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Abstract

Background

Telehealth can improve access to high-quality healthcare for rural populations in India. How-

ever, rural communities often have other needs, such as sanitation or employment, to bene-

fit fully from telehealth offerings, highlighting a need for systems-level solutions. A Business

of Humanity approach argues that innovative solutions to wicked problems like these require

strategic decision-making that attends to a) humaneness, e.g., equity and safety and b)

humankind, or the needs and potential of large and growing markets comprised of marginal-

ized and low-income individuals. The approach is expected to improve economic perfor-

mance and long-term value creation for partners, thus supporting sustainability.

Methods

A demonstration project was conducted in Tuver, a rural and tribal village in Gujarat, India.

The project included seven components: a partnership that emphasized power-sharing and

complementary contributions; telehealth services; health promotion; digital services; power

infrastructure; water and sanitation; and agribusiness. Core partners included the academic

partner, local village leadership, a local development foundation, a telehealth provider, and

a design-build contractor. This early process evaluation relies on administrative data, field

notes, and project documentation and was analyzed using a case study approach.

Results

Findings highlight the importance of taking a systems perspective and engaging inter-sec-

toral partners through alignment of values and goals. Additionally, the creation of a synergis-

tic, health-promoting ecosystem offers potential to support telehealth services in the long-

term. At the same time, engaging rural, tribal communities in the use of technological

advances posed a challenge, though local staff and intermediaries were effective in bridging

disconnects.
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Conclusion

Overall, this early process evaluation highlights the promise and challenges of using a Busi-

ness of Humanity approach for coordinated, sustainable community-level action to improve

the health and well-being of marginalized communities.

Introduction

Telehealth offers the opportunity to improve the health and well-being of marginalized and

excluded communities, with benefits including cost savings and cost-effectiveness for patients/

families and systems, health service access and utilization, health education, patient satisfac-

tion, and quality of life [1,2]. Improving access is critical in India, where 59% of health workers

and 80% of specialists practice in urban areas, which account for only 28% of the population

[3]. Additionally, the private sector provides the bulk of care (78% of health expenditure) and

patients typically pay out-of-pocket (71% of total health spending). As a result, low-income

households experience significant barriers to care, often leading to catastrophic expenditures

and unresolvable debt [4,5]. Telehealth offers an alternative by using information and commu-

nications technology to deliver services over a distance, as highlighted in the Ministry of

Health and Family Welfare’s 5-year plans as a means to increase access to primary and special-

ist care for the country’s underserved populations [6–8].

Despite its potential, several barriers impede the implementation and sustainment of tele-

health services. Substantial challenges exist at the patient level (e.g., computer literacy); staff/

provider level (e.g., cultural and linguistic mismatch with patients); organization level (e.g.,

concerns about costs and reimbursement); and system level (e.g., limited data demonstrating

rationale for investment) [2,9]. To benefit from telehealth services, patients and community

members must also have access to public health services, including maternal and child health

offerings, clean water, sanitation and hygiene, and nutrition, which are insufficient in many

rural regions across India [10]. Together, these requirements highlight the need to take a long-

term, systems-focused approach to design, deliver, and sustain telehealth initiatives in rural

India.

One opportunity to support telehealth through systems change comes from cross-sectoral

partnerships. These partnerships are expected to have positive impacts, as they bring to bear

synergistic capacities, services, and resources of diverse actors to address issues of interest. Yet,

unsuccessful partnerships can have wide-ranging negative consequences ranging from losing

goodwill and reputation to wasting limited resources [11,12]. Successful cross-sectoral collabo-

rations in India have improved service delivery for diverse health issues, including tuberculo-

sis, HIV, and cancer prevention and treatment [13]. However, policymakers and leaders lack

clarity regarding the best ways to design, implement, and sustain cross-sectoral collaborations

for health [14]. Critical gaps in the literature relate to selecting members for a partnership,

identifying meaningful goals for diverse partners, finding the best ways to manage partner-

ships, and examining the link between partnership models and outcomes of effectiveness, effi-

ciency, and equity [15]. These challenges become all the more important when attempting to

address the needs of a marginalized community.

