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For as much as we glorify the medical profession it is actu-
ally a much simpler job than it seems. Don’t get me wrong, 
being a medical provider requires years of training and 
experience. In the developed world, medical providers are 
held to extraordinarily high standards. They should be as 
they are compensated very well for their responsibilities 
and we need their skills. My observation has less to do with 
expertise and more about attitude. 

“How can I help you?”

This simple question should summarize our relation-
ship with our patients by placing us in a role of service to 
our patients. Unfortunately, all too often, the question is 
presented more in the light of “What is the problem?”. This 
slight difference in language changes our role and places 
patients in our service rather than us being in theirs.

Nothing could be more clear in the developing world than 
the disparity between those who have money and those 
who don’t. People with money receive good access to 
medical care and are generally regarded with respect when 
visiting a clinic or hospital. Those who don’t have money, 

well… they are ignored. In Nepal, I have witnessed on 
many occasions, doctors who never made eye contact with 
their patients. I have seen them talk on their cell phone 
while they rifle though the patient’s records and summar-
ily write prescriptions, sending their patient on their way 
without so much as two words exchanged. For the patient, 
this impersonal visit is often at the cost of their family’s 
land and livelihood. Again, there are many doctors who do 
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very fine work and I’m not denying that hospitals, doctors, 
labs and technology do not cost real money —of course 
they do. As professionals, we need to make a living the 
same as everyone. The question is more one of, how do we 
serve our patients equally? How do we see each human 
being as a unique and valuable part of our community, 
equally entitled to our attention? For that, our profit driven 
system seems to fail us.

This year, I worked with one of our volunteer practitioners 
trying to manage a very persistent outer ear infection in a 
young Tamang girl. After several weeks of treatment with 
saline and vinegar flushes, topical herbs, oral and topical 
antibiotics, and topical anti-fungal agents, she still present-
ed with a deep abscess just above the tympanic membrane. 
We referred her for a tuberculosis test to rule out a rare 
form of skin TB. It came back negative. Here is where it 
gets difficult for us, because we run up against the family’s 
ability to pay for other more extraordinary care. We ap-
pealed to the District Health Office for assistance and they 
requested that we obtain a referral from the local health 
post. After consulting with the doctor at the heath post, 

she agreed that the girl needed surgery to clean and close 
the abscess. However, she declined to write us the referral 
because “She [the patient] can’t afford the surgery, so what 
is the point.”

Now, dear reader, please don’t worry. These road blocks 
do not stop us and we generally find a way to help our 
patients. It is also not my intention to single out this one 
doctor because this is an attitude that pervades the entire 
health system. I would like to say it pervades the system 
“in Nepal” but I feel the problem is more far-reaching. 

In my mind I ask, how can this be an acceptable response? 
How can it make sense to allow a persistent infection prog-
ress into permanent hearing loss or worse? How can that 
possibly serve the community? 

In Nepal, the answer is that the doctor is not a part of the 
same community. Because they are separated by a gulf of 
education, opportunity and other socio-economic ad-
vantages, doctors often lose sight of the purpose of their 
service. 

The other issue is that healthcare providers often don’t 
look beyond their own conclusions for treatment. When we 
have been trained to think an abscess equals surgery, it is 
hard to back away from that edge in order to think about 
other possible solutions or approaches. To remedy this, we 
need to take a more holistic approach to patient care. On 
an individual level, we talk about holism in the context of 
the patient, where we don’t just look at the disease process 
but rather we look at the whole person and how the disease 
is effecting their overall wellbeing. We need to extend this 
thinking to how we look at our overall system of deliv-
ering care. Instead of looking at medicine as individual 
modalities or treatment specialties, we need to go back to 
pondering how we can best alleviate a patient’s suffering. 
Often times it has more to do with providing information 
and education than it has to do with intervention, but it is 
impossible to arrive at this conclusion if we immediately 
jump to treatment. 

Look at the fact that many research studies show that the 
strength of the patient/practitioner relationship has a direct 
correlation to the patient’s medical outcome and it should 
be obvious that treating each and every individual with 
kindness and respect should go without saying. Yet, in my 
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experience, this relationship seems to be lacking. This is es-
pecially true in the rural areas of Nepal where our patients 
are mostly illiterate and lack the education to ask even 
the most basic questions about their health. The doctor (I 
use this term loosely because usually the patient is seeing 
a health assistant and not a doctor) asks “what is wrong 
with you?” and then prescribes them a list of medications. 
Of course the patient has no idea what the medications do, 
they just believe that they will be cured. When they are not 
cured, they do not know what to do next. We have found 
that by just taking the time to clean an infected wound 
while explaining how to use simple soap, water and expo-
sure to direct sunlight not only kills the infection and heals 
the wound but also prevents future infections. This simple 
practice injects new information into the community and 
effectively inoculates many would-be patients through dis-
semination. This is so much less-expensive and safer than 
the common practice of treating superficial infections with 
antibiotics.

