INR 36,000-44,000 

crores, with the possibility of saving more by increasing the efficiency of the 

healthcare system 1 2.  

 

Some attribute over prescription to the current fee for service system, under 

which doctors get paid for each additional service provided 1. In the absence of 

standardized prescription for different diseases, a fee for service system gives 

doctors an incentive to charge for additional, unnecessary services, which 

increases the amount uninformed poor patients in rural areas have to pay for 

healthcare 1. 

 

The lack of enforceable standards is a significant part of the problem. Lack of 

service standards in both public and private healthcare means that quality 

control is poor and that the quality of service varies with different healthcare 

providers 1 2. This variation in quality is present in many aspects of healthcare- 

professional standards, drug manufacture, pricing- and has largely occurred 

because of the rapid growth of the private sector that happened during the 

1990s in the absence of regulation 1. Although various attempts at regulating 

different aspects of the healthcare system do exist, they have either not been 

adopted by many states or are poorly enforced. Professional societies like the 

Medical Council of India do exist, but membership to them is voluntary 1. In a 

1999 survey of medical providers, only 11% of the respondents said that they 

followed the Medical Council of India’s price setting recommendations, 

showing that such voluntary associations had little effect on standardization 1. 

According to the High Level Expert Group Report, “the lack of a Public Health 

Act has led to the neglect and erosion of such services” 2. Similarly, regulations 

relating to hospitals and clinics have just emerged through the National Rural 

Health Mission 2. After the medical deregulation in the 1990s, drug prices rose 

rapidly as pharmaceutical companies started charging high margins 

unrestrained 2. At the same time, companies circumvent price regulations for 

those medicines on the Essential Drugs List by using inferior or nonstandard 

ingredients in manufacturing drugs 2. In this light, the High Level Expert Group 

Report calls for a single body that sets and enforces standards relating to all 

aspects of healthcare 2. 

 

Health providers in both the public and private sectors have poor incentives to 

work, which leads to poor quality care or lack of access to care. In the public 

sector, the problem lies in how success of an initiative is measured- 

performance is measured by compliance according to rules and the amount of 

inputs that go into a program, rather than by the quantity and quality of output 
2. In an interview with Eletsonline (a health news website), Dr Ashok Kumar 

Mahapatra, director of AIIMS Bhubaneswar said that getting new MBBS 
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graduates to go to inaccessible and rural areas is “impossible” because “you 

cannot have a bank or ATM at a place where there is no electricity but you do 

have a Primary Health Care (PHC), that’s why across the country about 30 

percent of the doctor posts in PHCs are vacant. Our ambitious plan such as 

National Rural Health Mission (NRHM) will have lots of doctors in village but 

they have not created any infrastructure where the doctor can stay or their 

children  and get education” 4. He also pointed out the lack of a promotion 

structure as a significant disincentive for doctors to serve in rural areas 4. As a 

result, underpaid doctors would be more concerned with meeting their basic 

needs, and “cannot deliver the goals in a depressed and agonistic state of mind” 
4. 

 

At the consumer level, these macro level factors combine to impose a very 

heavy financial burden on poor people. People are often forced to spend large 

portions, if not all of their income on healthcare, and many even take loans to 

pay for their healthcare needs. A 2007 study of Chikungunya patients in rural 

Orissa found that the average man earning INR 3353.34 every month and 

supporting a family of 6 people had to pay INR 4976.11 (148.4% of monthly 

income) for out of pocket healthcare expenses. In addition, the same family 

faced an additional burden of INR 4491.07 (134% of monthly income) in 

earnings lost over the 35 days a member of the family couldn’t work due to 

illness. Table 1 shows the distribution of out of pocket expenditures (converted 

to current Indian Rupees)11. 

 

 

Table 2: OOP on healthcare in Orissa during 2007 11 
Type of expenditure Median in INR 
Diagnosis 1922.18 
Drugs and consultation 1796.43 
Transportation 425.16 
Stay and food 407.19 
Escort 425.16 
Total 4976.11 

 

A study done in Bangalore slums tells a similar story- the following graph 

shows that diagnosis (consultation and lab tests, the maroon and purple 

regions) and treatment (spending on medicines, in green) were the biggest 

contributors to out of pocket expenditure. Transportation costs also had a 

significant role in increasing out of pocket expenditures. 
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Thus, there is a need to make diagnosis cheaper, medicines more available and 

healthcare more accessible (physically and financially) in a comprehensive 

way. Any solution that aims to effectively tackle this problem would thus focus 

on public health and primary care in a major way, look at standardizing and 

rationalizing diagnosis and medicines prescribed, training personnel (or 

making systems very simple to use) and providing enough resources and 

incentives to tackle all levels of healthcare together. 

 

3.1.2 Current Government Initiatives to Resolve Problems: 

DECENTRALIZING FUNDING FOR HEALTHCARE: 

Decentralization of funding to cater to local healthcare needs has been 

done very recently and on a small scale. 

 

Currently, only Jharkhand, Karnataka, Chhattisgarh and Tamil Nadu 

devote half of their drug spending to buying primary and secondary care 

medicines 2. 

 

However, under the National Rural Health Mission (NRHM) formed in 

2006, states received more non program specific funds for healthcare. 

As a result, many independent bodies have been set up to monitor the 

functioning of health providers- hospitals now have Rogi Kalyan Samitis, 

and at the village level Village Health and Sanitation Committees have 

given panchayats greater say in addressing district specific healthcare 

Figure 1: Components of catastrophic OOP spending on healthcare10 
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needs 2. However, such programmes have been done on an experimental 

basis and on a small scale, and need to be made more managed centrally 

in order to help them be implemented on a larger scale. 

 

IMPROVING THE QUALITY OF HUMAN RESOURCES IN GOVERNMENT 

HEALTHCARE BODIES: 

Although attempts have been made to define standards for service in 

public healthcare, they have either lacked enforcement or are newly 

formed and lack the oversight of a central body. 

 

Most public healthcare bodies are governed under a service charter 

defining standards of service public servants should follow 2. However, 

this charter doesn’t define the consequences of not complying with set 

standards and thus cannot be enforced properly 2. 

 

The NRHM has tried to improve management of public healthcare 

services by hiring consultants to manage basic IT and administrative 

roles 2. While that has relieved PHC and CHC medical officers of some 

burden, it fails to satisfy the requirement for overall good management 

of the system 2. The NRHM has also started a system of contract based 

hiring instead of the prevalent system of permanent employees, which 

allows them to evaluate employees based on performance and 

incentivizes better work 2. 

 

STANDARDIZATION FOR GOVERNMENT HEALTH FACILITIES: 

Under the NRHM, there has been a movement to define more health 

standards for government facilities- India has moved from only having 

the Nursing Home Acts of Delhi and Bombay to having the National 

Accreditation Board for Hospitals and Healthcare Providers, the Indian 

Public Health Standards and the Clinical Establishment Act 2. However, 

the High Level Expert Group Report points out that such attempts at 

standardization fragment the industry and that there is still need for a 

unifying public health act 2.  

 

CENTRALIZED PROCUREMENT OF DRUGS: 

The Tamil Nadu Medical Services Corporation Ltd (TNMSC) model of 

centralized procurement of drugs and computerization of records is 

generally referred to a success story in Indian public healthcare and is 

being replicated by a number of states 2. Centralized procurement 

allows the government to use monopsony power to reduce the cost of 

drugs, and the introduction of IT into the system has allowed for better 
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matching of supply and demand and better checks on inventory and 

corruption 2.  

 

REDUCING OUT OF POCKET EXPENDITURES THROUGH GOVERNMENT 

PROVIDED INSURANCE: 

Government provided insurance currently comes through schemes like 

the RSBY and the Rajiv Aarogyasri Healthcare Insurance Scheme 2. 

However, these schemes are limited in many ways- they generally 

partner with hospital networks, which allows patients faster admission 

but also gives private hospitals considerable liberty to charge high 

prices, making them ineffective in reducing debilitating out of pocket 

expenditures 2. In addition, they fail to cater to primary care and to 

outpatient expenses, which are major contributors to the financial 

burden faced by rural poor seeking healthcare 2. Also, since the RSBY is 

relatively new, it doesn’t have the nationwide reach it needs to be 

effective as yet 2. 

 

3.1.3 Current PPP Efforts 
Public Private Partnerships (PPPs) have been prevalent in the form of 

contracting out services in the Indian healthcare sector for the past 20 years 5 2. 

They initially started with contracting out of ancillary services but started 

taking a bigger role in improving the management and provision of healthcare 

since 2000 5 2. These initiatives cover district specific problems and needs in a 

great variety of ways and range between providing a few primary services to 

providing super specialty facilities in remote areas but generally provide better 

quality healthcare than government run establishments 5.  

 

Most of the initiatives studied by Björkman and Venkat Raman were able to 

ensure standardized, quality service through conditions agreed in advance 

through contracts between government and non-government agencies 5. These 

initiatives adjusted their approaches based on data sourced from regular 

computer based monitoring – when the Chiranjeevi Yojana in Gujarat was 

found to have reduced maternal mortality but not infant mortality, a new 

scheme called the Bal Sakha Yojana was started to take care of children from 

pregnancy to their first birthdays 5. Many of these were also successful because 

the contracts signed involved private entities meeting certain output targets in 

disease reduction or numbers of below poverty line patients treated, thus 

aligning incentives towards better quality healthcare provision 5. 

 

Doctor incentives were also revised to favour better healthcare provision-

doctors in the Uttarakhand mobile vans project were paid Rs 27,000-80,000 
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(far greater than the Rs 12,000 paid to a PHC worker) and doctors in the 

Shamlaji CHC project received loyalty bonuses for completing a year of service 4 
5.  

 

However, most initiatives providing free care for BPL patients largely 

depended on government funds to pay private providers, and many schemes 

relied on negotiated and invited tenders instead of open tenders 5. This factor 

limits the scalability of such initiatives- it means increasing the government’s 

outlay for healthcare by a large amount, and that may be difficult to do in poor 

states where funding comes tied to central government programs and 

obligatory expenses must be paid 5.  

 

While most initiatives showed significant improvements in the health 

outcomes they aimed to target, taken together they constitute a scattered 

approach to improving healthcare. This poses a threat to scalability of such 

programmes- if states were to allocate more money to treat certain conditions 

and less to treat other conditions, the up scaled model of such initiatives would 

be akin to central government vertical programmes in that they wouldn’t 

improve general healthcare as a whole, and perhaps wouldn’t focus on public 

health measures like good sanitation and clean water sources that reduce the 

incidence of many diseases at the same time.  

 

At the same time, such models pose a unique opportunity- since these models 

address needs comprehensively in the areas they start to operate in, and since 

many of these initiatives provided more than one service (either in the form of 

vertical management of the entire period of a pregnancy in Gujarat or through 

multiple diagnostics available in the mobile hospital vans of Uttarakhand), they 

could be brought together to help develop states by going one district at a time. 

In this case, professionals involved in maternal health in Gujarat can 

collaborate with professionals managing the Uttarakhand mobile vans service 

to bring development on both fronts in PHCs of a given district in a given state. 

Such an idea would need to be centrally coordinated, and may even involve 

contracting in multiple private providers to help modernize a set of PHCs or 

other facilities. 

 
3.1.4 Current Private Sector Initiatives 
Private initiatives are few and have had limited success in addressing 

affordability and accessibility of healthcare in rural areas. Three kinds of 

private initiatives geared to making healthcare more accessible in rural areas 

are apparent- comprehensive initiatives that lead to improved outcomes for 

many diseases, initiatives geared at tackling specific conditions, and mobile 

application development in order to improve recordkeeping and availability of 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 23 
  
 

information. Most of these are currently in planning or pilot project stages, and 

involve various methods of computerizing records. 