To explore solutions, we drew on the Business of Humanity (BoH) approach, which pro-

poses that strategic decision-making that explicitly includes criteria related to “humanity” will

improve economic performance and the ability to create value over the long term. In this

approach, humanity includes 1) humaneness, or focusing on safety, quality, sustainability,
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equity, and integrity and 2) humankind, or focusing on the needs and potential of large and

growing markets among marginalized and socioeconomically disadvantaged groups. The

strategy requires a commitment to a “moonshot” goal that addresses the needs of marginalized

communities; proposes an innovative business model; stimulates and sustains innovation; cre-

ates alliances and partnerships with community, governmental, nonprofit, and academic insti-

tutions; and seeks to generate economic value across the entire value chain [16]. The goal is to

shift the focus away from proximal challenges toward opportunities to influence the broader

system to promote health and well-being over the long term. Using a demonstration project as

an example, we are exploring the following questions: How can a BoH approach support the

creation of a sustainable, cross-sector initiative centered on telehealth in rural India? What

barriers and challenges limit this approach’s impact? This early process evaluation offers

insight into applying this model and opportunities to adapt the initiative to increase its

sustainability.

Methods

Project overview and setting

The University of Pittsburgh BoH Project, in association with Apollo Telemedicine Network-

ing Foundation (ATNF), Safe World Rural Services (SRS), and Narottam Lalbhai Rural Devel-

opment Fund (NLRDF) initiated the Tuver Health & Wellness Centre Project, referred to as

the Tuver Project hereafter. The initiative seeks to demonstrate the feasibility of sustainably

improving the quality of life in a marginalized community by systemically addressing the com-

munity’s basic needs—emphasizing health and wellness—and implementing a business model

that provides income to the community plus a reasonable return to investors. The University

of Pittsburgh team initiated the partnership, building on an existing relationship with NLRDF,

which identified Tuver within its catchment area as a promising location for the project.

NLRDF engaged village leadership to consider and commit to the partnership. Initial conver-

sations began in 2016 and services launched in February 2019.

Tuver village is located in a tribal area; census data from 2011 described a medium-sized

rural village, with about 1,000 residents, all of whom were members of a scheduled tribe, and

roughly 48% of whom were literate [17]. As context, tribal communities in India have been

marginalized and excluded from development opportunities, which is reflected in their higher

rates of poverty, lower scores on the human development index, and insufficient access to

high-quality healthcare services compared to the rest of the Indian population. Although there

is tremendous diversity across the 700-plus tribal communities in India, these patterns offer

important context [18–20]. Before the Tuver Project’s implementation, the tribal and rural

communities in Tuver and adjacent villages obtained healthcare services primarily through

local traditional healers and private clinics. The nearest primary health center was located in

Unchidhanal, a journey of about 5 kms over mostly unpaved, rural roads. A community health

center, private clinics, laboratory centers, and pharmacies were located in Khedbrahma, a

major town 16 kilometers away, but specialists were limited to Gynecology, Pediatrics, Ortho-

pedics, and General Medicine. Rural and tribal community members from Tuver visited either

Himatnagar, 68 kms away, or Ahmedabad, 153 kms away, for all other medical specialties. The

Indian government launched the Ayushman Bharat program–a national program to improve

access to health and wellness services among underserved individuals–in 2018. The program

offers health insurance to families and includes creating health and wellness centers across the

country to provide primary care services [21,22]. However, service accessibility remained a

challenge in Tuver and other rural villages when the Tuver project services were launched.
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The University of Pittsburgh team (in partnership with community members, partners, and

district health officials) conducted a needs assessment in September 2016, which identified

access to healthcare and communicable and non-communicable diseases as significant prob-

lems. They also identified maternal and child health, adolescent health, skin diseases, and geri-

atric care as areas of concern. The village had very few toilets and limited street lighting and

most homes lacked electricity, running water, and sufficient ventilation. Last, insufficient

employment and income were highlighted as important issues for the local population. Impor-

tant strengths included rich social networks within the community and village leadership com-

mitted to creating change for residents.

