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Introduction 

Moynapur Rural Healthcare Foundation (MRHF) was conceptualized by the members of the Mukhopadhyay 

family of Moynapur and Dr. Binayak Deb, during a heart camp in March 2015, and has been formally 

registered since August 15, 2015 (“Moynapur Rural…”). I visited two heart camps arranged by MRHF in the 

villages of Moynapur and Darapur in rural West Bengal, on September 30 to October 2, along with my 

fellow students, Emmanuel and Sneha. Dr. Deb is the chief patron of the organization, and it was him who 

invited us to camp for the purpose of doing research. The purpose of this paper is to combine my 

experience of the camp with research on the cost structure of the foundation, models of similar NGOs and 

management theory, in order to conclude on how MRHF can improve and expand in the future.  



Moynapur Rural Healthcare Foundation  Maja Skipper, 1347/17 
  November 2017 

3 

 

A Trip into the Heart of Rural West Bengal 

We first met Dr. Deb at the very crowded and hot Howrah Junction train station in Kolkata, from where we 

were to take a train with him to rural West Bengal. Accompanying him was also Subhasish Chakroborty, the 

guy who is in charge of organizing everything not directly related to the medical tests. We were later joined 

by two other young doctors who were coming along to help with the medical check-ups. This day was in the 

middle of one of the most important holidays in West Bengal, Durga Puja, which is a celebration of the 

Hindu warrior goddess Durga. Our journey to Moynapur went without any hiccups, and during the train 

ride I had the possibility to get to know Dr. Deb a little better. He struck me as a very organized person with 

firm ideas of how things should be done, and always ready to make this happen. Later that evening, after 

our arrival, Dr. Deb took us through his health talk presentation for the following day with us, seeing as 

how the presentation was in Bengali. It was a detailed health talk on the technical workings of the heart, 

myths on heart disease, healthy lifestyles, medication and treatment.  

The next morning, we drove through a landscape of green rice fields to the village of Darapur, where the 

first health camp took place at the local school, of course after breakfast – food is very central to Indian 

hospitality. 

The camp itself went very smoothly over the next several hours. Dr. Deb and the other doctors each set up 

shop, so to speak, in each their own class room. When the patients arrived, they were first welcomed and 

then sent to see one of the young doctors. There they would get their blood pressure measured, and their 

blood sugar tested, and all the information was written down on a medical formula. Afterwards, they would 

all go to see Dr. Deb, and he would go over the results with them, and discuss precautions or lifestyle 

changes. He made a very important point of “touching” all the patients, in the sense that  he wanted to 

personally talk with everyone. While this was taking place, me and my fellow students were observing 

everything and making interviews with the patients (this was mainly done by Sneha, as she speaks Bengali).  

Then, the patients would wait in the big room where Dr. Deb was seated. During a break in the 

consultations, about halfway through, Dr. Deb did his health talk, projecting the PowerPoint from the night 

before onto a white wall. This was the first time many of the local participants saw a PowerPoint 

presentation. The response to it was generally positive, as we discovered when interviewing a few people 

afterwards, while some people had issues understanding everything, especially the technical aspects. 

Below is a picture of Dr. Deb at work, and one from the health talk: 
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In the evening on this day, we were fortunate enough to have the chance to observe a meeting of the the 

executive board of MRHF. Dr. Deb knew that in order for the heart camps to succeed, he needed the 

goodwill of the local people, and this had led to the creation of this board. It consisted of a variety of local 

people who were interested in the comings and goings of the foundation, and served as a platform for 

discussing their issues. While the meeting took place in Bengali interspersed with a few English words, it 

was interesting to experience the dynamic of the group. From what was later translated to me, one of the 

key points discussed was whether MRHF could engage in some sort of microfinance scheme to support the 

poor people who could not afford to go to Kolkata for treatment, but Dr. Deb was firmly against the idea of 

giving money to people. This meeting concluded the day. 

