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Sammanfattning 
Tillgång till prisvärd och högkvalitativ sjukvård är en global utmaning, i synnerhet i tillväxtländer 
där sjukvårdssystemen är mycket resursbegränsade. De socio-ekonomiska fördelarna av att 
investera i sjukvård är avsevärda, med förbättrad livskvalitet och ekonomisk utveckling som 
följd. Det finns därför en stor efterfrågan på effektiva hälsomodeller som renderar goda 
hälsoresultat. Särskilt hälsoprogram som är inriktade på barn i deras formativa år har 
dokumenterats ge långtgående positiva effekter för individerna och samhället. I Indien, som har 
en av de högsta nivåerna av sjukdomsbörda i världen, saknar många av delstaterna 
skolhälsoprogram. För att addressera detta behov har NICE Foundation utvecklat ett 
skolhälsoprogram som i nuläget erbjuder gratis sjukvård för över 200 000 barn. NICE 
Foundation skolhälsomodell har fått mycket positiv respons och organisationen ämnar att 
expandera programmet. Denna studie analyserar NICE Foundation skolhälsomodell för att 
identifiera framtida möjligheter samt för att tillhandahålla strategiska råd för expansion. 
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Abstract 
Access to affordable high-quality health care solutions is a global challenge, especially 
in emerging markets where health care systems are the most resource constrained. The 
socio-economic benefits of investing in health care are considerable, especially in terms 
of improvement of life quality and economic development. This creates a strong 
demand for efficient health care delivery models with good health outcomes. In 
particular, health programs targeting children in their formative years can have a long-
lasting effect on the children’s and their families’ lives. In India, which has one of the 
highest burdens of disease in the world, many states lack adequate school health 
programs. To address this need, the NICE Foundation has developed a school health 
program that provides free health care to over 200,000 children. The NICE Foundation 
has experienced a great interest in their school health model and thus aims to expand 
their operations. This study analyses the characteristics of the school health program in 
order to identify future opportunities and to provide strategic advice for the expansion of 
the NICE Foundation School Health Program. 
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1. Introduction 

Global health care challenges are putting great pressure on the existing health care systems of the 

world. In particular in developing countries the socio-economic constraints hinder the populations 

to access the very basic health care they require. One of the major steps towards an improved health 

status in the most disease-burdened countries is to establish systems for health care provision and 

education at the early stages of life. Assuring that health problems and gaps in knowledge of health 

care and sanitations will be addressed during the formative years of a child’s life contributes to a 

higher long-term quality of life. School health care has proven to be one of the most efficient means 

to target children and their families with the right health care measures and has thus already been 

implemented in most developed countries. In India there is a great need for improved access to 

similar health care services. This report will therefore focus on addressing the need for affordable 

high-quality school health care in India.  

1.1  Problem statement 

Studies in low and middle-income countries have shown that the poor people in these regions are 

disproportionately affected by diseases and often have no or limited access to adequate health care 

services. Lack of safe water and nutrition, low levels of education and poor sanitation all contribute 

to the deprived state of health in which many of the poor live. In addition, the impact of an illness 

gets magnified since it can impact the economic status of a low income household to such a degree 

that all savings are eroded, employment and further job opportunities of one or more family 

members are lost and the family faces the risk of falling into a perpetual debt cycle which initiates a 

downward spiral with respect to its wellbeing (LifeSpring, 2010). 

 

In India, the expansion and improvement of available health care services has mainly resulted from 

an emerging competitive private sector that is capable of providing effective and high-end medical 

services. This development with high out-of-pocket expenses for health care has not benefitted the 

poor that mainly rely on the public health care system that offers free basic health services but is 

severely constrained by the resource availability and effective deployment. Public spending on 

preventive health services has a low priority over curative health in the country as a whole. Indian 

public spending on health is amongst the lowest in the world whereas its proportion of private 

spending on health is one of the highest (Mospi, 2010). 

 

One of the population segments where a significant impact can be achieved in terms of preventive 

healthcare is “school children aged 5-16”. The health care efforts and education targeting the 

children also have additional effects in terms of the children sharing their newfound knowledge with 

their families. Whereas developed countries often have programs in place to provide basic healthcare 
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and preventive healthcare to schoolchildren there is still a gap within this field in India. The 

beginning of school health service in India dates back to 1909 when for the first time medical 

examination of school children was carried out in Baroda City (School Health Program, NRHM, 

2010). The Bhore Committee reported in 1946 that school health services were practically non-

existent or under-developed in India. In 1953, the secondary education Committee advocated for 

the need of school feeding programs and medical examination of pupils.  This in turn led to the 

establishment of a school health committee in 1960 to assess the standard of health and nutrition of 

school children and to suggest concrete measures for improvement. The initiative resulted in a 

report in 1961, containing concrete recommendations. During recent decades, the Indian 

government planning strategy, the five-year plans, have included school health and school feeding 

programs for pupils. In spite of these efforts to improve school health it has to be mentioned that in 

India as in other developing countries, the school health services provided are hardly more than a 

token service because of resources restrains and insufficient facilities (Prakash, 2008). Where the 

health problems of school children vary from one place to another, service carried out in India 

indicate that the main emphasis falls in the following categories - 1. Malnutrition, including vitamin 

deficiencies, 2. Infectious diseases, 3. Intestinal parasites, 4. Diseases of skin, eye and ear and 5. 

Dental caries (Patil & Wasnik, 2009).  

 

The NICE (Neonatal Intensive Care & Emergencies) Foundation recognized the need for a School 

Health Program that not only provides basic healthcare for children but that also teaches children 

about preventive healthcare measures and motivates the Indian communities to pay attention to the 

children’s health status. In 2005 they initiated a school health program in the State of Andhra 

Pradesh and in 2007 the program expanded into the State of Rajasthan. The program has been 

awarded many national prizes for it’s dedicated work and innovative health care model and has also 

been recognized for the provision of low-cost health care to the children most in need. Since the 

need for a school health program in other states of India is vast, the NICE Foundation is now 

considering expansion alternatives and is in need of strategic guidance to succeed in the future 

expansion. The objective of this study is thus to analyze the characteristics of the school health 

program to identify future opportunities and to provide strategic advice for the expansion of the 

NICE School Health Program.  

1.2 Research Questions 

The overall objective of this study is to provide strategic advice for the expansion of the NICE 

School Health Program. The following questions will be addressed:  
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1) What are the main strengths and weaknesses of the NICE School Health Program? 

2) What opportunities and threats is the organization facing?  

3) What are the lessons learned from earlier expansion? 

4) What strategic recommendations could the NICE Foundation follow in order to scale up the 

School Health Program? 

1.3 Research topic motivation 

According to the World Health Organization (WHO), an effective school health program can be 

one of the most cost effective investments a nation can make to simultaneously improve education 

and health. WHO (2010), being the leading global healthcare promoter, encourages school health 

programs as a strategic means to prevent important health risks among youth and to engage the 

education sector in efforts to change the educational, social, economic and political conditions that 

affect risk.  

 

Previously conducted research by the School Health Report Program (SHARP) has shown that 

healthy children have a higher daily school attendance, learn better and take full advantage of every 

opportunity to learn. Thus, they achieve higher academic excellence, which tends to contribute to 

successful social relationships and interactions at school and at home, thus helping them to a 

balanced development. Education on the other hand increases children’s possibilities to keep 

healthy.  The attainment of health related knowledge, skills and practices facilitate children’s path to 

a healthy life both currently and in the future. The children also take the role of change agents for 

improved health for their families and communities. This helps them to gain self-reliance and to 

acquire positive self-esteem and self-assertiveness, which enables them to handle the challenges of a 

socio-culturally diverse and competitive world. The health information and skills that the child 

brings home from school is also of benefit to the families, which can advance knowledge, practices 

and conditions at home. Communities benefit from acquiring a higher level of awareness of health 

problems and their solutions through their involvement in school activities and community health 

projects (SHARP, 2010). 

 

There is a vast need for better access to healthcare services in India and while some NGOs target 

new-borns and other aim to improve healthcare in the governmental and private hospitals, there is a 

significant unmet need in the segment of school children. The health of the school children is often 

determined by the parents’ income level, education and attitudes. Many states in India lack adequate 

school health programs and there is thus a significant need and demand for the NICE Foundation’s 

services. The NICE Foundation aims to meet this need but needs strategic advice about how the 
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NICE School Health Program can be expanded and it is thus the aim of this study to facilitate the 

expansion process for the NICE Foundation. 

1.4 Research Methodology 

The research in this report will mainly have a qualitative base where interviews are conducted with 

different stakeholders of the NICE School Health Program. Of the three general research 

approaches that are the most commonly used; inductive logic, deductive logic and abductive 

reasoning, this study will be based on the inductive reasoning method where data and corresponding 

relationships are analyzed with the purpose of formalizing general conclusions. 

 

The data about the School Health Program, which will be collected, will serve as a base for the 

understanding of the model and it’s potential. Literature about corporate governance and expansion 

strategies will then, applied to the data, provide guidance in how the School Health Program can be 

scaled up.  

1.4.1 Data collection 

Primary data will be collected through interviews with stakeholders of the School Health Program 

and through a review of the statistics collected by the NICE Foundation since the start of the 

School Health Program in 2005. Secondary data will be collected from literature about strategy and 

expansion and will serve as a theoretical framework for the study. The literature will include articles, 

journals, books, Internet sources, printed marketing material and scientific reports.  

1.4.2 Validity and reliability  

The theoretical framework that will be used for this study is widely accepted within corporate 

strategy and management. However, it is a fairly new notion to apply corporate governance on not-

for-profit organizations. It is unconventional to borrow tools and frameworks from the profit-

driven sector to the philanthropic sector but many others argue that it is a mean for increasing the 

efficiency in the not-for profit sector. By applying frameworks that aim to increase output many new 

insights can be brought to the not-for-profit world. This study will therefore use a crossover 

approach between the sectors but does recognize that there might be contextual elements that 

reduce the validity of the corporate frameworks that will be used.  

 

The interviews performed in the study will focus on the stakeholders of the NICE School Health 

Program. Many of them are direct beneficiaries of the program (patients and employees) and may 

thus be biased in their responses. To tackle this challenge interviews will also be conducted with 

individuals that are not in any way a part of the program and with stakeholders that have raised 

critique towards the program since its start. The aim is to give an objective reflection of the program 
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and the challenges it faces by interviewing many different stakeholders with different perspectives to 

avoid the influence of personal biases. There is a risk that the interviewees’ answers will include an 

embedded interpretation and the answers will thus be critically evaluated. 

 

The NICE Foundation has asked for use of discretion by the author when presenting data gathered 

about the School Health Program. Specific statistics will only be shared in the report with approval 

from the NICE Foundation. Neither will interviewees be directly quoted. The author is aware of 

that this can deduct from the reliability and validity of the report. The empirics presented can 

however be verified by direct contact with the NICE Foundation.  