Given these needs and local resources, the project was designed to support sustainable,

cross-sector change and increase health and well-being for residents of Tuver and surrounding

villages, as summarized in Fig 1:

Component 1: Partnership structure. The partnership, which sought to be a coming

together of equals, included:

a. The University of Pittsburgh BoH team. Based at the business school, this team was respon-

sible for developing the BoH approach [16]. The team also developed the Tuver project’s

vision, secured funding, and oversaw project execution and evaluation.

b. NLRDF (https://nlrdf.org). A registered non-governmental organization based in the west-

ern Indian state of Gujarat, it focuses on stimulating sustainable social development that

decreases societal inequities. NLRDF was created by Arvind Limited and has decades of

experience with rural community projects and rich relationships and credibility with state

governments, local governments, and local nonprofits [23,24]. The organization served as a

project advisor and a communication channel between the community and other partners

and between the partnership and government agencies.

c. Local leadership. Participants included the Tuver village’s leader (the Sarpanch or head of

the Panchayat, an elected council consisting of 5 members) and the village accountant and

record keeper (the Talati, who was appointed and employed by the state government). They

joined the partnership to ensure that community needs were prioritized and to provide

local credibility for the project.

Fig 1. The seven components and goals of the Tuver project.

https://doi.org/10.1371/journal.pone.0261907.g001

PLOS ONE Partnership-based telehealth in rural India

PLOS ONE | https://doi.org/10.1371/journal.pone.0261907 January 13, 2022 4 / 13

https://nlrdf.org/
https://doi.org/10.1371/journal.pone.0261907.g001
https://doi.org/10.1371/journal.pone.0261907


d. ATNF (www.atnf.org). An 80G and 12AA registered nonprofit organization, ATNF is a

leader in telehealth in India. ATNF contributed expertise in designing and sustaining tech-

nology-enabled community healthcare programs to the Tuver Project. It led the project’s

telehealth, pharmacy, and health education aspects and supported digital services through

the Common Services Center. ATNF was responsible for human resources, technology

solutions for telehealth, internet connectivity, infrastructure setup, training, quality assur-

ance, community engagement, and monitoring and evaluation.

e. SRS (https://safeworldrs.com/). This firm strives to enable inclusive and sustainable growth

through innovative, environmentally friendly, and sustainable technology use. SRS was the

design-build contractor for the project’s infrastructure, including the system that converts

solar energy into Direct Current (DC) power, electrification of households, water, and civil

work and structures. SRS also designed and executed the project’s agribusiness component.

Component 2: Telehealth services and community wellness center. The center housed

an examination room with telehealth equipment for specialty consultations, a diagnostic labo-

ratory, a pharmacy, and DC-powered refrigerators and air conditioners. The waiting room

doubled as an education area.

Component 3: Health promotion. Community health workers delivered outreach to

women and families about non-communicable disease prevention and treatment and women’s

health. They also conducted health profiling to capture basic health history and establish base-

line markers.

Component 4: Digital services. The Common Services Center supported Government of

India e-services designed for rural and remote locations. Located in the wellness center, the

center offered high-speed internet access with computers and printers and opportunities to

pay utility bills, access banking and insurance services, engage with education and training

opportunities, access health services, and utilize agriculture supports [25].

Component 5: Sustainable power. The project supplied locally generated, solar-powered

electricity and compatible DC appliances, DC microgrids, and street lighting. In addition, it

issued the poorest households 3 LED lights, a fan (for ventilating indoor smoke), charger out-

lets, and computerized meters to help users use energy efficiently.

Component 6: Water and sanitation. The initiative provided running water and com-

munity toilets with biodigesters built to European Union standards.

Component 7: Agribusiness. The project set up a suite of agricultural activities, such as

sustainable crop-rotation farming, a nursery, a watershed, runoff collection, and a dairy opera-

tion using indigenous cattle that produced A2 milk, which commanded higher market prices

than typical commercial milk.

