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Introduction
The following report was written as a class project in the course “Entrepreneurship in
NGOs”, which is held by Prof. Ranjan Mitter at the Indian Institute of Management
Calcutta.
The paper deals with the operations of the Moynapur Rural Healthcare Foundation
(MRHF), which is an Indian NGO in the health sector. It organises sports tournaments for
children, runs health awareness campaigns, provides scholarships for underprivileged
children, and most importantly organises health camps with medical screenings for
villagers in West Bengal and some neighbouring states. The purpose of the report is to
give a glimpse of how NGOs in the Indian health sector are operating, which challenges
they're facing, and how these can be approached.
To be able to accurately draw a picture of the MRHF, I visited one of the health camps in
person under the guidance of the founder and conductor, Dr Binayak Deb. By doing so,
I was able to get to know the doctors, workers and some patients of the foundation. I
documented the visit with photos, conducted interviews and informally talked to villagers
about their perception of the movement.
The report is therefore based on what I have personally found out through my visit and
the contacts I was able to establish there but additionally also on secondary literature that
helps to lay the general groundwork of this paper. Also, content from the IIMC-course
itself and knowledge from my previous studies in my home university have contributed to
it.
Thanks are due to members of the MRHF who stood by to answer any questions during
and after the camp.
Special thanks to Dr Binayak Deb for giving me deep insights of the project by taking me
to the camp, introducing me to the representatives and doctors, and facilitating me with
profound information.
Despite my limited knowledge of the concerned field, I tried to figure out the basic
structures of the campaign as well as reveal areas for improvement and suggest
approaches to implement these.

November, 2018
Jonas Masih
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NGOs in India
Indian NGOs in the Health Sector
To understand the Indian health care sector and the NGOs active in it, you first have to
have a closer look at the country’s population and how it is being served by governmental
activities so far. In India only 20% of the population lives in urban, while about 80% lives
in rural areas. With an expenditure of only 1.2% of the total GDP on health care, India
makes one of the lowest relative investments in that sector. Also, the ratio 1:1674 of
physicians to citizens seems dramatic. Health care in India is therefore not only very hard
to access but also unaffordable for financially underprivileged people as around 50mio
people go below the poverty line every year because of out-of-pocket expenses for
medical health care.
By definition a non-governmental organization commonly referred to as NGO, is usually
a non-profit and sometimes international organizations independent of governments and
international governmental organizations (though often funded by governments) that are
active in humanitarian, educational, health care, public policy, social, human rights,
environmental, and other areas to affect changes according to their objectives. 1
Especially in India, NGOs play a major role not only in the general development of the
country but particularly in the sector of the health system. India is estimated to have had
around 2 million NGOs in 20092, which is over one NGO per 600 Indians, and many times
the number of primary schools and primary health centres in India. The main work of
NGOs in the health sector are as follows:
•
•
•
•
•
•
•

create healthcare institutions,
address health and social needs of groups like women, elderly and vulnerable
local communities,
dealing with specific health issues such as alcoholism,
promoting health rights,
performing preventive health programs, and
managing health finance and administration.
Furthermore, there are NGOs that operate internationally and are concerned with
global health issues. Some NGOs in India also play an important role in providing
health care at the times of emergencies and natural disasters3

If we take a closer look at the MRHF, we can analyse it as an NGO, that fulfils the first 6
of the 7 functions listed above, as you can read in the following paragraphs.

1

https://en.wikipedia.org/wiki/Non-governmental_organization
http://southasia.oneworld.net/news/india-more-ngos-than-schools-and-healthcentres#.W97ojeJYzIU
3
https://mpra.ub.uni-muenchen.de/79402/1/MPRA_paper_79402.pdf, Page 9
2
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„Our mission at
MRHF is to
effectively form a
bridge between
the tertiary
medical care and
the primary
health care in the
rural settings of
West Bengal.”