 

On the second day, the camp took place at a school in Moynapur, where the heart camps had originally 

started. A total of 160 people participated in both camps, with 57 having attended a camp before, but the 

main part of the participants attended on the second day. This camp followed much the same procedure as 

the day before, with the doctors sitting in a room each making check-ups, followed by a meeting and final 

examination by Dr. Deb.  
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The main difference was the conclusion of the day, which was a much bigger event. Besides the health talk, 

the day marked the official publication of a book published by MRHF and including a text by Dr. Deb 

himself, as well as other supports. Furthermore, a group of medical students who had been given a 

scholarship by the Foundation were present and honored during the ceremony (see the second picture 

below). This was another initiative by Dr. Deb, with the goal of creating more local doctors in the future by 

educating promising local youth to be doctors.  Everybody involved in helping with the camp was also 

facilitated, including me and my fellow students. This event marked the end of a few intense days with 

many insights into the workings of the Foundations, the rural community and a heartwarming experience 

of Indian hospitality. We drove back to Kolkata that afternoon. 

    e 
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The Cost Structure of MRHF 

The following paragraphs will look further into the workings of the foundation, starting with an analysis of 

the cost structure of the heart camps. Below is a table with an overview of the total costs, and who is 

covering each expense: The Foundation, Narayana Health, the village and the patients (all numbers are 

given in Rupees)1. 

 

The Foundation 

This refers to MRHF itself, which is run by Dr. Deb. The funding for this organization comes from member 

subscriptions and individual donations. A standard yearly membership fee is Rs 300, and a position on the 

executive body is Rs 1000. Dr. Deb told us that getting funding is generally not an issue, and that he only 

accepts financial support whenever relevant.  

The costs covered by MRHF includes the ECG scans, blood sugar tests, the local logistics of organizing the 

camp and the health talks (mainly the projectors), and food – including a free lunch for all patients and 

organizers, as was important for Dr. Deb. Here is the breakdown of the cost per patient:  

                                                             
1 All the numbers and information was provided to by Dr. Deb 

Patients
ECG Scans 24000 Doctor Consultation 128000 Camp Premises 5000

Bloods 16000 Accomodation and transport 20000

Camp Logistics 5000

Food 20000

Health Talk Logistics 10000

Total 75000 Total 148000 Total 5000

Percentage of grand total 32,9% Percentage of grand total 64,9% Percentage of grand total 2,2%

Cost Structure
The Foundation NH Local School

Free
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These are all the costs involved in the standard operation’s and running of the camps, and all the things 

that the local executive board is involved in. 

Narayana Health 

Narayana Health has a mission to deliver “high-quality, affordable healthcare services to the broader 

population by leveraging our economies of scale, skilled doctors, and an efficient business model”  (“About 

Us”). The organization is run by Dr. Devi Prasad Shetty, one of the key supporters of MRHF and an 

inspiration for Dr. Deb. They covered almost 65% percent of the costs of the heart camps, by covering the 

biggest costs, which are those of the doctor consultations, transport to the camp and accommodation.  It 

should be noted, though, that the cost of the doctor’s consultations is only an incurred cost, the price of 

the consultations under normal circumstances. All the doctors were in fact working voluntarily.  The 

transportation is given as a fixed cost, while the consultations amount to Rs 800 per patient. Thus, 

Narayana Health is facilitating the camps by getting the doctors to Moynapur and accommodating them, 

while they have nothing to do with direct running and organization of the camps themselves.  

The Village 

The villagers supported the camps by offering the use of their local schools as the venue. This is not a direct 

monetary contribution, but rather an estimation of the worth. However, it is still an important contribution, 

because having a good and central venue is important for the attendance, and thereby the success, of the 

camps. Furthermore, it also shows willingness by the local population to engage with the foundation. 

The Patients 

As is stated in the table above, the patients did not pay anything for the treatment, and Dr. Deb would like 

it to stay that way. This is an equalizer, as all people who come there get the same treatment for the same 

price – which is zero. 

 

ECG Scans 150

Bloods 100

Camp Logistics * 2 32

Food 125

Health Talk Logistics * 2 63

Total 470

The Foundation
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The Economics of Using Holidays 

Another point worth making is the importance behind placing the camps during holidays, in this case during 

Durga Puja. It means that all the patients have the day off and are free to come to the camp, many of them 

are already with family, and that the doctors and other organizers have the days of as well. This means no 

loss of earnings for either patients or organizers. However, it also takes more dedication for the doctors to 

be away from their families during the holiday in order to participate in the camp, which is another cost 

entirely, and one that is hard to measure in financial numbers.  

