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Hindustan Unilever:
Lifebuoy Soap

“Every time a diarrheal eptsode takes place, and for a poor family this could be

two to six times a year, there are treatment cosis, there are medicine costs,

are doctor costs. And so there is a spectrum of savings that is amassed.”
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Diarrhea is the third-highest cause of death in the world in rhe
category of infectious diseases, behind only acute respiratory infections
and AIDS. It accounts for 2.2 million
deaths annually.! The paradox of diarrheal
"t!iwasc is thac the ,solut‘i-en is known and The paradox ()fditlrr[u’d/
inexpensive, but it is difficult to reach and disease is that the
educate the poor abourt the need ro wash .. ) p

: : : : _ solution is known and
their hands with soap. Diarrheal disease is
particularly prevalent in the developing
world and takes a tremendous tol! on the
public health, especially among the poor
and children.

India alone accounts for 30 percent of
all diarrheal deaths in the world.? In facr,
in India, 19.2 percent of all children suffer
from diarrhea. Access to safe water and sanitacion
instruction on better hygiene practices represent relarively simple
preventive measures, yet getting the message to the |
that in India took an innovative approach combining
Hindustan Level Limited (HLL), the largest soap seller in [ndia and a
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Hand-washing habits also

differ between urban and
rural areas.
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subsidiary of Unilever, in a public-private partnership for a solution-
marketing a common consumer good: soap.

diarrheal pathogens.’ A lack of adequate
sanitation facilities for disposal of excreta
and poor hygiene practices results in the

Hands are the main
vector of diarrbeal
pathogens, transferring

diarrheal disease pat! s bei |
sease pathogens being carried
them from surface to "

surface and person to
person.

throughout the human environment
Hands are the main vector of diarrheal
pathogens, transferring chem from surface
to surface and person to person.! Hands
~ are used to feed children and prepare food,
and in an Ir_wdmn context, people do not typically use knives and forks.
{.\ lack of sanitation facilities is also widespread throughout India. The
majority of India’s population is poor, with approximately 83 percent of
r-."\.c popularion (885 million people) earning a median hm}sehuld income
of less than 2,000 rupees ($43) per monch.5 Almost 35 percent of the
country is living below the poverty line.67 Hand-washing habits also
ditfer berween urban and rural areas. Twenty-six percgnt of Lu"[\lﬂ
Indians (173 million) and 74 percent of rural Indians (492 million) do
not wash their hands with soap every day.® Although the penetration of
‘suap in Indian houscholds is actually high, with 95 percent of Indian
households owning soap, 665 million Indians do not use soap every day
Others use substirure products such as clay, ash, or mud. After viqtm'u
the toilet and before and after every meal, 62 percent of the popula(ioln

used water plus ash/mud, 24 percent used
water alone, and only 14 percent used
soap and water.?

If a solution to diarrheal disease is
simply washing hands with soap, why is
this problem still stunningly pcnusi'vc.’

; Historically, this issue has been
.1ppnm;n:d as a public-health issue thar could be solved through large
fntmstru;rure projects, a timely and costly proposition for gox'crnmex;ts
in developing countries. In addition, three other reasons are.ascnbed for
the persistent incidence of diarrhea.!® First, the disease fell into the
multiple domains of Ministries of Public Health, Water, or
Ep\'xronrt]enr. However, no group ever assumed full responsibility fo’r the
disease. Second, attention has been focused on “hot” issues such as HIV

Human excreta is the main source of

Hindustan Unilever: Lifebuoy Soap

that command more public attention, leaving diarrheal disease to be
‘championed by no one.” Third, behavior programs to address diarrheal
disease are difficult to design and implement, and are “more complex
and problematic than expected.”

Changes in consumer beliefs and behavior are especially difficule to
engineer in India. First, a deep understanding of the current practices,
motivations, and hindrances preventing
the use of soap and hand washing is
required. This understanding is difficule
to obtain in a country dominated by local
cultures. India’s billion citizens are spread
across 25 states and 7 union territories. g
They speak more than 15 official
languages and 325 different dialects,
many of which are so different they are only understandable to those in
raphic area.!! Second, messages on health and hygiene to
to communicare to dispersed

R

a small geog
create behavior change are difficult
populations. Many rural parts of India are
citizens have litcle to no access to mass-media channels.!?
percent of cthe population has a TV. and only 43 percent has a radio 15
This lack of a mass-communication venue adds ¢ omplexities and costs to
education campaigns, requiring targeted messages distributed through

“media dark” areas, where
Only 22

unconventional means.
HLL is the largest soap and detergent
manufacturer in India, with $2.4 billion
in sales, 40 percent of which is from soaps
and detergents.!? In recent years, the
CEO'’s increasing focus on differentiating
HLL's products based on a health platform
has pushed employees to delve deeper into
consumers’ needs and behaviors in an ,
effore to find opportunities to make their
products become imperative to a family’s
health and safety. Currently, HLL
accounts for 60 percent of all soap sales in
India. Other large competitors include
Nirma, with 11 percent of the market,
Godrej Soaps with 6.2 percent, and
Johnson & Johnson with 1.6 percent. '’
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Only 5 percent of all soaps come from the small-scale sector. The market
is subdivided into several segments, including discount, popular,
premium, and super premium, with che discount segment currently the
largest segment in India. -

HLL sought out initiatives that connect the use of soap to health and
hygiene behaviors, including hand washing. In the fall of 2000, as part
i of its research centered around hand washing, HLL learned of a public
f private partnership (PPP) being developed between the World Bank, che
Water and Sanication Program, the London School of Hygiene and
Tropical Medicine, UNICEF, USAID, and the Environmental Health
Project. The PPP envisioned a large-scale hand-washing intervention
that used lessons learned from pilot projects to promote the approach on
a global scale. They entitled che initiative the Global Public-Private
Parcnership for Handwashing with Soap (later to become Healch in Your
‘ Hands—A Public Private Partnership).

The structure for the program was based on the successful Centra
Amrn:‘;_m Handwashing Initiative, a public-private partnership that
united four private corporations (La Popular, Colgate-Palmolive, Unisola
{Unilever}, and Punto Rojo), the USAID, and UNICEFE.!6 Before the
program was initiated, diarrheal disease caused “19 percent of under-five
mortalities in Honduras, 23 percent in Nicaragua, 20 percent in El
Salvador, and 45 percenc in Guatemala.”
The initiative developed hand-washing
The initiative developed education messages that each privace

. . artner | I i
band-washing education P i mcorp().mwd.rhm;o dlts e
? marketing campaigns. e hand-washing
messages that each s PP slrg

private partuer Progru@ resulted in a KL) percent increase

: g in hygienic hand-washing behavior in

icorporated into its 971”1 mothers and an estimated 1,287,000
marketing campaigns. fewer days of diarrhea per year for

children less than five years of age in the
two lowest sociceconomic groups.”

At the same time HLL was trying to expand the soap market through
the PPP, one of its oldest and most successful soap producrs, Lifebuoy,
was losing top-line growth at the rate of 15 percent to 20 percent per
year, starting in 1999.!7 The Lifebuoy brand team was trying to
determine appropriate next steps to revive che ailing brand and began to
look toward hand washing. As a means of countering sales declines, the
Lifebuoy brand looked to HLL's work on the PPP for new Ways to attract
and win customers.
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The team decided to leverage the historical brand platform ot health
by tying soap usage to the eradication of family healch problems. HLL
also linked che data demonstrating how soap can help eliminate common
health problems, such as diarrhea, to Lifebuoy, finding that m-err.lhc.rs of
families often experience stomach infections (diarrhea), eye lntcg'snons.
and infected sores. As described by Yuri Jain, this resulrs in a significant
loss of time and disposable income for an Indian family: “Every time a
diarrheal episode takes place, and for a poor family this could be two to
six times a year, there are treatment costs, there are medicine costs rhﬁ“‘
are doctor costs. And so there is a speccrum of savings that is amassed. 18
The team also changed the target audience from men to entire families,
to expand its audience for the health message and to cater to the
increased influence of women on household purchases. HLL hopc'd this
revitalized health platform would create relevance for the new .Litebuoy
target consumers and reassure existing customers that it was still healch
soap. ‘
To address the health needs of one billion Indians, the team created a
reformulation that was relevant, accessible, and affordable to the mass
market. HLL replaced the carbolic smell wich a more fragrant smell to
better appeal to families and women. The team also changed the
manufacturing process from “hard” soap produuim? to milled soap
production, a change that made Lifebuoy longer-lasting and pr})dgcefl
more lacher.!? Its new positioning was now rargeted ar the entire family’s
healch. ;