 

At the smallest level, partnerships like the Vodafone-Maestros Mediline 

Systems project and the Nokia-Manipal University ‘Health Radar’ initiative are 

simply attempts at improving methods of handling information. Vodafone and 

Maestros Mediline Systems have developed an ECG application for Blackberry 

phones that will help monitor patients in remote areas 6. The Health Radar 

project is aimed at providing real time information access for disease tracking 

in Karnataka 6. While both initiatives would increase availability of information 

and would hence allow for better, more district specific decision making in 

healthcare, they would make little difference to the overall costs paid by the 

rural poor unless they are accompanied by cheaper drugs and an efficient 

system of diagnosis. Other initiatives like the Ericsson and Apollo Telemedicine 

Networking Foundation (ATNF) partnership and the Jiva Healthcare-TeleDoc 

project aim at providing consultation through telemedicine 6. 

 

Some initiatives target specific diseases or outcomes. The Media Lab Asia 

Community Accessible and Sustainable Health System aims to increase 

maternal and child health 6. The Freedom HIV / AIDS project is an effort to use 

mobile phones to create awareness about HIV and AIDS 6. Such initiatives, 

while successful in reducing the incidence of the particular disease they target, 

fail to address improving general healthcare, and may not be very effective if 

not accompanied by a system that supervises a patient through the entire 

process from diagnosis to treatment. IL&FS Educational Technology Services’ 

Prevention of Parent to Child Transmission of HIV/AIDS (PPTCT) programme 

fills that gap in their diagnosing HIV positive mothers and using mobile 

technology to help supervise their taking Anti-Retroviral therapy 7. 

 

Amongst the large scale initiatives are Fortis Group’s new ‘Fortis General’ 

programme of starting hospitals in tier 2 and tier 3 cities in order to reduce the 

distance patients in rural areas have to travel to get medical attention 15. 

According to Aditya Vij, CEO of Fortis Group, this is being planned in an effort 

to cater to 46% of Fortis’ existing clientele that has to travel long distances to 

avail of Fortis hospitals in metros and tier 1 cities 15. In this light, while this 

would reduce the prohibitively high transport costs the rural poor encounter in 

having to reach district or city hospitals, it may still mean that rural patients 

would have to pay for overprescribed services and high margins.  

 

Other large scale initiatives include Glocal Healthcare’s network of sustainable 

hospitals in rural West Bengal and Healthpoint Services Ltd’s eHealthpoints 

initiative in Faridkot and Mansa districts in Punjab. Both facilities provide 
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quality services for a limited number of frequently occurring diseases through 

telemedicine 8 9. In both cases, costs are minimized through minimal or careful 

capital expenditure- Glocal hospitals don’t spend on CT and MRI machines 8. 

Both reduce costs of having in house specialists by using teleconferencing to 

get diagnostic advice, and Glocal uses a software called Litmus Dx which 

minimizes use of such specialists by feeding all diagnoses into the software, 

enabling the software to advise junior doctors on various prescription options 
8. Thus, Glocal and eHealth can provide the same quality of services for many 

diseases while hiring lesser skilled doctors and medical workers 8.The 

following section examines the case study of Glocal Healthcare and identifies 

various strengths and threats to implementing their approach to healthcare. 
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STRENGTHS: Ways in which Glocal addresses various problems in the healthcare system:  
STANDARDIZATION: 

 Preventing over prescription 
o RSBY insurance audits ensure that the insurance company isn’t paying for the 

hospital’s excessive prescription of services, which helps maintain standardized 
prescription. 

o Standardized, computer generated and monitored prescription system 
o Technology is bought to suit disease load, and expensive capital is often sourced from 

components manufacturers and assembled on site. 
o Epidemiological data is collected according to U.S. Preventive Services task force and 

UK’s National Institute for Health and Clinical Excellence. This has helped even gaps 
and errors in current epidemiological data collected in India.  

 
QUALITY CONTROL 

 Patient feedback given to telecallers in a follow up call is entered into a computer system, 
which then uses feedback to gauge the effectiveness of the prescription given. 

 
FUNDING: CONSUMER AND HOSPITAL 

 Financing healthcare for the consumer 
o Most users are RSBY users, who get up to Rs 30,000 per family per year in health 

insurance. 
o Treatment for cash paying, above poverty line customers is priced at 40-50% of the 

price in regular private hospitals, making them more affordable 

 Financing the initiative- Glocal 
o Initial funding came from venture capitalists like Omidyar and Sequoia Capital, after 

their review of Glocal’s business plan. Later hospitals were financed with funds from 
SIBDI and other banks through long term debt. 

o Reducing costs: 
 Land acquired in places where real estate prices are low 
 Technology bought is bought to cater to specific diseases. CT and MRI 

machines or other expensive technology isn’t purchased, and much of the 
technology in place is bought in the form of individual components from 
components suppliers instead of equipment manufacturers. 

 
DRUG PROCUREMENT 

 A chemist based in each hospital stocks generic versions of various drugs, which are 
significantly cheaper than branded versions. These drugs are continuously evaluated for 
effectiveness. 

 
HUMAN RESOURCE MANAGEMENT 

 The hospital avoids hiring highly skilled specialists by substituting teleconferencing with such 
specialists and recording their diagnosis and prescriptions in a computer system that is able to 
advise lesser trained (and less expensive) medical graduates on diagnosis and treatment 
procedures based on past experience. 

THREATS: 

 Getting required capital: Getting non collateral based loans is difficult for MSMEs, and may be a 
deterrent for many promising entrepreneurs entering rural healthcare. 

 Software based diagnostic systems may provide inaccurate, potentially harmful 
recommendations sometimes, which may harm patients and put the hospital at risk of 
reputational damage and litigation. 

Table 3: Case study: Glocal Healthcare8: 
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3.2 Findings from TED lectures 
The TED lectures reviewed for this project suggest that addressing public 

health measures and simplifying data collection for better decision making are 

crucial to improving healthcare in rural areas. Moreover, Paul Pholeros’ 

approach shows that healthcare problems can be solved very successfully if 

tackled in a comprehensive way. 

 

Pholeros’ Housing for Health initiative in Alice Springs, Australia targeted the 

root environmental causes of infectious disease among aborigines by going 

house by house and improving 250 factors that would lead to healthier living 

conditions13. His tests were simple (containing questions like “does the shower 

rose in house x work?”), and he approached healthcare comprehensively by 

hiring a team made up of a medical doctor, an environmental expert and local 

labourers  to identify the chief causes of disease in a specific area and by 

working on reducing them13. In addition, he recognized that people of the area 

were illiterate and had pictures carefully designed to convey his message to the 

indigenous population in a way they could understand13. His solution for 

reducing Trachoma also shows comprehensive thinking to target area specific 

needs- they reduced unhealthy environmental conditions leading to trachoma 

by installing showers in schools (to wash the disease causing bug out of 

childrens’ eyes), by setting up dust monitors (thereby monitoring a risk factor) 

and by introducing dung beetles which ate up the disease causing bugs’ food 

source and led to their extinction13.  

 

Another important feature of Pholeros’ approach is the way he put into place 

the right incentives- most of his teams consisted of 75% local labour, who were 

trained on the day of his arrival in any area13. This addressed a key need- 70% 

of repairs done were needed because of lack of maintenance13. By involving the 

communities he was helping, he enabled them to continue maintaining the 

infrastructure he had set up. 

 

Pholeros’ approach was successful for reasons similar to those that made 

healthcare PPPs like the Shamlaji CHC in Gujarat and the Mobile Vans Initiative 

in Uttarakhand successful- all of them had an effective feedback mechanism. In 

Pholeros’ case, this meant doing a test of the entire infrastructure he had 

repaired before his team left; in the PPPs in Gujarat and Uttarakhand, feedback 

was incentivized through contracts between parties that required each party to 

target a certain level of wellness for the partnership to continue13. 

 

As a result, Pholeros’ system was found to have led to a 40% improvement in 

health outcomes in a three year long independent test held by the New South 

Wales Health Department13. 
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Effective data monitoring is important for good decision making. The High 

Level Expert Group Report points out that Indian epidemiological data are 

limited2. Similarly, Joel Selanikio shows that gathering data through paper 

forms is unnecessarily time consuming, is prone to human error and often 

leads to the data becoming out dated by the time it is uploaded14. He suggests 

that data collectors in developing countries use simple, easy to use 

technological solutions to gather and process data14. 

 

He suggests that this be done through mobile data collection and cloud based 

data storage, which is simple to use and requires no training14. In one case, 

semiliterate midwives in Sierra Leone helped give near real time data on the 

number of children in the country by sending weekly SMS messages with the 

number of children who were born and who died in their area14. A similar 

system was used by Camfed, an organization that pays girls’ parents in five 

developing countries to send them to school, to track attendance of students 

(the teacher texted the attendance records to Camfed) at a cost of USD 10,000 

for all five countries14.  

 

Selanikio believes that software like Magpi, which enables users to make their 

own forms on simple mobile phones and use cloud storage to collect data, 

would help increase the efficiency and accuracy of data collection14. This better 

data collection would then result in better decision making in healthcare14. 

 
3.3 Findings from field visits and interviews 
The findings from the field visit to Kanjhawala village in rural Delhi largely 

correspond with the findings from literature and findings from video lectures 

presented earlier in this report. However, there are many differences in the 

findings due the fact that Kanjhawala is located close to the advanced specialty 

hospitals of New Delhi, has polyclinics and a specialized maternal care centre, 

and has health facilities available every 5-7 km. In contrast, many rural areas 

have fewer and much simpler facilities. 

 

On the supply side, there is a need for data collection to move from being paper 

based to being computerized and collected through simple mobile methods. 

Currently, ASHA workers maintain a register containing details of all their 

consultations and patients, which is checked and updated to a main maternity 

centre register by ANMs once a week. According to Reema and Premlata, ANMs 

spend half the week transferring data between registers. Data specially 

requested by Health Ministry officials is then computerized, often 

unsuccessfully, as network failure leads to unsaved work being lost. Patient 

details are traced through three different numbers for immunization, ANC and 
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other forms of care, and are tracked by flipping back pages in a register to find 

a patient’s history (which is prone to human error, as an ASHA administering 

medicines using this system may fail to account for unforeseen reactions 

between various drugs). Data isn’t computerized because servers (as in both 

health facilities visited by this intern) were not functioning for months at a 

time. Moreover, household surveying, which is an additional activity for ASHAs, 

is often incomplete and poorly done. Computerized data collection through 

simple means would mean that district specific data could be efficiently 

collected, and that such data could be used effectively to address district 

specific needs as suggested by the High Level Expert Group Report. 

 

There is also need for need for better, more integrated management of health 

facilities. Male health workers, once allocated to looking after public health 

facilities, are not trained 

as extensively as their 

ANM counterparts and 

are thus used in clerical 

roles.  

 

There is also a heavy 

focus on maternal health 

over care for infectious 

diseases or preventive 

care. Kanjhawala and its 

environs have 

specialized government 

facilities for maternal 

care (which services 500 

patients a day -See 

Appendix A), for 

Tuberculosis (because of 

a central government guided RNTCP) and for Diabetes (a major cause of death). 

The disease load at both facilities consists of patients suffering from 

Tuberculosis, Diabetes, Diarrhoea, and various fevers from Malaria, Dengue 

and Typhoid. However, both the polyclinic and the maternal health centre 

choose to refer fever patients to Ambedkar hospital, a 250 bed specialty 

hospital located 5 km away.  

