
 
 N9-311-034 

R E V :  O C T O B E R  1 3 ,  2 0 1 0  

 

________________________________________________________________________________________________________________ 
 
Professor Regina E. Herzlinger prepared this case with the assistance of Suzanne Gilbert. This case is companion reading for “Hospital for 
Special Surgery (A),” HBS No. 305-076. HBS cases are developed solely as the basis for class discussion. Cases are not intended to serve as 
endorsements, sources of primary data, or illustrations of effective or ineffective management. 
 
Copyright © 2010 President and Fellows of Harvard College. To order copies or request permission to reproduce materials, call 1-800-545-7685, 
write Harvard Business School Publishing, Boston, MA 02163, or go to www.hbsp.harvard.edu/educators. This publication may not be digitized, 
photocopied, or otherwise reproduced, posted, or transmitted, without the permission of Harvard Business School. 

R E G I N A  E .  H E R Z L I N G E R  

The Global Sight Network Initiative 

Background 

Available interventions, some as simple as eyeglasses, could restore sight to 80% of the world’s 
blind people. Of the forty-five million blind people in the world, two-thirds were women and 90% 
were poor. Poverty and blindness were often linked—the blind were less likely to receive an 
education and maintain their wages, and often needed others to care for them. Poor quality of service 
and the high cost of treatment and transportation to distant facilities prevented the majority of the 
world’s blind people from receiving care.  

Cataract remained the leading cause of blindness, although a simple 15-minute surgical procedure 
could restore sight quickly. The World Bank found cataract surgery to be among the most cost-
effective health interventions in developing nations. A study in India claimed that 96% of people with 
cataract blindness stopped working, but more than 70% of unemployed patients who received 
surgery returned to work within one week. Most patients earned on average 15 times the cost of the 
surgery within one year after treatment.  

Could these challenges be addressed at an affordable cost? 

Seva Sight Programs 

Seva and partners made breakthroughs in eye health affordable and accessible to the world. Its 
name and mission were derived from “seva,” the Sanskrit word for service. For 30 years, Seva had 
been a leading innovator of sustainable health care and community development. It applied public 
health principles and innovative development techniques when working with communities to build 
local capacity for solving health problems.  

Seva Foundation in the U.S. and Seva Canada have offices and partners globally. Seva was 
founded by alumni of the successful World Health Organization smallpox eradication campaign and 
others inspired by that remarkable feat. (Smallpox was the first killing disease to be completely 
wiped off the face of the earth. It was declared eradicated in 1975. A massive campaign involving 
international, national, and local field workers made this possible.) 

Seva Sight Programs promoted development of high-volume, high-quality, sustainable eye care 
services in 10 low- and middle-income countries. Seva’s Center for Innovation in Eye Care worked 
with NGOs, governments, and academic institutions in every region of the world to catalyze 
development and adoption of strategies for sustainable eye care services. Additionally, Seva 
Foundation’s Native American Community Health Program worked with many indigenous 
organizations in the United States to build capacity for community-based health promotion. These 
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activities were supported with people and funding through a collective effort of Seva staff, Board, 
program partners, advisors, and expert volunteers. Seva Foundation’s annual revenue was on the 
order of $3.5 million with a $600,000 Board restricted fund. 

Scaling up Aravind Eye Care System 

Seva Sight Programs began with the pioneering Aravind Eye Care System, which grew from an 
11-bed eye hospital in 1976 to a 4,000-bed, five-hospital system in Tamil Nadu and affiliate hospitals 
throughout India. Aravind was the first eye hospital to establish high-volume, high-quality, low-cost 
services within an economic framework fully sustainable by the local, very low-income Indian 
population. Aravind performed more than 300,000 cataract surgeries, other ocular operations, and 
laser procedures annually.1  

Aravind’s founder, Dr. G. Venkataswamy (also a founder of Seva Foundation) invited people 
from eye hospitals in India and beyond to observe Aravind’s systems for generating demand for 
services and their model of service delivery. Over time, Aravind developed short-term workshops 
and long-term courses in management and clinical skills which participants could use to adopt this 
highly successful model. In the mid-1980s, Seva adapted these strategies to create the Lumbini Eye 
Institute (LEI) in Nepal. LEI became the leading provider of and trainer for high-volume cataract and 
specialty eye services throughout half of Nepal and neighboring north India, while also coordinating 
19 rural eye care facilities which operate on a sustainable basis. This high-volume, sustainable 
approach, or a close variant adapted to the local situation, was implemented in more than 500 eye 
hospitals worldwide facilitated by a small number of expert training institutions.  