In addition to these changes, HLL wanted to ensure it could

e its product on a health placform. The team decided to add

differentiat
erial

Triclosan, a common antibacterial agent, to strengthen ic antibact
power of che soap. In Europe and the United States, Triclosan has bcc"n
the center of the antibacterial controversy. Dr. Laura McMurray at Tufts
Universicy School of Medicine found evidence thar bact
develop re‘mstance to Triclosan and propel the creation of more
forms of bacteria.2? Despite these criticisms, HLL believed the use ot an
al agent was crirical in producing the health impace ot
named the ingredient
provided additional

eria could

dangerons

antibacreri
eradicating and preventing germ regtuvuh..The*y
Active-B as a cue to the consumer that Litebuoy
health benefits over other soaps. 4

The team also had to ensure Lifebuoy was sttl affordable tor its
consumers. HLL Chairman Manvinder Singh Banga explained: "anbgny
is priced to be affordable to the masses.... Very often in bquness you find
that people do cost-plus pricing. They figure out what their cost is, and
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then they add 2 margin and figure that's their selling price. Whar we
‘h.vc xt'ilfnt:'! 1s that when you deal with mass markets, you can’t work
like t}‘ur. You have to starc by saying I'm going to offer this benefic; let's
say ic's germ kill. Let's say it’s Lifebuoy. You have ro work outr what
people are going to pay. That's my price. Now what's my targer margin’
And that gives you your target cost—or a challenge cost. ThLen you ;M\r‘t
to create a business model chat delivers that challenge cost.”2! ‘

As a starting place, the Indian state of Kerala was chosen for the pilot
program. Despite higher levels of education and sanitation access
l'L')L‘;-{r(.h studies 1n Kerala found rhat only 42 percent of mothers usr;il
>,olap ;nt.cr using the [0”:[.‘.33 percent used soap after cleaning up a child,
t1 percent used soap before eating, and 10 percent used soap before
pr_r;lmrmg tood. The Kerala results also showed those who did not wash
with 10ap were five times more likely to have diarrhea than those who
washed with soap.

. Based on this data. rhe PPP designed a program that tried to link the
hand-washing initiative to life-changing events or times when new
behaviors are most likely to be adopted (such as the arrival of a new baby
or vaccination).* The complete program was to include four mai..
preces: a direct-contact campaign, a mass-media campaign, evaluation,
and communications development. The first piece was a direct-contact
program for women when they visited health or social service
institutions. "ch PPP also designed a direct-contact program in schools,
consisung of four health hygiene education days per year and the
creation of a mandatory lunchtime hand-washing prograrr; for children
ages f: to L. Finally, che plan included 2 mass-media campaign.

.~('3“ ulations for Keraia suggested that through this program,

Seventy percent of households would be reached 43 times a year via
mass media, and 35 percent of households would be reached 9 rimes a
year through the direct-contact program.”23 The initial cost est.im.nc for
i‘\cml.‘x was a licele more than $10 million spread over three years to cover
the whole state. Per-person costs were estimated to be S.i(’) per year. 24
Program administrators estimated that savings in healch-care co;ts
would cover total program costs after rwo years.

.Thc Indian government agreed to fund the mass-media campaign
while the Kerala government and UNICEF agreed to pay for the direc;
contact .progfam?’ The WorldgHealth Organization tooic charge of the
r—v.xluatu?n funcnon. and the private sector agreed to fund the
communications research and message development. This allocation of

Hindustan Unilever: Lifebuoy S()aﬁ

costs among partners allowed each party to achieve a larger objective
while only bearing a portion of the costs each year. The private sector
committed to take on one-chird of total program costs. These costs were
further divided among all participating companies (primarily HLL,
P&G, and Colgate-Palmolive). HLL agreed to bear rhe majority of the
private-sector costs because it is the largest player in the market.
However, this funding model might change. In total, HLL planned to
contribute almost $776,000 per year (15 percent of total program cosrs)

or $.027 per head per year.*

For HLL, it was an opportunity to stimulate demand for soap through
education campaigns. The health sector and development agencies

sought to leverage additional resources and expertise in designing

implementing education campaigns. The
government sought to reduce costs and
gain professional communication skills
and resources in tackling the general
health issues associated wich diarrheal
disease.

Program design and implementation
plans progressed until the spring of 2002,
when nonprofit groups and political
opponents started speaking out against
the initiative in Kerala. Environmental
and antiglobalization activist Dr. Vedana
Shiva, director of che Research
Foundation for Science, Technology, and
Natural Resource Policy, wrote, “Kerala
has the highest access to safe warer,
highest knowledge of prevention of
diarrhea because of high female lireracy
and local health practices such as the use
of jeera warer and high use of fluids
during diarrhea. The World Bank project
is an insult to Kerala's knowledge
regarding health and hygiene. It is in fact
Kerala from where cleanliness and
hygiene should be exported to the rest

not need a World Bank loan for being taught cleanliness.”

of the world. People of Kerala do

 and

For HLL, it was an
opportunity to stimulate
demand for soap through
education campaigns. The
bealth sector and
development agencies
sought to leverage
additional resources and
expertise in designing and
implementing edwucation
campaigns. The
government sought to
reduce costs and gain
professional
communication skills and
reseurces in tackling the
general bealth wssues
associated with diarrbeal
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Others accused the Kerala government of side-stepping the real
problem: proper toilets and sanitation facilities.2® This opposition soon
spread to politicians such as Mr. V.S. Achuthanandan, leader of the
opposition in the state assembly, who began speaking out against the
initiative.?? The criticism generated by adverse press began to hinder the
PPPs efforts. The World Bank asked the government of Kerala to
respond to the criticism, but the state refused. Meanwhile, the state
cabinet had not yer approved rhe proposal, bringing the initiative to a
standsrill. Final negoriations for the effort are under way, but as an
alternarive, the PPP has downsized the initiative from $10 million over
three years to $2 mullion for one year’ and begun to discuss options of
moving the initiative to other states in India.3!

Moving forward with the downsized pilot, the PPP hired the Indian
Market Research Bureau to conduct scudies on hand-washing habits in
Kerala. To reach its rural consumers, HLL had to first understand rural
behaviors and preferences. HLL researched hygiene and hand-washing
practices and the trigger points for using soap. HLL found that while
attention to cleanliness has been increasing over time, most customers
still associate cleanliness with the absence of dirt as opposed to the
eradication of bacteria. For example, focus group and observational
interview participants in rural areas often described their hands as being
dirry if they were sticky, oily, discolored, or smelled badly. However, if
their hands looked and fele clean, consumers considered their hands to be
clean. Through chis research, HLL determined the trigger for a consumer
to wash his or her hands was to remove unpleasant contaminants, not to
kill germs that cause infections. They also found this perception of
“visual clean is safe clean” leads to infrequent hand washing and limited
use of soap.

Focus group research showed similar resules in that only 5 of 13
people washed their hands before eating, and only 10 of 18 washed their
hands before preparing food.3? Moreover, if consumers did wash their
hands, they mosc often used water or a proxy product for soap such as
mud or ash. The same scudy found thar after handling cow dung, 5 of 7
interviewees rinsed cheir hands with water, one washed wich mud, and
one used soap. Consumers were not using soap because they did not
believe chey were dirty or did not perceive that soap had added benefits
over water or other materials. Therefore, HLL decided it would have to
educate cuscomers on germs and the consequences of germs on healch to
increase soap usage as a medhs of deterring bacterial infection.

|
|
i
1
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HLL teamed up with the rural India
outreach arm of Ogilvy & Mather to
design a behavior change education
campaign focused on uniting Fhe healch
atcributes of Lifebuoy soap with healch
messages of germ eradication. First, HLL
and Ogilvy & Matcher brainstormcflj a way
to communicate the negative ettecrs.()f
“invisible” germs in  an easily
understandable and relevant message to
the rural consumer. They also decided to
highlight the unique actribute . of
Lifebuoy soap, Active-B. HLL and Ogilvy
& Mather outlined the following key
messages:

HLL teamed up with the
rural India outreach arm
of Ogilvy & Matber to
design a bebavior change
education campaign
focused on uniting {be
bealth atiributes of
Lifebuay soap wit{v
bealth messages of germ
eradication.
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s Wash your hands with Lifebuoy soap to prevent infec
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At the same time, promortion of a branded product can leave the
company open to criticism. Therefore, it is important that the campaigns
have a solid science-based foundation and are cransparent. The Lifebuoy
Swasthya Chetna campaign meets this criteria. As explained by
Harpreet-Singh Tibbs, “We're not shying away from che fact thar
Lifebuoy is going to benefit or we're (rying to get soap consumption up
We're being uptront about it. Bur we're also telling them thar we're
doing something for the good of the community, and it’s there for you to
see yourself. And rthat’s the reason we're actually going into schools and
schools are giving us permission to go in. Because they believe that what
we're saying is actually making sense.... I'm trying to develop the
category because I believe soaps can reduce diarrheal incidents by 40
percent. And if you believe it’s true, there’s no reason why you should
dispute chis program.”34

A -

A central challenge in “selling” health is the development of successful

partnerships between private business and public-health offices and
organizations. Both groups need to invest
together to create the market for a product

A central challenge in
“selling™ bealth is the
development of successful
partnerships between

Private organizations contribute competen-
cies around behavior change and delivery of
low-cost products, while public organiza
tions provide access to consumers, in effect
the channels to deliver messages and extend
product reach. Both groups are investing in
and addressing a common problem burt are
evaluated on producing two different
results: NGOs and governments are
interested in an increased quality of life, while private businesses seek
increased earnings.