A Broader Perspective – Research on Costs 

In the following section, I will present various sources I found that can be used as price indicators for some 

of the key costs, and which I will compare to the costs of MRHF. Firstly, I have looked into the cost of ECG 

scans, and found the following overview of prices for various cities in India (LabsAdvisor):  

 

However, when checking the individual prices for the cities, they had changed, indicating that this list is 

very dynamic. Nevertheless, it does give some indication of the price level of ECG scans in India, and the 

article is from 2017. With an average of Rs 156, the 160 spent by MRHF on the scans seems very 

reasonable, and this cost could likely not be reduced much. Furthermore, an academic article from the 

Journal of the American College of Cardiology published in 2011, stated that the cost of an ECG scan was 

around Rs 100 at the time (Nair, 2011). Given that the inflation rate in India was somewhere between 12% 

and 2% from 2012 until now, and therefore assuming an average inflation rate of 7% over a 6 year period2 

(“India Inflation Rate”), the price today should be around Rs 150. This is further evidence that the cost of 

the ECG scan paid by MRHF is fair. 

I did a similar, but simpler, analysis of the cost of blood sugar tests. The cost stated by MRHF is Rs 100 per 

patient. According to online listings of the price of getting such tests done in Kolkata, it varies between Rs 

                                                             
2 This is by no means the accurate average inflation rate, but only used as an indicator for illustration 

ECG Test in Indian Cities
LabsAdvisor.com Cost of ECG 

Test

Cost of ECG Test in Delhi ₹ 140

Cost of ECG Test in Noida ₹ 130

Cost of ECG Test in Gurgaon ₹ 140

Cost of ECG Test in Mumbai ₹ 240

Cost of ECG Test in Bangalore ₹ 140

Cost of ECG Test in Chennai ₹ 130

Cost of ECG Test in Hyderabad ₹ 175
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48, Rs 150 and Rs 400 (“Blood Sugar Test…”), although it is unsure exactly what each cost includes. The 

average of these prices is Rs 200, which is double the cost for MRHF. However, if it can indeed be done for 

Rs 48, maybe it would be possibly reduce the cost further. 

Food is the second highest costs paid by the foundation, at a total of Rs 20,000. It is difficult to analyze this 

cost in depth, as it very much depends on the quality of the food and other factors. Nevertheless, to give 

some small indication of the level of this cost, I found that the daily recommended minimum amount of 

money for food per person for Asian food in Kolkata, based on a daily diet of 2400 calories, is Rs 175 (“Food 

Prices…”). When dividing Rs 20,000 with 175, you get 115 people, which is the number of people you 

should be able to feed with this amount of money. Given that 160 patients attended the camps, plus the 

doctors, organizers and us who went both days, this is a lot more than 115 people. In conclusion, the cost 

of Rs 20,000 for food seems like a reasonable price. 

By far the biggest cost is the doctor consultations, which is a total of  Rs 128,000, or Rs 800 per consultation. 

However, as preciously expressed this is simply an incurred costs indicating the lost payment that would 

otherwise have been given earned on the consultations, and not something that Narayana Health actually 

paid. Based on the previously mentioned cardiology article from 2011, the doctor who wrote the article, 

charged Rs 200-250 for a doctor’s consultation in India. Reapplying the same 7% inflation over a 6 year 

period, this would be around Rs 300-375 today. Although this is only an imprecise illustration, it is less than 

half of the cost incurred by MHRF, and the doctor in question also worked as a cardiologist. Therefore, this 

cost could likely be reduced. Nevertheless, since the cost was not actually paid, this is of less importance 

than the other costs. 

These four costs are some of the biggest and most important for the foundation, and therefore the most 

important ones to optimize. In conclusion, both the cost of the ECG scans, Blood Sugar tests and food 

seems reasonable, while it would be worthwhile to look into and possibly reduce the cost of the Doctor 

consultations, if this could in turn be used for improvements in other areas.  