Study design

The design was informed by guidance for process evaluations of complex interventions and

impact assessment for cross-sector partnerships, which typically include a detailed description

of context, examination of implementation, evaluation of mechanisms, and short- and long-

term outcomes. We focus here on context and partnership activities, given the early nature of

the assessment [11,26]. The central goals for the analysis were to examine and explore the pro-

cesses by which a BoH approach could support the development of a sustainable, cross-sector

effort centered on telehealth, as well as the challenges of using such an approach. Accordingly,

we emphasized 1) telehealth offerings, 2) partnership development and function, and 3) poten-

tial for the model’s long-term sustainability. To explore the potential for sustainability, we
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focused on core BoH concepts, including partnerships and the development of a sustainable

and profitable business model [16]. We also drew on the conceptualization of sustainability in

the implementation science literature as highlighted in the Exploration, Preparation, Imple-

mentation, Sustainment framework and Clinical Sustainability Assessment Tool, focusing on

implementers and implementing organizations [27,28].

Data collection and analysis

We gathered five main sources of data from the University of Pittsburgh team, ATNF, and

SRS. Data related to telehealth services, Common Services Center offerings, and health promo-

tion activities came from monthly service delivery reports and other documentation submitted

by ATNF. Service provision data related to power infrastructure, water and sanitation, and the

agribusiness venture came from reports from SRS. Additional data came from field notes from

observational visits and minutes of meetings that included study team members. Data cover

the planning period of the project until the COVID-19 pandemic created a shift in operations

(September 2016 –April 2020). Although beyond the scope of this paper, we note that services

were only paused in 2020 during the mandatory government lockdown, but otherwise shifted

to accommodate external conditions.

We were guided by a case study approach, where the single, instrumental, case was defined

as the Tuver Project and the phenomena of interest were the factors that impacted the sustain-

ability of a BoH approach to deliver telehealth in a rural, Indian setting [29,30]. An implemen-

tation scientist (the lead author) was the primary analyst and analyzed the data in consultation

with the ATNF, SRS, and University of Pittsburgh teams. We utilized analytic memos and

matrices to support categorization and pattern-matching activities [29]. We also drew on com-

plementary sources to support triangulation of data [31]. Data were managed using the Micro-

soft Office suite. The study team was composed of Indian nationals and Non-Resident Indians

with extensive experience in health and healthcare among marginalized populations in India

and with complementary perspectives from business, public health, engineering, and medical

backgrounds. The team included individuals who spent months on-site to set up and support

project activities. However, the analytic activities were also influenced by team members’ posi-

tions as privileged outsiders in the context of a rural, tribal village. We attempted to balance

those etic perspectives with the composition of the partnership team, including local and vil-

lage leadership. The Harvard University Area Institutional Review Board deemed the study

Non-Human Subjects Research and thus the need for consent procedures was waived.

Results

Service outputs

Telehealth and wellness services. In the first 14 months, the program delivered a broad

range of health-related services, as seen in Table 1.

The program delivered clinical services to patients from newborns to seniors and con-

ducted health profiling among adults. Social Health Education initially targeted adult women

and was later expanded to girls in the secondary-level school age. As seen in Table 2, a total of

1437 teleconsultations were conducted, mainly by family physicians, dermatologists, and

orthopedic surgeons.

The Tuver Project served residents in a broad catchment area. For example, patients who

received specialty and super specialty teleconsultations came from 94 villages. Table 3 offers a

summary of the main villages served by the project’s health services. Several factors likely

explain these villages’ higher utilization rates: Tuver is relatively accessible to them, they were
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the first to receive the project’s targeted outreach, and the head (Sarpanch) of each was sensi-

tized to the project goals from the outset.

Non-health services. The Common Services Center served adults and performed 741

total transactions, averaging 49 per month (SD = 45) with a range of 16–175 transactions. The

infrastructure developed included running water and toilets, as well as DC power generated by

solar energy, which supported the delivery of digital services, community lighting, water and

sanitation, and agribusiness. For example, locally generated power supported the agribusiness

by powering submersible pumps drawing water for irrigation from tube wells.