1.4.3 Limitations 

The study will be conducted in India where most organizations are facing challenges in the era of 

rapid economic development. While computerized health care systems are used since many years in 

the developing countries the notion of IT is still new to the public health care sector in India. Data 

and statistics about the school health program that could have been more easily tracked in a 

developed country is thus hard, if not impossible, to access in our studied context where a large 

portion of the patient data has been written down manually. 

1.5 Thesis Outline 

Following the introduction and the methodology the thesis will present a theoretical framework for 

possible expansion strategy considerations. Thereafter an empirical description of the key elements 

of the NICE School Health program will follow. The program will then be analyzed with the help of 

the theoretical framework and strategic recommendations will be presented. The conclusion will 

indicate the direction forward for the NICE Foundation. 

2. Theoretical framework 

Most of what has been written about strategy is offered from a for-profit perspective. Applying 

strategy concepts from this for-profit perspective into the not-profit world is challenging, as key 

differences exist among the sectors, for example their different conceptions of organization 

effectiveness (Sheehan 2005). The theoretical framework will combine well-known corporate 

strategic planning tools with theories about not-for-profit governance to serve as a base for the 

development of an expansion strategy for NICE.  

2.1 Strategic planning 

Strategic planning determines the direction of an organization for the next year or more, how it's 

going to get there and how it will know that the goal has been achieved. The organization usually 

consists of several different departments with different functions. If the different parts of the 
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organization support each other, the organization’s performance is enhanced in a kind of “virtuous 

cycle” (Senge, 1990). It is thus important to use strategic planning to integrate the different 

organizational parts to create one successful entity.  

2.1.1 Organizational Effectiveness 

While for-profit effectiveness often focuses on profits and creating shareholder value, not-profit 

effectiveness is often thought of in terms of mission. While for-profits may be mostly focused on 

how to handle the competition in the market, not-for-profits can be thought of as focused on 

“mission accomplishment” and decreasing the “mission gap” (Sheehan, 1996). 

 

The expression “mission gap” refers to the difference between the current state of the condition of 

the “persons, places, and/or things” for whom/which the organization wants to make a difference 

and their/its condition in the best possible world and Sheehan (1996) argues that a not-profit 

organization’s strategy should aim to address and fill the mission gap.  

2.1.2 Capacity Assessment  

SWOT Analysis is a strategic planning tool used to assess the Strengths, Weaknesses, Opportunities, 

and Threats involved in a project or in a business venture. It entails specifying the objective of the 

business venture or project and identifying and understanding the internal and external factors that 

are favorable and unfavorable to attaining that objective. The technique is credited to Albert 

Humphrey, who led a SWOT convention at Stanford University in the 1960s and 1970s using 

information from Fortune 500 companies (Mehta, 2000). 

In addition to the SWOT analysis, McKinsey & Company has developed a Capacity Assessment 

framework to support not-profit organizations in their strategic planning, where the organization is 

asked to evaluate the following dimensions (Venture Philanthropy Partners, 2010): 

1. Aspirations - what are the vision and goals of the organization, unit, etc.? 

2. Strategy - what are the choices in structure, function and approach?  

3. Organization Skills - what skills are essential given the vision and strategy? 

4. Human Resources - what are the Human Resource strategies - recruiting, retention, 

compensation, development, etc.?  

5. Information Systems - what systems are needed to perform and support tasks –performance 

management, planning, fund-raising, external relationship building? 

6. Organizational Structure - what are the choices - centralized, distributed, hierarchical, work 

groups?  
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7. Culture - is there a necessary culture? 

The value of examining the 7 dimensions over a period of time lies within gaining a better 

understanding of the capabilities of the organization and how these could be leveraged.  

2.2. Social Entrepreneurship 

Social entrepreneurship is the idea and execution of bringing about social change. Social 

entrepreneurs function as the tools of change always aiming to grab opportunities, trying to change 

the world for the better. What differentiates social entrepreneurs from commercially focused 

entrepreneurs is that the social entrepreneurs aim to add value to their stakeholders rather than their 

shareholders. In general social and commercial entrepreneurs have many features in common. Both 

look for unexploited opportunities, have financial constraints, and seek profitable ventures (Shane & 

Venkataraman, 2000).  Social entrepreneurs are also concerned with sustainable profitability but the 

gains from the profits are used differently than with commercial entrepreneurs.    

 

Social entrepreneurs are individuals with innovative solutions to society’s most pressing social 

problems. They are often ambitious and persistent, tackling major social issues and offering new 

ideas for wide-scale change (Ashoka, 2010). Instead of leaving pressing societal needs and challenges 

to the business sectors or the policy makers, social entrepreneurs identify problems and create 

solutions, trying to change the system. Ashoka (2010), one of the major organization for social 

entrepreneurs, states:  

“Each social entrepreneur presents ideas that are user-friendly, understandable, ethical, and engage 

widespread support in order to maximize the number of local people that will stand up, seize their 

idea, and implement with it. In other words, every leading social entrepreneur is a mass recruiter of 

local change makers—a role model proving that citizens who channel their passion into action can 

do almost anything.”  

Ashoka also claims that the entrepreneurs often seem possessed by their ideas, committing their 

lives to achieving their goals. They tend to be both visionaries and realists.  

The greatest challenge for social entrepreneurs often lies in persuading and inspiring all other 

stakeholders to support them. There are many stakeholders; policy makers, multilateral and bilateral 

institutions, businesses, foundations, philanthropists, academia and the civil sector that have not yet 

fully embraced this emerging field, so the entrepreneurs often need to overcome significant 

challenges. On the other hand, these groups can benefit from stimulating and providing support for 
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social entrepreneurship. Social entrepreneurs widely claim that they alone cannot undertake their 

critical work of social and economic change (Hartigan & Billimoria, 2005). 

A social entrepreneur continuously needs to be agile and to adapt. As Ela BhattMirai Chatterjee, 

founder member of the ground-breaking Self-Employed Women’s Association (SEWA) in India, 

put it, ‘The biggest thing we have learned after 30 years of existence is that there are no definite 

victories or defeats. The most important thing is to keep on going’ (Hartigan & Billimoria, 2005). 

The social entrepreneur tends to lead by transformational leadership, a leadership style that has 

become very popular during recent decades and that causes changes both in individuals and social 

systems. In its most desired form, it creates positive change and attitudes in the followers with the 

end goal of developing them into leaders as well. Enacted in its authentic form, transformational 

leadership  can increase the performance, engagement and morale of its followers in several ways. 

The follower's sense of identity and self often become connected to the mission and the collective 

identity of the organization (MindGarden, 2010). The critique that has been raised against 

transformational leadership is that the organizational culture and its operations become too 

dependent on the leader him/herself.  

2.2.1 Scaling Social Entrepreneurship 

Scaling social impact is a major challenge for social entrepreneurs since they usually aim to have as 

big an impact as possible on social problems and because their donors and supporters are hungry to 

achieve high social returns on their investments (Bloom & Chatterji, 2009). 

Bloom and Chatterji introduce the SCALERS model, indicating seven drivers or organizational 

capabilities that can stimulate successful scaling by a social entrepreneurial organization. SCALERS 

stands for staffing, communications, alliance building, lobbying, earnings generation, replication and 

stimulating market forces which are described in detail below. The model also proposes that the 

extent to which an individual SCALERS will influence scaling success will depend on certain 

situational contingencies. Distinctive aspects of the organization’s internal and external environment 

(Labor needs, Public support) can enhance or supress a SCALERS influence (Bloom & Chatterji, 

2009). 

Bloom and Chatterji  (2009) define and describe the seven categories with the following 

clarifications: 

Staffing refers to the organizations effectiveness in filling its manpower needs, including its 

managerial posts, with people that have suitable skills for the different positions. When 

organizations develop strengths in this domain they can better attract, retain, train and inspire their 
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employees than their competitors. The organization human resource functions need to be well-

prepared to recruit, train, appraise and compensate the paid staff competently. The Boards of 

Directors need to be skilled at identifying, recruiting, directing and retaining top management talent 

to lead the organization and its operations. When labor needs are high, for example when the 

organization is providing health services to indigent patients, staffing will be crucial for successful 

scaling. Effectiveness at staffing can lead to improved effectiveness at all the other SCALERS; and 

conversely effectiveness in communication, alliance building and earnings generation can lead to 

improved effectiveness in staffing.  

Communicating refers to the effectiveness with which the organization is able to persuade key 

stakeholders that its change strategy is worth adopting or supporting. A high rating in 

communications implies that the organization’s communications have been successful at persuading 

potential beneficiaries to take advantage of the organization services and/or to change their 

behavior in socially-beneficial ways (e.g. pursuing healthier life styles), persuading volunteers and 

employees to work for the organization, persuade donors to provide funds for the organization, or 

creating favorable attitudes toward the organization’s programs among the general public. Better 

communication about an organization’s services and change strategy leads to a better ability to scale 

the programs. The public needs to be clearly informed, frequently reminded and convincingly 

persuaded that what the organization is doing has value to them and the society. Helping  people to 

break out of their inertia and old ruts is often necessary for achieving social change. Many 

organizations find the communication to be challenging since they cannot afford the advertising 

costs and publicity and because they do not understand the needs and culture of their target 

audience well enough to frame what the core benefits are that they are offering. A key to becoming 

more effective is thus research with small-scale surveys, focus groups and observational studies that 

can be helpful in choosing more effective messages, media and spokes persons.  

Alliance building refers to the effectiveness with which the organization has forged partnerships, 

coalitions, joint ventures, and other linkages that bring about desired social changes, in other words 

how well the organization seeks the benefits of united efforts. Successful entrepreneurs need to be 

masters at mobilizing alliances of groups and individuals to all work together for a cause. Forging 

alliances requires being highly in tune with the ecosystem in which the organization operates, 

searching for other groups with which the organization has shared goals.  

Lobbying refers to the effectiveness with which the organization is able to advocate government 

actions that may work in its favor. A high lobbying rating means that the organization is successful 

in getting the courts, the administrative agencies, legislators and government leaders to help its 

cause. Firms that implement successful not-market strategies can shape the institutional 
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environment in their favor by for example raising the costs of the competitors or by generating 

positive public opinion and these organizations can grow faster than they would otherwise. Success 

in this field depends on the organization’s ability to present well-compiled, credible evidence 

demonstrating that what is being advocated clearly has substantial benefits, relative to its costs. It is 

also important to build grass-root support for what is being advocated, pushing it higher on the 

public (and media) agenda and initiating a social movement to support it.  

Earnings generation is defined as the effectiveness with which the organization generates a stream of 

revenue that exceeds its expenses. Earnings generation emerging from earned-income efforts, 

donations, grants, sponsorships, membership fees, investments or other sources will primarily have 

their social impact through how they allow the social entrepreneurial organization to increase the 

effectiveness of their staffing, communicating, alliance building, lobbying, replicating and stimulating 

market forces. As with the other capabilities, there are reciprocal relationships between earnings 

generation and the other SCALERS for the organization. An organization that is financially healthy 

will have more legitimacy  and persuasiveness with various influencers of social change. Earnings 

generation can be enhanced by adopting a systematic, business-like approach toward building 

revenue. This is however challenging for many social entrepreneurs since they think that since their 

cause is important, earnings will increase accordingly. It is important to allocate significant resources 

to strategic planning, market research, fund-raising, grant-writing and advertising, especially in 

difficult economic times. In addition it has become even more important for social entrepreneurship 

organizations to conduct rigorous and persuasive research that can document that the programs are 

achieving the desired results. This will help convince potential donors and grantors that an 

investment in the organization will render returns for the society.  