The power of example – Models adopted by other NGOs 

To further broaden the scope of the paper and the costs structure, I have made a brief analysis of how two 

other NGOs, namely Aravind Eye Hospital and Rural Health Care Foundation, conduct similar health camps 

and other medical projects. The aim of this is to explore what MRHF could learn from these models, that 

might help them optimize their own structure and provide an even better service. 
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Aravind Eye Hospital 

When considering other NGOs that work with healthcare in India, the first one that springs to mind is 

Aravind Eye Hospital. This is a much-used example of a successful model for eye related healthcare, not just 

in India but in the world. It is similar to MRHF in the narrow focus on one area of medicine, and the strong 

role of the leader, but differs in most other areas. Aravind is operating on a much bigger scale, as they run 

several eye hospitals, and their business model is in fact inspired by McDonalds, no matter how strange 

that idea sounds to most people – comparing eye surgery to fast food. Furthermore, the cost structure 

differs as the patients carry most of it, though it has the unique feature that they can decide whether to 

pay or not. While the same doctors conduct the eye surgeries on both paying and non-paying patients, the 

overall experience, including beds and food, differs between the two types of patients, which means the 

patients are treated less equally than at MRHF (“Rangan, 1993”). One of the key aspects of Aravind is its 

efficient business model, which is easy to scale and replicate to other hospitals. Perhaps MRHF could learn 

from this, when and if they decide to expand into other areas. 

The aspect of the Aravind model that I find most interesting in relation to MRHF, however, is the eye camps 

organized by Aravind, since they are more relatable to the heart camps of MRHF. As stated in the case of 

Aravind, eye camps and other sort of health camps is not a new concept, and it generally involves doctors 

reaching rural populations that are otherwise not reached by regular hospitals.  

However, the specific way that Aravind does it, is by engaging strongly with local sponsors that carry the 

costs of the camps and help with the on-the-ground organizing. They are in charge of the publicity of the 

camps, with their name also present in the material, and organize as well as pay for the patient 

transportation, food and aphakic glasses. Consequently, the local sponsors cover all the kinds of costs that 

are paid by the MRHF itself. After the initial check-up, however, the patients would have to come to one of 

Aravind’s eye hospitals for surgery, at their own cost. Because of this, the early response rates were only 

around 15% (Rangan, 1993). To examine this phenomenon, they conducted a survey of 65 patients, which 

revealed that 25% could not afford food and transportation to the hospital. Following this insight, they 

requested that the local sponsors bore these costs as well, and that led to a much higher response rate. So 

overall, Aravind’s role in the camps was only supportive, and then patients were later given the standard 

treatment at the hospitals, as explained in previous paragraphs (Rangan, 1993). 

Most aspects of how Aravind organized their camps is very different from the situation MRHF is in, as their 

core activity, and almost their only activity, is the heart camps. Furthermore, they are only focused on one 

small geographical area, and are already very engaged with the local population in Moynapur. Therefore, 
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most aspects of the Aravind eye camps are not relevant for MRHF, but they might be able to learn from 

others.  

One key point is that Aravind’s model follows the patients all the way from their homes to the eye camps, 

then to the hospitals for operation, if necessary, and back again to their home, all of this free of charge 

(expect for, possibly, the surgery itself). This logistical model is well established and runs smoothly. I 

comparison, MRHF only organize the camps themselves, but has little to do with what happens before or 

after the camp itself, which means less people actually get treated for their heart diseases. Due to their 

high local engagement, MRHF acts both as Aravind and the local sponsors in this model. Nevertheless, they 

might benefit long-term from collaborating with other locally based businesses and have them sponsor 

aspects such as transportation to Kolkata and food along the way. 

Rural Health Care Foundation 

This organization is striving to close the gap in the availability of low cost primary health care in rural areas, 

by setting up primary health centers in remote areas and providing medication to the low-income 

population here (“Rural Health Care Foundation”). They are relevant to mention in this paper, because they 

are operating only in various districts of West Bengal and have established several clinics here. They are 

therefore placed in a very similar geographical area to MRHF, and also working with healthcare. 

Additionally, the name is very similar, and when you Google Moynapur Rural Healthcare Foundation, this is 

in fact the page that appears first, despite the fact that Rural Health Care Foundation (RHCF) is not actually 

operating in Moynapur.  