These different motivations produce an inherent tension in the
public-private partnership model. This tension is apparent in the status
of the highly publicized Global Handwashing Initiative PPP, where
political roadblocks have slowed down the program and thus impacted
HLL’s plans to deliver healch education and expand the soap market. Yer,
these lessons have helped HLL to transfer knowledge from the Global
Handwashing Initiative PPP to improve its own branded healch
education program, Swasthya Chetna. Working with more localized
partnecs, in chis case village schogls, HLL is rapidly scaling its program
throughout rural India. By learning how to buaild partnerships and work
in PPPs, even if toward seemingly different ends, HLL has gained a

private business and
public-bealth offices and

organizations.
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: o P cessing
ompetitive advantage. HLL can leverage its experience .{L‘cn}; ]5
N . c < 1 '~ ‘1‘ >
nublic-health channels to sell products as health solutions, while
r : : g
increasing its market share borh in India and abroad.
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that of children in iodine-sufficient areas. The most severe form of this

disease is hypothyroidism and is prevalent among young children 1n

3. “Meeting o bi o .
P |\_»:\« n ?L.l)t;; Private Partnership Initiazive to Promote Handwashing with
D, INC he 3 Tt . W a .
P, & ember 253-26, 2002," Washington DC, global handwashi . Tt ? . ) . ; ! %
Globalpercent 20activities/ Attachments/PPPHW . gl remote areas where the daily iodine intake is less than 25 micrograms %
= O hments. /percent 20Meeting : St g A ! i
rcent 201 1-25,26-02.doc, April 28, 2003 i etmgpesce 208 epact (mcg).! Hypothyroidism causes cretinism, gross mental retardation, and 7§
3. Probe Quality Research. “Project Glove: A Ti i short stature. In India, almost 90 percent of the population earns less 3
5 A Tniggers and Barriers S ; e 2 N T . : '
Habirs.” Prepared for HLL. Not dated Study on Handwash than $3,000 per year;? over 70 million are already afflicted with IDD,
3 Harvey, P Ler Every Chil, o i lnd h )00 “ 4 ’ - k 3
: ¢+ Every Child Be Wanted: How Sociai Mark I 2 another 2 million are at risk. j
- e R0 ial i iing Is Revolutioniz . ;
Cantraceptive Use Around the Worid, W o g B 1 alt, it is globally d as ;
Use wd the World, W : G " ecause even the poorest people eat sale, 1t is globatly recognized as
] e estport: Greenwood Publishing Group, 1999 P hicle B P i e Jiatn wiith 'oli!'n Howevcr i
34. erview wich Harpreer-Singh Tibbs, HLL, March 26, 2003 Jl_t S e, 6' o e eq‘lentmg _ = . : i ; i
; still do not receive the required amount of iodine from salt because

a Only about 25 percent of edible salt in India is iodized
ot educated as to the human body's

» Many consumers are n
pite the availability of iodized salt 1n

requirements for iodine, des
the marketplace.

e Even those who understand the importance of iodine might be
reluctant to pay the premium for iodized salt over the cost of

noniodized salt.
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medical practitioners, school teachers, and so on. A number of tools such
as a pictorial story in a flip chare formar, a “Glo-germ demonstration,”
and a quiz with aitractive prizes to reinforce the message are used. The
“Glo-Germ demonstration” is a unique tool to make unseen germs
visible and emphasize cthe need to use soap to wash hands and kill germs.
Each phase of the acrivity is customized to the needs of the respective
group, interactive games for kids and mothers, and such. The various
stages reinforce the message, which s crucial to affecc awareness and
behavior change in favor of hand wash hygiene.

The program involves meeting the local Panchayat bodies—especially
Anganwaadi workers—and seeks their help in implementation at the
village level. The program was working closely with government bodies
such as NRHM and also UNICEF (2008) for Initiatives on Hand
Washing programs.

_Thc Indian postal department released a special postal cover on
Litebuoy Swatshya Chetna on the occasion of World Health Day (April
7) in 2006.

The Department of Posts has a long history of honoring great
personalities, institutions, and monuments through commemorative
postage stamps. A few events are commemorated by the Department of
Poses chrough the issue of a Special Posral Cover. Special Postal Covers
ire of greac importance and philatelic relevance that have emerged as a
vehicle ro accord symbolic recognition to past and present events and o
honor individuals, institutions, and organizations. Lifebuoy is the first
and the only brand to receive this honor and recognition in India.

The impact of LBSC is as follows:

® Increase in awareness of germs among the population covered in this
campaign from 52 percent to 83 percent.

® [ncrease in association of germs wirh disease in the population
covered from 35 percent to 57 percent.

® Since 2002, the project has touched 50,676 villages and 120,000
million people. In 2008, LBSC had contacted 15,000 villages in
Uttar Pradesh, Madhya Pradesh, Maharashtra, Bihar, and Karnataka.

Jaipur Foot:

Prosthetics for the Poor

At age fourteen, Sudha Chandran, an aspiring dance

foot and part of her leg in a car accident. Devastate
e dance, she spent several months on

would never walk again, let alon

r, lost her right
d and convinced she

crutches. Then one day in 1984, she read about Jaipur Foot

A prosthetic foot in the United States costs on av
is far bevond the means of the poor in developing countries,

many of the poor in the United States.” As
many as four billion people, in India and
the rest of the world, live in poverty on less
than two dollars per day. When someone
loses a limb, the inability to work is
catastrophic, often for a whole family. The
Jaipur Foor is tailored specifically to the
lifestyles of the poor and costs only about
$30—affordable to all, and it is often given
away free ro many of the handicapped poor
who have lost a limb. Here is a working
model of a nongovernmental, nonreligious,
and nonprofit organization able o finan-
cially sustain itself while helping the
world’s disabled poor.?

There are 10 to 25 million amputees
approximately 250,000 each year. People

particularly susceptible to che loss of lower limb v ‘
), congenital or birth detecrs (four percenth,

trauma (22 percent
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in the world, a figure that
in developing COUNITIES Are
s+ from disease (70 percent)

erage $8,000. This cost
! and even

The Jaipur Foot is
tailored specifically to the
/1]".\'1)'/4'5 of the poor and
costs only about $30-
affordahble to all. and 1t 15
often given dway free to
many of the bandicapped
poor

limb.

ZCOWS DY

and tumors

i 2 T

O s .2




T

e

PRGEREOPES SO,

I'he Fortune at the Bottom of the Pyramid

(four percent) i
) t). In devel S . .

o n developing countries with recent war-torn histories, sucl
s Atghanistan, g ni : ' o
.pprp:n sta land mines account for a significant number
approximately 300,000 child -

y 200,000 ren are severely disabled b 3 i
S ibanaldit eal ie : y disabled because of land mines,
- ttional 15,000 to 20,000 new victims each year.® In Afgh s
aione, there are nearly | i . ' o
y 10 million lan i 6 Di 1
e e ; d mines.¢ Diseases such as diabetes and
- are the cause of even more of the amputees
1€ Jaipur F sas {1 : o
hiburj e h?ot was first developed in 1968 by Ram Chandra, one of
Jawp city s tinest scul ‘ : ' ‘
J Hptors. E 7 : 5
pertormance and che cos = Conccrfled by the inadequacy of
el L cost ot imported artificial limbs, he began work on
d 00t e -~ . 2
o »" which he refined with the help of Dr. PK. Sethi, an
I it surpes T . PK. ¢ ;
whtar hecusnn k&nﬁm‘ Dr. S.C. Kasliwal, and Dr. Mahesh Udawat into
Sl of O“vl ac ~ " o . ;
g dl as the Jaipur Foot. To facilitace the spread of the
e il rs decided not to patent it. Their society, Bhagwan
. o 1kl; Lt - . . 72
i ‘mg]Sdhayata Samiti (BMVSS), was organized in 1975 to
amputees and to diserit /
: ribute the produc rac i
or for free when necessary PSP Sl st RORER
The Jai .
fie Jaipur Foor was desi :
provide a Pl i t was designed to simulate normal foot movements and
i 1aiicy ton fe )
il g (q ity solution for the masses thac also allowed the poor to
munue (o earn a hivelr £~
working iecds : : lnehh.nod‘ Aspects specific to the culcural and
o - of the poor included being suitable to activities such as
arting, si “rOss - : : X
g, sitting cross-legged, walking on uneven ground, and barefoot
’ are

watking. Orher ¢ <
; - constraines the i . :
tollowing: designers had to consider included the

s P y— i
a;ve?rt} A The cost of fabricacion, with the possibility of
fjustments and alignmencs, had to be low (while creati
ettective product). B e
s Closed y—Limi '
economy—Limited import of foreign materials in India

meant the foot had to b 3 ;
materials. tohe- fabricated: from readily available local

s Work lifestyle—M w
i l_ le—Most amputees work hard and long hours in an
ural ec 7. Day 1 1
economy. Days spent without limbs rhreaten livelihood

and sustena
nce, which is reason to seek an acceptable proschesis thac

could be fitred quickly.
s Cul i i
leu t::;al |:;;:_¢5—The_evcryday lifestyle involved sitting cross-
gged, walking barefoor on uneven ground, and squatting