Replication refers to the effectiveness with which the organization can reproduce the programs and 

initiatives that it has originated. A high rating on this aspect implies that the organization is able to 

copy or extend services and programs without a decline in quality by using training, franchising, 

contracting and other tools to ensure quality control.  For the replication to succeed, considerable 

attention needs to be given to relationship building and communications between the core or 

franchisor organization and its replicators. The core organization needs to be able to control the 

replication without being dictatorial or potentially halting creative initiatives by replicators. The 

replicators on the other hand need to be willing to dampen their desire to go their own way if that 

could potentially hurt the branding or the value proposition of the system. Some compromises have 

to be expected on both sides to avoid conflict. To be adept at scaling, a social entrepreneurship 

organization needs to have systems, procedures, training, franchise agreements, branding and 

communications networks in place that help the organization to scale effectively.  
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Stimulating Market Forces refers to the effectiveness with which the organization can create 

incentives that encourage people or institutions to pursue private interests while also serving the 

public good. Developing offerings that help create incentives and markets typically requires some 

serendipity but can be facilitated by monitoring one’s external surroundings and by paying a close 

attention to economic, social, cultural and political trends that may create further opportunities.  

The different dimensions of the SCALERS model can help social entrepreneurs to identify the 

strengths and weaknesses in their own organizations and use these insights to further scale social 

impact.  

A realistic pace for the scaling up of the NICE School Health Program depends on the 

organizational capabilities, the opportunities identified in terms of partners and geographical areas 

and market acceptance. The organizational capacity progress can be summarized in four stages that 

the organization needs to go through; 1) Refining the model. This implies testing replicability, 

demand and readiness. 2) Designing the network, trying it in early adopter communities. 3) Building 

organizational capability. 4) Growing the network (Bradach, 1998). 

  

3. The NICE Foundation 

The NICE Foundation is an autonomous charitable trust that aspires to end decades of neglect of 

maternal and neonatal health and combat maternal and child mortality (ReachoutHyderabad, 

2008). The description of the program below is based on interviews with the Chief Executive 

Officer, the management, the doctors, the social workers, the medical personnel, patients currently 

benefitting from the program, patients that have previously been a part of the program, parents, 

principals, teachers, governmental officials on district and state level and funders. Direct quotes and 

references have not been used upon the request of the NICE Foundation.  

         

In 2005, the NICE Foundation initiated a school health program with the objective to improve 

access to healthcare and to promote schooling. This was done in cooperation with the Naandi 

foundation that had already been present in the region since 1998 with programs within child rights, 

safe drinking water, sustainable livelihoods and mid-day meals (Naandi, 2010). Naandi and NICE 

shared the same Chairman, Dr. K Anji Reddy, which ensured a smooth cooperation from the start. 

Dr. K Anji Reddy is also the Chairman of Dr. Reddy’s Laboratories Limited, a pharmaceutical 

company, established in 1984 with the aim to provide affordable and innovative medicines through 

three core business: pharmaceutical services and active ingredients, global generics, differentiated 

formulations and generic biopharmaceuticals (DrReddys, 2010). Dr. Anji Reddy’s support provided 
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legitimacy to the newly established organization and he was also able to encourage many other high 

profile businessmen and politicians to support NICE.  

 

The School Health Program developed by NICE aims to provide quality health services from 

common cold treatments to cardiac surgery to the needy and deserving children in government 

schools, with no cost for their families. The program was also constructed to encourage children to 

continue education in schools and to address the generic low-energy index of children, the primary 

reason for frequent bouts of absenteeism (NICE Foundation, 2010). 

 

The School Health Program was initiated by Dr. Padmanabh Reddy who had a clear vision of 

providing low-cost high quality healthcare to the most deserving in India. He used the revenues 

from his private pediatrics practice to offer free healthcare for the children that could not afford it 

themselves. In 2005 the government in Andhra Pradesh issued a cardiac beneficial program where 

children living below the poverty line and/or attending public schools could be enrolled for a 

cardiac surgery scheme where they could receive free cardiac surgeries. Dr. Padmanabh Reddy and a 

group of other specialized pediatricians were granted the possibility to identify cases that needed 

urgent cardiac treatment and to perform the surgeries, later to be reimbursed by the government. 

Dr. Padmanabh Reddy started the identification process but came across many cases where the 

poorest children were suffering from other non-cardiac conditions were they needed immediate 

medical surgery but could not afford the costs. Dr. Padmanabh Reddy thus decided to expand the 

identification program and to use excess capacity in his private practice to conduct surgeries on 

those identified patients as well. The program was so successful that he managed to get several 

partners onboard. It soon became clear that the demand for the free services was so high that a 

separate base hospital had to be set up. Dr. Padmanabh Reddy thus initiated a partnership with 

Mahaveer hospital in Hyderabad where the hospital dedicated one of their wings to the NICE 

Foundation.  

 

Dr. Padmanabh Reddy managed to equip the hospital and started treating patients there in 2005. 

While identifying cases for treatment it soon became clear to the NICE staff that there was a huge 

demand for basic healthcare services as well. Many children were suffering from diseases that could 

have easily been treated in an early stage if detected. The children were also showing signs of 

malnutrition, insufficient hygienic care and overexposure to toxic material. Dr. Padmanabh Reddy 

concluded that if check-ups could be made on a regular basis and the children could be educated 

about different preventive healthcare measures, their health status could be significantly improved. 

School personnel also informed the NICE staff that many children would often stay home from 

school with the mildest health care complaints as excuse. Many parents in the slum areas would also 
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encourage that the children would stay at home from school to help out with chores. This was 

affecting the educational level of the children. Dr. Padmanabh Reddy put together a team that 

constructed a visiting scheme for the 232 governmental schools in the Hyderabad district where 

NICE would be able to provide outpatient care. A system was constructed where 80 schools would 

act as nodal points for other nearby schools so that children could seek healthcare expertise not 

further than two kilometers away. A schedule was constructed where the schools would be visited 

three times a week. The parents of the children were informed about the schedule through 

pamphlets and through the teachers and principals of the schools. A unique part of the program was 

that the outpatient care would be conducted by highly qualified pediatricians that would visit the 

local outpatient school clinics, the OPs, and conduct surgeries at the base hospital on a rotating 

basis. Many healthcare systems are usually constructed to use less expensive and less trained nurses 

in the initial contact with patients with a referral system where the specialized pediatrician is the 

person you meet at the very last stage for surgeries. NICE on the other hand considered it a time 

and money saving necessity to make the specialized pediatrician meet the patients at the very first 

stage. Their experience and training helped them to identify cases that needed treatment directly 

without the immediate access to advanced equipment. A team of medically trained social workers 

would assist the pediatrician in the field by communicating with the school personal and the parents. 

Many parents needed to be convinced about the need of adequate treatment for their children 

before they would follow the doctor’s recommendation and make the children take the prescribed 

medicine or visit the base hospital. The program was promoted under the slogan ‘If you are not well, 

come to school”. The doctors would go to the schools in specially designed ambulances that could 

easily be used for emergency transportation of children if acute cases would be identified. The 

drivers would help the doctors to transport medicines and equipment to the schools. In each school 

a local helper, an Ayah, would be recruited to assist the doctor during the visit. The Ayah was either 

a local helper at the school or an older member of the community that had time and the 

organizational skills needed to support the organization. The Ayah would get training with regards 

to what medicines would be in the tool kit that the doctor would carry and how they should be used 

and would also learn about how to inform and motivate the children to follow the doctor’s 

instructions. For each school the doctor would have a separate register where he or she would note 

the child’s name, age, school, year of study, complaint as well as medicines and recommendations 

given. This would facilitate follow-ups with the children that needed frequent medical attention. 

Since medicines were given directly to children that were sometimes as young as 4-5 years old it 

proved to be challenging to make them fully understand how to take the medicines that they were 

given. Instructions would be written on the small sachet where the medicines were stored but the 

children would often be too young to read the text themselves and their parents were often illiterate. 

Teachers would be instructed to remind the children about the prescribed procedures but could not 
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be fully accountable. NICE thus decided to only give the children enough medicines to last for three 

days at a time and would instruct children that might need a longer cure of antibiotics or medicine to 

come back in three days when the doctor would visit the school again to get a check-up and a new 

dose of medicine. This ensured some degree of control since the doctors would be able to see if the 

medicines had had the desired effect and it would also reduce the damage if the children would not 

follow the instructions regarding the medicines properly. Medicines would be stored in boxes and 

the doctor would tell the Ayah to assemble a certain portion of medicines for the children.  

 

The NICE base hospital was designed to host both the social workers and the doctors and a 

common working space was created to initiate frequent interactions between the medical personal 

and the social workers since the organization saw the social workers’ contributions as one of the 

corner stones of the School Health Program. In the base hospital the full-time doctors were 

supported by volunteer pediatric specialists that would devote a couple of hours per week to 

conduct surgeries for free at the NICE base hospital. The doctors were recruited from the best 

private hospitals in Hyderabad and considered their own contributions as philanthropic initiatives, 

referred to as professional philanthropy. In some cases where advanced equipment was needed that 

was only available at the private hospitals the volunteer doctors would make use of excess capacity 

at their base hospitals and accept the NICE patients for free in their own facilities. The School 

Health Program was mainly supported by the CARE Hospital in Hyderabad and by the Asian 

Institute of Gastroenterology at nominal cost. The NICE base hospital was designed to host 40 

patients over night plus 40 parents. As the awareness of the program grew the occupancy rates were 

approaching the maximum. It was decided that only female parents or relatives were allowed to stay 

overnight. Catering was negotiated with Mahaveer’s own restaurant service where the food provided 

to NICE was charged at nominal cost. NICE committed to paying for three meals per day for the 

children and their accompanying parents. Medicines were provided through an in house pharmacy, 

operated by NICE staff, and the medicines were bought at discounted prices from local 

pharmaceutical companies. Most of the arrangements with volunteer medical consultants and 

pharmaceutical companies were achieved through Dr. Padmanabh Reddy’s and Dr. K Anji’s 

contacts. The costs for the provision of the school health were mainly covered by subsidies from the 

Neonatal Intensive Care and Emergency Institute, also managed by Dr. Padmanabh Reddy and thus 

strongly linked to the school health program, and from support from local donors. Michael and 

Susan Dell Foundation became the major funding partner, covering more than half of the costs for 

the School Health Program.  