The Moynapur Rural Healthcare Foundation
The MRHF was officially registered in August 20154. The main initiator of the programme
was Dr Binayak Deb, a Senior Consultant at the Rabindranath Tagore International
Institute of Cardiac Sciences in Kolkata with international experience as a practising
doctor all over Europe and Asia. Already before the formation, he conducted camps in
Moynapur, a village in Bankura, West Bengal, where he offered free screenings for heart
diseases organised as heart camps. From this project, the idea of the MRHF evolved.
Today the foundation conducts around 8 multi-special screening camps annually that
provide early stage check-ups for all different kind of symptoms, on a regular basis. The
camps are conducted at 12 different locations in rural West Bengal and neighbouring
states on a regular basis, e.g. the one in Moynapur every two months. These are
supposed to serve especially the villagers whose access to medical care is very difficult
due to high costs or long distances to the next hospital. To give these people advices to
see a doctor for their symptoms or the certainty that they don’t have to worry about it, Dr
Deb and his associate doctors offer their medical knowledge and advices for free. The
result is on the one hand, the convenience for the villagers who don’t have to make the
difficult and expensive journey to the next hospital but also it reduces the number of
people in the already overcrowded hospitals.
Furthermore, MRHF focuses on the socio-cultural issues that are present in rural India
by running medical awareness campaigns. These are for instance done through healthtalks, where Dr Deb gives advices for a healthy life and medical clarifications about
common issues.5
Another programme that was initiated is the scholarship program. For this, the students
of the village are being ranked and after finishing school the highest-scoring student
receives a scholarship of 5000 Rs. (around 60€), which is enough for one year of studies
in India.
All these activities are set up in the Moynapur Rural Healthcare Foundation as an NGO
which is being supported by the Narayana Health Ltd. as part of its CSR programme.6 To
describe the basic structure here, you can talk about a triangle relationship, in which the
Narayana Health Ltd. contributes the needed medical resources to the MRHF, which has
the expertise to apply them in a rural context and finally, the village, that provides the
location, like in the case of Moynapur, a school building. Finally, the patients that need
any treatment, are sent to one of the NH Hospitals.

4

http://mrhf.in/
Exemplary talk: https://www.youtube.com/watch?v=ftH-U3yLL08
6
https://www.narayanahealth.org/csr-health
5
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Health Camps – Operations
Preventive care is the most common activity provided by health-oriented NGOs in India.
When it comes to NGOs in the health care sector, outreach exercises are the main
activities of about 88% of subsidiary health-NGOs in India. Also, the generation of
awareness as outreach activity is for 68% of the NGOs the major sub-component of
outreach for Indian NGOs.7 And so it’s also the case for the MRHF as well. The main work
of the foundation is the enforcement of the health camps, where the patients get medically
screened and brightened up about basic medical facts. In the following I am going to split
up the operations into, what is done in advance (Prearrangements), during (Day of the
Camp) and after the camp (Postprocessing).

Prearrangements – Communication
For the preparation of the camp, the villagers have to know about the taking place of the
occasion in the first place. Along with that, they need to know the date and place and in
case they have not yet been to a health camp, general information about it needs to be
distributed. To support that, the workers of the foundation hand out information 1000
leaflets in the surrounding villages. These are according to members of the foundation
the most effective advertisement for the camps so far. At one day, around 150-200
villagers from 10-12 different villages come to the camp. Moynapur has around 25,000
inhabitants. The flyers are being personally distributed by members of the foundation,
especially by members of the Nanda Bangsa family which is a very big, well known and
respected family in the area. The reputation of the mentioned family helps the workers to
convince people of the point of the movement and is in a way transferred onto the
foundation.
What we see here, is that a lot of the communication process in advance of the camp is
based on personal connections which works in the case of Moynapur but might be
different in another area. What's obviously always important is to take advantage of
volunteers who know the villages very well and how to convince the people successfully.
However, if we try to design a communication strategy that is applicable for every
village, I propose a 5-point programme to maximize the number of reached people. For
all these campaigns, it would be recommended to include the names of the doctors into
the communication content, hence particularly Dr Binayak Debs popularity gives a lot of
credibility to the camps.
1. Visit schools
The generation of awareness doesn’t always take place at the health camps. At
the one in October 2018, for instance, due to the lack of time and capacity, no
health talk of Dr Deb took place although the importance of these presentations

7
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shouldn’t be underestimated. There is the possibility to separate the screenings
from the talks. One option would be to shift the talks to schools where children,
get taught basic knowledge and function as messenger for their social
peripherals, especially their families. Hereby the foundation would achieve both,
medical education for children and enhancement of the prominence of the camps.