® Limited traini
tramning manpower—1Lack of skilled labor relative to the

huge demand for :

prostheses necessitared a simpli ;
; : plified manuf:
process thac could be performed with limited training. SRR

r
|
|
@
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The discribution of the Jaipur Foot occurs at BMVSS sites (of which
a, two in Jaipur alone) and at camps, including
camps in 19 countries, including Afghanistan, Bangladesh, Dominican
Republic, Honduras, Indonesia, Malawi, Nigeria, Nairobi, Nepal,
Papua New Guinea, Rwanda, Somalia, Trinidad,
dan. At a main site, such as one in Jaipur, a
ther doctors contribute time to ensure the
yw-up. Each foot is fitted by a technician,
200 annually, about twice the

there are seven in Indi

Panama, Philippines,
Vietnam, Zimbabwe, and Su
full-time doctor is on staff; o
proper proscheric fit and follc

an artisan who makes the equivalent of $1,
he actual cost of materials used for an

about $7.68, which includes the Jaipur
ints for a below-knee limb. The most
d in a prosthetic ficung is the vacuum-
ct replica of the mold of the patient’s
bout $4.000 and last from five to

per-capita income in India. T
above-the-knee prosthetic foort is
Foot itself and the simulated jo
expensive piece of equipment use
forming machine used to get an exa
remaining limb (stump). These run a
seven years.

About 60 patients each day obrain prostheses from Jaipur Foot's main
facility in Jaipur, India. Remarkably, unless other medical conditions
m firted with a prosthesis in one day—
usually within three hours. The goal is to return the patient to his or her
profession and an independent life afrer the patient’s first visit to the
clinic. The society’s services do not just include a speedy fitting of a
prosthesis. The operating process also actends to psychological needs.
and there are on-site meals and overnight accommodations for parients
at no cost. Free meals and accommodations are also provided for the

patient’s family members who ca ore and

intervene, each patient is custo

n therefore provide on-site suppe

comfort.
BMVSS has laid down extremely simple procedures for reception,

admission, measurement taking, manufacturing, fiering, and discharge
of patients. Unlike in all other medical centers all over the word,
y arrive without regard to the ume of day. In
addition, parients are provided boarding aond lodging facilities at che
centers of BMVSS unril they are provided wirh limbs, calipers, ot other
aids. In most orthopedic centers around the world, patients must come
back several times for a custom fit. This process can fake several weeks.
Such a system is unsuitable to poot pacients who find it exeremely
difficule, both in physical and financial terms, to come back a second
time from long distances. Jaipur Foot is custom fitted on the same day
(in fact, in less than four hours). Most significant, cthe prosthetics,

patients are admitted as the
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oft Sy t 1
le:::\[;. c;:dh:,;:zr_lfld; and applmpues are provided rtotally free of
e 1 };,I.pe ; Bgt for rhxslpnlicy. more than 90 percent of
i i m:j a\r.fre:‘nau’]cd dcprfved of artificial limbs, calipers,
oE m‘mauemc;n : .:Fp liln(";‘S. The Stt[lng up of patient-oriented value
BM\-SSL = rrn) bum_l\\as an cqu_ully important innovation.
ckhoge ’:‘.‘bm.aw 0:1?( 1(: m'Indla, lnl addition, approximately 60
o il lt_tﬂ e ._]zupur Foot in India. The society also has
: s nent of several centers abroad. Funded by the Indian
goy crnm('m and philanthropic groups, BMVSS and similar rganizati ;
(;tar:r mcclncui care, room, board, and a prostheti-c at noorc&ods:lzt.:)mr)lr::
tent. It als
ey also has helped launch free clinics in more than a dozen
The de inati
pmsmcscii::(r):;;.g;onr wzs dmade at the outset that the Jaipur Foor
e B p ovided at a low cost, or free when necessary, which
R c,' ‘;.txf)nprotxt framelwork. The prospect of no (or liccle)
(.Q;n;m{;g :Ss; f«;; prosrheses ficced f'o‘rccd administracors to focus on
R i s. p.alrnn?lar‘ emphusxs was placed on the cost of the
G m.f\b to construct the Jaipur Foot, the capital equipment
m:,‘.d - -.1 ricate the foot, and the method by which the foot was
i ;rpancnt to m‘.?.k(‘ the proschesis widely available.
Fn{:}:t :x!;:r:c;:q.b:a:;‘tlcct:d in Jaipur Fos)t's annual expenses. Jaipur
B ut for chc‘ 2002 f:scal year underscores the
P.‘m-ms;u pos:;lrisc and undf*rpm§ the society’s effort to serve as many
o ] .-g-ivcn its fman:-xal resources. About 90 percent of the
(mrpf v's :xp-enses in .the 2002 fiscal year were directly related ro the
& (;:c rf::;l:;:f':nd ticting proscheses for the poor. An‘other 7 percent
. C y's expenses went toward other forms of charitable
assistance Only 4 percent of its expenditures
ad ?;]mstmriv:- and overhead expenses.
Be(w:(.:ug':z;o; ::r;bs‘:}n]ttedBe:ery year by Jaipur Foor is about 16,000.
et . ﬂer.l :{YSS was esta&blx§hed. and March 2003,
e Bi[\"r te -s(?. l_. limbs in India (and 14,070 others around che
a”J.Ot_ l“ l;.mo::“l:::l” nnimg innovative ways to help the poor. Wich
- in tec nolffgy and management, and understanding
i mOdul 1ts patients, BMVSS has developed a unique business model
i Pzdisc;;l:a:i)a e:.::,;]“p.m Foot technolog-y that allows rickshaw-
K5 :mers rs)ndunputees o pertorm their job, farmer
e Ind,. a ;i in the case of fourteen-year-old Sudha
e g 1an dancergamputees to be classical Indian

went ctoward

.
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Endnotes

heep://www.jaipurfoot.org.
Mark Taylor, from the University of Michigan Prosthetics Department,

According to
d high costs, only 50 percent of patients in

because of insurance company policies an
the United States receive the prosthetic medical care they require.
s and fits approximare’y

~

3. Bhagwan Mahaveer Viklang Sahayata Samiti (BMVSS) fabricate
16,000 patients annually with che Jaipur Foort.
4. www.mossresourcenet.org/amputa.hem.

U.S. Centers for Disease Control, cited at www.openroads org.

6. United Nations daca.

= A variation of the Solid Ankle Cushion Heel (SA
Biomechanics Laboratory at the University of California,

the most popular prosthetic foot.

CH) foot developed in 1956 at the
Berkeley, which had become

tten by Scott Macke, Ruchi Misra, and
supervision of Professor C.K. Prahalad
or discussion and is
gies

This case study was wri
Ajay Sharma under the
The case study is intended to be a catalyst f

not intended to illustrate effective or ineffective strate

Jaipur Foot Update

gwan Mahaveer Viklang Sahayata Samiti

By D.R. Mchra, founder and patron, Bha
(BMVSS), Jaipus

Bhagwan Mahaveer Viklang Sahayata Samiti, the nongovernmental,
voluntary society in India for helping the handicapped started in 1975,
has expanded its reach. By the end of March 2008, the number of
beneficiaries getring artificial limbs, calipers, wheelchairs, hand-
paddied tricycles, crutches, and other aids and appliances has heen in the
millions. Of these, the number of persons gerting artificial limbs was
more than 3,300,000. Approximately 2,800,000 people got calipers
The other aids and appliances numbered 4,200,000. By the end of
March 2009 (che end of the financial year), the total pumber of
beneficiaries was approximately 10,900,000,

Since the first edition of The Fortune 4 the Botzam aof 1he
position as the world’s largest prostheric provider continues with 4
further increase in the number of beneficiaries. in the financial year
April 2007 to March 2008, che rotal number of beneticiaries of BMVSS
was 66,181, of which the number of beneficiaries provided with

artificial limbs was 20,181.

yramid BMVSS's
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A comparison with che International Commiceee of Red Cross (ICRC)
that runs a program called Special Fund for Disabled validates BMVSS
as being the largest providers of aids and appliances to the Bottom of the
Pyramid amputees. According to the Report of the International
Commutiee of Red Cross Special Funds for Disabled for the years 2007
and 2008 drawn from the Internet provides the following points:

® In 2007, Special Funds for Disabled provided support for the
handicapped in 28 countries through S8 projects in association with
nnng()\'ernmt'ntal ()rganllafi()ns.

s In 2007, Special Funds for Disabled contributed to the
rehabilitation of approximately 15,000 persons worldwide,
including che ficting of 8,970 arcificial limbs and 9,752 calipers.