In 2006, the NICE Foundation was approached by the State Government of Rajasthan with the 

request to replicate the School Health Program to Rajasthan, targeting Jodhpur, Udaipur and 
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Bikaner. The government in Rajasthan had identified a significant need of health care provision to 

the poorest in the district, many below the official poverty line. The government had earlier 

contacted two other school health program providers who had estimated the costs of the delivery of 

the program to a much higher cost than what the NICE Foundation offered. The government urged 

the NICE Foundation to pay for half of the initial investment costs and for half of the running costs 

but NICE Foundation objected and demanded that the government would cover the initial 

investment costs for the base hospital, the ambulances and the basic infrastructure. The government 

agreed and then the NICE Foundation took six months to identify suitable sites for the base 

hospital according to the nodal model that had been developed in Andhra Pradesh. Local staff was 

recruited, both newly graduated social workers and social workers with experience from larger 

NGO:s. Many of the recruitments were made through personal connections and recommendations. 

Among the core employees to be recruited was Rajesh Sharma who took the role as Junior Program 

Officer in Jodhpur and then later in 2008 also helped out to start the program in Udaipur.  When 

recruiting medical personnel the foundation encountered many problems due to the general lack of 

qualified pediatricians in Rajasthan. The NICE Foundation was also not able to match the salaries 

given to doctors with the salaries of the governmental and private sector. Finally the government 

decided to appoint three governmental doctors that would be paid by the government but that 

would join the NICE School Health Program on a full-time basis. Nurses and assistants were 

relatively easily recruited. The next step was to motivate and engage school faculty and parents to 

support the program by encouraging their children to seek the doctor’s advice in case of health 

problems. In the beginning, many parents were reluctant but curious and the program gained 

recognition when the initial patients started recommending the program, telling other parents about 

the quality of the free services. The social workers together with the doctors also organized 

information sessions at the local schools to inform the parents about the services the program 

provides. Health care camps were organized to screen the children in the cities where a medical 

check up was conducted and were they were photographed. The children were given individual ID 

cards for use in future medical check-ups. Initially, the branding was done together with the sister 

organization Naandi that had already been present in the region for 5 years, providing a mid-day 

meal program for the children in the governmental schools. This facilitated the process of 

establishing the NICE School Health Program in the new region. One of the main obstacles in the 

process of establishing the program was to access the promised funds from the government. The 

central government in Rajasthan issued the instructions to local municipalities that monetary support 

should be given to the program and the district collector, a local government officer, in each of the 

cities was in turn responsible for asking the commissioners to release the funds. The process was 

highly time and resource consuming and bureaucratic and several meetings had to be conducted 

with all instances to release the funds.  
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The expansion of the program was first done to Udaipur and then Jodhpur and lastly Bikaner. The 

NICE Foundation has tried to use the lessons learned when managing the replication process and 

has involved the employees that firstly handed the establishment of the program in Udaipur to start 

the programs in Jodhpur and Bikaner. This has ensured that the knowledge is not lost on the way 

and has also provided the employees with a good learning and management experience, enhancing 

their career development. The team members that set the program up in Udaipur have also 

“interned” with the team in Hyderabad to get a first-hand experience of how the program should be 

run and how the social aspects should be integrated with the medical aspects.  

 

Several partnerships have been set up in Rajasthan to support the School Health Program. The 

partnerships range from medical and surgical services provided by local health care providers (for 

example for sonographies, CT scans, spectacles distribution, cardiac cases) to partnerships for 

catering, waste management, security services, water supply etc. The following specialist hospitals 

have been engaged in collaborations: Mewar Orthopedic Hospital Pvt Ltd (Udaipur), Sal Hospitals, 

Narayan Seva Sansthan (Ahmedabad), Sterling Addlife India Ltd (Udaipur), Alakh Nayan Mandir 

(Ahmedabad), Apollo Hospital Pvt Ltd (Udaipur), Pacific Dental College (Udaipur), Kalpana 

Nursing Home (Udaipur), Well Spring Amolak (Udaipur), UIT (Jodhpur), Nagar Nigam (Jodhpur), 

Goel Exports (Jodhpur), Rajdadi Hospital (Jodhpur), Kamala Nagar Hospital (Jodhpur), Manidhari 

Hospital (Jodhpur) and Well Spring Diagnostic centre (Jodhpur).  

 

All programs, in all the cities, currently provide round the clock doctors facilities for targeted 

students. They also offer an emergency toll-free number (1-800-180-6013). The base hospitals offer 

free medicines and all types of investigations free of charge as well as free breakfast, lunch and 

dinner for the admitted patients and their single parents. Free ambulance service is offered for 

emergency transportation and all the consultations, surgeries, counseling and social support are 

completely free for the patients. The specialist doctors offer free prevention educational lectures in 

the schools. 

3.1 Program statistics 

All the School Health Programs are closely tracking the number of students enrolled and treated 

through the program. Currently the program in Hyderabad covers around 53,314 students of 290 

schools. The School Healthcare Plan, Udaipur, provides comprehensive healthcare to 43,029 

students in 222 Governmental schools, Governmental Aided schools and Madrasas. This program is 

a joint venture of Government of Rajasthan and NICE Foundation. The school health program in 

Jodhpur is the foundation’s largest intervention covering approximately 70,000 students in 374 
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schools. This program is set up in a Public-Private Partnership model with more or less equal stakes 

from the Government of Rajasthan, NICE Foundation and corporate- and individual donors. The 

school health program in Bikaner was initiated in 2009 and is covering 38,000 students from 224 

Schools. For more extensive statistics, please see the table below.  

 
Source: www.nicefoundation.in 

4. Analysis of the School Health Program 

In order to provide strategic recommendations for the potential scale-up of the NICE School 

Health Program it is crucial to have a deep understanding of the current components of the 

program and how they have developed over time. The different aspects of the program that have 

been highlighted during the conducted interviews will thus be analyzed in the following section.  

4.1 The model today 

The NICE School Health Program has during a short time period developed a model which 

successfully caters to 200 000 children in the state of Andhra Pradesh and Rajasthan. The demands 

for high quality affordable school health are still largely unmet both in certain districts of the two 

states but also in other states in India. Several stakeholders are interested in an expansion of the 

school health program, for example the Rajasthan Government wishes the program to expand to 

Ajmer, Jaipur and Kota, while the current program is still facing certain challenges that need to be 
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addressed for a successful expansion. The strengths and weaknesses of the program have been 

analyzed in the SWOT analysis below to create a better understanding of the School Health 

Program model to facilitate its future expansion.   

4.1.1 Strengths of the program 

The School Health Program has a number of strengths that together form a model that provides 

high-quality affordable health care for school children. 

 

Mission driven organization 

The NICE School Health Program is largely a mission driven organization where the employees on 

all level strive to provide health care to the ones most in need. The organizational culture is a strong 

motivating factor for the employees that perceive a higher goal with their work and contributions. 

The higher goal motivates the employees to add value to the program beyond their work 

descriptions. Many of the employees work overtime and show a high degree of personal engagement 

for the patients and their families. The mission that unites the employees also brings a sense of pride 

to the organization where the employees are proud to be a part of the “NICE family”. Since the 

employees understand that each and every one is aiming to achieve the same mission that brings a 

high degree of cooperation to the teams and, in the Indian context, a non-hierarchical structure 

where each employee’s contribution counts and is seen.  

 

Leadership 

Dr. Padmanabh Reddy, the Chief Executive Officer of the NICE Foundation can be characterized 

as a true transformational leader. He shares his vision and mission with all employees and manages 

the organization towards the goal, even making personal economical sacrifices to reach the overhead 

mission of providing health care to under privileged children. His personal engagement in 

combination with his pragmatic leadership style motivates the entire personnel and the employees all 

speak about Dr. Padmanabh Reddy’s work with greatest respect. His leadership also motivates the 

employees to overcome all possible obstacles and his innovative approach to partner with 

consultants at local hospitals to make use of their excess capacity motivates the employees to have a 

problem solving orientation in the every-day aspects of their work. Another example of how Dr. 

Padmanabh Reddy’s work manages to motivate the employees to follow his lead is in the case of 

suspected corruption in external contacts. It is widely known in the organization that when asked for 

a bribe, Dr. Padmanabh Reddy, immediately reported the case to the anti-corruption bureau, which 

led to the arrest of the corrupted individual. This example motivates the employees to avoid 

supporting corruption, whether it is with the traffic police or when cooperating with local 

authorities. 



 28 

 

Cost reduction focus 

The employees of the organization are all well aware of the small margin that they operate on and 

understand that it is the cost effectiveness of the organization that enables them to cater to so many 

children every day. This motivates the employees to cut costs at every level and to seek inexpensive 

solutions without negatively impacting the patients of the hospitals.  

 

Economies of scale 

One of the core success factors of the program is the amount of school children enrolled in the 

program. By catering to 200 000 children the program enjoys significant economies of scale where 

the marginal cost of adding an extra child are very low. The infrastructure of the program is used to 

a maximum extent, keeping the costs per procedure and child low.  The fixed costs of the program 

are also kept to a minimum through cooperation with local hospitals and are distributed on a wide 

patient basis. The variable costs which mainly consist of medical supplies are kept as low as possible.  

 

Local partners 

The network of local partners that is supporting the NICE Foundation both with health care 

services and with other types of services is crucial for the cost effectiveness of the organization. The 

most expensive surgeries are out-sourced which reduces the need for highly capital-intensive in 

house equipment. At the same time the network of external medical consultants is able to add value 

to the organization by sharing knowledge and expertise with the NICE employees. The local 

partnerships also add legitimacy to the NICE Foundation and increase the Foundations credibility 

when negotiating with local authorities and when reaching out to patients and their families. The 

patients are aware that the care they will be provided with is equally good as if they would seek 

private care on their own, often financed by loans to high interests.  

 

Infrastructure 

In comparison to governmental hospitals and many other local health care providers, the NICE 

School Health Program provides high quality infrastructure with a strong focus on sanitation. The 

facilities are clean and well kept which reduced the risk for disease transmission in the hospitals. 

 

Monitoring 

Monitoring is from many aspects crucial for the success of the program. To keep track of costs and 

patients and to eliminate any shrinkage, all the medical supplies of the hospitals are closely counted 

and monitored by the pharmacist and the chief physician. After every outpatient visit the inventory 

is quantified and noted and comparisons are made on a monthly basis, both with past records and 
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also with comparative records from the other cities. The monitoring allows the organization to 

closely relate the costs to the output in terms of patients catered to and also makes it easy to quickly 

spot if some part of the program is exceeding it’s projected budget.  

 

The rigorous monitoring is not only limited to the inventories, it is also an important factor in the 

strive to provide better health for the patients where the doctors and social workers continue to 

monitor the patients after they have gone through a treatment. The monitoring is done both 

through check-ups at the out patient clinics in the schools but also by follow-up visits in the patients 

home in the more severe cases. The data is stored for future reference.  

 

Highly trained medical staff providing outpatient care 

Instead of having nurses conducting the daily screenings of the children in the outpatient clinics, the 

model requires that the pediatricians visit the out patient clinics to meet with the school children. 