2. Put up banners
The health camps already gained a certain kind of branding in the villages around
Moynapur. Often people just need to know the date of the next camp and they will
appear. A short-term communication strategy would be to put up banners with the
key information either a week before the event or all the time so that the villagers
know a long time in advance when it will be. I would recommend to only put them
up just a few days before the event because India is a rather short-term oriented
culture.8
3. Social Media
Currently the patients are primary elder people, so above 50-year-olds. But also,
a lot of 40-50-year-old villagers. For the relatively younger village population,
smartphones are totally normal. They're using Instagram, WhatsApp and
especially Facebook, which is an opportunity for the foundation to target that
audience. An Instagram or Facebook page is free, little work and an effective way
to coordinate and communicate with the patients. The recipients of the campaign
don’t even have to be the patients, they can also be their children as many
patients are actually brought to the camps by their children. Another idea would
be a WhatsApp broadcast, which basically works like a chat but only one person
can text, and the message goes to several people at once.9 It could be an effective
way to make announcements or coordinate during the day. In order to manage
such a broadcast efficiently, it would be necessary to collect all the phone
numbers of the patients after every held camp.
4. Introduce health ambassadors
A fact one must be aware of is that about 37% of the rural population of West
Bengal is illiterate.10 An effective way to reach these people would be by village
ambassadors. The idea is that the members of the foundation divide the
surrounding villages into parts and each member choses one or several villages
which they become the health ambassador for. That means that they personally
visit the villages, go into the schools, Panchyats or other social gatherings, where
they talk about the upcoming camp or talk to the people and their concerns about

8

https://www.hofstede-insights.com/country-comparison/india/
https://faq.whatsapp.com/en/android/23130793/?category=5245251
10
http://www.westbengalstat.com/default.aspx
9
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e.g. how to get there or other administrational issues. These health ambassadors
could also practise public canvassing and micing as it is done already. This is also
supposed to make the overall administration easier because every member has
their purview and can effectively focus on it.
5. Flyers
The information leaflets are a good idea and I would continue with handing them
out.

Day of the Health Camp
In the following, I am going to have a closer look at the actual day of the health camp
along with the operational work that is done at this very day. Hence, I only visited the one
in Moynapur, which is however the biggest camp, my descriptions and suggestions apply
first and foremost to the Moynapur camp.

Logistics
In rural India, which includes around 833.1 million people11, 66% do not have access to
critical medicines and 31% of the population travels more than 30 km for healthcare12. In
the case of Moynapur, the next hospital is around 60km and a primary health centre 20km
away. Furthermore, there is no ambulance facility of any kind available in the village.
The health camps have the primary purpose of providing tertiary health care to those
people who wouldn’t be able to frequently see a doctor or quickly see one once an
emergency occurs. The solution is that the doctors and screening equipment come to the
people instead, which obviously generates a logistical effort.
The doctors of the foundation are all working for the Rabindranath Tagore International
Institute of Cardiac Sciences in Kolkata. So, their journey to the camp is an around 137km
long trip by the train or car for which they pay themselves. Some doctors come the day
before the camp and stay one or even two nights in a hotel around 30km from the location,
others just come one day and leave at the same. Hence the doctors pay for all their
transport themselves, it may not necessarily be a point to argue about. However, if you
would try to replicate the camp, you should probably look for doctors who are working
nearby. As I am going to elaborate under the headline 6.1. Doctors, the willingness of the
doctors to participate voluntarily in an NGO is higher, the easier the participation is for
them. Also, the planning would be more flexible, if the doctors live closer to the camps.
So far however, the logistics of the doctors is not an issue to the camp.
The transport of the villagers looks compared to that a bit different. The villagers live
nearby the camps and are at most 50km away. Notwithstanding, the vast majority of them