® In 2008 Special Funds for Disabled, che figures of the disabled
rehabilitated has not been given, bur it is mentioned that SFD was

operated 1n 29 countries through 61 projects in association with
nongovernmenrtal organizacions.

The tirst edition of The Bottom of the Pyramid mentions that the Jaipur
Foor fabricated and fitred by the BMVSS coses less than $30 compared
to $8,000 for a comparable prosthesis in the United States. Now, the
cost of a Jaipur Foor is $40, while the comparable figures of the U.S.
limbs are not known. But, considering the price increase of various raw
marenals and labor, the price might not be less than $12,000

Despite the mass customization on such an increased scale, Jaipur
Foot continues to be given free of cost to the amputees.

Whereas, at the time of the first edition, Jaipur Foot was in 16
countries, now 22 countries (including India) are covered by BMVSS in
Asia, Africa, and Larin America.

BMYVSS held camps in 19 countries. This figure has increased to 22
countries.

The number of branches of BMVSS in India was only 10. This number
has gone up to 19 now (including two branches in Jaipur, one each in
Delhi, Mumba: Chennai, Ahmedabad, Hyderabad, Bangalore, Indore,
Patna, Srinagar, and Ambala, and seven more in the State of Rajasthan at
Kora, Bikaner, Udaipur, Jodhpur, Pali, Bharatpur, and Ajmer). Further
apart from helping other nongovernmental organizations to set up Jaipur
centers in various Countries, in 2007, BMVSS set up one artificial limb
fitting center in Colombia-Madeline as a joint venture. BMVSS also

Jaipur Foot: Prosthetics for the Poor

became a technical partner in two artificial limb fitting centers 1n
Pakistan (Karachi and Islamabad). _ N
BMVSS not only supports the setting up of new .J.I'tltlt?‘dl limb fltU‘ng
centers by orher organizations to help benefit more hundxc’np‘pcd. it .‘1‘5(.>
has increased its own centers from 10 in 2002 to 19 by 2008 Jnfi was
planning to cover all cthe major states O.f India within rhru" f\:ar;-ot th;xrl
Jaipur Foot seeks constant technical 1mpr0\iement. BM\/.:‘ s } .lnrr)..h;'
social organization is to combine sentiment wich science. 'l. e philosopl ¥
of BMVSS is that poor patients will be helped prup:erly only x'lche ar;m.a,::;
limbs, even though given free of charge, shguld be (()(1_5tanfg[.rr:-ag;le]i-(
better and more lasting products. Toward rhis end, it h;.n (-<r,: lished Liz 1
with world-renowned technology institutions like Stanford University anc
MIT in the United States and with the Space Rc:scarch ()rg.mu;mng
(ISRO)—India’s topmost and one of the world’s leading ﬂumlr’mj
institutions. It is also establishing contact with ll’_r—— I\iadras and M.xnxtxy(;:
Regional Engineering Deemed Ln{vcrsxty—‘all for the improveme
existing devices and development of new devices. ‘ B i
Stanford University and BMVSS signed d._lc[tcr of understanc m;
the beginning of 2008 for the development of a new k:n-wjmm, tllr”‘: n:p
knee prosthesis. In highly costly “above knee” prostheses, g€ 3\ v
a problem. After detailed

fficient and cost-effective knee joint is o
etficient an s of Sranford to

‘ ized studi anford, several visits of expert
computerized studies ar Stan v : .k O g
the center of BMVSS art Jaipur, and feedback from the patients prov ||dc
by BMVSS, a new four-bar linkage knee joint has been developed. It is
S'rmple in design; however, it is very efficient. Field trials of this joint are
under way at .laipur Foot. The feedback up until now i
Yer. the cost of this joint is only $25. 8
MIT has developed and given BMVSS
different type of final product.
Further product development 1n¢ i on
Chemicals. a world-renowned chemical and polymer e
helping by providing berter material and , tec ii‘ it
Appmximafelv 1,000 polyurechane foot pieces nus'»"'.. (‘m m“«\h .s.t \t N:”
of ISRO with 'ma:enal support and advice of DOW Chemicals have
put on feld crials. The results so far are very positive
In addition, BMVSS has signed a nonexclusive e -
' f the Whirlwind
agreement for the manufacture of special wheelchairs of € LTh ' :w-” -.,,,
W heelchair organization. These are lighe, sturdy, and safe. They will be

exported all over the waorld.

s very ‘)()31(1\’(’

a different prototype toward a
: o o v

ludes cooperative work with DOV

company, whit h is
advice

manuiactonng
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BMVSS 1S ais [ } i
S also gettung the hand-paddle iIcy I
- . 1 8 P nand-paddled tricycles and crutches of the
Indian Srandard Instituce (ISI) cercific i f
pv cercificarion. ISI joints for calipers are
aisO unaerway.
lllfi" worksho SPEec1a 1 o
N le : rikshop, special alignment systems have been imported from
the United Scarte < 1 G { ’ l
Unired Scates, UK, and Germany for ensuring proper fit and gait
Special emphasis has als ¢ ) i i
peci iphasis has also been placed on training and repeated

training of the rtechnical sraff I
g e rechnical sratf, also available to the technicians of the

y

other organizations making ct 1 J 1 i
zations making the Jaipur Foot, both in India and abroad

Bhagwan Mahaveer Viklang Sahayara Samiti is continuing its effore for
its mass customization in India and abroad. Constant ongoing efforts are
onnecting with some of the best technology imtxrutionsvin £I1c world ro
improve .:lu quality and reduce the cost so that che major problem of
x.."u‘r;vi.xt‘.i:rrx of the standard products, in the disability segment of the
fiealth secror, 1s addressed even more effectively. The objective is “Jaipur
Foot —{h.ﬂ. .‘fli may walk.” On che other hand, the patient-centric value
system and humane management continues unabated. All these efforts

iNd arrangements are ul lv for bili
y ts are uitimartely tor the goal: mobility and dignity.

Part |V
Case Studies and CEO Comments

Aravind Eye Care:
The Most Precious Gift

For an estimated 45 million people worldwide, and nine million in

India, the precious gift of sight has been snatched away, most often quite
needlessly. One man, seized with a passion to eradicate needless
blindness, decided to do something about it.

1976. Padmashree Dr. G. Venkataswamy, popularly referred to as

In
Madurat, as the

Dr. V. retired from the Government Medical College,
head of the Department of Ophthalmo-
logy. Rather than settling for a quiet
retired life, Dr. V was determined to

continue the work he was doing at the

His vision was simple yet
grand: Eradicate needless
blindness at least in
Tamil Nadu, his home
state, if not in the entire
nation of India.

Government Medical College, especially
organizing rural eye camps to check sight,
prescribe needed corrective glasses, do
cataract and other surgeries as needed, and
advise corrective and preventive measnres:
in short, provide quality eye care this

was to be provided ro the poor and the rich alike. His
least in Tamil Nadu, his home

vision was simple

vet grand: Eradicate needless blindness at

if not in the entire nation of India

state,
Dr. V. started a modest hospital with his personal savings and wit
;‘M:ml government sum‘nrt' for cataract Surgeries jone on poor patient
in pl there

from eye camps. From the beginning, a policy was put

Il as free patients
] not more than comparable hosp
customers to cross-subsidize

would be paying as we The paying patients would

charged only moderately anc
city charged. There were t0 be no “five-star

yitals in the
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the poor patients. Dr. V was certain that high productivity and volumes
were necessary if the hospital were to be viable and generate a surplus to
provide expansion funds

indeed, the hospital generated a surplus from the beginning, and
using such surplus it was possible to open a 30-bed hospital within a
year, in 1977, A 70-bed hospital meant exclusively for free patients was
buile in 1978, The exiscing paying hospital building was opened in
.1 981, with 250 beds and 80,000 square feer of space over five floors. The
inteial focus was on cataract surgery, but other specialties such as retina
cornea, glaucoma, pediatric ophchalmology, neuro-ophthalmology, uvea,
low vision, and orbit were gradually added. No compromises were ever
made on the equipment; they were of che best quality, and many were
imported. However, the rooms (including
those of doctors), waiting halls, and

The initial focus was on

cataract surgery, but
other specialties such as
retina, cornea, glaucoma,
pediatric ophthalmology,

examination rooms were utilicarian. In
1984, a new 350-bed free hospital was
opened to cater exclusively rto free
patients in Madurai. In stages, rhe
number of beds increased to the present

neuro-opbtbalmology, 1,468 beds (1,200 free and 268 paying) in
nwvea, low vision, and

orbit were gradually

added.

the hospitals in Madurai.