Their training and experience makes their diagnosis of the patients quick and reliable and high costs 

are avoided by not processing patients in the system that are well or can be treated with medicine at 

home.  Of the interviewed doctors a large majority appreciates the possibility to visit the outpatient 

clinics and to combine these visits with the work at the in base hospital. The doctors claim that the 

interaction with the children at the schools help them understand the patients and their situation 

better and guide them in making more pragmatic recommendations for preventive health care and 

for post-surgical care. This combination is a distinguishing feature of the employment that the 

NICE School Health Program offers to its doctors.  

 

Integration of medical and social workers 

One of the strengths of the model in providing comprehensive health care is the integration 

between the services offered by the medical personnel and the social workers. The social workers 

are highly trained in the medical field as well through frequent interactions with the doctors and are 

able to approach the patients and their families with the right questions that help to map their 

health-enabling environment. At the same time, the doctors also engage in the social aspects of the 

patient’s health. The social workers and the doctors provide each other with feedback regarding the 

patients, which enables more thorough follow-up and communication with the patient. A feature 

that also distinguishes the program from other school health programs is that the most skilled 

pediatricians conduct the information sessions at the community meetings. The patients and their 

families are more motivated to follow the instructions when presented by a doctor instead of a social 

worker thus leading to better health outcomes. The overarching system that is created is the 

enabling factor for the NICE Foundation’s preventive health care work.  
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Community mobilization 

The School Health Program recognizes the importance of preventive health care measures to 

address the health challenges in the local communities. To mobilize the families and the children in 

the communities to learn about sanitation, nutrition, malaria prevention and other preventive health 

care issues they organize community meetings where the children and/or their mothers are invited 

to discuss health issues. This is one of the few forums these individuals sometimes have to raise 

critical questions regarding how to provide a safe healthy environment for the children and the 

programs are very much appreciated in the communities. The meetings also lead to information 

being transferred to non-participating community members by word of mouth and the individuals 

contribute to the marketing of the School Health Program by encouraging other families to part-

take of the program. 

4.1.2 Weaknesses of the model 

The School Health Program has developed and expanded in a short time period and the 

organization is continuously working on addressing internal and external challenges. Certain 

weaknesses still have to be addressed to strengthen the model and to facilitate further expansion. 

 

Sustainable financing 

One of the major weaknesses the organization is facing is a sustainable economic model for 

financing of the program activities. Half of the operational capital for the programs in Rajasthan is 

to be funded by the government according to the contract with the government. The organization is 

then dependent on donations for all the capital expenditures but also for its operational capital. 

Donations come from foundations and local philanthropists. In times of economical downturns the 

funding is often reduced which puts the organization’s activities at risk of being quickly reduced or 

stopped. Decreasing the services that the organization offers immediately has a negative effect on 

the target group of underprivileged children that have few other options for high quality health care 

than the foundation offers. The NICE foundation has explored different financing options with 

both international donors and other government contracts but have not yet identified sustainable 

financing solutions that will guarantee the survival of the program if major funders withdraw their 

support.  To ensure a sustainable expansion and continuation of the existing programs this weakness 

has to be addressed.  

 

Human Resource retention 

Even though the employees in the organization take pride in their work and are motivated by the 

overall mission of the organization they tend to leave the organization after a short time period due 

to opportunities with better compensation that are presented by other organizations. This is a 
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common challenge for many not-for-profits operating in India. Many of the School Health 

Program’s most valued managers have spent two to three years in the organization and have then 

chosen to pursue other opportunities elsewhere. Since recruitment of highly qualified management 

in India can be challenging in many districts it is crucial for the organization to build internal 

incentive structures that will retain the most experiences and qualified personnel, at least for longer 

time periods. Examples of such incentive structures can be internal training programs, 

compensation incentives such as bonuses and a high degree of recognition for their work. 

 

Information Systems 

Whereas all the base hospitals are equipped with computers with access to Internet the computers 

are not used for the day-to-day journal keeping. Considerable time is spent going through physical 

journals in the archive to find a certain journal for a former patient. To save time and to improve the 

monitoring process it could benefit the School Health Program if the program could make use of 

low-cost software for journal keeping.  

 

Internal knowledge dissemination 

Even though the local school health initiatives communicate with each other, sharing and comparing 

statistics and even though the highest level of management travels between the local school health 

programs to make sure that coordination is taking place, there is still a lack of internal knowledge 

dissemination. Doctors and social workers from the different programs in the different cities could 

benefit from learning from each other’s experiences to a higher extent, contributing to an internal 

capacity building. A lot of tacit knowledge could be transferred by knowledge exchange programs 

where the employees are involved in more active dialogues discussing the different challenges they 

face with the patients and their families on an every day basis. This is in particular important on 

managerial level where it is crucial to make sure that the knowledge stays in the organization.  

 

Medicine administration 

Even if the NICE School Health Program aims to avoid administrating too high doses of medicines 

to their youngest outpatients, the children often end up with small sachets with medicines anyways. 

The fact that the youngest patients return home with a sachet of medicine and cannot clearly 

articulate how these should be administered might defer parents from allowing children to seek 

school health care. Since the resources are constrained the social workers don’t have time to visit all 

the families so they focus on the most severe cases and cannot reach out to and motivate all families 

to participate in the program.  



 32 

4.1.3 Opportunities for the NICE School Health Program 

The NICE School Health Program has proven it’s concept both in the state of Andhra Pradesh and 

Rajasthan and is by many stakeholders considered to be an efficient model with high potential. The 

program is now facing both internal and external opportunities for growth and development.  

 

Internally the program has the opportunity of capturing all the knowledge accumulated through the 

establishment and expansion of the School Health Program. By transferring knowledge from peer-

to-peer in the organization, the School Health Program can build organizational capacity that will 

prove invaluable for future expansion. It is important for the organization to capture the lessons-

learned and to document them for future internal use. Another internal opportunity is to make use 

of the existing knowledge among the program’s employees in the future expansion, using them as 

change agents and expansion leaders. This might also provide an interesting career opportunity for 

the employees that wish to gain professional development possibilities.   

 

The opportunities the organization is facing externally can be summarized in expansion 

opportunities, financial opportunities and acknowledgement opportunities. Since the models have 

proven to have a high impact this should facilitate further fund raising to support the current 

program and further expansion. The stability of the model that has been shown so far should attract 

corporate partners that wish to brand themselves in relation to a successful health care program. 

Also, the determination of the management in more challenging financial times demonstrate that 

they are committed to doing what it takes to keep catering to the school children. The cooperation 

with the Rajasthan government can help the NICE School Health program in the strive to expand 

the program to other states where the government can be mobilized through direct communication 

with the Rajasthan and Andhra Pradesh government. The NICE Foundation can seek support also 

from national state level to possibly incorporate the School Health Program model in the national 

school health plan.  The institutional support can prove to be crucial for successful replication. 

 In terms of acknowledgement opportunities, the program can benefit from inviting media to follow 

the organization’s work and to communicate it both in the local communities but also on a global 

level. Acknowledgement might encourage leading health care experts to volunteer to consult for the 

program and to refine it’s components and at the same time the acknowledgement might motivate 

funders to provide more financial support to the program. 

4.1.4 Threats towards the School Health Program 

Even though the NICE School Health Program has many specific features that together form a 

strong model with many more opportunities there are certain threats to the future success of the 

program that need to be considered and addressed.  
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Bureaucracy 

The School Health Program has been granted funds from the Rajasthan Government as described 

above. For the financial support to reach the program, it has to be processed through three major 

hierarchical levels at the local authorities. Even though the local NICE managers are following up in 

the process, the approval of the financial support has been delayed in every step of the process 

causing considerable delays before the funding can reach the NICE program. The funding is lagging 

up to a year behind which causes considerable financial strains on the School Health Program and to 

Dr. Padmanabh Reddy personally, since he is temporarily covering the deficit with own savings and 

loans, thereby putting his own private economy at great risk. The threats of slow bureaucratic 

process need thus to be considered and it could be reasonable for the NICE Foundation to demand 

up-front payments from local authorities before expanding the School Health Program further.  

 

Corruption 

One of the challenges that many organizations face in India on an every-day basis is the challenge of 

corrupt systems. Corrupt elements can constitute severe roadblocks for the organization, especially 

since it takes such an active stand on avoiding all kinds of corruption. One method to handle the 

corruption risk is to strengthen the brand of the foundation and to communicate the program’s 

progress through media.  The knowledge of that the program is closely monitored by the society 

might defer corruption attempts at all levels. Still the School Health Program could benefit from 

putting a program in place for suspected corruption so that the employees on all levels know how to 

handle specific cases of suspected corruption.  

 

International fundraising 

Many of the larger NGO:s in India are dependent on considerable donations from International 

foundations. International funding that is donated to local NGO:s in India is regulated under the 

Foreign Contribution Regulation Act (FCRA). All NGO:s that wish to use international funding for 

their operations need to seek permission under the FCRA act. The NICE School Health Program is 

in need of international funding to support the current model and further expansion and has applied 

for the permission to receive foreign contributions. The application has been delayed several times, 

which NICE believes is due to suspected corrupt practices at governmental level, which has 

prevented the organization from seeking international funding. The threat of being denied the right 

to receive foreign contributions and the delays this may cause have to be considered as viable threat. 



 34 

4. 2 Expansion evaluation 

To enable a successful future expansion of the NICE School Health Program it is crucial to capture 

and understand the lessons learned from the expansion of the School Health Program from Andhra 

Pradesh to Rajasthan. By using the McKinsey Capacity Assessment framework to identify the 

capabilities of the organization that both contributed to and that challenged the expansion, further 

strategic planning can be facilitated.  

4.2.1 Organizational aspirations 

Given the School Health Program’s mission to provide high quality health care to school children, 

the opportunity to expand to Rajasthan was in line with their organizational aspirations. The need 

for school health in Rajasthan was unmet and the management of the NICE foundation saw it both 

as a privilege but also a duty to undertake the expansion. At the same time, increasing the amount of 

beneficiaries also contributed to the aim of providing a low-cost solution due to the synergies and 

economies of scale that would be created through the expansion.  

 

4.2.2 Strategy 

The strategy for expansion of the School Health Program was based both on financial possibilities, 

the context in which the program would be implemented and the availability of program specific 

resources. Before agreeing to implement the program in Rajasthan the NICE Foundation needed to 

be assured that the government of Rajasthan would cover the fixed and half of the operating costs.  

The other half would be raised from local private donations that would be generated from local 

donors.  This approach seemed wise from an economical sustainability perspective and the NICE 

Foundation could not have predicted that the process of getting the funds released from the 

government would be so demanding. In hindsight they could have been more stringent in 

demanding up-front payments for every year of operations to ensure that their costs were properly 

covered.  