Influences on sustainability

In addition to services delivered, we identified four important potential drivers of sustainabil-

ity for the Tuver Project.

Power-sharing and aligning partners’ goals and values offer promise for sustainabil-

ity. While the partnership sought to act and be perceived as an alliance of equals, the fact that

the University of Pittsburgh team as the funder/investor had control over the initial financial

resources increased the potential for creating a Gramscian hegemony, in which the partner

with the most resources/power sets the norms and goals for the effort [32]. Instead, the Univer-

sity of Pittsburgh team coordinated joint action based on the ideational power stemming from

the alignment of goals and values among the partners. For example, community members, vil-

lage administrators, and local government representatives reported improvements in villagers’

quality of life. NLRDF and SRS recognized the project’s alignment with their missions and an

opportunity for experimentation with innovative solutions. ATNF saw the potential for

Table 1. Distribution of services provided between February 2019 and April 2020.

Number of services delivered Mean per month (standard deviation) Range per month

Telehealth services

Specialty teleconsultations 1437 96 (35) 10–150

Laboratory tests 568 38 (14) 4–59

Pharmacy 979 65 (29) 0–105

Health promotion

Health profiling 3928 262 (14) 4–59

Social health education 742 49 (45) 0–129

https://doi.org/10.1371/journal.pone.0261907.t001

Table 2. Distribution of teleconsultations provided between February 2019 and April 2020 (n = 1437).

Specialty Total teleconsultations Percent of total (%)

Family Physician 828 58

Dermatology 259 18

Orthopedics 148 10

Pediatrics 104 7

Gastroenterology 32 2

Cardiology 19 1

Obstetrics and Gynecology 17 1

Respiratory Medicine 11 1

Urology 9 1

Ophthalmology 8 1

Endocrinology 1 0

Neurosurgery 1 0

https://doi.org/10.1371/journal.pone.0261907.t002
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adapting its telehealth solutions for markets lacking infrastructure and expanding rural offer-

ings beyond the treatment of acute issues to incorporate prevention and wellness. For the Uni-

versity of Pittsburgh team, the Tuver project offered the opportunity to test the validity of the

BoH strategy. At the same time, the reality that the University of Pittsburgh team provided the

funding via separate contracts with NLRDF, ATNF, and SRS caused these partners to view the

University of Pittsburgh team as the central communication node and leader of the work.

They initiated consultations about changes and innovations with the University of Pittsburgh

team’s leadership, which moderated discussions across the partnership. The exception to this

communication pattern was village leadership, which communicated to the other partners

through NLRDF due to the inability of other partners to speak local languages.

A synergistic business model supports the long-term delivery of services. The Univer-

sity of Pittsburgh team provided all capital expenditures for the wellness center’s construction,

as well as telehealth equipment, personnel recruiting and training, power and water infrastruc-

ture, and operating expenses for the first two years. The model was designed to be self-sustain-

ing after two years of operation by 1) reimbursing services through government programs

such as health insurance and 2) returns from the agribusiness enterprise that provide income

and employment to the local community and generate enough economic value to support the

Tuver Project. At the end of Year 1, all healthcare services, including specialty and super-spe-

cialty teleconsultations and basic laboratory tests at the wellness center were available at no

cost. The project provided medicines free of charge to those with incomes below the poverty

line and at discounted rates to all other patients. The program offered outreach services and

menstrual hygiene kits at no cost to community members. The Common Services Center pro-

vided services at nominal prices predetermined by the relevant governmental authority.

SRS designed the agribusiness enterprise to generate revenue from profitable cash crops to

complement local food production and animal husbandry. Proceeds were earmarked for oper-

ating the wellness center and maintaining the power, water, and sanitation infrastructure. Cur-

rent projections estimate a 17% return on investment, which is sufficient to meet sustainment

goals. The agribusiness also provided participating families with lease payments for their land

and wages if they chose to work for the agribusiness. Additionally, SRS trained other local

farmers in advanced irrigation methods, organic fertilizing and pest control, and effective

crop-rotation techniques to increase their farms’ economic and environmental sustainability.