 

Moreover, public health gets little attention- provision of toilets is an optional 

activity for ASHAs. People in areas like Ishwar Colony, Bawana live near open 

drains with black, stagnant water that supports mosquitoes and get water for 

cleaning clothes from broken taps located just above those open drains, posing 

Figure 2: Woman washing clothes over an open drain in 

Ishwar Colony, Bawana, Delhi 
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a major risk of infection, especially when sewage overflows onto the street in 

the monsoon months (see picture above).  

 

On the consumer end, OOP expenditure imposes a high financial burden on 

families. While   Sohna Devi says that her grandson was fortunate to get 

treatment costing lakhs for free, the family still had to spend INR 100 every 

time they travelled to AIIMS. In   Dayawati and   Kamlesh’s cases, the families 

spent all their income plus borrowed funds amounting to INR 1,00,000 to pay 

for their treatment. In the cases of    Sevak Ram’s mother’s calcium deficiency, 

monthly expenditure on treating her condition requires INR 4,120 of the 

family’s INR 14,000 total income (29.4% of income, not including the other four 

family members’ health expenses). In other cases, people spend a minimum of 

INR 600-900 per month on chronic conditions. Thus, while some sort of health 

facilities are present at an accessible 5-7km from the people who need medical 

attention, health facilities catering to infectious diseases are few (since many 

patients are referred to Sanjay Gandhi Hospital and Ambedkar Hospital), and 

involve wait times from 1-4 hours. 

 

An even bigger problem is wages lost due to illness.   Sohna Devi’s son had to 

miss entire weeks of work and wages to take care of his 3 month old son 

suffering from pneumonia, which led the family into a big financial crisis. Satbir 

Singh, another labourer, said that he missed 1-2 days of work due to illness. 

 

To a considerable extent, these findings confirm the claims made by academic 

papers reviewed above. There is also an opportunity to improve access to 

health information through measures suggested by Selanikio and thus improve 

district specific targeting of disease. Field data also confirms Pholeros’ claim 

that adequate public health infrastructure would reduce the incidence of 

disease- perhaps the solution to reducing disease in Ishwar Colony, Bawana lies 

in improving the sewage and drinking water systems13. 

 

3.4 Gap Analysis 

From the above analysis, it appears that greater public spending on healthcare 

is needed. The government should commit more resources to preventive, 

primary and public health 1. The High Level Expert Group Report suggests 

increasing public expenditures to at least 3% of GDP by 2022 2. It suggests that 

0.5% of GDP be devoted to drug procurement, which is a significant increase 

from the 0.1% of GDP currently devoted to that use 2. 

 

Tackling development of rural healthcare effectively also means shifting focus 

to catering to district specific needs instead of targeting specific diseases at the 
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expense of other care on a nationwide scale. Currently, the central 

government’s funding of various vertical programs is a significant incentive for 

state governments to choose those programs over programs suiting their 

district specific needs 2. According to the High Level Expert Group Report, 

funding and decision making power needs to devolve gradually to district level, 

and should involve states and districts purchasing healthcare from “an 

integrated network of combined primary, secondary and tertiary care 

providers”, monitored for adherence to standards by the central government 2. 

 

There is also a need to address primary care in a bigger way. The High Level 

Expert Group Report calls for at least 70% of all healthcare expenditures to be 

allocated to primary care 2. Currently, no state seems to be meeting that target- 

while states like Tamil Nadu and Karnataka allocate half their drug 

procurement budgets to primary and secondary care medicine procurement, 

states like West Bengal and Punjab that allocate 70-90% of their health budgets 

to tertiary medicines have a long way to go 2. 

 

However, setting up a system that administers diagnosis and treatment at low 

cost and at a rapid rate loses effectiveness if one doesn’t address the root 

causes of ill health. Bawana, a small village in rural Delhi is a Rs 100 bus ride 

away from the country’s top doctors at AIIMS, Safdarjung Hospital and many 

other super specialty institutions that cater to the critically ill. Villagers there, 

unlike those living in remote, unreachable regions, have access to a bus service 

that runs every ten minutes (thus reducing the physical barriers to access of 

healthcare), and also nominally are serviced by health facilities (of any sort) 

within a 5-7km radius of their homes. However, people in Ishwar Colony still 

contract typhoid and dengue in large numbers because of the poor sewage and 

water system out there that exposes people to disease carrying flies and water 

borne diseases. Addressing public health problems is key for any health 

measure’s success. Pholeros’ work in Alice Springs, Australia yielded a 40% 

increase in wellbeing by addressing public health issues in a district specific 

way13. Similar practices in rural India would get similar health results. 

 

There is also a need to ensure quality control. At the highest level, this means 

that more managers with creative thinking abilities and more integrated 

management of all aspects of healthcare is needed for a focused, effective 

approach to developing rural healthcare 2. There is also a need to revise the 

incentives of various entities involved in providing healthcare. Since low pay is 

a significant disincentive for doctors to work at PHCs, and since most successful 

PPP initiatives involved paying doctors significantly higher salaries than they 

were paid in PHCs, there is a need to increase the amount paid to workers at 

government health facilities or minimize staff by substituting in appropriate 
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technologies to support processes 54. More usage of contract agreements is also 

needed as they would also provide greater incentives for work, as seen in the 

cases of various PPPs and the NRHM’s new system of hiring 5 2. There is also 

need for better promotion schemes in order to incentivize better quality work 
2. 

 

On the consumer end, there is a need to reduce the amount paid in out of 

pocket expenditures, particularly for outpatient care. That involves reducing 

over prescription and overcharging. One way of doing that is by having better 

enforceable standards for all health providers (doctors, nurses and other health 

workers), in an effort to standardize diagnosis and ensure quality service 2. 

 

Another way of reducing out of pocket expenditures is by making drugs more 

accessible and cheaper. The government needs to spend more on drug 

procurement, procure drugs centrally and enable Public Sector Units to 

produce more medicines by investing in them 2. According to the High Level 

Expert Group Report, central procurement of drugs would lead to an estimated 

saving of Rs 15,000 crores, and removing irrational drugs through 

standardization of drugs would lead to an estimated further saving of Rs 

36,000-44,000 2. Thus, there is a need to standardize and centrally purchase 

drugs on an Essential Drugs List 2. 

 

Government provided health insurance is yet another way of reducing out of 

pocket expenditures. There is a need to provide outpatient insurance coverage 

for below poverty line families. Although schemes like the RSBY do exist, they 

fall short as they are relatively new and haven’t achieved universal coverage, 

and because currently don’t cover outpatient expenditure, which is the larger 

part of out of pocket expenditures 2. The High Level Expert Group Report points 

out that while insurance is a short term solution to reducing financial burdens, 

such insurance leads to excess demand and healthcare price inflation, in 

addition to over emphasis on secondary and tertiary care 2. 

 

At the same time, one could also read the gaps in accessibility, affordability and 

efficiency of healthcare provision as symptoms of a need for new technology to 

be used. Such a technology would have to operate in the framework outlined 

above- it would have to be standardized, well managed (with adequate 

incentives), and would have to keep track of outcomes and its main priorities in 

a way that our current rural healthcare system is unable to do. If one were to 

adapt Selanikio’s suggestions on easy, real time data collection for good, results 

based decision making to India’s current rural healthcare needs, one would 

look towards mobile methods of delivering healthcare that are paperless, cater 

to the consumer at his doorstep and require little training of health workers. 
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Similar solutions are already in use in India- ASHAs in some parts of rural 

Rajasthan now record details of pregnant mothers using tablets. However, such 

technology is needed also to cater to non-pregnancy or lifestyle disease related 

medical conditions, and should work with accompanying public health 

measures to reduce the incidence of respiratory diseases, tuberculosis and 

other infectious diseases (which haven’t received as much attention as 

maternal care has from the government). 
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4. Recommendations, Scope and Strategy for Implementation 

 

4.1 General Description 

This report suggests that Rakshak Foundation hosts an internship programme 

to provide sustainable door to door medical service and accompanying public 

health infrastructure for a village or collection of villages of approximately 

10,000 people. Such a programme will use engineering students to design 

public health facilities (clean drinking water facilities, good toilets, better 

garbage disposal), medical students to provide door to door medical service 

using a phone based health information voice browsing system designed by 

LiveDigital Social Pvt Ltd, and management students to ensure that the public 

health projects and the entire process of the mobile doctor service goes 

smoothly. It will also involve various contracted parties- Rakshak Foundation 

(whose interns will design district specific healthcare infrastructure), 

LiveDigital Social Pvt Ltd (who will lend interns their voice browsing service 

system), a local chemist (who helps bring in medicines according to medicine 

demand data given in near real time) and Fortis General or other hospital 

group (who will guide medical interns and provide doctors for phone 

consultation). At the end of the two month summer internship period, interns 

will hand over their responsibilities to local personnel they have trained. 

Rakshak Foundation would continue to monitor progress on health fronts, and 

would gradually transfer all infrastructure to a major hospital chain (like Fortis 

General) wanting to expand in the area. 

 

Financing for the infrastructure created would largely come from corporate 

sponsors in return for marketing offered by Rakshak Foundation in various 

forms. 

 

In the long run, Rakshak Foundation, Fortis General and LiveDigital would form 

a long term relationship and would host similar programmes in either 

neighbouring villages or in villages Fortis General wants to target in other 

states. In the very long run, monitoring of similar, internship driven projects 

could lead to Rakshak Foundation inspiring other NGOs and corporations into 

doing similar work. The results from such initiatives could then be used to 

implement such mobile doctor services or similar models through state health 

laws. 
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4.2 Suggested Alterations to Current Internship Model 

Video presentations instead of weekly reports: In such a system, Rakshak 

Foundation would require students to design TED talk like videos about their 

progress every week instead of filing written reports of the same. Such videos 

would then be uploaded to a website managed by Rakshak Foundation, which 

would have “share to Facebook” or “like” options. This is important for several 

reasons. Firstly, such a site enables Rakshak Foundation to share its progress 

with mentors, possible sponsors, like-minded NGOs and social entrepreneurs, 

and thus allows it to propagate its ideas on rural health improvement very 

quickly (and in a user friendly way- professionals with busy schedules would 

find it easier to view Rakshak Foundation’s featured videos shared on 

Facebook than to read written reports at the end of a work day). Secondly, 

college students are more likely to watch videos than give undivided attention 

to formal live presentations. Videos documenting progress in the form of TED 

talks allow students to share their work on Facebook, where their college 

friend groups would circulate videos very quickly amongst themselves. Even if 

interns’ friends aren’t looking at the videos with a social bent of mind, those 

videos still reach a lot of important messages to college audiences. They 

encourage creative thinking about healthcare in people of various different 

colleges. They show that it is possible for college students and those in non-

medical subjects to make physical and tangible changes to rural healthcare. 

Such thinking could result in college students organizing and forming clubs that 

do similar activities in rural areas around their university campuses.  

 

One important aspect of this manner of reporting is the format used. In 

Rakshak Foundation’s current internship structure, reports adhere very 

strongly to academic format and language. In popular student videos, the 

language used and format is more conversational and adapted to ales formal 

setting. TED talks, which cater to various age groups and levels of expertise, use 

a combination of conversational or simple language and an academic form of 

presentation, and provide educated entertainment to many viewers. It is 

suggested that students structure their weekly reports as TED talks for the 

following reasons: 

 

 Such videos cater to three audiences- college students, professionals, and 

Rakshak Foundation coordinators and researchers. The TED talk mode of 

communication meets the needs of all three segments, and clearly displays 

the quality of research output (which lets Rakshak Foundation’s 

coordinators monitor quality in a more direct way). 

 They are easier to review than reports- 70 ten minute videos documenting 

progress are easier to remember (making it difficult for an intern to 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 35 
  
 

transfer content from previous reports to a future one without being 

noticed). 