11

https://en.wikipedia.org/wiki/Village
http://ijme.in/articles/the-crisis-in-access-to-essential-medicines-in-india-key-issues-whichcall-for-action/?galley=html
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are old, sick and don’t have a car or any kind of appropriate vehicle for immobile people.
They mostly come by bus, motorcycles and bikes. In case, no bus is available, or the
villager is immobile, they probably don’t have an opportunity to visit the camp. An idea,
that could be linked to the splitting of the villages into areas of responsibilities, would be
to organize ride-sharing or car pools for highly inflexible people. Also, the patients that
eventually need a surgery and have an issue to get to the next hospital could be
transported by the foundation.

Day of the Health Camp – Queues
At the health camp, there are several stations for different kind of consultations. Once a
patient arrives at the camp, he is given a number, under which he will be called in to the
doctor. Consequently, the people stand in queues in front of the room they want to get in
and even though there were chairs provided in the middle of the school, where the health
camp is held, no one really sat down on them to wait. The system works efficiently until
there's a bottleneck at one of the stations and a lot of people are standing in front or in
the respective room with the bottleneck. For instance, at the table of the general medicine
once a blockage developed. In this case, Dr Deb resolved the problem in person by
sending some of the people to another table and advised them to come back to that one
later. We’ll see that a manager is necessary to ensure that not too much time is lost when
a problem arises but there are also ways to avoid these kinds of problems.
As the time of a health camp is always limited to one day and a lot of organisational
concerns need to be taken care of as well, the efficiency of the separate stations is crucial
to the effectiveness. Bottlenecks as well as running idles need to be avoided, waiting time
needs to be minimized, throughput and utilization maximized.
So far, we have a structured queue, that can be improved as follows:

A bottleneck in
front of the general
health room.

1. Every patient gets one unique number that identifies them for the rest of the day.
When they arrive at the camp, they specifically say, what kind of specialist they
want to see or if necessary, they just briefly state their symptoms and the person
who gives out the number should be able to assess and say, which physician is
appropriate. According to that, the patient’s number is put into a an excel-sheet.
If the patient wants to see several doctors, his number will be put into several lists.
2. Afterwards people are advised to take a seat at the provided space in the middle
of the camp, which is surrounded by all the rooms of the different specialists. This
location of the seats is perfect and should be adopted by all health camps.
3. Each room has one table with enough chairs for the patient and, if they bring
someone with them, for their dependents as well. Both, in front of and inside the
rooms, 5 chairs are being deployed each. These function as buffers. People are
called by their numbers in the FIFO (First-In, First-Out) order until all the 10 buffer
chairs are taken.
4. A lot of patients have to go to several doctors. E.g. as the doctors need a blood
picture for a reliable diagnosis, patients are sent additionally to the general
medicine table where their blood is being analysed. To avoid that someone is
called into the buffers of different rooms at the same time, I propose a Google
Excel sheet that controls the administration of the patients for the day with the
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help of a macro. The file assures that if a patient is being called into the buffer of
room A, he will not be selected for the buffer of room B as well. For that purpose,
a macro-excel sheet should be prepared that works as follows:
5. Every patient is put into the list of the doctor that they want to see. In the moment,
he is put into another list as well, he will automatically disappear from the first list.
In the beginning, every patient has a 0 next to his number. When his treatment is
done, the doctor A replaces the 0 with a 1, which indicates that the patient is
processed by A, and he automatically disappears from the list.
6. In case the patient is also listed for doctor B, he will in that moment automatically
appear in the list of doctor B, where he can also be removed with a 1 instead of
the 0. This can be done with a n-Number of doctors and patients
The table below so far is just a template and can be adjusted according to the number
of specialists and patients. As a lot of patients need to go to a specialist and
additionally to the general medicine, the diagnosis of the doctor should be adopted to
the order, the patient visits the doctors. So, if, for example, the patient has already
been to the general medicine and carries his blood picture, the specialist can directly
make a diagnosis according to that, but if the patient has not been there yet, he should
write a comment on the sheet, that every patient gets either way, to tell the next doctor
e.g. what kind of values should be particularly observed.
Here, the waiting list before anyone is processed. You can already see, that each
patient can only appear once in the list.