In addition, other hospitals in ocher
towns in Tamil Nadu were being opened
In 1985, a 100-bed hospital at Theni, a
small town 80 kilometers west of
Madurai, was opened, mainly to cater to
additional eye camp patients. A hospital with 400 beds was opened at
Tirunelveli, a town 160 kilomerers south of Madurai, in 1988. In 1997,
an 874-bed hospital was opened in Coimbatore, the second-largest city
of Tamil Nadu, rto cater ro the needs of the population in that area. In
2003, a 750-bed hospital was opened in Pondicherry (a Union Territory
but wicthin the geographical area of Tamil Nadu) to carer to the pcupl-c
living in northern Tamil Nadu. In total, the five Aravind Eye Hospitals
(AEH) had 3,649 beds, consisting of 2,850 free and 799 paying beds.

Though rthe inirial focus was on building hospitals and reaching out
to the poor to do cararact surgeries, it was soon clear to Dr. V that to
reach their goal of eraJicating needless blindness, several other acrivities
had ro be pur in place. Thus, over the years, these activities were added,
and Aravind Eye Hospitals evolved into the Aravind Eye Care System,

At nd E 2585
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with its many divisions: Aurolab, the manufacturing facility set up
srimarily for manufacturing intraocular lenses; a training center named
ons Aravind Insticute of Community Ophthalmology (LAICO); a
almic research named Aravind Medical Research

center for ophth
Foundation: a research center for women and children named Aravind
1

Centre for Women, Children and Communiry Health; and an
d the Rotary Aravind International Eye

international eye bank name ‘
ore mission of

Bank. All the activities of these divisions relate to the ¢
eradicating needless blindness.

Eye camps represented a popular way (o
communities. These camps were formed in different villages,
loudspeaker announcements from

reach out to rural
with prior

publicity in the form of posters,
vehicles, and pamphlets. Charitable trusts or individuals sponsored the
eye camps and contributed rto the
publicity necessary to get people to the
camps. The government and institutions
such as the World Bank covered the costs
of surgery and treatment. The eye camp
checkups and subsequent treatment were
free for the patients. On the day of an eye
camp, patients were examined, and those re
of such. In some camps, surgeries were done
AEH believed this was neither hygienic nor productive, so 1t
the surgeries only in its base hospitals. Follow-up checks and
es were made in subsequent camps Of during

Eye camps represented a

to rural communities.

quiring surgery were advised
in sita in makeshift rents.
performed

prescriptions for glass
patients’ ViSits to hospitals.

The cost (for a sponsor) of an ey
camp. A “small” camp with 300 outpatients (leading
patients for surgery) cOSts about 6,700 rupees, whereas a large camp,

with 1,000 outpatients and 200 surgeries, <an cost up to 42,500 rupees.
Generally, local NGOs, Lions and

e camp varies with the nature of the
to about 60

Finding sponsors is not 2 problem :
Rotary clubs, local industrialists, and businessmen and philanthropists
sponsor the camps Sponsors also
pamphlets, banners, megaphone ann
on) and expenses related o the organizas
school or public place).

Other community outreach programs at €ye ¢
retinopathy management project that screens 4m.a\
year, a community-based rehabiliration project

cover publicity expenses (posters,
4 4 )
ouncements from vehicles, and so

ion of the camps (usually in a

amps include a diabetic
tly 12,000 people per
supported by Sight

popular way to reach oul

BNORE U e it



i —— Hil
| £ —_— . n ' \
— —— a N Y AN e S e —————— — e d i
286 I'he Forrune at the Bottom of the Pvramid »\'4\4';.‘; Fve Care: The Most Precious (ift = | ‘ |
Al
: A ) : I | e . l
Savers International that is aimed at rehabilitating incurably blind ased stricely on merit and no admisston or capitation itc att LHHEEE ; |
persons through community-based support, and an eye screening of he going rate in 2003 at other private teaching hospit 1ls was about 1 |
; schoe wldren chat h tin reachers to detect eye defects st million rupees.
; | corrective measures can be raken early. (In 2002, for instance, 68,528 Docrors are crucial at AEH, and most
: } ildren 1n 80 schools were screened, and 3,075 children were given vere recruited as residents. A doctor Each doctor does about
\ | glasse orrect refractive errors.) The Aravind Medical Research plained, “We do commit ourselves 2,600 5"8'"“" per year;
; I Foundarion coordinates ongoing research, such as clinical, population cally ro the cause of eradication of the all-India average Is
' ? ’. sed studies and s ind health syscems research conducted using ¢ dable blindness. That means we have about 400.
l ! data readily available in the hospitals and the community outrea 0 do a cerrain number of surgeries every
,’ ;!‘ t ¢ I ) Each doctor l_lUC\f db“'-” 2‘““”
| & | Despi ving a majority of patiencs as free patients, the Aravind Ey¢ veries per vear, the all-India average 1s g e
;' | Care Svsten . Ilways been financiallv self-s . i e 4 = '_,. have a unique culture based on service. All the .\_l\)\ tors
E | ¥s been tina cially selt-supporring. Even fron bout 400.) We 1 - e [fa doctor behaves
. 1 be 18 lid not depend on government grants or donacions (except peak softly to patients and nusses. No shoucing ARt 8 < ‘l" y tim
i 1 z i re given by the government toward eye camp patients), and an unacceptable manner, word goes oyt 5 llmlﬁ"“ '“‘ “s . .-”'Lv
! : til recently it had not applied for any other government grants fol the doctor will be in trouble. We believe 1n ml““:-‘:hrfl‘l"‘ :\w‘(: 9
i ! 3 service delivery. Dr. V, now in his 80 Jue.” The system also recruits and crains = ol ”ij ‘l.r!m:.;\ .. r;‘
, scresses the point that not only is the 900 on staff each year, and 99 percent of chose rlu.l.‘x.lu ” ( .’\\
Despite baving a Aravind Eye Care System self-sufficient 10 -m). Nurses, like the doctors, are rhci’-‘ ":"--““:( }r\x:f ":j ,_.‘,_A:r\“ i [
. > terms of operational income and ne nurse said, “1 work more than the government hosp G
majority ofP“flmtS as . ,; ‘ < or at par with chem, but I get muc h more respect 1f
’ fne & be A : expenditure, but :r_ also rakes care of et paid a irtt;t‘ less or at par Wi e ! cecognize that 1 waek in
; patsents, the Aravind al s ' i . t s N he bus, someone will recog .
: Eye Care Syst B capital expenditure for all expansion and he society. \\ hen I go in the : I really feel happy about it.
4 S em. as new units. Said Dr. V: “You management AFH and offer me a seat Of be nice to 4—'“" ooy 4 ¥
always b”"ﬁ”“”“a'lb people will tell me, why don't vou go ™ The staff scrength of the Aravind h\'-‘c
"lf""ppoﬂn'& the banks, rake loans, and grow faster’ Hospiral, Madurai, as of February 2007, ) . s :
Cost of debr is low. Bur we, as a policy, was 762. For about 113 doctors, ‘thc:c “When qu in the ’(“' i
will not go to the banks for loans, since it were 307 nurses, 38 counselors, “_?d o someone will recognt’ d i
: will compromise onr freedom.” Each new hospital is not buile until other staff. The pattern of staffing in that 1 work AFEH ani il
enough surplus has accunfulated. other units is broadly similar : ”/ﬁ"' me a seal or be nice .éA
| Aravind Eye Care System’s purchase of the best equipment available The driving culture of the Aravind i‘ to me. [ really feel bapry ’s
includes an IT system char rracks all patients, regulates workloads, and Care System is that of giving as r,nll:n about 1t.” i'.
closely monitors postoperative complication rates. The contrasting rime and effort as they ;;xx‘..m“-ifd the "
? utilitarian rooms for doctors and staff confirm that the emphasis is organizational ~mission o R i
! ] placed on quality care for parients. Docrors and staff work longer and needless blindness. Dr. Vs :‘NLW“:.”!‘. i other top staff pick up
: ; style is that of “leading by doing R e RS & to O

harder than in other health-care programs, in large part driven by the

spirit of Dr. Vs original commitment. The dedication of the earliest

docrors and sraff of rhe system extends irself with training and
recruitment programs, among which is che Aravind Eye Hospital (AEH)
& Post Graduace Insciture of Ophrhalmology, initiated in 1982, which
had admicred around 30 resident docrors as of 2003. All admissions are

1
on the hospital :
They do not shout or get upset with the

he \.L;AUC of ¢

pieces of paper lying
next sweeper they see.
but by their action demonstrate t
Dr. V.has reason o be pleased wich his achi B iine
future beyond the Aravind Eye Hospitals with the urge 1o

leanliness and

floor and hand them OVE!

humility.

evements, but he looks to the

sweepe 4

lop ocher
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sustainable systems that betcer urilize

Dr. V bas reason to be
pleased with his
achicvements, but be
looks to the future
beyond the Aravind Eye
Hospitals with the urge
to develop other

docrors and heighten their productivity
Despire all cheir efforts, only abour seves
percent of the rarget population comes
the camps, and he hopes to increase thar
percentage. Also, he hopes to improve th
skills of all doctors who perform
surgeries, which will reduce recuperatios

: time and increase the subsequent abiliny
sustainable systems that ’

better utilize doctors and
beighten their
productivity.

of patients to earn a living. Even better
postoperartive care and counseling are part
of his ongoing efforts to ever improve the
vision of everyone, while in his small way
he spends every day making a difference

Endnotes

"Partial” in the sense thar although the government paid an arnount for each surgery
performed on poor patients from eye camps, this fell quite short of the total cost of the

peration

Compiled by C.K. Prahalad from a more detailed case study
pregared by S. Manikutty and Neharika Vohra of the Indiar
’ Institute of Management, Ahmedabad, 2003
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Update: Aravind Eye Care

ravind Eve Care
By R.D. Thulasiraj, Executive Director, Arav e (

. , :
1 ) ese morised of five hospitais
The Aravind Eye Care System at present is Compris
’ 1 e8] vz len
4 manufacturing wing that produces inrraod ular m,>l
instruments related

suture needles,

to eye care, an

yraract kirs, pharmaceuticals, and

. o S
nstitute for training; an insticure for researc h; an in : s
rv outreach; and well-structus

A o
ernational eye bank;
Cul
r managed care hospitals; communi

ur

I'T systems.