 Students have an incentive to present well- if one were to make a talk for 

one’s friends or for a quasi-academic setting, one would do one’s best to 

appear impressive. That translates to impressive work being shown to 

Rakshak Foundation’s sponsors and peers through their website. Moreover, 

presentation quality and interns’ ability to present improve- presentation 

techniques are given more thought (which does away with text heavy 

slides), and students have an incentive to cater to the common man in his 

language (and not use a host of abstruse acronyms and specialized 

concepts). In addition, the fact that students know that both friends and 

potential employers can review such content is an added incentive for them 

to project their best. 

 It provides a platform to show learning in creative ways- one cannot show 

video clips of very enlightening interviews with villagers in one’s weekly 

reports or in a final presentation, but one is expected to show such things in 

a video. 

 

To assist the adoption of this idea, students would have to be given a certain 

level of training. This could come in many forms- Rakshak Foundation could 

request speakers like Prof. Purnima Singh (IIT Delhi) to host two day video 

making workshops, or organize a set of class video viewings of well-made TED 

talks and have coordinators start a discussion on what presentation techniques 

worked and what could be improved upon. Such training would also mean that 

Rakshak Foundation would have many cameramen on the ground instead of 

having one or two interns handle the filming of work done. 

 

4.3 Suggested Basic Technology 

 Regular phones/ Aakash UbiSlate 7C+ tablets (INR 4900 each) for in field 

diagnosis and SMS referral. UbiSlate 7C+ tablets allow phone and SMS use 

and could be used by interns and later health workers to enter a patient’s 

symptoms through a visual interface rather than a voice one (making work 

faster). 

 System of battery charging/ replacement in the field (to be designed by 

engineering interns) 

 Database (designed by engineering interns) that takes information from 

SMS prescriptions sent by health workers in the field and compiles an order 

sheet of medicines to be sourced the next day. 
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4.4 Suggested Locations 

This programme would have to be held near IITs or other college campuses 

where engineering students can survey local situation and offer area specific 

public health solutions. The colleges selected would also have to be those 

where Rakshak Foundation could host a residential internship programme. 

Some options are: 

 IIT Kanpur: Since Rakshak Foundation has an established relationship 

with IIT Kanpur, and since Kanpur is conveniently located near many 

rural areas and has supplied many past Rakshak Foundation interns, it 

is a good choice of location. 

 IIT Ropar: This is a good location for many reasons. Since it is an IIT, it 

would be a good place to recruit the engineering interns required for the 

public health initiatives planned. It is also a good location for a 

residential programme- it is 40km from Mohali, where Fortis General 

has set up one of its hospitals (allowing Fortis and Rakshak Foundation 

to collaborate), and its proximity to Chandigarh gives students plenty of 

recreational options on weekends. 

 IIT Delhi: Rakshak Foundation’s established relationship with IIT Delhi 

may allow it to host a second residential programme in Delhi. It is also a 

good place to recruit interns from various subjects, and is close to rural 

areas in both Delhi and Haryana. However, the fact that Delhi has a large 

number of high quality medical facilities that people in nearby towns 

and villages can avail of skews results- it is a hybrid rural-urban setting 

which doesn’t give an accurate picture of the kinds of healthcare access 

issues many hard to reach villages face.  

 

4.5 Suggested Recruitment/Contracting 

 

4.5.1 Medical Interns 

Responsibilities: 

 Identify the disease load of the area, and identify the diseases that lead 

to the highest OOP expenditure. 

 Do a study of the healthcare facilities in the area- the specialized 

departments or services, wait times and travel costs to each of various 

neighbouring health facilities (within a certain predetermined radius of 

the village in question). 

 Monitor and assist in diagnosis, by making sure that the patient enters 

the right symptoms and is able to access the phone based system easily. 

Such an intern would have to go door to door to meet people, help them 
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get attention (either through the voice module or through a phone 

consultation with a doctor), and make them aware of a mobile based 

healthcare system. 

 Develop a system of referral: define the stage at which a patient has to 

be referred to a nearby hospital or a phone call with a doctor from 

Rakshak Foundation’s partner hospital. 

 Make the mobile based system more user friendly and accurate: An 

intern visiting a patient will do the following: 

o Ask the patient to dial the voice module from his own phone and 

enter his symptoms by himself, while the intern does a diagnosis 

on the side using the same module and his judgment (each 

medical intern will have an Aakash tablet with an interface that 

allows him to type in the patient’s symptoms instead of voicing 

them- allowing for faster processing of data). 

o See that the patient’s description of his symptoms is the same as 

the intern’s. If not, the intern will rely on his judgement and the 

phone based system’s recommendations for diagnosis and 

treatment. If there is significant doubt or a discrepancy between 

the suggested course of action given by the phone module and 

intern’s judgment, the matter would be escalated to a doctor 

Rakshak Foundation’s partner hospital (who would give his 

recommendations over the phone). 

o Report discrepancies at a semi weekly meeting of medical interns 

for correction. 

 Develop training modules for informing the public about describing 

their symptoms accurately to the phone based module. Start building 

awareness early in the programme. 

 Develop training modules for potential door to door health workers 

(class eight graduates). Since ASHA workers, who do similar work in 

maternal care for the government, do 4 modules of 5 days each, a crash 

course in door to door healthcare should take about 20 days to complete 

and 10 days to test. Start training immediately after the end of the first 

month (allowing an entire month to be devoted to health worker 

training). 

Benefits to the intern: 

 Exposure to new out-of-the-box methods of delivering medical care 

early in their career. 

 Exposure to and opportunities to network and work with health 

professionals at a major hospital chain- such opportunities would be 

valuable in future placements. 
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 The opportunity to learn how to customize care to local needs- 

currently, major eye hospitals in Delhi have letter reading charts in Urdu 

and Punjabi, as well as in symbols for those who are illiterate, while 

polyclinics in rural Delhi still keep charts in English. This kind of 

opportunity helps sensitize interns to local needs much before they start 

their careers. 

 The opportunity to think creatively and develop comprehensive 

solutions about medical problems- they will get to not only use their 

specialty but also learn from equally bright and hardworking peers in 

engineering and management. 

 Resume value- This kind of experience is a valuable talking point that 

interns can raise in job interviews, and would be particularly valuable 

for those who are aspiring to enter the IAS. 

  The opportunity to earn a stipend and be certified by Rakshak 

Foundation (and possibly a major hospital chain also). 

 

4.5.2 Management Interns 

Responsibilities 

 PRE INTERNSHIP: Meet with doctors at Fortis General or other groups 

extending operations into rural areas and discuss the possibility of 

having telemedicine consultations or consultations through the phone 

based IVR system. 

 PRE INTERNSHIP: Presence of different companies: list different 

companies selling in that area, where they advertise and compile a list of 

potential sponsors for public health projects and the internship in 

general. Use information on where those companies advertise to pick 

similar locations for placing posters/ speakers with megaphones 

making people aware about mobile phone medicine. 

 PRE INTERNSHIP: Approach LiveDigital Social Private Ltd through 

Rakshak Foundation with a proposal to use their system in a pilot 

project in rural areas. 

 Develop a marketing plan- ways to promote awareness about mobile 

phone based diagnosis (advertisements, slogans). 

 Develop a training module for door to door health workers (who have 

passed class 8) recruited to do ASHA like door to door service. This 

would enable the system to transfer and work independently of Rakshak 

Foundation’s interns. 

Benefits to the intern: 

 Real life exposure to legal processes, contract making and analysing 

target markets. 
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 Exposure to multidisciplinary thinking- such an opportunity allows one 

to consider cost cutting in a new light- one can both choose low cost 

technologies and also modify technology to suit one’s needs. 

 Exposure to a rural economy- many companies like Coca Cola and 

Cadbury require young entrants to have some exposure to rural areas 

and marketing in those areas before putting them on major projects. 

Interacting with villagers on a daily basis could either help stand in for 

such exposure or make one’s performance better than other entrants’ 

when one is put in a similar programme later in life. 

 Exposure to marketing and effective communication through various 

forms- interns will work with villagers on a one to one basis and 

customize training programmes, hoardings and public announcements 

to peoples’ needs. 

 Exposure to contingency planning- interns handling the daily 

functioning of the system will have to find creative ways of dealing with 

unexpected short supplies of medicine, gaps in the data transfer system 

and difficulties in dealing with people involved. 

 The chance to network with professionals from various fields (and 

possibly ask for recommendation letters for good work done). 

 Resume value- this is a unique talking point interns can raise in job 

interviews. Such an experience is very different from consulting and 

company tied internships that many other job candidates would apply 

with.  

 The opportunity to earn a stipend and be certified by Rakshak 

Foundation. 

 

4.5.3 Engineering Interns 

 Specialties needed:  

a. Civil Engineering/Biotechnology/Mechanical Engineering (3-4 final 

year students doing projects in public health infrastructure):  

Students to develop public health solutions such as: 

i. Low cost, low maintenance public toilets 

ii. Out of the box sewage and drainage solutions 

iii. Innovative ways of testing and providing clean water 

b. Computer Science (2 final year students doing projects related to 

databases): Students to develop scalable IT infrastructure for health 

monitoring and coordination of medicine supply. They would be 

responsible for making: 

i. Mobile apps that are usable on simple phones and allow for 

computer recording of patient information and coordination 
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of doctor consultations over SMS or through phone calls (this 

system is geared towards ASHAs’ needs). 

ii. A database and information management system that can 

take in patient symptoms through SMS messages and connect 

an ASHA/rural health worker to the appropriate information 

module on a database to guide his diagnosis. 

iii. A training programme that helps the chemist contracted by 

Rakshak Foundation continue operations using the same 

database after Rakshak Foundation interns leave. 

c. Any field (for second or third year students, with a preference given 

to computer science, civil and mechanical engineering students- 6 

students): Interns in this category would largely supervise the 

execution of various projects planned by final year students by doing 

the following: 

i. Supervise the construction of various individual components 

of the project allotted 

ii. Research materials suppliers and recommend possible 

suppliers to source materials from to Rakshak Foundation, 

with the direction of an appointed fourth year student intern 

(who develops the system). 

iii. Research and develop a network for the maintenance of 

equipment used, by finding local repairmen. 

iv. Work with management intern to train and organize workers 

from area into teams that help construct public health 

facilities for their area. 

v. Work with management intern to locate and communicate 

with possible sponsors- Reckitt Benkaiser, Maggi, Britannia, 

Airtel/Uninor, etc. They would then recommend alumni/ 

other people in possible sponsor companies for Rakshak 

Foundation to enter into negotiations with. 

vi. Develop designs for further improvement of communities/ 

housing in independent proposals. Present designs before a 

panel of professors/ professionals (possibly visiting 

mentors). 

 Timeline: 

a) Recruitment: 

 Category (a) and (b) students (final year project students who 

design the systems in question): Civil 

Engineering/Biotechnology and Computer Science professors 

would have to be approached in early August about the 

possibility of hosting public health and health related IT 

projects in the rural areas around their campus (Kanpur 
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Dehat region/ Rural Delhi). Rakshak Foundation would then 

request professors and student clubs to circulate the idea of 

possible public health topics to students. Interviews would 

start in early October, and would continue until February. 

After working on their projects for a year, these students 

would be called upon to develop real life systems in the areas 

they selected, and present plans for economically feasible 

expansion of such facilities to similar areas. 

 Category (c) students would be recruited through the 

application procedure currently used to find Rakshak 

Foundation interns. However, unlike other policy interns, 

they would begin work in the month of March before their 

summer internship, and would start locating and writing to 

sponsors basis nearly mature project designs given to them 

by final year students.  

