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-Speculated problem
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Task 2: Immerse

-Priliminary research
-Primary research

1. survey
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3. shadowing

4. day in life

5. cultural problems

-Secondary research
1. Literature survey

Task 3: Analysis & Synthesis

-Persona
-Empathy maps
-user cases

-user journey maps
-emotional journey

Task 4: Ideation
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-concept generation
-decision matrix
-concept selection
-detailing

Task 5: Solution

-paper prototype
-low fidelity
-story boarding
-staging

-form prototype

Stage 1 Jury
(16th Sept.)

Stage 2 Jury
(21st Oct.)

Stage 3 Jury
(6-7 Dec.)



PART 1- RESEARCH & ANALYSIS
DURATION - 6 WEEKS

MOBILE
CLINIC

for RURAL & INACCESSIBLE REGIONS [

A design solution that is aimed at bringing low cost,
modern healthcare closer to rural & isolated villages & towns.




INTRODUC-
TION

| started this project with the intention of- - Studying prevailing rural-healthcare system of India.
- Identifying the drawbacks & shortcomings if any.
- Proposing an improvement/ an alternate approach to
improve the overall rural well being.
My MAIN FOCUS is to approach the problem from different angles, while taking into conideration:
- Diverse demographic of India

- Mental model & belief system of rural India

- Solution’s feasibility in being implimented, i.e. technological
simplicity & affordability

LARGE FIELD
OF INTEREST

MAJOR CONTRIBUTING FACTORS:

RURAL HEALTHCARE

| started off by defining the large field of interest- which encompasses

all possible domains directly & indirectly related to rural healthcare. The real goal
of this is to get a good understanding of the BIG PICTURE by identifying the factors
influencing the complex system.

URBAN HEALTHCARE

- inability to go to hosp. that are far away when sick.
- They feel that sleeping can cure any disease.
-Many men dont want to believe that they can be sick.

- Fear of doctors & hospitals.

- Fear of heavy expenditure.
-Superstitious believes & practices.
- Tantrics & supernatural healers.

-Affordabiltiy of medicines & charges.
- Insurance schemes.

-Cost of setting up medical infra.

- Posting doctors in villages.

- Cultural & religious belief systems.
- Lesser accessibility for women due to cultural aspects.
- Traditional medicines & treatments

- Govt. policies, plans & yojanas.
- Govt. funded startups & medical projects.
- Country GDP & medical budget.

-Hospitals, clinics, & other health centres
- hospital equipments- machines,tools
- Ambulance, constant electricity, AC, power

'

sl INFRASTRUCTURE

HEALTHCARE



TARGET
AUDIENCE

STACKHOLDER DIAGRAM:

Ry

CORE
OF
PROBLEM

My immidiate next stop was to identify my target audience, for this | plotted a
Stackholder Diagram and from it determined my Primary, Secondary and

Tertiary Stackholder.

PATIENTS
(primary stackholder)

DOCTORS & ATTENDANTS
(Secondary stackholder)

POLICY MAKERS
(Tertiary stackholder)

TARGET AUDIENCE:

PRIMARY
LOCATION --------====---
SPENDING CAPACITY

EDUCATION
GEN. AWARENESS

SECONDARY
Indian Doctors,
Hospital Management

TERTIARY

: Rural India

: People of lower to
middle income
group

: Minimal to none

: Minimal to none

Government & policy makers

DESIGN
PROCESS

PATIENTS | IMMERSE
-large are interest Preliminary research
-speculated prob Primary research
-Target audience -survey

-interview
-shadowing
-day in life

-cutural probes
Secondary Research

-literature survey

| followed a CONVERGENT - DIVERGENT design process ( double diamond)

ANALYSIS & | IDEATION
SYNTHESIS
- Personna - Brainstorming
- Empathy maps - concept genration
- Use cases - Descision matrix
- User journey maps - concept selection
- Emotional Journey - Detailing

SOLUTION

- Paper prototype
- low fidelity

- Storyboarding

- Staging

- Form prototype

- CAD modelling

-Renders



PHASE1

IMMERSE .

PART 1- RESEARCH & ANALYSIS

RESEARCH
PHASE

WHAT THIS RESEARCH MEANS

The main purpose of this research was to ‘COLLECT DATA’, that is

- About the user- (or) - About the scenario
-Can be direct observation- (or)- can be direct interferance
-from already published sources- (or)- direct from the focused environment

Basic idea is to collect as much “RELEVANT DATA” as possible and document
it in way to be easily processed to make ‘ meaningful information’.

THE RESEARCH PLANS

While doing research, it become very easy to lose track of which data is rele-
vant and which is not. So it is critical for any research to have a Solid Plan, so
as to not loose track.

| went by the textbook and divided my reserch into 3 categories:

Preliminary Research - To skim the surface, in order to get an idea about what
we really need.

Primary Research - To go to the field, and collect first hand data

Secondary Research - To use published information, in order to backup our

findings.

| used the defined tools of each research, in order to collect data in an orderly
& systematic manner.



Why India
has a glut
and acute
shortage o

doctors?

India should in next six years meet the WHO benchmark of one doctor per 1,000
people, but the national average hides deep imbalance where individual states are
concerned.

Long queues onside doctor’s clinics, overcrowded hospitals and the huge backlog of
patients for surgeries clearly suggest that the country needs more doctors. The Data
shows that India needs 4.3 lakh doctors added to it's existing pool to reach the WHO
standard od doctor- patient ration of 1:1000 instead of current 1:1499.

With an annual output of nearly 80000 doctors, the country should meet the WHO
norms within the next six years. But like most things in our healthcare system, this is
complicated too as the shortage isn’t uniform across the geographical terrainns. Maha-
rashtra, Kerela, Andhra Pradesh, Karnataka, Tamil Nadu & Punjab already have more
than one doctor per 1000 people.

But the situation in Bihar, Chattisgarh, Jharkhand, UP & MP is deplorable. At the cur-
rent rate at which their colleges are producing doctors, Bihar will take at least 56 years
to achieve WHO standards and Jharkhand more than 87 years. Even in states with
the required number of doctors, there are districts with poor health indices because
doctors crowd the cities. For instance, Tamil Nadu has declared 16 of its 32 districts
backward on various health indices, primarily due to doctor shortage in the rural areas

Specialists available and
needed for Indian population

W Required M Present

Obstetricians & Radiologists
Gynaecologists

Anaesthesiclogists  Paediatricians

Majority of positions for specialists
are vacant in CHCs

M Required M Present

Surgeons iy

OBGYN RFPYS

Physicians

Paediatricians

Graphic by P

jakta Patil

SOUTHERN STATES HAVE
ACHIEVED 1:1,000 RATIO

Doctors per 1000
® 0.00-040
0.41-0.70
0.71-0.99
@ Above 1.00

All India

9,27.447

0.69 doctors
per 1,000 ppl

*No. of available doctors, which MCI estimates ]
is only 80% of those registered as doctors



























































































