At our clinics, we have the advantage of seeing our patients 
many times and we start to know them and their families. 

We laugh and joke with our patients (something unheard 
of in Nepal) and we start to understand their unique needs. 
We earn their trust and that trust allows us to help them in 
ways that transcend medical intervention. I am certain that 
our volunteers get tired of me telling them that a patient 
has the right to know their diagnosis. They should know 
the details of the prescribed plan (or medications) and what 
the expected outcome is. It is so simple. However, through-
out Nepal’s medical system (and probably our own), 
patients lack this basic information. If they were armed 
with this information, they could make their own choices 
regarding their care. They could agree to be served by us, 
they could seek other advice, or they could do nothing. It 
would be in their hands.

This year we hosted our first ever formal community and 
press meeting. We invited our patients, community lead-

ers, district health officials and members of the local and 
national press to hear what we have accomplished in Nepal 
and our ideas on transforming the rural care system. It was 
sort of a grandiose plan but it was very well attended and 
received. The District Health Chief spoke very highly of 

our service in Makawanpur 
and pledged his support in 
looking at a more holistic 
model of providing care. He 
introduced us to a new area 
in Makawanpur called Bajra 
Barahi which is regarded 
as a model health post in 
Nepal. Their development 
committee listened to our 
presentation with interest 
but also a healthy amount 
of skepticism. They had 
experienced several dis-
appointments from other 
NGO’s who promised large 
benefits but delivered 
shoddy medicine with many 
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Community and press meeting in Bhimphedi. January 2015



poor outcomes. They were also very concerned about the 
sustainability of our efforts.

My response was simple. “We either earn the trust of your 
community and show you that we can be effective or else 
it doesn’t matter if we are sustainable or not. We offer a 
simple, safe and effective addition to your health system in 
which we work side-by-side in partnership with your exist-
ing staff and facilities. If we show you that our system is 
effective, it is easy to adopt and sustain without us. We will 
show you how and you will have a model which you can 
share with every district of Nepal.”

They were satisfied with that answer 
and in the weeks that followed many 
doors opened for us. Bajra Barahi’s 
development committee offered to 
give us a small clinic building and 
land within the existing health post 
compound. This new partnership with 
the district government has been the 
opportunity I have been looking for 
since beginning this project in 2008. It 
is our first opportunity to not only care 
for patients, but to start working on 
transforming the rural care system as 
a whole. In other words, now we have 
the opportunity to put-up or shut-up. 

This is quite the mandate and to meet this challenge we 
truly have to address our sustainability. Since beginning in 
Nepal, we have recognized that it is not practical or cost-
effective to sustain our project with foreign practitioners. 
Unfortunately the problem of training and properly certify-
ing acupuncturists has been a major obstacle. A system of 
accreditation and licensure does not exist and we envision 
training a type of health-care worker that does not yet exist. 
Ideally this hybrid “Rural Care” provider would be trained 
in both basic allopathic medicine (same as the existing 
health assistant) as well as acupuncture, bodywork and 
medicinal herbs. They would support other doctors, heath 
assistants and health post staff but also provide holistic 
health advice, simple and effective treatment and be an 
advocate for integrated patient care. In order to be useful 
in strengthening Nepal’s rural health system, these new 
providers would need to be able to work independently in 
some very remote regions. 

Our solution materialized in the form of a small acu-
puncture school in Kathmandu that was struggling to get 
started. Founded by a Japanese NGO and staffed by a few 
Nepali acupuncturists that were trained in China, the Rural 
Health and Education Service Center (RHESC) was able to 
acquire certification through Nepal’s vocational education 
system in 2013. That is a start but falls short of certifying 
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new treatment and training facility 



the kind of provider we are looking for. This year we were 
able to form an alliance with the RHESC and I was honored 
to be given a position on their Board of Directors. My task 
is to write a curriculum that will be accepted by Nepal’s 
Health Professions Council, allowing them to offer a bach-
elors degree in Acupuncture and Rural Health Care.

I had the privilege of teaching a five-day seminar on the 
shoulder joint to the RHESC’s second year students and 
was impressed by their appetite for opportunity and educa-
tion. Our challenge is to inspire them to work in rural areas 
where they are needed most. Starting in September 2015, 
we will be hosting 12 RHESC students as clinical interns. 
This mentorship program will allow students real-world 
field experience under our guidance and offer the district 
government the opportunity to see the potential of future 
employment of RHESC graduates. We have encouraged 
several of our current interpreters to compete for govern-
ment scholarships available to students in rural areas for 
enrollment in the RHESC program. This will be the key 
to sustaining our clinics in areas like Kogate which is too 
small for us to sustain a permanent clinic. 

These are all just the first few wobbly steps in the right 
direction and while all of these developments are exciting 
prospects, I try to root myself in my own experience. From 
there I see that when it comes to patient care, sometimes 
I can have a major impact on a person’s life. Other times 
I struggle to offer even the slightest relief no matter how 
hard I try. Either way I hope that I never fail at making my 
patients feel cared for. With this simple idea, I believe we 
can make a ripple in a much bigger pond. 