 Benefits to the intern: 

a) Civil Engineering and Computer Science students (final year 

students who design a data management system/ public health 

facilities): 

 Opportunity to see their designs become real life solutions 

and gain valuable rural exposure. 

 Opportunity to network with various alumni and corporate 

heads through emails, phone calls and presentations- such 

networking would help in future job searches. 

 Opportunity to manage many of the business related aspects 

of a project- managing teams, gathering local support. In the 

case of computer science interns, this gives people from a 

technical background an exposure to customer service and 

marketing- they would have to adapt their system to suit the 

rural consumer, and would have to design training 

programmes for ASHAs and villagers that are short and 

simple. 

 Opportunity to see a multidisciplinary approach to problem 

solving- they would have not only learnt about cost effective 

design but about cost effective implementation and the 

medical and management related ecosystem in which their 

design works. 

 Resume value: such a summer would allow them to do 

socially useful work that they can leverage in future 

interviews with companies or IAS interviews.  

 Certification and stipend from Rakshak Foundation. 
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b) Other engineering interns (second and third year students from any 

field): 

 Exposure to the larger management system and medical 

concerns relating to devices they help implement. 

 Interaction with seniors and possible ideas for their own 

future projects. 

 Rural exposure. 

 Networking with corporate heads and IIT professors and 

alumni. 

 Certification and stipend from Rakshak Foundation. 

 

4.5.4 Summary: Division of Responsibilities 

 

Table 4: Duties of Management Interns 
Number 

required 

Year  Responsibility 

2 2nd/3rd  Oversee the formation and 

management of the database 

system and all actors connected 

to it- ensure that the entire 

process works smoothly on a 

daily basis. 

2 2nd/3rd  Find effective mechanisms to 

communicate with various 

actors concerned in the process- 

this would involve reviewing 

training modules made by 

engineering interns, organizing 

advertisements making people 

aware of the new system, talking 

to grocery vendors and supplies 

providers to spread the word 

about new public health 

measures and mobile doctor 

services in the area. 

2 2nd/3rd  Talk to villagers about the 

importance of their getting 

involved in making public health 

facilities (clean water stations, 

public toilets, and better 
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drainage) and organize 

construction teams to construct 

fourth year engineering interns’ 

projects. 

2 2nd/3rd  Talk to households and organize 

a mechanism to ensure 

bimonthly payments by families 

in the area to fund the upkeep of 

public health facilities made, and 

ways to ensure that a significant 

fraction of people pay. 

Total management interns: 8 

 

 

Table 5: Duties of Medical Interns 
Number 

required 

Department Qualification Responsibility 

10 ? MBBS Go door to door 

and cater to 

patients, or 

work in a 

similar system 

where 

customers are 

serviced close 

to their homes. 

1  MBBS Monitor data 

given by door to 

door medical 

interns. Discuss 

findings with 

medical interns 

and use 

information, 

mentor advice 

and case studies 

of previous 

initiatives/ 

ASHA manuals 

to train people 

and health 
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workers in 

diagnosis. 

Total medical interns: 11 

 

 

Table 6: Duties of Engineering Interns 
Number required Department Year Responsibility 

3 Biotech/Mech/Civil 4th/final Design public 

health 

systems, 

oversee teams 

executing 

them. 

2 Comp. Sc. 4th/final Design 

android app 

that uses 

information in 

SMS 

prescriptions 

in a form in a 

tablet based 

database. 

6 (2 per fourth year 

student from 

Biotech/Mech/Civil 

eng.) 

Any field 2nd/3rd  Oversee 

construction 

of public 

health 

facilities; 

provide tech 

support to 

medical 

interns doing 

diagnosis; 

develop 

sustainable 

tech support 

system 

(helpline that 

goes to the 

local mobile 

phone repair 

shop). 
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Total engineering interns: 11 

 

 

4.5.5 Contracting 

4.5.5.1 Chemist 

Responsibilities: 

 Coordinate weekly supply of medicines ordered by Rakshak Foundation 

with central supplier through SMS and computerized system. 

 Assemble medicine packages according to prescription number for 

interns to collect. 

Incentives for participation: 

 The opportunity to work with a major hospital group (if project is 

successful). 

 An increased number of customers (to be determined by management 

interns and inserted in Rakshak Foundation’s contract with the 

chemist). 

 A more efficient inventory management system. 

 Possibility to own a tablet after a specified period of working with 

Rakshak Foundation (assuming that both parties agree to such a clause 

in the contract). 

 

4.5.5.2 Fortis General 

Responsibilities: 

 Provide phone access to junior level doctors for a specified number of 

hours for five days a week, and certification of prescriptions given on 

the ground (which increases the credibility of an SMS prescription at the 

private chemist’s shop and at government run dispensaries). 

 Provide one or two mentors to sit in on weekly meetings of medical 

interns and help them customize the entire system to local needs. 

Incentives for participation: 

 The ability to do a trial partnership with a firm like LiveDigital and the 

opportunity to negotiate a long term partnership with them on the basis 

of the trial. 

 The opportunity to evaluate medical interns for possible hiring without 

having to spend on channelizing them through their own internship 

programme. 

 The potential to increase the speed of their expansion to tier 2 and 3 

cities which is already underway- Fortis General currently only has a 
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hospital in Moradabad (northern Uttar Pradesh). This gives them a 

chance to expand to towns in the south (or to increase their reach in 

rural areas of Delhi state), and to establish a network of customers they 

can cater to before a hospital is set up in the area. 

 

4.5.5.3 LiveDigital Social Private Ltd 

Responsibilities: 

 Work with/mentor engineering interns in customizing LiveDigital’s 

voice browsing service (the Hello Doctor programme) with the specific 

needs of villagers around Kanpur town/rural Delhi and an entire 

vertical structure that makes medical care more affordable to villagers. 

 Guide engineering interns in making the customized voice service 

difficult to pirate (through 90 day trial versions, or a product key 

enabled system that only allows the doctor’s software package to be 

installed on one or two machines). 

Incentives for participation: 

 Possibility of increasing consumer base: If Fortis General uses their 

system, then other hospital chains may become interested in using it 

(which would lead to higher revenues and further development of the 

product in the future). Previously, LiveDigital and Airtel’s partnership 

ended because of disagreements over revenue sharing and the slim 

profit margins LiveDigital got from the deal. This is a low risk way of 

advertising a product in beta stage- LiveDigital gets to control who the 

software is licensed to (by ensuring that engineering interns only 

release a trial version of the software to Fortis) and yet gets to attract a 

major hospital chain seeking rural expansion to its product  in a small 

way- in this case, if Fortis General and LiveDigital cannot agree on a long 

term contract at the end of the two month period, then LiveDigital’s 90 

day trial version of their product will stop Fortis from further access 

(preventing unauthorized, unprofitable use of their product). In 

contrast, if either party entered a contract directly, the terms of the 

contract would bind both parties to what may be an unprofitable 

arrangement for years- a considerable risk for a new company. 

 Free customization of their product to a wider system of healthcare- 

currently, the system is limited to a voice browsing service, which also 

offers the option of consulting a doctor over the phone if the patient isn’t 

satisfied with the generic information in the voice module. In this 

scenario, LiveDigital gets engineering students to customize their 

system to provide real time epidemiological data, door to door service, 

and smoother inventory management at zero cost. 
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4.6 Financing Sources 

 

4.6.1 Short Term 

 Sponsorships: Part of the funding will come from companies who are 

seeking more rural exposure for their brands. This will come largely from : 

o Possible sponsors: These would have to come from engineering and 

management interns’ analysis of the most sold brands in the area.  

 General sponsors: Britannia, GlaxoSmithKline (Horlicks and 

drug manufacturer), Airtel, Idea, Nirma Ltd, etc. 

 Sponsors for public health project: Kent RO, Bisleri, Ponds, 

etc. 

 Sponsors/partners for mobile doctor service: Fortis Group, 

Max Healthcare, other hospital chains and pharmaceutical 

companies. 

o Incentives for the sponsor: 

 Better visibility in rural areas: people in the area see a large 

restroom door sized “washing powder Nirma” or “Parle G 

biscuits” advertisement every time they visit the restroom, 

giving any sponsor more regular and targeted visibility than a 

roadside hoarding would give them. In addition, having 30 

students wearing t-shirts with their brand names on them 

working in rural areas also increases visibility and adds to 

their social image. Pictures taken of students working in rural 

areas would reach other interested colleges and NGOs 

through Rakshak Foundation’s newsletters and videos, 

leading to further publicity for them, all at a fraction of the 

cost of a professional, ad agency managed publicity campaign. 

 Hospital groups like Fortis General would provide Rakshak 

Foundation with highly subsidized or free phone doctor 

consultations in return for advertising on interns’ t-shirts and 

on the backs of Aakash tablets they carry. They could also 

have an audio advertisement placed before a consumer 

enters the voice browsing service/call a doctor module, 

which would reach out to the illiterate. 

 Donations/Rakshak Foundation funds: Much of the funding will come from 

Rakshak Foundation’s regular sources of funding. 

 

 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 48 
  
 

4.6.2 Long Term 

MOBILE DOCTOR SYSTEM: Transfer of data management infrastructure to 

hospitals: Rakshak Foundation would have to pay for mobile health workers, 

tablets and the data management system for 2 years, while the system is being 

proven effective. After two years, any partner enlisted (eg. Fortis General) 

would take over 40% of the funding and part of the management for the project 

and continue in the same arrangement for three years. If successful, the entire 

system would entirely transfer to Fortis General (or any other sponsor of the 

mobile doctor service) and Rakshak Foundation and the sponsor would sign a 

long term MoU to partner and start similar programmes either in neighbouring 

rural areas or in other states where the hospital group would like to expand. 

 

PUBLIC HEALTH SYSTEM: Transfer of maintenance to local communities: 

Rakshak Foundation interns would do the following things to ensure long term 

sustainable operation of the public health facilities set up: 

 ORGANIZE PEOPLE: Rakshak Foundation interns (engineering/medical 

interns) would train local people in upkeep of the public health facility 

in question. For example, they may organize a toilet cleaning roster, or a 

water cooler cleaning schedule and tools (brooms, washcloths) which 

involve local people working in shifts to maintain a common facility. 

 ORGANIZE FUNDING: Rakshak Foundation interns would organize a 

system where each family with a mobile phone would have to pay INR 

10 (through a transfer of talk time or mobile credit) every two months. 

One Rakshak Foundation appointed health worker would ensure that all 

families concerned (or a significant share) pay by tracking phone 

numbers of those who pay and those who haven’t. 

 ORGANIZE A REPAIR AND MAINTENANCE SYSTEM: Rakshak 

Foundation interns would locate a local plumber or mechanic who can 

help with components repair. 

 

4.7 Long Term View 

 RAKSHAK FOUNDATION’S ROLE: In the long term, Rakshak Foundation 

may choose to do the following: 

o Track progress of initiative- Rakshak Foundation will keep note of 

progress in improved health and wellbeing of villagers. They will 

also facilitate an agreement between Fortis General and LiveDigital 

Social Pvt Ltd to transfer the infrastructure to them over a period of 

five years, in which Rakshak Foundation would manage the 

functioning of the system for a specified duration after interns have 

left. 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 49 
  
 

o Use the learnings, results and contacts made through this 

programme to set up further internship programmes in other areas. 

This can be done in many ways: 

 Work in areas around the initial project site (2-3 years): 

Fortis General, LiveDigital and Rakshak Foundation agree to 

start a large scale internship programme in other villages 

around Kanpur (assuming that the initial programme started 

in Kanpur), where Fortis has a larger financial stake in the 

programme (Fortis may fund the mobile doctor service, while 

Rakshak Foundation gets funding for necessary public health 

measures that would increase wellbeing in general).  