Their key goal is to provide quality healthcare that is cheaper than private clinics, or travelling to access 

government clinics. Furthermore, they want to make each clinic self-sustaining, so they can survive without 

any external support. Some key facts on the medical centers (“Rural Health Care Foundation”): 

• Each clinic has four departments: General Medicine, Ophthalmology, Homeopathy and Dentistry 

• The patients are required to pay a one-time registration fee of 60 INR, which includes diagnosis and 

a weeklong supply of medicines free of cost 

• They also arrange free cataract services in collaboration with Rotary Eye Hospitals, and free cleft 

lip/palate surgeries in collaboration with Smile Foundation 

Compared to both MRHF and Aravind, this foundation works through normal all-round clinics as their main 

activity, and they do not do health camps of any kind. However, since they operate in the same context of 

rural West Bengal, MRHF might still be able to learn from them. One of the biggest differences between 

this foundation and MRHF is again that the patients pay some money for their treatment, and since they 
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want to make the clinics self-sustainable, the patients will eventually have to cover all costs. This seems like 

a good option in this case, because it is the most sustainable approach to operating standard clinics. MRHF 

could adopt a model similar to this, although I think it would be very unfeasible to have the local patients 

cover all the costs, even excluding the consultations fees, and putting a price tag on the service would 

definitely reduce the number of participants of the camps. Concordantly, adapting this model does not 

seems suitable for MRHF, especially given Dr. Debs statements that getting funding is generally not an 

issue. 

However, they could adopt other aspects of the model used by RHCF. For example, they have succeeded in 

combining several medical professions under one roof, to provide a broader service to the rural areas. 

Furthermore, they had success with the collaboration with the Rotary Eye Hospitals and the Smile 

Foundation, to provide extra services to people that they could not provide themselves, and for free.  I also 

noticed that while some of the clinics do blood sugar tests, none of the centers have specialists in 

cardiology. Perhaps MRHF could benefit from collaborating with this organization. They could share their 

knowledge of cardiology and their network of cardiologists, and in return RHCF could help expand the 

efforts of MRHF into other areas of medicine, or help them expand the geographical area of the heart 

camps.  

Comparing and Combining Facts and Feeling 

Let us return, for the moment, to the heart camps I attended. As stated previously, the camps themselves 

ran very smoothly. People came, they got examined, and they left – and nobody appeared to be confused 

about where to go or what to do, which is in itself an achievement given the general chaos of such events. 

Part of this might be due to the number of camps already held in the area so far, for example 57 out of the 

160 participants had previously attended one of the heart camps, which meant they were used to the 

procedure. Some of the costs can be optimized, as already analyzed, but there is little need to improve 

efficiency in other areas.  

However, one of the points that several of the local people we interviewed, and partly expressed during the 

general body meeting as well, was a desire to include other kinds of doctors in the camps beyond 

cardiologist. Since the participants already go through the trouble of coming there, they would like check-

ups and treatment in other areas too.  If MRHF was to do this, it would increase the cost of transportation 

and accommodation, which would be covered by Narayana Health. Since this organization is not only 

focused on cardiology, they might be able to provide funds or network for such an expansion.  
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What mostly needs improving, however, is everything around the camp itself, especially regarding the 

logistics of the patients. Based on the given costs, no money is spent on what happens before and after the 

camps to far by any of the entities. It was expressed to us by several of the patients that they were unsure 

how to follow up on the heart camps, whether it was regarding changes in their lifestyles, medication or a 

trip to the hospital. Furthermore, the poorest patients also said that they could simply not afford the 

money for transport and food, or the lost hours of work, as the statistics from the Aravind case also 

showed. Therefore, MRHF might be able to benefit from taking a broader look at their entire “supply 

chain”, or to collaborate with others to solve some of the issues. 

Suggestions for the Future of Moynapur Rural Healthcare Foundation 

When going over all the data, both my own observations and data collection as well as my research, one 

thing becomes clear to me. MRHF is currently using two strategies, one that is very short-term and one that 

is very long-term: 

Short-Term Strategy Long-Term Strategy 

Executions of the heart camps, and everything 

related to this 

Donating scholarships to promising students who 

wants to become doctors and other healthcare 

professionals, with the purpose of creating medical 

professionals with local roots 

Planning is done from camp to camp, announcing 

the date of the next camp during the previous one 

Almost the entire analysis of this paper is based on the short-term strategy, which involves all the costs, the 

execution of the camp and models of health camps. The long-term strategy is only the scholarships, which 

is an initiative with a very long-time horizon – it will take years for the first batch of students to finish, and 

even longer to start creating a real and measurable impact. Eventually, though, this could solve many of the 

issues regarding lack of rural healthcare, and if successful the model could be scaled to other rural areas. 