More recently, Professor Mohammad Yunus (the 2006 Nobel Peace Laureate and the founder of 
Grameen Bank, the world’s first micro-finance system that offered rural women in Bangladesh access 
to small loans) approached Seva Foundation and the Aravind Eye Care System to establish a network 
of eye hospitals throughout rural Bangladesh. Within three years, the first two hospitals were up and 
running. These two hospitals were constructed and equipped by Grameen Health, a social enterprise 
within the Grameen family of institutions. Seva and Aravind provided all training of clinical and 
management personnel, established administrative and IT systems, and provided strategic planning 
for institutional growth in service and sustainability. Through this process, more than 60 staff were 
trained in sessions ranging from 6 weeks to 18 months in length.  

Within the first five months of full operation, the Grameen GC Eye Hospital in Bogra covered 
100% of its daily operating costs from affordable patient fees while also serving patients requiring 
free or very low cost care. The second hospital at Barisal achieved financial sustainability in less than 
one year. Continued inputs from Seva and Aravind strengthened the staff in teamwork, use of 
management information systems for hospital improvement, and nurturing a culture of service to 
promote patient comfort and referrals.  

All these efforts were geared toward increasing service volume in basic eye services while also 
expanding into specialty areas such as pediatric ophthalmology, diabetic retinopathy, glaucoma, and 
corneal grafting—services that previously were unavailable outside of a few major cities. Each of 
these two hospitals aimed to conduct 5,000 cataract surgeries within two years of operation and 
double that within the following two years. Additional Grameen Eye Hospitals will be developed 
using these strategies. Progressively more of the training will be conducted within Grameen itself 
using systems that Seva and Aravind were putting into place. 
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Making Mentors, Funding Mentoring: An Idea Is Born 

Despite these successes, most eye hospitals around the world were significantly under-
performing. In many resource-poor areas, an ophthalmologist performed fewer than 200 cataract 
surgeries per year. Using the high volume approaches developed by Seva, Aravind, and partners, an 
ophthalmologist along with a well-managed team can be expected to perform as many as 2,000 
cataract surgeries per year.  

But simply demonstrating what works was not enough. A more engaged process with locally 
available coaching and training was required to accelerate services to meet population need. The 
World Health Organization projected the number of blind people to grow to 76 million by 2020 
unless significantly more effective services were made available.  

Seva Foundation convened a meeting of eight of the world’s most productive, sustainable eye care 
institutions from Asia, Africa, Central America, and the Middle East in Nepal late in 2006, (see 
Exhibit 1). They were motivated to work together to strengthen their capacity as mentors to scale up 
systems and services among surrounding eye hospitals. This global sight network was taking on a 
major challenge: to collectively increase the capacity of at least 100 eye hospitals to conduct one 
million additional cataract surgeries per year beginning in 2015.  

Accomplishments 

Phase 1 (2006–2009) Focused on finding mentors and starting the mentoring cycle. 
Strengthened the capacity building skills of high-performance mentor eye hospitals so they could 
effectively turn around underperforming eye hospitals. Seva organized global and regional 
technology transfer workshops in Nepal, India, Tanzania, Egypt, Guatemala, Canada, and the United 
States. For many, this was the first opportunity to build collaborative relationships beyond their own 
country. Workshops and coaching enabled mentor institutions to: 

• Build a practice community geared towards achieving change on a large scale 

• Offer effective training to individuals and teams. 

• Conduct consultancy and mentoring needed to produce high yield changes within mentee 
hospitals. 

• Design operations research aimed at improving service delivery and efficiency. 

• Manage and share knowledge with others via internet and publications. 

• Advocate for policies that promote service improvements. 

• Establish criteria for selection of the 100 “mentee” eye hospitals with strong buy-in by 
leadership at the core 

• Begin recruiting mentees 

In 2008, this work was cited by the William J. Clinton Foundation as a Clinton Global Initiative 
titled “So One Million Eyes See Again”. (See www.seva.org/cgi or www.clintonglobalinitiative.org 
for background.) 

Phase 2 (2010–2012) Focused on identifying mentee hospitals and the planning needed to 
improve volume, quality, and sustainability of cataract surgeries. Phase 2 of the initiative started with 
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64 mentee eye hospitals from 20 countries and every region of the developing world. During this 
mentoring and training phase, the mentors proceeded to: 

• Conduct a situation analysis along with each mentee. 