Table 7: SWOT analysis of Rakshak Foundation and Fortis General’s 
potential decision to work around initial site 
STRENGTHS 

 Previous research and 

experiences will directly and 

significantly affect future 

projects. 

 Concentrating on one area will 

give Fortis General an incentive 

to construct hospitals in that 

area, improving people’s access 

to specialized curative care 

services. 

 Concentrating on one area means 

that it will be easier to get 

interns from colleges in the 

vicinity (like IIT Kanpur in UP), 

as Rakshak Foundation wouldn’t 

have to find new professors 

every year to host their projects. 

 

WEAKNESSES 

 Local labour may not want to 

participate in making public 

health projects in neighbouring 

villages. 

 

OPPORTUNITIES 

 Projects like these could be taken 

to districts of a similar profile in 

UP and implemented by private 

hospitals or through government 

funded pilot projects. 

THREATS 

 The UP government may not be 

supportive of such schemes. 

 Chemists in nearby villages may 

not want to enter an agreement 

with Rakshak Foundation. 

 Fortis General may choose to 

discontinue the programme for 

many reasons, including not 
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wanting to share medical data 

with other parties in the long 

term. 

 LiveDigital may not agree to 

Fortis General’s using their 

software on a long term basis. 

 

 Work with Fortis General in other states (2-3 years): Rakshak 

Foundation, LiveDigital and Fortis General could work to start 

similar initiatives in states like Punjab and Delhi where Fortis 

General already has a presence.  

Table 8: SWOT analysis of Rakshak Foundation and Fortis General’s 
potential decision to work in other states 
STRENGTHS 

 Constant funding and monitoring 

of progress: Since Fortis General 

is a private, for profit 

organization, it has an incentive 

to constantly evaluate and 

improve the performance of any 

system they adopt. This would 

provide the system with creative, 

effective management and 

monitoring which is currently 

missing in public sector provided 

healthcare in rural areas. 

 Constant supply of doctors for 

the programme 

 Constant and more secure links 

with chemists in the area: Dealing 

with a major hospital group 

would mean that many chemists 

would do their best to win and 

maintain contracts with Fortis, 

leading to adequate supplies of 

medicine in rural areas. 

 The potential to appeal to various 

state governments to subsidize/ 

guide the programme: Since 

healthcare is a state subject, 

having successful pilot 

WEAKNESSES 

 Public health measures could be 

ignored, and local awareness 

about the same may be reduced: 

Since the effects of public health 

measures are hard to track and 

hard to justify in annual 

financial reports, a hospital 

group may choose to do only the 

phone based service. Even if 

they do choose to spend on 

public health measures (like 

clean toilets), they would 

probably hire efficient 

construction teams instead of 

local labour. This would remove 

peoples’ incentives to value 

public health facilities- if 

villagers have no stake in either 

the construction or daily 

running of facilities, then they 

are likely to not use it with care. 

This is similar to the argument 

for a nominal user fee proposed 

by the Staff Nurse interviewed 

at the Kanjhawala Polyclinic 

about people valuing things that 

come with even a INR 1 user fee. 
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programmes in many states 

allows Rakshak Foundation to 

appeal to various state 

governments for help instead of 

concentrating all their efforts on 

one state where the government 

may not be favourable to such a 

programme. Once Rakshak 

Foundation does get 

support/recognition from one 

state government, it becomes 

easier for it to reach out to others 

which may prove initially difficult 

to negotiate with. 

OPPORTUNITIES 

 The opportunity to attract more 

private hospital chains to rural 

healthcare: Currently, various 

hospital groups like Apollo, Fortis 

and Max Healthcare have small 

footprints in hard to reach rural 

areas (see PPP efforts section). If 

one group finds a way of entering 

the rural market in a successful 

way, then it is possible that 

others will find similar solutions 

to entering rural healthcare, 

leading to more accessible 

healthcare for BPL families in 

rural areas. 

THREATS 

 Fortis General and LiveDigital 

may discontinue a programme 

due to unfavourable revenue 

sharing terms. 

 

 Solely depending on Fortis 

General, or contract terms that 

don’t allow for the phone based 

system to be used by other 

companies may slow progress 

considerably. 

 

 Work with colleges, NGOs, other small entrepreneurs (5-7 

years): Rakshak Foundation could invite various colleges, 

NGOs and small scale healthcare companies (like Healthpoint 

Services India) to an interest meeting where they plan a large 

scale statewide or nationwide programme to set up similar 

mobile doctor systems. Colleges involved could hold similar 

rural development schemes around their campuses in various 

states through internships and student clubs. NGOs and small 

scale healthcare companies could partner to start similar 

programmes across the country through internships. To 
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establish an efficient data collection system and maintain 

certain medical standards, some data could be shared on a 

common database to track the success of such initiatives.  

Table 9: SWOT analysis of Rakshak Foundation’s potential decision to 
expand with other NGOs and entrepreneurs 
STRENGTHS 

 Nationwide awareness: Such a 

programme concentrates 

attention on a single issue; it 

makes it possible for NGOs to be 

effective together in improving 

rural healthcare in a way they 

couldn’t achieve if they worked 

in isolation. More importantly, it 

would make students across the 

country aware about an 

important policy issues in the 

way Rakshak Foundation 

currently seeks to improve its 

interns’ awareness. While some 

students from various colleges 

will participate in such an 

internship programme, many 

others will hear and read about 

it and learn more through peers 

who return from such 

programmes. It would start a 

thinking process- students in 

non-medical subjects will find 

ways to help rural healthcare 

instead of remaining silent and 

leaving change to the medical 

fraternity. 

 Coordinated R&D: Since all 

entities will be using the same 

software and technology, they 

could jointly invest in research 

to improve the accuracy of the 

voice module’s diagnosis, 

thereby reducing the need for 

doctors. 

 

WEAKNESSES 

 Reputational risk: Wrong 

diagnoses or malpractice would 

mar the reputation of the entire 

venture and various entities 

involved in it. 

 Doctor dependency: In order to 

avoid becoming liable for 

malpractice, LiveDigital 

currently inserts a disclaimer in 

their voice module that tells 

patients that the information 

about diagnosis and treatment 

is generic and that medicines 

suggested shouldn’t be taken 

without a doctor’s permission. If 

this were to be an effective 

substitute to the current system 

of healthcare provision, then the 

system’s diagnosis would have 

to be backed up by a doctor’s 

approval until the phone based 

system was refined and made 

clinically accurate enough to 

independently diagnose people- 

which weakens the system’s 

expansion if there aren’t enough 

doctors willing to work in 

phone based medicine. 
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OPPORTUNITIES 

 Reaching pharmaceutical 

companies: Rakshak 

Foundation could form a lobby 

of similarly interested firms, 

colleges and NGOs to appeal to 

major pharmaceutical chains to 

provide regular supplies of 

generic drugs. 

 Expansion to other diseases: 

Such a group of entities in a 

coordinated effort could expand 

healthcare from catering to a 

few diseases to catering to 

many more, and could set up a 

hiring cell that recruits doctors 

exclusively for prescription 

over the phone (leading to 

substantial savings in rent and 

doctor fees, and lesser 

overprescription). 

THREATS 

 Public health may be ignored: 

The above suggested system 

includes both quick, inexpensive 

diagnosis and necessary public 

health infrastructure (toilets, 

good sanitation, clean drinking 

water, etc.) to reinforce its effect 

on wellbeing. However, since 

the mobile doctor service has 

more tangible results than the 

public health infrastructure 

supporting it, the public health 

measures may go ignored. If this 

happens, one may face the same 

situation as the government 

polio campaign in UP- despite 

repeated immunization, 

children still contracted polio 

because their stomach linings 

couldn’t absorb medicine due to 

having bad quality water 3. 

 Voluntary structure and 

uncertain funding may mean 

that many entities drop out: 

NGOs, student organizations 

and new, small social 

entrepreneurs have uncertain 

and low funding. This could 

mean that many players drop 

out of the programme or that 

many sections of the 

programme fail due to lack of 

funding instead of design 

related flaws. 
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AUGUST 2013: Rakshak 
talks to engineering 
colleges and professors 
about recruiting third 
year students looking 
for final year projects 
for the next year 
 

SEPT-OCT 2013: 
Rakshak and/or 
engineering college 
advertise project 
opportunities through 
clubs, placement 
centres and social 
media platforms 
 

OCT-NOV 2013: 
Rakshak jointly 
interviews candidates 
with professors 
 

MARCH 2014: 
Candidates (3rd year 
students) list Rakshak 
programme as final 
year project choice 
 

AUG 14-MAY 15: 

Candidates start work 

on design and present 

it to professors and 

Rakshak at the end of 

the year. Rakshak 

Foundation calls the 

intern every month to 

check progress. 

 

JAN ’15-FEB ’15: Management 
interns search for possible 
corporate sponsors of their 
public health/sanitation 
program, and present to them 

MAR ’15-MAY ’15: 
Management and medical 
interns meet w Fortis General 
or other hospital group in a 
Rakshak facilitated meeting to 
discuss telemedicine/IVR based 
diagnosis system 

JAN ’15 AND MONTHLY  
FOLLOWUP MEETINGS: 
Management interns 
approach LiveDigital Social 
Private Ltd through Rakshak 
Foundation with a proposal to 
use their system in a pilot 
project in rural areas 

JAN’15-MAR’15: 
a) Find potential 

materials suppliers 
under guidance from 
final year 
engineering intern 

b) Develop 
maintenance/repair 
network by finding 
local repairmen. 

MAR’15-MAY’15: Help medical 
interns gather appropriate data 
from health facilities around 
college (if they are in the same 
area) 
 
(If recruited from other 
colleges): Help management 
interns look for sponsors 
through college alumni 
networks. 

FEB’15-MAY’15: Negotiate with 
materials suppliers and some 
sponsors for actual supplies. 

MAR’15-MAY’15: Use final year 
engineering interns’ 
designs/beta versions to design 
training modules for mobile 
doctors/sanitation equipment 
maintenance staff 

JAN’15-MAR’15: Identify 
the disease load of the 
area, and identify the 
diseases that lead to the 
highest OOP expenditure, 
by filing RTIs at PHCs and 
district hospitals (using 
advice and observations 
of students recruited 
from the area) 

JAN’15: Develop a 
questionnaire to Do a 
study of the healthcare 
facilities in the area- the 
specialized departments 
or services, wait times 
and travel costs to each of 
various neighbouring 
health facilities (within a 
certain predetermined 
radius of the village in 
question) 

FEB’15: Do a trial run of 
that questionnaire in 
areas around medical 
interns’ colleges (ie. Not 
in the area of the 
internship). Modify 
questions accordingly. 

MAR’15-MAY’15: Train 
interns from colleges near 
the area of the internship 
to administer the 
questionnaire in the 
villages around their 
campus and collect results 

JAN’15-MAR’15: Final 

year interns release 

first draft designs of 

their public health 

facilities/beta versions 

of their database 

 

MAR’15-MAY’15: Using 
data collected, identify 
appropriate generic drugs 
for top diseases of the 
area and secure fundingto 
buy them/ a contract with 
the chemist of Rakshak’s 
partner/other nearby 
hospital 

Figure 3: Before the internship: 

Final year engineering 

interns 

Management interns Other engineering 

interns 

Medical interns 
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16/5/2015-16/7/2015: 

Management interns 

develop a marketing plan- 

ways to promote public 

awareness about mobile 

phone based diagnosis  

16/5/2015-20/6/2015: 

Management interns design a 

training module for mobile 

health workers who take over 

the program after 16/7/2015 

16/5/2015-25/5/2015: 
Organise and train 
labour teams which will 
work on building public 
health facilities, along 
with management 
interns 

25/5/2015-10/7/2015: 

+ Oversee construction of 
public health facilities 

 

+Help improve mobile 
doctor system by 
providing tech support 
and modifications 

 

+Design training 
programme for chemist 
and local repairman to 
continue systems left 

10/7/2015-16/7/2015: 
Present project and 
modifications made for 
future use to Rakshak 
panel. 