Yet, there is a gap between these two strategies, a missing link: the foundation should have more medium-

term goals and objectives, initiatives that can improve the running of the organization within the next 2-3 

years, long before the young doctors start making a difference. 

The Missing Link – Recommendations for the Medium-Term Strategy  

In this section, I am considering two different areas, which have been explored throughout the paper: 

logistics and expansion. I consider ways these could be improved, and make suggestions for how this might 

be implemented. 
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Logistics 

The key concern of this is to improve the experience of, and impact on, patients from start to finish, and 

thus increase their health. The simplest way to do this, would be by giving loans or donations to people, so 

they can afford to travel. Since the foundation already has strong connections to the local community, the 

local executive board could help in organizing this. Given the cost structure, this cost would most likely be 

covered by the foundation itself. However, Dr. Deb expressed an unwillingness to give money directly to  

people, and so there are also other ways to do it, which centers around collaborations of various kinds. This 

could for example be with a micro finance institution, to provide loans. Another model would be to have 

other local organizations or business donate the transportation and food, like for the Aravind eye camps, 

and then make some members of the executive board in charge of organizing it with the sponsor. 

Expansion 

The expansion can happen in two ways, either in depth or in width, each of which are explored below. For 

either of these strategies to work, there needs to be a greater work division in the organization, as these 

goals cannot be achieved by one leader, but leadership is still important for the motivation and dedication 

of everyone involved. 

Depth 

The key element to the depth would be to add more different kinds of doctors or services to the heart 

camps, to improve the experience of the current patients. This should happen gradually, as to not risk the 

stability of the camps. Based on the patient feedback, this is the direction the camps should be moving in. 

This could either be achieved through collaborations with other NGOs, like RHCF, or by finding doctors 

through their own network and that of Narayana Health. The collaboration does not have to be with RHCF 

in particular, but I think MRHF could benefit from a cooperation with this type or organization also 

operating in rural West Bengal.  

In terms of the costs, the Foundation would likely need money to cover other medical tests, but it would 

have little effect on the other costs. Narayana Health would also have to pay more for accommodation and 

food, and possibly consultation fees, so they would have to be willing to cover this cost. Another option 

would be to engage with a wider range of doctor via the internet, to do e-consultations, and only if found 

to be relevant by the present doctors. This would be cheaper than transporting the doctors to Moynapur, 

and it might be easier to convince them to participate this way during the holiday. This strategy would need 

to be executed with great care, however, as you would lose the personal contact and connection with the 

local patient, which is important for the functioning of the organization. Since MRHF is already well 
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established in Moynapur, and to some extent in Darapur as well, this model would be feasible here, but if 

they decide to expand geographically, trust would first need to be established in the new areas before 

something like this could be undertaken. 

Width 

In other words, this is geographical expansion, reconstructing the camps in more villages around 

Moynapur. MRHF is a small organization, so I do not think it would make sense for them, yet, to go into 

other districts of West Bengal. However, it would make sense for them to extent the camps to more villages 

in the area, as they have successfully done with Darapur. Some changes would need to be done to achieve 

this, as it is limited how many camps Dr. Deb and company can arrange at once. Consequently, the camps 

would have to be organized separately. This would not only require a great delegation of tasks, but it would 

almost double the costs as well. Thus, this alternative is much more expensive than expanding the depth, 

but MRHF would also reach a lot more patients, and therefore have a greater impact. 

For this expansion strategy to succeed, having a fixed model for the camp itself would be a great help, and 

here they could learn from Aravind. As I expressed earlier, the camps themselves went very smoothly, with 

people knowing where to go, the doctors having a room each, and finishing with the health talks. This is the 

model they should copy, but the other aspects around it can be changed, improved and fitted to the 

context. In the long run, this model should be replicable by other doctors as well, so the organization can 

continue on its own. However, the model also extent to the local board and the way MRHF have created 

trust in the community. It they expand wide enough, they would likely need to engage with other 

communities in a similar way. 
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