 

The choice of the expansion region depended very much on the requests from the Rajasthan 

government and the NICE Foundation captured the opportunity that was presented rather than 

seeking out the most optimal region and context for expansion themselves. One crucial component 

of the expansion strategy was to conduct a pilot program in Udaipur before expanding the program 

further to Jodhpur and Bikaner. Thus lessons were learned in every step of the process and the 

program in Bikaner, which is the newest implemented program, was put in place with much less 

effort than the previous programs.  
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4.2.3 Organizational Skills 

The organizational skills of the NICE School Health Program management have been one of the 

most important enabling factors for the expansion. By drafting formal procedures for the model 

together with the medical and social workers the management has been able to put the central 

components of the program into place. Newly recruited managers with deep knowledge about the 

context of Rajasthan cooperated with the managers from the program in Andhra Pradesh to 

organize the schools in the cities with nodal points and outpatient clinics. Dr. Padmanabh Reddy 

was himself involved in the process to make sure that all the corner stones of the program were 

implemented and that the transition was smooth.  

4.2.4 Human Resources 

One of the major challenges during the expansion process was the identification of key employees 

that would run the program in Rajasthan. Dr. Padmanabh Reddy identified program managers that 

he had earlier cooperated with which ensured a good internal communication. They in turn were 

asked to identify their potential co-workers in Rajasthan. Engaging social workers proved to be fairly 

easy since the social workers came from different educational backgrounds and with different work 

experiences. Identifying and hiring the right medical personnel turned out to be much more difficult. 

The salaries that the School Health Program could offer in comparison to governmental and private 

alternatives were lower and the strength and the brand of the program was unknown. After months 

of negotiations, the NICE foundation managed to recruit pediatricians through the local 

government that agreed to assigning and paying for doctors for the program. These doctors who 

were accustomed to working in a base hospital were initially skeptical to the model where they 

would have to work in out patient clinics. After some time and a lot of interaction with Dr. 

Padmanabh Reddy most of them started appreciating the model but some of them left the 

organization early.  

4.2.5 Information Systems  

To monitor the implementation of the model, the information systems in the organization were of 

great importance. Clear reporting structures were drawn up and the information was passed on 

though the organization to the program officers and the Chief Executive Officer and then to the 

originally implemented program in Andhra Pradesh. When problems were encountered the program 

officer would immediately be contacted and would use capacity from the original program to 

address the challenges that came up. The monitoring and feedback processes during the expansion 

process were crucial for a successful implementation.  
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4.2.6 Organizational Structure  

The organizational structure of the program with one Program Officer reporting to the Chief 

Executive Officer and the local Program Managers reporting to the Program Officer would be 

efficient if not for the fact that the doctors report both to the Program Managers and the Chief 

Executive Officer directly. This has caused confusion and certain tension with respect to who has 

the authority to manage the local programs and make the executive decisions locally. The 

communication between the program doctors and Dr. Padmanabh Reddy has incentivized many of 

the doctors, motivating them to assume a greater responsibility for making the model work and is 

also dependent on Dr. Padmanabh Reddy medical background. The program managers on the other 

hand have found it frustrating at times to be surpassed by the direct communication between the 

doctors and Dr. Padmanabh Reddy. The organization has been working actively with increased 

direct communication to address this dilemma. 

 

4.2.7 Culture  

The culture component of the NICE program has been crucial during the expansion process. By 

demonstrating the program directly to the newly recruited managers, they have become cultural 

bearers, ensuring that the culture created by Dr. Padmanabh Reddy has been shared on all levels. 

Also, face-to-face interaction with the new employees both by the transformational leader Dr. 

Padmanabh Reddy and by the Program Officer has ensured a sense of cultural belonging among the 

new recruits.  

 

5. Strategic analysis for scaling up the social impact  

The opportunities for health care entrepreneurs in India are numerous even if the environment is 

challenging. The NICE Foundation has proven that its model for School Health Care can 

successfully cater to the needs of thousands of children, providing high quality health care at a low 

cost. Like any model it should continuously be improved and adjusted to the given context and 

should also consider how to maintain a high quality when considering further expansion. Based on 

the analysis of the School Health Program’s strengths and weaknesses and the evaluation of its 

expansion from Andhra Pradesh to Rajasthan, an analysis of strategic possibilities for the scale up of 

the NICE program will be presented below. The SCALERS model will be used to support the 

analysis.  

5.1. Staffing 

To address the intangible factors that might be the most challenging to replicate it is crucial to focus 

on capacity building for expansion. This can be achieved by hiring the right individuals. On the 

other hand, new staff still has to learn about the organization and the culture. Developing skills 
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among existing employees to tackle the expansion might be an internal promotion opportunity but 

can also be costly and time-consuming. No matter whether the NICE Foundation chooses to hire or 

develop needed skills, it is essential to recognize that organizational capabilities are more than 

individual skills. Organizational competency requires an institutionalization of the current skills 

through systems and processes (Dees. G. & Emerson et. al., 2002). 

 

A lesson learned for further expansion is to identify the medical human resources very early in the 

process and to make them aware of the strengths of the model by inviting them to study the 

programs in Andhra Pradesh and Rajasthan first hand. Then they will be more motivated to 

contribute to the implementation and to follow the model. Also, since highly qualified pediatricians 

are of great importance to the program, it is advisable that NICE examines the possibilities of 

offering competitive salaries (in comparison to the salary level in the given region) to the medical 

personnel, also particularly fundraising for this specific aspect. By sharing information about the 

program to local medical colleges and universities, for example through hosing interns that work 

side by side with the doctors, the School Health Program can also build a stronger brand among the 

doctors which might facilitate their recruitment.    

5.2 Communications 

Solutions to social problems, in this case a school health program, need to take into account the 

distinctive aspects of each community, including demographics, culture, economic climate and 

politics. One of the greatest challenges of scaling up is deciding how much tailoring to allow while 

maintaining consistency and quality. The organization has to be ready to manage the tensions 

inherent in scaling up, balancing quality requirements with growth, local autonomy, and consistency 

and control versus innovation (Dees. G. & Emerson et. al., 2002). 

 

Scaling up a social entrepreneurship venture requires that the idea of scaling up is consistent with 

the idea of scaling up into new communities. The mission of the NICE Foundation, catering to the 

health care needs of underprivileged children, does indeed welcome an expansion since the aim is to 

provide high quality health care for even more children.  

 

Due to its success in the local communities, the NICE Foundation has built up intangible assets in 

terms of knowledge of the community and a local reputation. Scaling up the School Health Program 

implies that the intangible assets will have to be recreated in the new target markets.  

A lesson learned about internal communications from the first expansion is that it lies within Dr. 

Padmanabh Reddy’s responsibility to restrict the discussions with the doctors in the organization to 
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medical concerns and to delegate the specific program decisions to the program managers. Since the 

Program Officer has often been asked to provide guidance even in smaller issues during the 

expansion progress, in addition to her/his coordination role, it could be wise to share the burden of 

the coordination with another Program Officer. A local Program Manager can be appointed 

Expansion Manager, reporting to the Program Officer, to ensure a successful expansion. The 

assignment could be temporary but the individuals identified for the assignment would be important 

change agents even for further expansion. The assignment would offer a good career opportunity as 

well for the individuals that get a chance to develop their intrapreneurship.  

5.3 Alliance Building 

An important aspect of the expansion/scaling up decision is how to structure the growing 

organization. The NICE Foundation can choose to set up branches of its single not-profit 

organization or to establish legally independent organizations that operate under strong affiliation 

agreements. The advantages of establishing independent affiliates are that they facilitate access to 

local capital and provide strong incentives for local leaders to make the program successful, 

attracting more volunteers. A structure with independent affiliates also permits a more rapid pace 

for scale-up as the affiliates take on chores such as local fund raising and recruiting that otherwise 

would have been assigned the central office management. If the NICE Foundation decides to have 

affiliates such a structure can stimulate learning and innovation, but it can also make change harder 

to drive through the affiliate network than it would be in a branch system. In the case of the NICE 

School Health Program, centrally owned branches can on the other hand allow for better control 

which is essential since a lot of the success of the organization depends on the intangibles such as 

culture, leadership style and tacit knowledge. There is also an alternative for the NICE Foundation 

to explore the possibilities of establishing a combination structure to capture the benefits of both 

alternatives. Branch sites of the School Health Program could then be used to test ideas before 

affiliates are asked to implement them.  

 

If the NICE Foundation seeks to expand through partnerships or affiliations to other organizations, 

this can help the NICE Foundation to better assess the needs and demands for the program in the 

specific communities. When looking to identify suitable partners for scale up it is crucial to identify 

organizations with the right understanding, commitment, skills and reputation in the target local 

community.  

5.4 Lobbying 

The NICE Foundation could get a lot more support from the state and national government, both 

for the current program and for the expansion. To gain the support the foundation needs to 
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monitor its outcomes, gather verifiable statistics and share these with the policy makers. The 

outcomes should also be communicated to the patients, schools and the local communities to build 

grass-root support for the program. The individual ID cards that the students possess can also be an 

important factor if and when the organization introduces more IT-based processes. Tracking the 

individual students through an electronic health record system would facilitate monitoring and 

analysis of the real health outcomes that can then be publicly communicated. By increasing the 

media coverage of the School Health Program, the NICE Foundation would be able to place the 

school health issues higher on the public agenda and encourage a social movement to support it.  

5.5 Earnings Generation 

When scaling up, the NICE Foundation needs to create a suitable resource acquisition strategy. 

One of the key decisions for this strategy is to determine how much responsibility the local sites 

should take for mobilizing their needed resources, particularly at start-up. The decision is dependent 

on the level of demand among local resource providers, the degree of local autonomy that should be 

encouraged and what tasks are easier for the central office to do.  

 

One of the key factors for a sustainable school health program is the financing of the current and 

future operations. Since the financing of the program is of uttermost importance, the NICE 

Foundation should, in depth, examine the following funding structures.  

5.5.1 Private Corporate Funders  

International expectations of the global corporations have induced that an increasing amount of 

companies actively and continuously address social aspects, not only as separate projects but also as 

a part of their core strategy. The phenomenon is often referred to as Corporate Social Responsibility 

(CSR) and can be considered as a mode of corporate governance, which assumes a long-term 

approach to social challenges (Sacconi, 2007).  

 

Several global corporations active both within pharmaceuticals, telemedicine, e-health, medical 

devices and other health related areas have actively started to engage in CSR partnerships with 

health-related NGO:s. and global health programs. For example, Bayer Schering cooperates with 

TH WHO as well as with the Global TB alliance and is also involved in several other public-private 

partnerships. GlaxoSmithKline offers pharmaceuticals at production cost or at low prices in middle-

income countries and is a supporting member of the Accelerating Access Initiative for HIV 

medicines which operate on ‘‘no profit, no loss’’-conditions. They also promise to further strive to 

improve access to essential medicines in developing countries (IFPMA, 2010). Another example is 

Novartis that is creating a new research institute in Siena, Italy, with a not-profit organization to 
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conduct research on neglected diseases. The institute will engage with Unicef and the WHO and will 

license third parties to further develop and dispense their pharmaceuticals (Mansell, 2008).  