Let’s say patient 1 is served by physician A. To depict that, we add a 1 next to patient
1.
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He will automatically disappear from list A and the respective waiting list.

Patient 7 is allocated to both, doctor A and B. Now she is served by doctor B, so we add
a 1 next to her number. She will be automatically added to the list of A again.
To replicate the function, the following prepared macro-approach should be used:
Private Sub Worksheet_Change(ByVal Target As Range)
If Target.Cells.Count > 1 Or Target.Row < 3 Or Target.Row > 11
Then Exit Sub
Select Case Target.Column
Case 3, 5, 7
'Delete Patient
If Target.Value <> 1 Then Exit Sub
Application.EnableEvents = False
Range(Cells(Target.Row, Target.Column - 1), Cells(Target.Row,
Target.Column)).Clear
Sorter (Target.Column - 1)
Case 2, 4, 6
Application.EnableEvents = False
'Add Patient
PQ = Target.Column
PN = Target.Value
'First Check If Patient is in any Queue
Pos = 0
On Error Resume Next
For Count = 2 To 6 Step 2
Pos
=
Columns(Count).Find(PN,
LookIn:=xlValues,
Lookat:=xlWhole).Row
'Delete Previous Entry
If Pos > 0 Then
Range(Cells(Pos, Count), Cells(Pos, Count + 1)).Clear
Sorter (Count)
End If
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Next
On Error GoTo 0
'Now Create New Entry
Cells(11, PQ).Value = PN
Cells(11, PQ + 1).Value = 0
Sorter (PQ)
End Select
Application.EnableEvents = True
End Sub
Private Sub Sorter(C As Integer)
ActiveWorkbook.Worksheets("Tabelle1").Sort.SortFields.Clear
ActiveWorkbook.Worksheets("Tabelle1").Sort.SortFields.Add
Key:=Range(Cells(3, C), Cells(11, C)), _
SortOn:=xlSortOnValues,
Order:=xlAscending,
DataOption:= _
xlSortTextAsNumbers
With ActiveWorkbook.Worksheets("Tabelle1").Sort
.SetRange Range(Cells(3, C), Cells(11, C + 1))
.Header = xlNo
.MatchCase = False
.Orientation = xlTopToBottom
.SortMethod = xlPinYin
.Apply
End With
End Sub

Day of the Health Camp – Consultations
The first health camps under the guidance of Dr Deb just offered heart screenings, but as
the camps progressed and the MRHF was founded, different specialities were included.
Today, the camps provide consultations regarding orthopaedics, neuro surgery, diabetes,
cardiac surgery, chest medicine, general medicine and oral cancer screenings. One
consultation lasts around 5-10 minutes. During that time, the patients can comment on
their symptoms. The doctors at the health camps however, are only able to give
diagnoses. For any treatments
beyond that, neither the time
nor the facilities are sufficient.
The patients get a sheet of
paper after the consultation, on
which the doctor writes down
prescription of drugs and notes
for the next doctor the patient
has to see at the camp or in a
hospital.
Besides
that,
information
papers
about
critical health issues are
handed out.
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The main language that is spoken on the camp was Bengali. Some of the Patients also
spoke Hindi and very few understood English, but for anyone on the camp who has to
interact with the patients it is recommendable to speak Bengali. One of the doctors for
instance was helped by an interpreter because he only spoke Hindi. That’s why my first
suggestion here, would be, to choose doctors who don’t have any problems
communicating with the patients to avoid language barriers which can be fatal in a
consultation once anything is incorrectly translated.
Another critique that could be raised against the health camps is that the quality of the
individual consultation suffers from the high time pressure. To take the camp in October
as an example, the doctors gave consultations from 10 am to 02:30 pm. In that time, 4
specialists had a look at 170 patients. Dr Deb argues that due to the high experience of
all doctors, the reliability of the diagnoses doesn’t suffer from the big number of patients
they see. In most cases, it doesn’t take him more than a few seconds to assess if a patient
needs to visit a hospital or not. I would however still recommend taking pressure off the
specialists, especially those who have a lot of visits on that day. The following figure
shows, what specialities were consulted to what extend in the October camp.