“Aravind
Eye Care
System”

>00R. the Aravind Eve Care System

~ 5
In the financial year 2007 to et by
screened 2,396,100 outpatients and 2
1 1 st eye C IOV ‘
making it the largest eye care p i A
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and abroad

pertk)rnn_d

ider in the world (in terms of

hospitals worked w
deliver quality and affordable eye care ‘
249 hospitals in the country

s NOW

working with

each in their regions o
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Tertiary Eye Hospitals
4 — Tertiary Hospitals
tion Each

An average day at Aravind Eye Hospital nerwork includes

s 0,000 ourpatients in hospitals

<

. t to 5 outreach screening eye camps

. Examining 1,500 people

®  Transporting 300 patients to the hospiral for surgery
[ 850 ro 1,000 surgeries

n Classes for 100 Residents/Fellows and 300 technicians and
administrators w

Thns makes Aravind the largest provider of eye care services and
trainer of ophthalmic personnel 1n the world.

Aravind is known the world over for its innovative approaches, which
han becnmc.' a replicable model ensuring efficient service delivery.

Community outreach, a cornerstone of Aravind’s high-volume work,

-
15 one : - 1 i
ne such approach that encourages active involvement of the

o S S - ] :
mm:mty in providing eye care services. This approach, comple-
m i i S
ente jvnth appropriate systems and processes ar all levels of the
organization, enables it to perform high-volume, high-quality, and
affordable eye care services.

But the current reality is as shown in the following figure.

Aravind Eye Care: The Most Precious Gift

[ Oureachsevces |

A
Qutreach Uptake
Surgery of eye care
Camps is7% T
Qutreach .
Screening
Camps
A

With nearly 70 percent of the Indian population residing in the rural
nt proportion of blindness and ocular

areas, it is natural that a significa
eas. Unforrunately, these are the

morbidity is concentrated in these ar
areas that remain ourside the mainstrea

Vision Centre with a focus on primary eye ¢
the barrier of access. Each Vision Centre is design
ro do comprehensive eye examination and carry
including provision of glasses for refractive errors
the blind. Each Vision Centre covers a population o

m of eye care Services

are was designed to remove
ed with the capabilities
out basic intervention,
and rehabilitation for
£ 50,000.

e The Vision Centre is linked to the base hospital through low cost
ity with adequate bandwidch facilitating
he patient and the ophthalmologist.

a Persons identified with cararact, squint, diabetic retinopathy,
erred to the base

glaucoma, and other ocular problems are refe
hospital for further surgical and procedural management, Aravind

es in developing sustainable and replicable
public at large

tele-connectiv face-to-face

interactions between t

always focus
models/approaches, thus benefiting the general
globally. Sustainability of the vision centers will
collecting a nominal fee of Rupees 20 (50 cents) per OP
consultation; the sale of spectacles at an affordable cost ranging rom
Rs 200-300 (U.S. $4-6). Ia addition ro this, other services like
blood tests to identify or monitor diabetes will also be provided for
a small fee. The vision centers SErve as a replicable model to be put
up in any part of the country. This initiative has ensured sustam-cd
access to basic eye care to the community unlike the approach of

screening eye camps that is proven to be cost-intensive and

provider-dependent.

bc attaint «! by
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Economic because everyone with diabetes will eventually develop diabertic
: v Impact for Each retinopachy if they live long.
! Patient ’
s to the Hospital  No. A Orher o » Aravind developed a “Mobile Clinic for Advanced Eye Screening
4 (in Rs) Expenses Wages Total powered by VSAT connectivity with the support of World Diabetes
viad Patient I N> 50 100 175 Foundation (WDF) and Indian Space Research Organization (ISRO).
| Patient artendant 1 T, < = v . . . - ; : x .
1 T 25 >0 100 175 s The main objective of the mobile van screening 1s to screen diabertic
: 1ota g x
{ | 50 100 200 350 i :oiral imaging wi - micsion for f 5
: 4! | to the Vision . patients chrough digiral imaging with tele-transmission for furcher
; i | Centre diagnosis by the retina consultant.
] 20 20 50 30 s This screening unit is definitely helping the diabetic patients as an
L ' e ) 10 25 0 expert opinion is made available immediarely without the need for
1 | o 25 30 75 130 the patients to travel ro the tertiary center or the specialist.
; | Rupees saved Rs 220 . . - o -
4 R S l(:;“gfhl’ » Experiences from this initiative have shown that only 20 percent of
- J J aKkns for . - . ;
s the 25,000 the patients needed further examination by the ophthalmologist,
iy | o _ patients) thus avoiding unnecessary travel for the rest of the diabetic patients.
a f _ At the same time, awareness levels on the impact of diabetes-related
: hnpact ia Serview eye problems improved.
Deltvery in the First
12 Months ot . . - R i
Fyisrence . Mobile Van DR Screening Camp Performance (Mar 07-Apr 08)
rEs " . No. Per 50,000 % Acceprance Rate
Number ot Vision Camps 51
o | Centres 6 | Patients screened 13,062
‘.-. I Population ..:r_:;::w_i‘)x) 924 70_("-)_0 i Diabetics identified 2,449
,4 i 0% may have eye DR patients identified 532
g | l care needs 79,985 10,000
| ' - IR &
B New patients seen 23.213 2902 29%
¥ | — : o Yoo &7 ; s - "
4 ‘ Pacioie il School Screening Camps
i -'_'L\\ll’_‘ic.'l.‘ 1,686 211 76 59%
'i ‘ Orther patients s Children constitute 3 percent of the world’s blind population;
l ferred rghospical 2,080 260 9% 84% childhood blindness has not been given its due importance during
!
| allocarion of resources.
ik 1,931 616 21% 92% : :
a The major causes for needless blindness-—either preventable or

avoidable—are refractive errors, lens anomalies (cataract 0.05

percent), and retinopathy of premacurity

hildren done mainly to detect and treat

a. and rarely other diseases

ss where the school

Diabetic Retinopathy Screening Through Mobile Van
s Screening of school ¢

refractive error, amblyopi

s Diabetes is a major health problem in industrialized countries and a

rap@ly emerging problem in urban areas in developing counrries. In » Aravind Eye Care has developed a unique proce
developed countries, the prevalence of diabetes is approximacely 5 teachers are given training at the base hospital, and they do the
percent. The implications for the provision of eye care are evident basic screening before the ophthalmic team examines the children

with an extended human resource.




e Care intends to cover special schools for the visually

itegrated school in chis area.

Scaling up Services by Developing Business Models and Extending to
the Northern Part of India

AMECS - —ARAVIND MANAGED EYE CARE SERVICES

Aravind eye hospitals located in Tamilnadu and Pondicherry
contribure to 42 percent of the cataract surgeries performed in the
State of Tamilnadu and 5 percent of the overall national
periormance.

his scale of operations is made possible by adopting innovative
approaches and strategies: standardized systems and processes,
mnovations 1n human resources management, compassionace
patienc-centered care, and backward integracion for the supply of
ritical resources like human resources and consumables.

Aravind has now developed the approach of Managed Eye Care as a
strategic direction to address che basic issues of providing eye care
in the underserved regions.

The goal is to perform 500,000 surgeries annually through 25 eye
hospitals by the year 2015

This process involves working with local partners who are socially
conscious individuals/organizations wanting to invest in eye care.
While the partner organization invests in capiral expenditure and
local liaisons for the seamless implemenrtation of the project,
Aravind will carry out complete turn-key solutions starting from
planning, operationalizing the project, implemencation, and
mon1toring
Aravind is currently working with four such like-minded
organizations in the stares of West Bengal: Madhya Pradesh Birla
group, Urrar Pradesh-Rajiv Gandhi Charitable Trusc, Gujarat-Sun
Pharma Group, and Rajasthan-Narotam Sekhsaria Foundartion.
Aravind has currently opened three hospirals in places like Kolkatta
(West Bengal), Amethi (Uttar Pradesh), Lucknow (Uttar Pradesh),
and Amreli (Gujarar).