 

The Corporate Social Responsibility efforts benefit the private sector businesses both from the 

perspective where they directly contribute to the societal development and can use this in their 

marketing and external communication but also by learning from the organization that they support.  

Exploring the possibilities of Corporate Social Responsibility cooperation might thus benefit the 

NICE School Health Program.  

5.5.2 Social Venture Groups 

Social venture groups have many similarities with venture groups that have a business focus. The 

main difference lies in that their investments are directed towards business opportunities that aim to 

achieve social goals. Many social venture groups invest mainly in opportunities in developing 

countries and their business models often follow a comparable structure to those of their 

commercial counterparts.  Social venture groups differ from charities and traditional aid models 

because of their conviction that a business approach is essential to achieve sustainable solutions to 

development challenges. Social venture groups expect to recoup their initial investment and do not 

give pure grants. 

 

For the NICE Foundation this implies that they would be able to attract a social venture group 

partner only if they manage to generate at least some profits through their operations. There needs 

to be a structure for cost recovery and margins, which could be achieved through government 

contracts. If the NICE Foundation manages for the School Health Programs to be fully covered by 

the government (in private schools in addition to school fees) they could win the bidding process 

and provide the services (especially given their track record and low cost). The investments per se 

would not cover the operating costs but the capital goods.  

 

One of the social venture groups that could be interesting as a partner for the NICE Foundation, 

that has been investing in health care ventures in India is the Acumen Fund. In their current health 

investment portfolio they have investments in micro-franchise drug distribution, health care 

education, eye care as well as maternal and child health care (Acumen Fund, 2010). One example 

that could guide the NICE Foundation is Acumen Fund’s investment in LifeSpring Hospitals which 

is a network of maternity and child health care hospitals that provide reproductive and pediatric 

healthcare to low- and lower-middle-income people in urban and peri-urban areas, with a focus on 

delivering high-quality, low-cost services to women and children in slum areas (LifeSpring Hospitals, 

2010). It is financed as a joint venture between Acumen Fund and Hindustan Latex Limited, a 
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public sector company in India (Acumen Fund, 2010). The profit and social focus in combination 

has allowed the LifeSpring Hospitals to gradually scale up their operations. 

5.5.3 Financing through private equity 

One of the most widespread financing options for commercial entrepreneurs is private equity, which 

can be defined as equity capital that is not listed on stock exchanges. Using private equity to finance 

the School Health Program would require a change of the business model to generate profits in the 

system but might still be interesting to consider long-term if the model branches out to include 

private schools or more developed areas.  

 

The forms for distributing private equity are several. It can take the form of an investment from a 

friend or family member or can be given in a well-defined structure from a private equity 

management fund, a pension fund, as venture capital, from a foundation or from business angels. 

Examples of private equity firms that invest in emerging markets are the Soros Fund, the Gates 

Foundation, SwedFund and Bain Capital. 

 

Private equity firms tend to undertake greater investment risks than banks, which makes the funding 

more accessible to new ventures. However this form of funding also implies that the investors own 

a share of the company and also have the right to a certain degree of management oversight (in 

particular if it is a high risk investment). Social entrepreneurs in general find it difficult to use private 

equity as a sole financing source also because the investors expect high returns, which are rarely 

expected for social ventures.  

5.5.4 Financing through Public-Private-Partnerships 

Public-private partnerships are being increasingly promoted as part of the global development 

framework since there is a need for different interface arrangements for organizations that have the 

mandate to offer public good on one hand, and those that could facilitate this aim. Within the health 

sector, public-private partnerships are also the subject of intensely fueled debate since they offer a 

potential to create a powerful mechanism to address health care challenges by leveraging the 

strengths of different partners but at the same time can be very complex, bringing together a variety 

of players with different and sometimes conflicting interests and objectives, working within different 

governance structures (Nishtar, 2004). 

 

The example of LifeSpring Hospitals Private Limited, demonstrates a public-private partnership that 

can serves as a financing model for the NICE Foundation. The chain of hospitals focused on 

maternal and children’s health has been acknowledged for their high-quality and affordable health 
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services (Deccan Herald, 2010). LifeSpring Hospitals Private Limited is jointly financed by 

Hindustan Latex Limited, an enterprise under the Ministry of Health and Family Welfare of the 

Government of India and the Acumen Fund, a social venture group (LifeSpring Hospitals, 2010). 

The PPP model has allowed LifeSpring Hospitals to incorporate a mixed financing strategy, which 

successfully enables the venture to expand. 

 

A Public-private Partnership model can offer many advantages but may also pose some 

organizational challenges. The benefits of a PPP model is the support from private and 

governmental sources both in terms of funding but also knowledge and regulatory support. The 

governmental involvement helps assure a long-term sustainability with lower risk and the profit-

focus from the private investors enforces efficient practices. The disadvantages lie within; the lack of 

global norms and principles that could set a framework within which global public health goals can 

be pursued in a partnership agreement; the potential conflicts of interest for the involved partners; 

the lack of outcome coordination with respect to contributions to improvements in quality and 

efficiency and accountability for the delivery of efficient, effective and equitable services (Nishtar, 

2004). 

 

The NICE Foundation is already involved in a Public-Private Partnership in Rajasthan but both the 

public and the private sides are unstable. The public side is delaying the payments for the program 

and the contribution from the private side (in this case local philanthropists) is very much dependent 

on the economical outlook in the society. To create a successful Public-Private Partnership both 

sides need to have a long-term commitment and guarantee their input to the mutual engagement.  

5.5.5 Governmental support 

Another possible source of funding for the NICE Foundation is to seek governmental funding.  

One method would be to engage the national government in India to make school health programs 

compulsory and to ideally contract NICE to deliver the health care service. To achieve such a 

national impact it is crucial for NICE to demonstrate he effects of the implemented school health 

programs both in qualitative and quantitative terms. Another option is to seek support from other 

national governments. Many national governments use public money to provide foreign aid and 

assistance to other countries, usually targeting developing countries. The foreign aid is channeled 

either through bilateral or multilateral funding. Bilateral funding implies that a donor government, 

through their development aid agency for example SIDA in Sweden, initiates collaboration with the 

recipient of the funding. The funds can be directed to another government, an intergovernmental 

organisation, NGO:s or other private initiatives. The European Union and USAID are the largest 

bilateral funding agencies in the world. Multilateral funding is support distributed to 
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intergovernmental organizations’ annual budgets. Such organizations are for example the United 

Nations or the World Bank. An estimation made by the OECD in 2009 shows that approximately 

$127 billion was given in official development aid from its members. A significant part of this 

amount was distributed to the health, education and population sectors. The amount of aid that 

India received was approximately $ 2.39 billion, ranking it as the 9th country in terms of incoming aid 

globally (OECD, 2011).  

 

To distribute the bilateral funding, countries announce call for proposals or a tendering process. The 

donor countries usually have their own development strategy, which outlines possible recipient 

countries, amount of funds to be allocated and the sectors that can be supported. The strategy sets 

the agenda for which organizations can submit proposals to address their needs. The tendering 

processes usually target both NGOs and private firms whereas the call for grants mainly target 

NGOs or not-profit organizations that are invited to compete for the grant. Multilateral funding 

follows a similar process but the funding is channeled through intergovernmental organizations like 

the European Union or UNICEF and not a government.  

 

There are many benefits of obtaining multilateral or bilateral funding for a social entrepreneur. First 

of all many of the developing countries are eligible for the funding and different sectors such as 

health, education and economic development are covered. Since the funding is distributed in the 

form of grants or donations and not loans there is no requirement for repayment. The grants are 

often substantial and span over several years. Also, the application process is generally transparent 

so the organizations that seek support can compare their solutions against others and learn from 

other approaches.  

 

There are some challenges in the process as well; firstly the process is often time consuming and the 

application procedure can take up to a year before the application is approved. Second, the process 

is often highly competitive and often requires that considerable resources are devoted to the 

administration in connection to the grant application. In many cases the use of the funding is 

restricted which doesn’t allow for a flexibility to meet the most urgent needs. In many cases the 

payments also come as reimbursements which causes a cash flow stress to the recipients of the 

grant.  

 

The NICE Foundation has earlier been receiving governmental funding from the Swedish 

Development Agency SIDA for another part of the foundation’s activities, the Tribal Reproductive 

Child Health program. The funding ended in 2009 and the program almost came to a halt indicating 

the challenges of creating economically sustainable programs with governmental support. It can 
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therefore be questioned if such funding is suitable for on-going operations that need to operate with 

a long-term perspective. The funding can how ever be sought for shorter projects, for example 

strengthening the infrastructure of hospitals and clinics.  

5.5.6 Customer payments 

One alternative that would make the model economically sustainable is if the school children that 

benefit from the health care services could pay for a part of the costs of the school health program. 

The qualitative study conducted indicates that the patients that have taken part of the health care 

services themselves argue that they would not be able to afford any part of the costs themselves. 

Several former patients claim that they would not have been alive if the NICE School Health 

Program hadn’t provided the health care services for free. At the same time, interviewed 

representatives from the local authorities claim that the sum would be so small for the families that 

many of them would still be able to afford it. However, the money would need to be gathered 

together with other school fee payments, for example with payments for school uniforms, books or 

other school material that is only provided for free in certain schools. At the same time the School 

Health Program is using the motto “If you are sick, come to school” to incentivize the parents to 

send the children to school because they can then benefit from free health care. If the health care 

wasn’t free but compulsory this argument might still work but if the participation in the program 

was voluntary many of the families with illiterate parents that could benefit the most from the 

program would probably decide not to participate.  

 

Another option presented during the qualitative study was to charge the school children only for the 

ID cards when they first enroll. The money would be a small contribution to the real costs of the 

program but could incentivize the students to seek help from the school health care program more 

actively.  

 

The possibility of charging the school children that are now beneficiaries of the program a smaller 

fee for the provided school health care increases with the improvement of the families’ socio-

economical status. In five to ten years, when the program has developed further and when the 

quality of the program services has been further measured and documented it might be possible to 

create a financially sustainable model where the school children pay for the school health programs 

they take part of.  

5.5.7 Cross subsidization 

One possibility to find a stable revenue stream to finance the health care provision for children in 

the public schools is to identify customers that would be able to pay for the services that the NICE 
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Foundation provides. The potential market for the services, healthcare for school children, is 

relatively narrow. A majority of Indian children attend either governmental schools, which often 

cater to children living below-poverty-line or from the lower working classes, or private schools. 

Most private schools charge a substantial annual fee and the parents of the children usually earn a 

middle class to high-income salary. Health care services in the schools are not a common practice 

but the private schools that do provide different health care solutions usually focus on: 

 

1) In-house nurse. The schools hosts an in-house nurse that the children can seek help from if 

needed. The nurse knows most of the children by name and is able to provide healthcare all 

through the school days. 

2) Doctor-on-call. Many of the schools have a cooperation with a nearby hospital or doctoral 

service where the doctor often accepts patients from the school and where the doctor is 

available to come to the school when need be as well.  