16/5/2015-1/6/2015: 
Develop a system of 
referral: define the stage 
at which a patient has to 
be referred to a nearby 
hospital or a phone call 
with a doctor from 
Rakshak partner hospital 

15/6/2015-5/7/2015: 
Start training potential 
mobile health workers 
according to the training 
module designed 
(trainees shadow interns 
on their door to door 
visits for practical 
exposure) 

5/7/2015-15/7/2015: 
Host theory and practical 
exams of trained mobile 
health workers, in 
collaboration with 
sponsor hospital. 

1/6/2015-
15/6/2015: 
Design a training 
module for 
mobile health 
workers who will 
take over from 
medical interns 
after the 
internship. 

1/6/2015-30/6/2015: Do 
door to door visits, and 
offer diagnostic care using 
LiveDigital’s IVR system/ 
other mobile app along 
with telemedicine support 
from Fortis (as a backup). 
Advise engineering interns 
on modifications needed in 
the system 

1/6/2015-10/6/2015: 
Build awareness about 
mobile diagnosis system 
and its use. 

14/7/2015-16/7/2015: 
Present work before a 
panel of professors, 
Rakshak coordinators, 
Fortis doctors and before 
fellow interns. 

16/5/2015-10/7/2013: 

+Oversee construction 

teams 

+Oversee proper 

technical functioning of 

database  

+Alter design to fit 

local circumstances- 

monsoon damage, 

water sources, other 

factors. 

 

10/7/2015-16/7/2015: 

Present system before 

Rakshak panel and 

fellow interns 

 

16/5/2015-20/6/2015: 

Management interns 

design a system where the 

community makes monthly 

payments for the upkeep of 

public health facilities built.  

10/7/2015-16/7/2015: 

Management interns 

report on progress and the 

financial sustainability of 

the model. Although 

mobile doctors are paid 

through the network 

provider  (INR 10/min), 

excessive expenditure may 

be distributed by interns 

across the community in 

the form of small 

mandatory payments 

Final year engineering 

interns 

Management interns Other engineering 

interns 

Medical interns 

Figure 4: During the internship: 
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2015-2017: Mobile doctor system is monitored 

by Rakshak Foundation, with financial support 

from Fortis General. 

 

2017-2019: Fortis General 

takes over system, with 

Rakshak Foundation playing 

an advisory role 

 

2016: Fortis General and Rakshak 

Foundation start a second 

internship programme, either in a 

neighbouring village or in another 

area where Fortis is seeking 

expansion 

2018: Rakshak Foundation calls a conference of professionals from 

NGOs, pharmaceutical companies, past sponsors, hospitals (like Max and 

Fortis) expanding to rural areas and IIT alumni through invitations 

circulated on alumni networks, social media and through email 

invitations. It would discuss the possibility of hosting similar internships 

to bring about development across a state, and would try and attract 

like-minded partners or sponsors for such a programme.  

 

2017: Third internship 

programme, geared at 

setting up similar mobile 

health programmes. 

 

Figure 5: Long term timeline: 
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6. Appendix A 
 

1. Skype conversation with Mr Anuj Kumar, Founder, LiveDigital Social Pvt 

Ltd: 

Date of the Visit 

 

6th July, 2013 

Location of Visit 

 

Skype call to Mr. Anuj Kumar, Founder, LiveDigital Social 

Private Ltd 

 

What do they do? 

LiveDigital offers patients a health information browsing service that they can use 

through their phones. They have partnered with Airtel and major hospital chains 

to offer patients IVR enabled phone lines through which the patient inputs his 

symptoms into a database and the database provides generic health information 

about the conditions he could possibly have. 

 

This programme, called the “Hello Doctor” programme, has three parts: 

 The Outreach programme: This is a phone based diet and exercise guide 

that users can subscribe to for INR 60 per month, and helps prevent 

lifestyle diseases. It offers daily wake up calls, exercise and diet advice on a 

daily basis, tailored to the patient’s age, gender, BMI and blood group and 

their previous exercise and dieting activity. 

 

 The Search programme: In this programme, a patient tells the voice system 

his symptoms and the database matches those symptoms with a particular 

disease and allows the patient access to information about the description 

of the disease, its treatment, possible causes and measures to prevent the 

disease from escalating to a higher level. It also suggests various clinical 

examinations the patient could undergo for more accurate diagnosis. 

 

 The Connectivity programme: In this programme, a patient can say the 

name of a doctor and schedule an appointment with him or talk to him over 

the phone. Doctors send back prescriptions in the form of SMS messages 

which prescribe over the counter drugs (since LiveDigital has yet to tie up 

with major pharmaceutical companies). 
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How they do it: 

 Legal concerns: 

o The Hello Doctor programme currently aims at disseminating 

generic health information certified by doctors to the public. The 

treatment module currently contains a disclaimer that advises the 

patient to not follow any of the information about diagnosis or 

treatment without meeting with a doctor first. However, 

consultations with doctors over the phone are certified and can be 

followed (so far, these have only been done for over the counter 

drugs, as LiveDigital has yet to tie up with pharmaceutical 

companies). 

 Division of responsibilities: 

o LiveDigital’s team handles the back end working of the system, while 

their mobile network partner handles marketing through SMS and 

OBD advertising. 

 Pricing: 

o Subscription programme: INR 60 per month 

o Search programme: standard airtel rates and subcharges 

o Connectivity programme: INR 10 per minute of consultation with a 

doctor (this means that there are major saving s to the customer, as 

in this system a 30 minute consultation costs INR 300 while similar 

face to face consultations cost INR 500-1000). 

 Contracting in doctors: 

o LiveDigital buys doctors’ free time (eg. their lunch hour) and 

schedules patient appointments in those time slots. 

 Scale of operation: 

o Currently, LiveDigital is running a trial run of their Hello Doctor 

system in ten towns in Uttar Pradesh, Punjab, Haryana, Tamil Nadu 

and Kerala. 

o LiveDigital is still developing a B2C model where doctors’ 

information can be directly used by patients for treatment, and 

where doctors are liable for the accuracy of information and related 

treatment. 

 Challenges: 

o LiveDigital ended a programme similar to the Hello Doctor 

programme that it was running with Airtel over disagreements on 

revenue sharing. Such mobile services typically constitute 10-12% of 

a network provider’s overall revenues (the incentive for Airtel to 

adopt such a programme). In this deal, Airtel wanted 70-80% of 

revenues, and 15% of revenues went to WPC (a kind of service tax), 

leaving very slim margins for LiveDigital. 
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o LiveDigital still has to tie up with pharmaceutical companies. 

 

Working with the government: 

 LiveDigital currently runs a similar service to provide ASHAs with 

information. Since many ASHAs don’t complete all of the manuals allotted to 

them, this programme offers a course and guidance information through 

browsing on the phone, and also certifies that an ASHA has done a certain 

manual over the phone (ASHAs do 4-5 manuals). Testing is done with single 

word responses and multiple choice questions, and ASHAs are incentivized 

to complete programmes by getting extra talk time transferred to their 

accounts for every manual completed. 

 

 Getting the voice browsing service approved for public healthcare: Going 

through the current government health machinery can be cumbersome, 

according to Mr. Anuj Kumar. After many discussions and approvals the 

government issues an open tender to all companies, which is a major 

disincentive for an inventor to invest in seeking approval. This process can 

take anywhere from 1-4 years, and power brokers seldom consider cases 

that are worth lesser than crores of rupees (this project is worth lakhs). 
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2. Visit to Kanjhawala Polyclinic, Delhi: Interviews with Staff Nurses 

Date of the Visit 

 

6th July, 2013 

Location of Visit 

 

Kanjhawala Polyclinic, Kanjhawala, Delhi 

 Capacity, catchment area, referrals: 

o Services 500 patients a day (all care is free of charge) 

o Has three divisions- MNCW, mobile vans and the DOTS centre 

o Serves 10-12 villages and a total population of 10,500 

o Nearby health facilities: Most facilities are within a 5-7 km radius of 

the Kanjhawala Polyclinic. Some of the facilities are: 

 Sanjay Gandhi Hospital at Mangolpuri 

 Ambedkar Hospital (250 bed capacity- most referrals go 

there and return with a slip to the dispensary to ensure that 

they go) 

 Ganesh Diagnostic Centre 

 MCD’s polyclinics at: 

 Karala 

 Bawana 

 Nangloi 

 Staff present (this PHC was turned into a polyclinic over three years, over 

which some staff nurses were added to existing staff): 

o 2 Doctors 

o 5 ANMs 

o 2 Clerks 

o 5 Class four drivers (they have 2 mobile vans) 

o 4 Staff Nurses 

o 7 others 

 Most frequent diseases seen: 

o Tuberculosis 

 Treatment: 

 DOTS centre is equipped with microscope and slide 

testing kit, and does Sputum and AFB tests. 

 Treatment period: patients generally come thrice a 

week for 6 months. 250 injections are given every day. 

 Medicines for most diseases are in stock, but 

Tuberculosis medicines are sometimes out of stock for 

15 days in a year. 
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o Diabetes 

 Sugar testing offered 

o Fevers (Dengue, Typhoid, Malaria) 

o Diarrhoea 

 Ability to use computers/computerized processes: 

o Records are not computerized because the network is frequently 

down (a cleaner in the OPD ward said that it had been down for a 

month). 

o ANMs get 2 days of computer training. 

o Both staff nurses were comfortable with using computers (Ms. 

Mamta was using an iPhone). 

o Computers are generally used to register births. 

 Other comments: 

o Computer training is very basic 

o User fees, although not imposed, are important- some people walk 

out of the doctor’s office and throw away their referral slip because 

they know that they will get free care whenever they come. 

o ANMs and ASHAs are supposed to ensure that houses have toilets, 

and sanction funds for constructing them if needed. 

o ASHAs don’t get phones from the government, but get a INR 100 

allowance for phone bills every month (which is generally used in 

communicating with each other). 
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3. Interviews with villagers around Kanjhawala 

Date of the Visit 

 

6th July, 2013 

Location of Visit 

 

Houses in Kanjhawala village, Delhi (close to the main 

chowk) 

 

Figure 6: Post interview photo with Mr. Sevak Ram and his mother. 

Puran Singh, late 50s: (father of three children) 

 Main healthcare facility visited: Agrasen Hospital, Pur (5km from 

Kanjhawala) 

 Yearly healthcare spending: INR 20,000 

 His estimation of quality of service: Service is fast, and doctors are good. 

 Where would he go for immunization: Delhi (city) 
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Joint interview with Sevak Ram and his elderly mother: 

 Main source of healthcare: 

o Maharishi Balmik Hospital (9 km from Kanjhawala) 

o PHC (2 km) 

 Elderly mother makes weekly visits to the government dispensary and a 

private chemist on account of knee pain and calcium deficiency. She gets 

four of five medicines (of which she gets only 5 days supply instead of the 7 

days supply prescribed) at the government dispensary and has to get the 

rest of her medicines at a private chemist. She spends INR 30 per week on 

transportation costs and INR 400 on medicines every three days (INR 4,120 

per month on healthcare). 