The Fortune at the Bottom of the Pyramid
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hancing

A major part of LAICO’s activities centers around ¢

wde for

i , 1w
d new eye hospitals worldw ‘
development through sharing the Hes
laboration with international

capacity of existing an
comprehensive orgamzarmn;xl
practices in eye care. It works in col - :
;'()luntur\' organizarions such as the Lions (.,um\ I
Foundu:i'on. Sightsavers International, € hnxrmx} e
Internacional Eye Foundation, Right ro N‘uht‘. Seva s f'|,l,;, L_“ ‘m.”
ORBIS Internarional, Lavelle Fund lind, and rhe i

{ for the Bl
Health Organization.

nrernational

Bi;rui Mission

Consultancy is carried out 10 phases
n Needs assessment visits

ms  Vision building workshops '
ollowed by a final situation

= Follow-up visits and monitoring f

RMRITT
i oaiam

analysis visit .
2008, LAICO has provided this service to
; : r developing nations.

249 eye

iy .

Until December

g C ; and in othe
hospitals spread across the counfry anc
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[he following management and skills development courses on eye
care services are offered at LAICO

= Management Prioricies in Eye Care Delivery

] Management Training for Eye Care Program Managers

®  Management Training and Systems Development for Hospiral
Adminiscrators

" Community Ourreach

. Fellowship in Eye Hospical Management

s lraining 1n Eye Hospitals Operation Project Management

Training for Eye Care

s Instrument Maintenance and Training
/'\;’1 ’ n'/l’d.b

On September 30, 2007, Dr. Allen Foster, president, Christian
Blind Mission, inaugurated the new facility.

The new facility is located in a sprawling campus amid the lush
grounds of Aurofarm that sets the atmosphere for dedicated work,
while the beauriful design of the building inspires employees to do
even better than what Aurolab has been doing for the past 16 years.
Aurolab has commenced operations in the new facility, and each
division is expanding ¥ts capacity and upgrading its technology to
take advantage of the available space.

The factory is a 110,000 square-foot operating area including the
20,000 square feer of clean rooms. The new facility is constructed as

per the international regulations, like Schedule M, USFDA, and UK
MHRA.

Ar n-md—l:,ve Care: The Most Precious Gift

Dr. G. Venkataswamy Eye Research Institute

3 ¢ i -ale operational studies on
From the initial days of performing large-scale operational st

barriers of service delivery, research at Aravind has grown all
research 1n ()phthalmology——basic. clinical, U.','\rrzltl()r‘.s research
including community outreach and, with the c‘\.(‘lbllshmtﬂ‘( of -
product ‘dcvelopment. To integrate all these, rhg Dr. G. Venkataswamy
l ¢ Research Institute was formed to be the nodal body _

at Aravind reflect Aravind’s commirment
The combination of

areas of

Aurolab,

g Lo
['he research acuvities

inding new ways to reduce the burden of blindness
high clinical load, extensive community participation, & ™
large network of eye hospitals provide ideal opportunities for conductin|
e : 1 5, Al { health
Clintcal, laboratory, populanombased studies, and social anc

;md access o 4

system research. :

Numerous randomized, controlled crials h

3 1 y o 4 i l)t

virtue of the high patient load. The lnti_;.,r‘xtm'ﬂ e
;rm of the Aravind Eye Care System, the Aurolab, helps the clinic

i S PSIZNELS levelop and
work in close randem with engineers and designers . de ‘; :
allied gadgets. Now, with e

ave been made possible by

[ the manufacturing

evaluate new instruments and
establishment of Centers of Excellence with

1 : - sis on academic
along with 1ts contunued emphasis on‘ ot
: nsive service delivery models ‘
Jiacric ophthalmology, and its

in Aravind's specialty clinics,
rigor and its recent
in areas like
thrust on developing comprehe
Diabetic Retinopathy, Glaucoma, and Pec

: d . consultation
rapid scrides in che field of tele-ophthalmology % ith remote co

and teleconferencing between hospiral
to take on new challenges in research.

s, Aravind 15 pniwd as never before

Training

. of ndian Space
Aravind Eve Care System with the support of il ) f‘
z : a Virru cademy for reaching
Research Organisation has established a Virrual Acac

ind
ini v ists, e€ye
and rtraining nphzhalmologn 3 e
! hehalmic personnel throug
and later the
£ 297

10 partner hospitals out of 2=

)SpP1 managers
hospital :
h an online

administrarors, and midlevel op t
system. Initially it will cover the ©
r\'rtwnrk will be extended to 30 jo: 80
hospitals LAICO is currently working with. =

So far, 10 percent of the ophthalmologists from

some sort of clinical training at Aravind. GRS ey
Aravind is also a recognized center for MRCO (]

" X : b of
College of Ophthalmology) and ICO (International Council ©

ve centers of Aravind,

India have undergone

e,

E
o
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Ophchalmology
Dr. MGR Mec

cal University to offer postgraduate courses

'1‘1"!:&17_‘-:,': £y .mJ
LAICO (Lions Aravind Institure of Community Ophthalmology
nized by the Indian Institute of Tec hnology (II'T) Madras to ofter

postdoctoral programs in clinical ophchalmology

doctoral program 10 healthcare and biomedical engineering.

tary Aravind International Eye Bank, started in 1998, is one
six accredited eye banks in India that has received accreditation fron
IFETB (Internarional Federation for Eye and Tissue Banks) and is als
litetime member in the EBAI (Eye Bank Association of India).

Aravind Computer Department was srarted in 1983 with two Apg

omputers tor patient stacistics and report generarion. A LAN was set up

90, and online system patient care management was implemented

March 1991, with 11 computers at Madurai. In Tirunelveli, an onlin
system was implemented in 1995, and in Thent, 1t was implemented in
1997. Coimbatore and Pondicherry hospitals were started in 1997 and
‘001, respectively, with online systems from day one. More recencly this
has also been deployed in our. managed hospirtals.

Recent developments include

® Implement “EyesTalk” software in other hospitals for
ophthalmologists/physician/eye care providers in any part of the
globe to consult wich Aravind Eye Hospitals ophthalmologist

® Aravind Virrual University: a facility to conduct classes, discussion,
and sharing thoughts over satellite connectivity

® Wireless PDA applications 1a patient care and facilicy maintenance

® Aravind Diaberic Retinopachy Screening software, a simple and
valid rool to assist in rhe detection of sight-threatening retinopathy
and could supplement dilated fundus examinations (diagnostic
procedures that employ the use of mydriacic eye drops to dilate or
enlarge the pupil to obrain a better view of the internal surface of
the eye) by ophchalmologists on patients to detect diabertic
retinopathy

m Provision of primary eye care services to 30 centers across Tamilnadu

through Aravind Tele-ophthalmology network.

nations. It has been recognized by The Tamilnadu

Part 1V
L Studies and CEQ Comments

ICICI: Financial Services
for the Poor

the dilemma ot having
'l : adi ally are trapped in the dilem!
[he world’s poor traditionally are trapj b e i
i 1\ cro financing
cither money nor the means to borrow any. ALt
of their needs has not been part of the age

—
i arly in rural areas, |
yw. For the poor in India, pnrncuhrly \ rura

: S o)
nda of formal banking, unti
IC] Bank, the

s - bheginning tO
ban} - . the country, 15 Deginf

second-largest banking insutution 1ot il e

nvert the poorest of the poor into customers €

anve e

me empower them. . S ~ L

1 : i\r id 1UF, Tof

Ms. Pundiselvi, i1n the village of Nahram e

i "Ir"’.’i of land to raiss ] £

nrocured a bank loan ro lease a small

o

{ The cost of the land was
woking and flowers for decorative purp

OSES

or € 5S¢ the seeds cost a Iew thou
0 season, .Hl(! tnec 5¢C
0,000 rupees 1.\-\)(“ to the seasor

' /i has ack
tupees. So far, Ms. Pundiselvi has paid bac :
INCOME generated from he

TN s

7.000 rupees 51
r land. In the sams

ch

sercent of the loan, from gl <
vi yperated a small grof

illage, Ms. Saraswathi owned andf - . With a 10,000 rup€e

‘Tndi“lv imnventory and liml[(“\i selecyien n"'u”"“ i I"'.v.l‘ eniovs & boost 1n

$200) loan. she expanded her existing shop af¢ ”

monchly income. Ms. Qaraswathi has never l::h“n, g 35
' d back 6,000 rupees ($120), or OU peices

SRR e
monchly payvmel

{ has pat from a loan with

» ncoy
enterprising woman pooled the mc . s
' : y llage. She charges ©
issets and dug a new well for her viila) el
, ' | sump wate
($.50) per hour to pumj

villagers 25 rupees
purposes. The irrigat
vield of her own nearby fields.

s has alse
the y feeds has a
ion system the pumi

299

i
4
41

vt bt Yoy

pa——-

e o

Jgspmehrs et e SmECr S