3) Trained teachers. Some schools train teachers to handle the basic healthcare issues such as 

headaches and colds. The teachers are trained to identify sicknesses and to recommend the 

children to seek doctor’s attention if needed. 

 

The healthcare solutions in private schools are overall not integrated with any social educational 

initiatives. The teachers in the schools sometimes educate the children about sanitation but a part 

from that the necessary education about preventive healthcare measures is supposed to be provided 

at home by parents. There is however a possibility to hold workshops and trainings with the 

children, like the ones held in public schools and the NICE Foundation might thus put together an 

offer with a training package that could be provided to the schools for a certain cost. The schools 

that don’t have an in-house nurse might also be interested in involving the NICE Foundation as a 

healthcare provider on a more long term basis. Instead of paying 50 paise per child and day the 

school and the parents might be able to pay a certain higher fee and may thus add revenues to the 

Foundation that they might use to finance healthcare provision in public schools. There are, 

however, some issues that need to be considered with such a cross-subsidization model. First of all, 

the parents of the children attending the schools might afford other healthcare solutions that might 

be perceived as being of a higher quality. Second of all, the care provided might cause higher costs 

due to the lack of economies of scale in smaller private schools with fewer pupils. Third, establishing 

a system where certain patients pay for the use of the services would require higher administrative 

costs. Another issue would be how the prioritization between paying and non-paying patients in 

accordance to the mission of the NICE Foundation where all patients should be treated equally.  
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5.5.8 Consulting and training programs  

Except for the core services that the NICE Foundation offers in terms of the School Health 

Program there are also other opportunities interlinked with the program that can be explored. 

During the creation, implementation and development of the School Health Program the 

Foundation has built a vast in-house capacity and knowledge base. This knowledge and the skill-set 

that the employees have developed working for the NICE Foundation could potentially be used as 

an additional funding source for the School Health Program. The foundation could develop 

consulting and training programs held by the social workers and nurses, which could generate 

revenues for the organization. If a certain group of employees would be selected, their working 

hours for the School Health Program could be decreased, and the funding they would generate from 

sharing their expertise could be used to hire more employees to cater to more school children. 

Target groups for the health consulting could be local teachers at private schools that could learn 

how and what to teach the school children with regards to school health. Other health programs and 

institutions could also be supported with consulting services and educational programs developed by 

the NICE Foundation.   

5.5.9 Foundations and philanthropists 

There is a vast amount of foundations providing funding for projects and programs targeting the 

poorest population in India. The Michael and Susan Dell Foundation has already supported the 

NICE Foundation and there are many other grant opportunities to explore. The Bill and Melinda 

Gates Foundation has an extensive program in place for addressing global health challenges. The 

Clinton Global Initiative provides funding for health initiatives and school enrollment programs. 

When applying for program specific grants the NICE Foundation should consider not only the 

concrete health care programs but also the overall mission of mobilizing more families to send their 

children to school. The NICE Foundation could explore the possibility of integrating the School 

Health Program in existing educational initiatives of the major international donors.   

 

The NICE Foundation could also reach out to national philanthropists, offering them to support 

the program and to be recognized by naming parts of the program infrastructure or components 

after the donors. Fund raising can be done specifically aiming to finance the renovation of the base 

hospitals or the outpatient clinics as well as the ambulances and other capital-intensive equipment.  

5.5.10 Research grants 

To finance the above mentioned Tribal Reproductive Child Health Program in the tribal villages of 

Mahabubnagar district, NICE has partnered with the London School of Hygiene and Tropical 

medicine to conduct a research study about neonatal healthcare and mortality in tribal areas. The 
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research grant allows the foundation to provide high quality healthcare for free to the tribal women. 

The NICE Foundation is now considering using the same methodology to finance the expansion of 

the School Health Program and is looking for potential research grant providers as well as suitable 

topics of study that might allow the program to provide school health care for free to school 

children. The strategy is not sustainable since research grants are limited in time and there is a risk 

that new funders are difficult to identify once the research grant is used. However, Dr. Padmanabh 

Reddy states that it is still an opportunity to innovate the health care delivery in India and a chance 

for the foundation to test concepts and prove that they work. Possible research areas would be non-

communicable diseases, monitoring of life-style related health concerns, monitoring of health 

outcomes related to education etc.  

 

5.5.11 The World Health Organization   

The NICE Foundation could also explore partnering with the World Health Organization (WHO). 

In 1995, the WHO launched the Global School Health Initiative, seeking to mobilize and strengthen 

health promotion and education activities at the local, national, regional and global levels. The 

Initiative was designed to improve the health of students, school personnel, families and other 

members of the community through schools health programs. The goal of the initiative was to 

increase the number of schools that can truly be called "Health-Promoting Schools". Although 

definitions will vary, depending on need and circumstance, a Health-Promoting School can be 

characterized as a school constantly strengthening its capacity as a healthy setting for living, learning 

and working (WHO, 2010). The WHO could potentially link the NICE School Health Program to 

necessary resources through their extensive health network. WHO India could also make an effort 

in advocacy to ensure that state governments are supporting school health programs and also help 

to set up the governance structure to secure on-going funds from the government.   

5.6 Replication 

Scaling up requires different organizational skills and resources from running a local program. When 

scaling up it is crucial not only to identify the core elements of the model but also to make decisions 

about local autonomy and organizational structure.  

 

If the NICE School Health Program decides to expand further, the expectations of the management 

and board will automatically change which might lead to the so-called Founder’s dilemma. The 

management style that has made NICE Foundation so successful during the founding years might 

not be what is needed for further expansion. Many social ventures learn that they need to bring in 

new management when the complexity of the organization grows and this also causes the role of the 

founders to change. This can become problematic for the management to accept.  
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The School Health Program has already expanded to include 200 000 children in a short time 

period. This implies considerable monetary investments but also a risk in terms of the job security 

provided for the employees and the sustainability in providing health for school children. The NICE 

Foundation needs to start working actively with risk management in undertaking further expansion 

activities. The risks in the Indian context range from difficulties to access promised funding by the 

government to political turmoil and natural catastrophes. The NICE Foundation needs to have a 

risk management plan in place for different events and the plan cannot entirely depend on Dr. 

Padmanabh Reddy’s leadership. The organization as a whole has to be ready to address different 

risks. 

 

Considering the organizational capacity progress, the NICE Foundation needs to approach the four 

steps outlined by Bradach (1998) by:  

1) Refining the model. In the case of the School Health Program certain weaknesses in the model 

should be addressed before further expansion. A sustainable financing model needs to be identified 

and implemented, a system for a higher human resource retention needs to be developed, 

information systems need to be put in place to facilitate the monitoring of patients and resources, 

internal knowledge dissemination needs to be improved and the methods for medicine 

administration could be refined to meet the level of expectations from the public to a greater extent.  

2) Designing the network. Once the weaknesses of the model have been addressed and the threats 

towards the model in terms of bureaucracy, corruption and the denial of fund raising from the 

international community have been accounted for an expansion can take place firstly targeting the 

early adopters in the new region. These can be schools that agree in participating in a pilot project 

and local child health care providers that agree to provide their services for the program during the 

trial period.  

3) Building organizational capability. In the third stage the model has successfully gone through the 

pilot studies and is ready for targeting the early majority communities. These tend to be conservative 

with moderate levels of need and demand.  

4) Growing the network. In the fourth stage a full rollout of the School Health Program takes place 

and the employees in the organization start motivating the vast majority in the community. Word-

of-mouth marketing from the earlier stages might help the information sharing about the program in 

the community.   

 

The exact timing of the expansion should depend on how fast the NICE Foundation is able to 

address the current weaknesses of the model and the threats that the program is facing. The 

organization should also evaluate different partnership offers for expansion to see where the model 



 49 

has the potential to become sustainable and where the context provides the right set of needs and 

conditions for the model.  

5.7 Stimulating market forces 

The NICE Foundation can benefit a lot from having school health programs become more 

highlighted on policy and education agendas. By following the public debates and getting involved in 

local, national and regional health summits and exchanges, the NICE Foundation can better 

understand the economic, social, cultural and political trends that can create opportunities for them. 

 

6. Conclusions and strategic recommendations 

Based on the analysis of strategic possibilities for scaling up the school health program, the 

following conclusions and strategic recommendations could guide the NICE Foundation in 

expanding the health care service delivery for school children in India. 

 

The NICE School Health Program has many strengths and capabilities that make the program 

suitable for scaling up; the innovative integration of medical and social aspects, the leadership, the 

economies of scale, the partnerships and the community mobilization. The NICE Foundation has 

developed a structure to address the vast school health care needs as cost-efficiently as possible. As 

with many other social entrepreneurship ventures the organization also faces challenges, both in 

terms of implementing an economically sustainable model and raising internal and external support 

for the mission. It is crucial for the organization to retain human resources and develop talent that 

carries the mission of the organization forward. 

 

The School Health Program has already gone through an expansion phase and there are many 

valuable lessons to be learned from this process. One of the corner stones for success of the scale-

up of the program is economic sustainability. NICE should aim to implement an economic model 

which provide the most stable long-term financing and that might lead to an economically 

sustainable model. Changing the entire business model for the organization might prove to be too 

much of a challenge and might also collide with the mission of the organization. The organization 

thus needs to identify the most suitable revenue streams that can finance the not-profit activities. A 

strategic recommendation is to find ways to generate revenues and attract funding for the program 

by creating value for other parties. This could be achieved either by offering them services in terms 

of training, capacity building or health care or by individual or organizational recognition.  

 

To build support for the program among policy makers, potential funders and the public, it is crucial 

for the NICE Foundation to monitor and communicate the impact of the program activities. The 
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NICE Foundation has already initiated this process and can develop the monitoring and 

communication structure even further.  

 

For further expansion it could be wise for the NICE School Health Program to examine different 

contexts and enabling factors further before making a strategic choice about where to implement the 

program. A comprehensive expansion strategy requires that the NICE Foundation themselves 

actively engage in identifying and defining the key elements that make their operations successful 

and distinctive. Using a thorough industry analysis looking into existing solutions, suppliers, new 

entrants, the preferences of the targeted group as well as the processes of the local authorities would 

be crucial for further expansion. It could be wise to examine the possibility of implementing the 

program in a region with a proximity to the existing programs so that the economies of scale and 

synergies between the programs can come to greater use. 

 

There is a great potential for the NICE School Health Program to scale up its operations and impact 

and the organization should aim to leverage its existing structure and network to provide affordable 

high quality health care for even more school children in India.  

 

7. Future research 

The impact of the school health programs for the improvement of health in India would be an 

interesting study topic that could provide guidance for policy-makers in the region that want to use 

their health care spending more efficiently. By monitoring the health outcomes of a group of 

children that are included in a school health program compared to children, which are not, the 

impact of a school health program for the health status of the people can be better assessed. 

 

It would also be interesting to look more into how the financing models for the school health 

programs could be designed to achieve economic sustainability. Such a project would require more 

detailed data on the current revenue streams and costs of the program.  
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