Consulted specialists at health camp (20.10.2018)

17%

39%

9%

35%
Geben Sie hier die
Beschriftung ein.
Um das Bild durch
ein eigenes zu
ersetzen, wählen
Sie es aus, und
drücken Sie dann
ENTF. Daraufhin
wird ein Platzhalter
angezeigt, auf den
Sie zum Auswählen
des Bilds klicken
können.

Cardiology

Chest probems

Post- or pre-surgery consultancy

Rest

As you can clearly see that most of the patients attending the camps are having heart
related issues, it might make sense to acquire more doctors who are specialised on these
fields, to on the one hand, give the individual doctors more time to extensively have a look
at the patients and on the other hand, enhance the efficiency of the entire camp as more
patients could be treated. How the acquirement should specifically be done, I will
elaborate under 6.1. Doctors.
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Day of the Health Camp – Equipment
As the specialists at the health camp are able to make diagnoses only, most of the
judgement is done by the eyes of the doctors and no really expensive equipment is
needed. The foundation has however some properties. These are some stethoscopes,
an ECG, a weighting machine, and some measurement devices, which have been
donated to the foundation. Beside that a blood examination device was used which is
however no property of the foundation but belongs to the hospitals where the doctors are
working. A lot of the facilities of the foundations are either donated by hospitals or Dr Deb
or were given to MRHF from companies as a part of their CSR activity.
In India, Cardiovascular diseases (CVDs) have become the leading cause of mortality.13
Especially people over 50 years in India, often suffer from heart issues. At the October
camp, the average patient was on average 51 and on median 56 years old and, as
previously stated already, the vast majority suffered from heart problems. Hence, an
enhancement of especially the heart screening devices (ECGs) would be reasonable and
so I would recommend to approach different companies that produce the required
machines and are compelled to engage in CSR activities anyway.

Day of the Health Camp - Postprocessing
After the health camp is held, all members of the foundation and some doctors meet for
a postprocessing discussion. They elaborate on changes and possible improvements that
can be made to the foundation. This part of the day I see as a very important time as
everyone can report their perception of the day, as well as members who are actually
living in the village can contribute by sharing their view on the situation. To constantly
increase the effectiveness and efficiency of the camp, these meetings are very helpful
because all perspectives are brought together. One of the topics that was discussed after
the October camp was e.g. the possibility to expand the operations of MRHF even more,
which I am going to discuss separately under 5. Possibility of Expansion. In general, I
would recommend enhancing the usage of available data in these meetings. At every
camp, it is being kept track on the number of people, their age and complaints. This
information can already be used for the adaption to given circumstances. For instance,
different villages might have to focus on different specialities as some complaints are
partially based on genetical premises, that are differently strong distinct in certain villages.
Geben Sie hier die
Beschriftung ein.
Um das Bild durch
ein eigenes zu
ersetzen, wählen
Sie es aus, und
drücken Sie dann
ENTF. Daraufhin
wird ein Platzhalter
angezeigt, auf den
Sie zum Auswählen
des Bilds klicken
können.

Also, it might be useful to include learnings from other camps in every of these meetings.
Especially because there are members who are local volunteers (more under 6. Human
Resources), these people might have good approaches for certain problems that can be
replicated to the other camps as well. To bring local members from different camps
together, in person or virtually, can give impulses for good ideas.