Message from the Director

I write this messages in the aftermath of a 7.9 Earthquake that has 
shocked the world and devastated many of our friends in Nepal. 
As our project has flourished I have to give the greatest amount of 
credit to our Nepali staff.

In the days following the initial earthquake, our staff was able 
to quickly organize and open a small field office in Kathmandu. 
Establishing a 24 hour hot-line for aid organizations to access 
our service, our interpreters went to work aiding medical teams 
from several counties. Later a small emotional support clinic was 
established and staffed by our trainees. 

Our foreign volunteers were encouraged to leave the country 
to make way for larger and governmental relief organizations. 
That said, I am very proud of the fact that we have been able to 
leave enough of a legacy in Nepal for us to have a meaningful 
impact even without a medical team on the ground. Our staff has 
been very successful aiding their communities and an invaluable 
resource aiding other organizations. 

We have been considering many options for our response to 
this tragic event but feel that at this point in time we are doing all 
we can. We are now preparing for our return to Makawanpur in 
September 2015. We know that there will be much to do to help 
our communities recover for many years to come. 

Thank you all for your continued interest and support of this 
project.

Andrew Schlabach 

Students and staff at the Rural Health Education and Service Center. 
Nepal’s first acupuncture and integrative health school.



Financial Statement

*Includes value of donations and discounts for treatment supplies and Chinese 
herbs received by Acupuncture Relief Project

** Includes the value of durable equipment, kitchen furnishings and clinic 
furnishings that are maintained in Nepal 

*** Includes the value of the current inventory of dispensable clinic supplies 
maintained in Nepal 

Income  
 Application Fees  $610.00 
 Cash Donations $321,035.81 
 Publications Sold 306.32 
 In-kind Donations*  $3,900.00 
 Interest $134.47

 Total Income  $325,986.60

Expenses  
 General & Administrative Expenses  
  PayPal & Facebook Fees  1,114.56 
  Printing  597.33 
  Postage & Shipping  242.24 
	 	 Office	Supplies		 626.25 
  Board Meeting Costs  317.49 
  Interest Expense  286.93 
  Taxes, Legal & Professional Fees  799.25 
  Website Development/Hosting  4,102.03 
	 	 Officer	Education		 1,681.38 
  Advertising  313.98 
  Bank Charges  364.21

  Total Administrative Expenses  $10,445.65

 Travel Expenses 
  Promotional and Educational Events  $3,266.06 
  Travel to Nepal $19,049.92 
  Entry Visa Fees $1,700.00 
  Volunteer Staging Support in Nepal $6,493.61

  Total Travel Expenses  $30,509.59

 Clinic Operating Expenses (Direct) 
  Treatment Supplies* $14,028.71 
  Non-durable Equipment $4,050.52

 Clinic Operating Expenses (Good Health Nepal) 
  Administrative, Maintenance, Petrol $9,200.00 
  Legal, Inspections, Government  $1,300.00 
	 	 Staff/Interpreter	Salary/Upkeep	 $11,500.00 
	 	 Volunteer	Upkeep	in	Nepal	 $6,000.00 
  Cost Overrun 2013 Kogate Clinic Pilot $5,500,00

  Total Clinic Operating Expenses  $51,579.23

 Total Expenses  $92,534.47  

Operating Profit (Loss) $233,452.13

Balance Sheet   
December 31, 2014  

Assets 
 Discretionary Cash On Hand  
  Checking Account  $2,490.98 
  Savings Account $6,081.94

  Discretionary Cash $8,572.92

 Allocated Cash On Hand 
  Bajra Barahi Clinic Dev. Fund $10,000.00 
  Bhimphedi Clinic Dev. Fund $80,000.00 
  Education Program Dev. Fund $80,000.00 
  Sustainability Projects $35,000.00

  Allocated Cash $205,000.00

  Total Cash on Hand $213,572.92

 Publication Assets  
  Clinic Survival Guide (592) $9,192.55 
  Sold (8) ($306.32)

  Total Publication Assets $8,886.23

 Clinic Assets  
  Suzuki 125cc Motorbike $2,269.00 
  Bajaj 200NS Motorbike $2,800.00 
  Land Purchase (Bhimphedi) $15,000.00 
  Equipment/Furniture**  $5,834.58 
  Treatment Supplies*** $2,890.00

  Total Clinic Assets $28,793.58

 Total Assets  $251,252.73

Liabilities  
	 	 US	Bank	Mastercard	 $105.41 
  Chase MasterCard $847.80

  Total Liabilities $953.21

Equity

  Beginning Capital ** *** $16,847.39 
  Current Year Earnings  $233,452.13

  Total Equity  $250,299.52

 Total Liability & Equity  $251,252.73

Profit and Loss
January 01, 2014 – December 31, 2014  
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