Local hiring and ongoing monitoring and training supported high-quality implementa-

tion and potential for sustainability. The partners made a conscious decision to hire, train,

and support local staff to improve implementation and sustainability. ATNF recruited and

trained community members to serve as administrators for the Common Services Center and

Table 3. Geographical distribution of key services.

Village Percent of patients receiving specialty and super

specialty consultations (%)

Percent of participants engaged in health

profiling activities (%)

Percent of participants who received Social

Health Education (%)

Tuver 32 12 17

Unchidhinal 15 14 21

Gadhda

Shamlaji

7 17 15

Vikhran 7 0 0

Gundel 7 15 12

Kanthapura 0 9 8

Chada 0 8 8

Remaining

villages

32 25 19

https://doi.org/10.1371/journal.pone.0261907.t003

PLOS ONE Partnership-based telehealth in rural India

PLOS ONE | https://doi.org/10.1371/journal.pone.0261907 January 13, 2022 8 / 13

https://doi.org/10.1371/journal.pone.0261907.t003
https://doi.org/10.1371/journal.pone.0261907


as paramedics. They also built weekly monitoring and supervision into their processes,

leveraging data from electronic medical records, software platforms used to deliver services,

and staff reports. This allowed them to ensure that high-fidelity delivery of telehealth, health

promotion, and digital services. SRS used a similar model and recruited, trained, and oversaw

local workers and supervisors for the infrastructure and agribusiness activities. They utilized

regular monitoring of the performance of the power, household lighting and ventilation,

streetlights, water, and sanitation infrastructure to ensure high-quality implementation. Both

ATNF and SRS offered ongoing training and professional development for staff members.

Limited resonance of highly technical services with the community hindered implemen-

tation and poses a challenge to sustainability. Rural and tribal communities in and around

Tuver were new to technology-based healthcare and digital services. Despite attempts to

engage and prime potential users for these services, a series of barriers limited initial uptake.

First, community members were unfamiliar with telehealth and preventive services. Second,

local norms promoted engagement with historically trusted providers and healers. Third, low

literacy rates in tribal and rural communities and multiple tribal languages made effective

communication a challenge for the central team. Finally, cultural gaps between specialists

from urban multi-specialty hospitals and patients from rural, tribal villages posed a challenge.

The team attempted to address many of these challenges through ongoing interaction and out-

reach efforts. The team also relied on local staff members to serve as intermediaries and bridge

potential divides.

Separately, a series of infrastructure-related challenges arose. For example, women were

reluctant to use the toilets and toilet taps were sometimes left open, causing the tanks to run

out of water. Similar inefficiencies emerged in the use of household electric power and water

from SRS-dug tube wells that supply the toilets and potable water. The team addressed these

challenges through responsive engagement with local leaders and community members.

Discussion

This study examined early results from a Business of Humanity project designed to deliver tel-

ehealth services in a rural village in Gujarat, India and found potential for a systems-focused,

partnership-based approach to addressing health and well-being. This connects with the move

among significant segments of the corporate community towards emphasizing the importance

of “purpose” as a goal that transcends profits and provides a foundation for sustained action

[33–35]. At the same time, the results highlight challenges related to sustaining a complex

intervention among diverse partners, including individuals from historically marginalized

communities.

Takeaway #1: Engagement of diverse, core partners through alignment of

values and inspiration increases the likelihood of sustainability of

telehealth and linked services

Each partner offered complementary, essential competencies, which gave them significant

material and bargaining power. The prime partner (the University of Pittsburgh team) strate-

gically employed ideational power, which emphasizes alignment of values and aspirations, to

share power and ensure that the unique goals and needs of various partners were met. The use

of ideational power is vital for cross-sector partnerships as it can attract new actors and

resources, thereby amplifying successes and impact [36]. The findings related to power-shar-

ing are consistent with conceptualizations of innovation-focused partnerships, which empha-

size shared interests, a clearly articulated purpose, a common understanding of available

resources, and a clear role through which each actor can demonstrate unique strengths [37].
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At the same time, given the complexity of the partnership structure, unanticipated issues and

challenges will inevitably arise and the intricate manner in which project components link will

require monitoring and structured, ongoing communication between the partners to sustain

the work. Another challenge relates to power differentials between partners, particularly in the

context of partnerships with marginalized groups.