 Household income and rent: 

o Rent: INR 1,100 

o Elderly mother’s income: INR 6,000 

o Mr. Sevak Ram’s income: INR 8,000 

o Total monthly income: INR 14,000 (this family has 2 children, and 5 

people in total). 

 Health camps have started this year and are held at the nearby girls school 

or at Savitri Hospital (500m from their house) every Sunday, and offer free 

BP checkups and eye testing. 

 Wait time at PHC: 

o People over 60 get priority in seeing a doctor. 

o People under 60 wait in three lines for 1-2 hours. 

o At private hospitals, the wait time is 1 hour. 

 Healthcare (doctors and medicines prescribed) are of good quality. 

 Prescriptions are computerized 

 Other comments: 

o Anganwadi workers are supposed to give school food and glucose 

biscuits to school children and to elderly entitled to nutritional 

supplements. However, according to Mr Sevak Ram’s mother, only 

half the entitled supplements are given, and the rest are sold by 

Anganwadi workers. Thus, Mr Sevak Ram’s mother has discontinued 

going to claim her supplements. 
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4. Visit to Bawana Maternity Centre: Interviews with ASHAs and ANMs: 
 
 

Date of the Visit 

 

9th July, 2013 

Location of Visit 

 

Shahabad-Daulatpur Maternity Centre 

 

 Common medical conditions serviced/referred: 

o Diarrhoea 

o Antenatal care  

o Fevers 

 Referrals done to Ambedkar Hospital 

 ASHAs use a diary for recordkeeping: 

o Each ASHA caters to 15-50 patients every day 

o There are 8 ANMs and 5 ASHAs at this facility, and 25 ASHAs in the 

area in total. 

o Each ASHA carries a register in which she record the details of every 

visit. ASHAs come in once a week to submit their registers to ANMs 

who then transfer data from the diary to the central register for the 

maternity centre. ANMs spend half the week in transferring such 

records. Although some records, especially those questions for 

which the Health Ministry has requested information, are 

computerized, computerization is rare- the computer seldom works, 

and the server crashes for entire months. 

 ASHA training: 

o People hired are class 8 graduates or better. 

o 4 modules of 5 days each. Doctors hold a multiple choice question 

exam before and after the modules. 

o 1 day of training each month thereafter 

o Computer training is very basic- trainers just tell ANMs and ASHAs 

what a mouse, what is a CPU is. 

 ASHA duties: Taken from pictures of their performance register: 

o Essential care activities (Class A): Pay (INR 500 if satisfactory, INR 

250 if unsatisfactory) 

 Children immunized within 48 hours of birth  

 Children given immunization upto 6 years of age (excluding 

item above 

 Infants who receive 3 doses of DPT by the age of 5 months 

 First Trimester ANC registrations 
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 Three completed ANC visits as per RCH schedule 

 Institutional deliveries facilitated 

 Post natal visits facilitated 

 High risk women identified ant taken to referral centre 

 Unprotected couple: 

 IUCDs inserted 

 OCs (packets) distributed 

 Condoms (pieces) distributed 

 Sterilization method/Vas/Tube 

 Anemic/Malnourished children identified referred and 

followed up 

o Activities for added incentives under the ASHA scheme (Class B) 

 Households surveyed 

 Institutional deliveries 

 Institutional deliveries for BPL with JSY Benefit (excluding 

item above) 

 Cu T insertion 

 Follow up after 6 months 

 Organization of Health and Nutrition Day once a month 

 Maternal/infant mortality reported 

 Helping in installation of community/household toilets 

 Organizing monthly meetings of the Health and Sanitation 

committees 

 Vasectomy/ tubectomy 

 Health check up of senior citizen (more than 60 years) 

 Cataract surgery facilitated 

 Referring pregnant ladies to nearest ICTC 

 Follow up with grade 3-4 malnourished/ anemic 

children/individuals 

o Incentives from other national/state health programmes, which are 

disbursed by those programmes (Class C): 

 Vastectomy (disbursal at hospital where procedure is carried 

out) 

 Tubectomy (disbursal at hospital where procedure is carried 

out) 

 Completion of DOTS (by RNTCP) 

 Getting cataract surgery done 

 Accompany the woman for delivery (JSY) 

 Completion of treatment of Leprosy patients 

 Achievement of 80% immunization coverage 

 Other comments: 
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o In Haryana, ANMs give DOTS. In Delhi, patients have to go to DOTS 

centres. 

o In Haryana, both male health workers and their female ANM 

counterparts are trained. In Delhi, ANMs get 2 years of training while 

male health workers (who deal with public health measures) get 

none, and are used in clerical roles. 

o People currently carry separate cards for immunization and for 

antenatal care. 

 Observation: 

o Not all questions on the household survey were addressed. 

 

  



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 68 
  
 

5. Interviews of villagers in Ishwar Colony, Bawana, Delhi: 

Date of the Visit 

 

9th July, 2013 

Location of Visit 

 

Ishwar Colony, in front of Aditya College, Bawana, Delhi 

 

 
Figure 7: Drains in Ishwar Colony. Many residents blame the unhygienic 

conditions of drains as the chief source of disease. 

 

 Satbir Singh (labourer) 

o Main source of healthcare: Bawana dispensary 

o Payments for healthcare: free, but sometimes immediate care isn’t given. 

o Wait time at government facilities: 3-4 hours. They make people run to 

different desks. 
o Where do health camps happen in the community/where should they 

happen: Polio workers come door to door every 2-4 days.  

o Workdays lost to illness every month: 1-2 days. 

 Dilpi 
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o Main source of healthcare: Bengali doctor (private), government facility 

near Hanuman Mandir 

o Payments for healthcare: INR 200-300 every 8-10 days (she said that she 
believes doctors overcharge) (INR 600-900 per month). 

o Wait time at private facility: 1 hour 

o Other comments: Make a children’s hospital in this neighbourhood. 

 Sohna Devi (pictured below, with her 5 year old grandson who was treated for 
pneumonia): 

 
Figure 8: Ms. Sohna Devi and her grandson (who received 5 years of 

pneumonia treatment) 

Ms. Sohna Devi told us about her grandson, who had contracted pneumonia when 

he was 3 months old and had been receiving treatment for the past five years. She 

initially went to nearby government health facilities but was refused treatment, and 

then went to private doctors who referred her to AIIMS. After begging a doctor at 

AIIMS to waive treatment fees for her grandson, she got free treatment and blood 

transfusion done for her grandson. She says that while treatment was free, she 

spent INR 100 on transportation every time she had to go to AIIMS, and that her 

son lost entire weeks of work wages because of tending to her sick grandson. She 

said that because of the workdays lost, healthcare for the rest of the family became 

unaffordable- her son had to fight high fevers of his own with only cold water. 

 

On greater or more accessible health facilities for the village, she suggested that 

health camps be held in the colony. She also said that the government had actually 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 70 
  
 

offered to build restrooms in the area but wasn’t able to do so because no one was 

willing to give land for the restrooms. Unlike others, she said that Anganwadi 

workers of the area did good work. 

 

 

 
Figure 9: Joint interview of Dayawati and Kamlesh (Pictured above. 

Mothers of children possibly suffering from Eczema, wives of 

temporary labourers).  

 

o Main source of healthcare: Hospital at Pooth, Safdarjung Hospital 

o Spending on healthcare: All the family income and a large amount in 

borrowed funds (lakhs) was spent in getting medical attention for their 

sons. 

o Quality of care: Both were unsatisfied with the kind of care given by 

doctors- one said that a doctor quickly wrote her a prescription for Vaseline 

cream and ushered her away, while the other said that doctors simply say 

that she will get better every time she has stomach problems. 
o Both wanted restrooms and some sort of health facility built within the 

neighbourhood. 
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6. Appendix B 

 

TED Talk: The surprising seeds of a big-data revolution in healthcare- Joel 

Selanikio14 

 The data to critical health problems is missing on the internet and is collected 

in an inefficient way (using paper forms). 

 This leads to trucks full of data forms. Data entry is long and difficult (it can 

take anywhere from 6 months-2 years and often is carelessly done or not done 

if funding runs out). 

 Main problem: Health policy decisions are made on little data, no data or out 

dated data. 

 Idea: Have forms on palm pilots (or other mobile devices). 

 Idea: Don’t make data collection dependent on only one person/entity. Make 

systems so user friendly that people don’t need training or special technical 

skills: 

o Case: Using Hotmail: every sub-Saharan African worker Mr. Selanikio 

met had Hotmail account and that helped connect them to consultants 

and researchers in the US (instead of the more expensive solution of 

having to fly and pay for consultants from the US). 

o Cloud based systems don’t need training because they are user friendly- 

there is need for software that is simple and lets people work 

independently: 

 Mr. Selanikio invented Magpi, a form creating software that 

allows the user to make and use simple forms from basic mobile 

phones. 

 Case: In Sierra Leone, the International Rescue 

Commission uses USD 10 mobile phones and semi-literate 

midwives to collect data on the number of births and 

deaths in a village. As a result, they get near real time data 

on an important healthcare question.  

 Case: A similar system is used in the Democratic Republic 

of Congo for documenting rape cases and bringing 

suspected rapists to trial. 

 Case: Camfed pays parents of girls in five developing 

countries to let them go to school. In order to track 

attendance, they used to use a paper system. Now, they 

use mobile based systems and it costs them USD 10,000 

for monitoring attendance in all five countries. 
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TED Talk: How to reduce poverty? Fix homes – Paul Pholeros13 

 Housing for Health has been working with the poor in Australia and in other 

countries. It focuses on improving health through improved living conditions. 

 Case: In 1985, Yami Lester, an aborigine, organized a rural health service in 

Alice Springs, Western Australia, using a medical doctor, an environmental 

expert and a team of local labourers. 

o Aim: To reduce the incidence of infectious diseases, which were 80% of 

the cases they handled. 

o The medical doctor came up with nine lifestyle change suggestions that 

would prevent disease. These largely were public health measures. He 

communicated them to illiterate aborigine people of the area through 

pictures. They also devised simple tests to monitor the progress and 

upkeep of the system they were leaving behind. 

 Eg. One recommendation was washing every day for children: 

washing is an antidote to common diseases that can damage 

eyes, nose and chest in first five years of life. They addressed this 

need by fixing showers in homes in that area. 

 Some other measures they looked into were: Safe electricity and 

providing working toilets. 

o They tried to promote better health from safer cleaner living 

environments-teams would arrive in an area and train a team of 

workers within a day. They would continue work for 6-12 months, 

spending AUD 7,500 per house on 250 things they fixed in each house. 

These new facilities were tested again before the teams left, and they 

found substantial improvements in the number of facilities working. 

o Why were repairs needed? 

 70% of repairs were due to lack of maintenance of different 

systems. 

 21% of things needed fixing because of faulty construction . 

 9% of repairs were done because of damage, misuse and 

vandalism. 

o Employment: 75% team consisted of local indigenous people.  

o Case: Trachoma, a disease involving blindness in children that is causes 

by a bug, was targeted. Solutions implemented were: 

 Fixing taps and showers in schools, so that students could wash 

the bug out. 

 Dust monitors because dust is risk factor that aggravates the 

disease. 

 Use of dung beetles to reduce food source for disease carrying 

flies, thus killing them. 
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 Testing: A three year long test by the New South Wales Health 

Department found a 40% reduction in illness. 
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“The highest measure of democracy is neither the 
‘extent of freedom’ nor the ‘extent of equality’ but 

rather the highest measure of participation.” 
- A.D. Benoist 

 

 

Rakshak Foundation creates awareness domestically and internationally 
about the rights and responsibilities of citizens towards the society and 
state. Rakshak engages in and supports social and scientific research on 
public policy and social issues. 
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