• Translate those results into an action frame for discussion and buy-in by mentee institution 
leadership. 

• Provide training to improve surgical and nursing skills, community outreach, and sustainable 
management. 

• Send sustainability planners to coach mentees on changes in staffing configurations, patient 
flow, cash management and other high-impact procedures. 

• Participate in staff development, research, strategic planning, and management of this 
growing initiative. 

• Collaborate with Seva and other funding organizations to generate additional financial 
support. 

• Receive monthly data from mentees for continuous improvement and for the EyeQ 
Benchmarking system used to monitor the initiative. 

Phase 3 (2013–2015) Continue the mentoring and training to ramp up the numbers of patients 
being served, improve financial management, and add services for more specialized causes of 
blindness and visual disability. Build up to one million additional cataract operations annually and 
keep growing. 

Moving into the action phase required considerable human and financial resources. Seva’s 
experience and modeling forecast that for 100 eye hospitals to produce an additional 1,000,000 
cataract surgeries per year by 2015 and thereafter would cost $20 million. Some of these funds were to 
be used for physical improvements within the hospitals. The majority, however, were to be used for 
training and coaching to improve: clinical and management team work; quality of services and 
outcomes; equity in terms of reaching women, girls, and marginalized community members; and, 
achieving fiscal viability. The job of generating the financial resources required to fuel this work was 
tackled by Seva with the mentors, individually and as a group.  

Lessons Learned 

The first years of this initiative revealed the immense skill and knowledge base that the 
participating developing country institutions possess. The alliance among mentors was strengthened 
by their ability to help one another, with more well-established programs assisting others new to the 
mentoring role. At other times, fresh approaches such as those developed by the relatively young 
Kilimanjaro Centre for Community Ophthalmology in Tanzania (founded in 2001) who created staff 
to serve as sustainability planners, informed more mature mentors.  

Key expert resources helped all mentors at once, as with Wescott Williams’ (a U.K.-based 
organizational development firm) skill-building in the process of consulting. As part of their 
commitment to corporate social responsibility, the principals of Wescott Williams designed a special 
three-day workshop to introduce the key stages in developing a consulting relationship. Through role 
playing and group discussion, the mentors developed strategies for successfully working through 
real life problem scenarios they brought with them. This was the first systematic exposure to the 
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practice of consulting for most of the participants. The workshop was reinforced through later email 
correspondence with and a site visit by Wescott Williams team members and an Aravind staff 
member who became coordinator of this effort. Two years later, by popular demand, Seva sponsored 
all mentors to meet with the Wescott Williams group for several days of coaching on “Influencing 
Change.” The skills and perspectives gained through this process were reported by the mentors as 
invaluable. 

Collaborative operations research projects among the mentors produced improved strategies for 
reaching women, offered strategies for reducing the cost of rural eye care services, and improved the 
vision outcome of cataract surgery. Personal relationships mattered too: providing opportunities for 
joint projects among mentors, cross-program visits, and other exposures built a vital esprit. As Dr. 
Mariano Yee of Visualiza in Guatemala noted following a Seva-sponsored mentor coordination 
session: “It is always an excellent opportunity for us to learn and realize that there is so much to do.” 

Assignment  

1. Could and should the techniques used by Seva to disseminate eye care be adopted by the 
Hospital for Special Surgery?  Why? 
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Exhibit 1 Mentor Institutions 

 

– Al Noor Magrabi Foundation. Cairo, Egypt, www.alnoor.org.eg 

– Aravind Eye Care System. Madurai, India, www.aravind.org 

– Kilimanjaro Center for Community Ophthalmology. Moshi, Tanzania, www.kcco.net 

– Lumbini Eye Institute. Siddarthanagar, Nepal, www.lei.org.np 

– LV Prasad Eye Institute. Hyderabad, India, www.lvpei.org 

– Sadguru Netra Chikitsalaya. Chitrakoot, India 

– Visualiza. Guatemala City, Guatemala, www.visualiza.org.gt 

– Vivekananda Mission Asram Netra Niramay Niketan. Chaitanyapur, India, 
www.vmaindia.org 

 

Source: Seva Foundation.  

 



The Global Sight Network Initiative 311-034 

7 

Endnotes 
 

1 For more information on Aravind Eye Hospital, see V. Kasturi Rangan, “Aravind Eye Hospital, Madurai, 
India: In Service for Sight,” HBS No. 593-098, Rev. May 2009 (Boston, MA: Harvard Business School Publishing, 
1993).  