13
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E-health care
It’s no secret that technology has the grand potential to completely revolutionize how to
approach healthcare. These changes obviously also bare a lot of possibilities for the
MRHF and its operations. In all the villages in which the foundation is working, at least a
3G connection is available which allows connectivity between the villages as well as with
the doctors in the city. The MRHF realised these benefits and offers therefore e-health
in the form of several things:
1. 24/7 availability
Dr Debs phone is available 24/7 for any calls or messages to provide tertiary
health care. He emphasized that especially in case of an emergency, a doctor
should always be available for his patients. For instance, if he gets sent a picture
of an ECG report, that was done in the village, he can answer within a few minutes
and the patient knows within less than 30 minutes if there's an emergency or
nothing that has to necessarily instantly be taken care of.
2. E-consultations
Every Saturday, a NH doctor sits down for skype consultations with patients of
the foundation. As these patients often don’t have their own computer and to
minimize the amount of different people, the doctor has to call, the patients come
to the MRHF office and call from there. In these consultations, all the services that
are offered at the health camps are done as long as they don’t require any
physical interaction with e.g. a stethoscope. By doing this, around 100 patients
per month are being served. To effectively execute the consultations, there are
coordinators at both ends. In the villages, people were trained to organise the
calls and to conduct the ECGs that are done without any doctor present.
The outcome of e.g. the online triage of chest pain is remarkable: So far, 876 ECGs
were read by doctors in the city, 75 of the patients actually had a heart attack, all of them
were brought to the hospital, 70 survived and 5 died on the way to the hospital. What
has to be considered here, is not only the 70 that survived but also the 800 that got the
certainty that they don’t have a heart attack, which is according to Dr Deb as important
as the diagnosis of an emergency.
These innovations lead to
the expansion of the camp,
beyond the day of the
conduction. The connection
to the doctors stays present
until the next camp. This
movement actually bares
even more potential than
what is currently done.
Especially when it comes to
the scaling up of the
foundation, the use of
technology pays a major role as I am going to elaborate under 5. Possibility of Expansion.
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Possibility of expansion
After getting aware of the great impact MRHF is already making, the question of upscaling
the operations to a higher level comes up immediately. By today, the foundation has,
according to Dr Deb, access to 10 million people, one medical college, one district
hospital, five rural hospital, and 70 primary health centres. These numbers are very
impressive especially thinking about the fact that the foundation is not even 4 years old
but still, there is the possibility of bringing the movement to the next level.

Financial expansion
A typical feature of NGOs is that those who pay them are often not the beneficiaries of
their outcomes. NGOs generate resources from institutional and individual donors to
facilitate achieving the key goals and deliver outcomes to the targeted beneficiaries.
So far, the foundation is self-funded by Dr Deb and beside that, financed by donations
from individuals, the annual membership charge, and CSR funding of MNCs. The
monetary payments here are for the most part used for the food of the MRHF members
during the camp, as the health camp itself doesn’t really have any costs. The location is
provided for free by the village and the medical devices are used for a very long time and
have practically no maintenance costs. Therefore, if I am talking about costs of an
expansion, I am mainly talking about one-time fixed costs for the equipment.
In that context, Dr Deb emphasized that he prefers to hold the amount of the external
sourcing particularly low to be able to keep the control over the foundation as he wants to
lead it in his style. As a passionate leader of his own foundation, this statement is
understandable. But there are however ways to raise funding without vacating his
leadership position. One approach would be by online fund raising.

Operational expansion

Geben Sie hier die
Beschriftung ein.
Um das Bild durch
ein eigenes zu
ersetzen, wählen
Sie es aus, und
drücken Sie dann
ENTF. Daraufhin
wird ein Platzhalter
angezeigt, auf den
Sie zum Auswählen
des Bilds klicken
können.

Hence, the costs of a health camp are not high, it might not even be necessary to go that
way. If it would be possible to acquire just a few people who would represent MRHF in
another village, to provide a drop-in centre for urgent medical troubles, an entire new ehealth centre could be opened. For that not even a location would be needed, as the
patients could just come to the members home so that the he calls a doctor in the city.
This is the minimum effort which would already have a big impact if the village doesn’t
have any ambulance at all. It would be however, more professional, if a location for this
drop-in centre would be available and if there was even an ECG, this would increase the
effectiveness strikingly. It might therefore make sense to go into the direction of the of the
CSR activities of the companies that produce the necessary devices.
To put that into a nutshell, I would recommend, to rather put effort into expanding the ehealth centres as they are, compared to the expenditures they require, highly effective
and efficient. All it needs is a person who can conduct an ECG, a phone or computer,
internet, and not even necessarily a location.
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Human Resources
Members
To discuss the following points, it might make sense, to first have a look at the basic
structure of the foundation. The members of the foundation are normal members, a legal
advisor, an executive board, a trustee board and a chief patron, which is Dr Deb.
There are general members who pay 300, and executive members who pay 1000 Rs.
annually.
None of the members gets paid for the work. The motivation of the members is mostly
due to their personal connection to the village. They know the people and they know how
it is to live in a village without any health care. The members not necessarily live in
Moynapur but most of them used to live there or are related to the villagers. To find
intrinsically motivated members for the foundation is therefore not a problem for the
MRHF.