Takeaway #2: The development of health-promoting ecosystems can

support the use of telehealth services

Telehealth services were delivered as part of an effort that addressed the broader health-pro-

moting context and generated economic value, employment, and income for community

members. This attention to context and systems thinking offers the opportunity to improve

access to care while addressing some of the social determinants of health that drive poor health

outcomes for tribal, rural populations [38]. At the same time, the importance of the supporting

system is echoed in the literature, which highlights the need to build a partnership base for

financing and ensuring sustained delivery of telehealth services instead of relying on a vertical

approach [39].

Takeaway #3: Stakeholder engagement can be challenging for highly

technical solutions, but local intermediaries can bridge disconnects to

support engagement

Engaging community members and local leaders deeply proved challenging due to language

differences, power dynamics, cultural disconnects, and the community’s unfamiliarity with tel-

ehealth and other digital services. These challenges are consistent with patient- and commu-

nity-level barriers identified in the literature and also reflect the structural inequities that rural,

tribal villages face [9,40]. For communities with deep ties to local, traditional healers, addi-

tional supports and customization may be required to make the service a useful complement

and extension of existing care [38]. Locally hired staff bridged cultural and other divides

between community members and service providers. Similarly, partnering with a trusted local

foundation (NLRDF) allowed for vital relationships to be built, but as with any brokered rela-

tionship, added a layer of mediation between partners. Ensuring that the ultimate users of the

service and relevant community leaders influence the project in a more directed manner will

be critical for sustainability [41,42].

As with any study, the results must be placed in the context of limitations. First, these cross-

sectional results are early and highlight opportunities to build sustainable change but do not

evaluate that change. This is a particular challenge, given that “pilotitis” is an ongoing issue

with digital health solutions in low- and middle-income countries [37]. Second, the data

emphasize the perspectives of project leaders rather than community members and reflect an

outsider perspective. This was mitigated in part by the emphasis on data from ATNF and SRS

staff who lived near the village for the months preceding service launch and were on-site regu-

larly. Planned data collection with community members and local leaders is expected to

resume when appropriate in relation to COVID-19. Last, this process evaluation covers a sin-

gle demonstration project and the findings may be idiosyncratic. At the same time, the study’s

strengths outweigh these limitations. First, the study offers a novel approach for delivering tel-

ehealth services in rural India by linking with health promotion, digital services, agribusiness,

power infrastructure, and water/sanitation. Such an approach attends to the concern that

much of global development focuses narrowly on technical solutions without intervening on

infrastructure and context [40]. Second, it relied upon multiple sources of data and comple-

mentary viewpoints to increase the credibility of the results and potential transferability of the
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model generated. Third, the study contributes to an identified gap in the literature: an exami-

nation of cross-sectoral partnerships in low- and middle-income countries [14].

The timing is right for further research into partnered, systems-focused approaches as shifts

in broader policies and political forces, such as the Ayushman Bharat program to increase

healthcare access, may provide a window to create change where one had not existed previ-

ously [43]. As an example, the Tuver Project’s goals are aligned with the national program’s

focus on strengthening preventive and primary care services. Additionally, the BoH approach

could offer a chance to leverage public-private partnerships that are part of the Ayushman

Bharat program, but with a grounding in community engagement, oversight, and sustainable

funding that protects equitable access to healthcare for the underserved [22].

Overall, the Tuver demonstration project highlights the potential for a Business of Human-

ity approach to bring diverse, complementary, committed partners together for coordinated,

community-level action to improve the health and well-being of a marginalized community

over the long term. A model such as this increases the likelihood that efforts will be sustainable

but requires deep investments from a range of partners and stakeholders with aligned goals,

visions, and values.
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