Doctors
Dr Deb is the only doctor who is also member of the foundation. No other specialist is a
member of the foundation but friends of Dr Deb. All doctors who join the health camp
approached Dr Deb directly and told him, they want to contribute something to his project.
He doesn’t actively approach specialists and asks them to support him, because he wants
them to be intrinsically motivated and if that’s the case, it isn’t necessary to approach
them.
MRHF does however, lack doctors, as I already elaborated under Operations, the
individual doctors, especially the cardiologists would have a lot less time pressure, if there
were more of them at the camp. Furthermore, more camps could be done if the amount
of doctors would be higher and they could be distributed over the several camps. Also,
the flexibility of planning of the camps would be a lot easier if the pool of doctors that can
be asked is bigger. There are a lot of reasons why it would be beneficial to have more
specialists and so, the question of effective motivation has to be asked.

Einfügen wenn es
um dr deb geht

According to Dr Deb, many doctors in India want to participate in voluntary organisations
to contribute something to underprivileged people. They see however, often no possibility
to do it, so the consequence would be to show them the direction and let them go the way
to the foundation on their own. In the Rabindranath Tagore International Institute of
Cardiac Sciences there are already measures to enhance the popularity of the MRHF and
the other CSR activities the hospital conducts, but still no doctors approach Dr Deb to
show their interest. I suppose that the need for doctors is not stated clearly enough. I
would recommend making a clear campaign to show the specialists that they're needed
in the rural areas of India and especially how easy it is to participate what brings me to
my second point.
The probability of winning a new physician for the foundation is higher, the lower the initial
barriers are. That means to make the entrance as easy as possible and trigger with that
the awareness for the impact they can actually make. Practically that means, to first use
new doctors for the e-health campaign which doesn’t even require to leave the hospital.
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After they become aware of their responsibility beyond the hospital they might want to go
to the health camps their selves.
Another way to make the entrance easier is to “recruit” them from as near as possible to
the villages. The next hospital is, as already mentioned 50km, away. Doctors from that
place are probably more willing to make the trip than the ones from Kolkata. They can’t
be any nearer to the village if they actually come from the village. That’s what Dr Deb has
already realised and why he initiated the MRHF Scholarships for underprivileged students
as explained in the following part.

Scholarships
To get the highest motivated specialist, the MRHF follows a long-term strategy which is
to support underprivileged students to take a professional career in the health sector.
Every year for the last 4 years the best ranked student of the ones who finish their school
is awarded with a 5000 Rs. scholarship to finance their first year of university. After that,
they are on their own but that’s usually not an issue. After the students finish medical
school they're guaranteed a job at one of the NH Hospital and they're very likely motivated
to help their own community by supporting the foundation.

Leadership Role of Dr Deb
Like for a lot of NGOs with a passionate leader, Dr Deb has as its founder become the
brand of the foundation. People in the villages know his name and face and they're very
grateful for what he has done to their community. Often patients at the camp in October
wanted to be particularly treated by him. This fact totally makes sense and is nothing to
worry about, it implies however also a task for him. Today already, Dr Deb doesn’t attend
all the health camps and as the operations might be scaled up, he will be able to visit
even less of them in person. His task here is, to create new leaders in the respective
villages to ensure that the movement doesn’t lose its drive without him. With the abovementioned measures, it should be possible for Dr Deb, to find leaders, may they be
doctors or other members of the foundation who are able to replicate what he did in
Moynapur.
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