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NEPHROPLUS1 

INTRODUCTION 

It was May 2014 and the Hyderabad summer was at its peak. Despite the oppressive heat outside, the 

mood inside the NephroPlus conference room was buoyant; Vikram Vuppala, CEO of NephroPlus, along 

with co-founders, Sandeep Gudibanda, head of business development, and Kamal Shah, head of clinical 

affairs and patient services, had successfully sealed a funding deal. The company had managed to raise 

US$10 million (around INR 60 crores) in Series B funding led by the International Finance 

Corporation (IFC), the private sector lending arm of the World Bank, which was investing US$7 million 

and the global venture capital firm Bessemer Venture Partners (BVP) infusing the rest.  

 
NephroPlus, a chain of quality dialysis centres, had started operations with a small pilot centre in 

Hyderabad and had come a long way in the last four and a half years. Having raised $4.25 million in a 

Series A funding from Bessemer Venture Partners in November 2011 when they had just three centres, 

they had expanded aggressively and currently had 20 centres across nine states in the country. They had 

also signed an exclusive deal with Max Hospitals for running all their dialysis units in India, adding five 

more centres to the count.  

The three co-founders had started out with a vision to offer patients (or guests as they called them) a 

vastly superior service with respect to what was available in India. Passionate about making a significant 

difference in dialysis, they had made a strong commitment to ensure zero cross-infections, which was a 

huge problem in dialysis treatments. The other was to adopt a patient centric approach to ensure their 

comfort through much lower waiting times, pick-up and drop facility, provision of television, free Wi-Fi 

and other services. 

Kamal, who had himself been a dialysis patient for almost 16 years after he lost the functioning of his 

kidneys in 1997, considered NephroPlus his calling. With less than 10% per cent of the people in India 

who need dialysis actually getting it, he was keen to extend the reach of dialysis and improve the quality 

of treatment offered.   

The founders wanted to expand NephroPlus to 100 branches by 2017. However, their long term vision 

was to make dialysis affordable to everyone in the world. According to Vikram, “We are trying to do 

game-changing operational improvements, cost structuring, consumables manufacturing and things like 

that wherein we will make dialysis much, much more affordable across the world.” 

NephroPlus was now launching 1 – 2 centres every month, which was constantly keeping the 

management team on its toes. While they were working very hard to do this, the trio also felt that it was 

necessary to put their heads together to deal with the challenges that come with such fast growth. The 

biggest challenge in growing was finding the right partners. Whether it was nephrologists or doctors 
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who could work in the centres or hospital partners who wanted to provide a high quality dialysis 

solution in their facility, finding the right partners was not easy. Trust and professionalism were 

important issues especially in the Indian healthcare system as there was generally a tendency to cut 

corners and improve margins at any cost. 

According to Vikram, “As we ramp up to a 100, what definitely keeps me awake at night is the issue of 

culture across our network in terms of the values and the patient care focus that we have.  What kind of 

systems, processes and culture sharing sessions can we put together so that the staff at even that 100th 

centre will be as passionate as the first one?”  

Sandeep pointed out that ensuring a steady flow of funding was going to be another important 

challenge to meet their growth targets. Voicing his concerns, he said, “It is not like the last four years 

have been hugely profitable. Until now, we have been a zero debt company. Getting a loan from the 

banks is going to be tough as they demand collateral. We should be open to raising additional debt as 

we scale.” 

The US based DaVita-HealthCare Partners had acquired Nephrolife, another chain of 12 dialysis centres 

in the Indian market. Apex in Mumbai, a chain being run by nephrologists, and other smaller chains like 

DCDC in Delhi and Sparsh Nephrocare in Hyderabad were also competitors to contend with. While the 

threat of increasing competition loomed, the team at NephroPlus needed to achieve both high quality 

and affordability as they continued with their fast-paced growth.  

BACKGROUND 
 
Renal Health 
 
The two kidneys in the human body filter the waste out of the blood and help maintain the chemical 
balance in the body.2 They also release three important hormones - erythropoietin that stimulates the 
bone marrow to make red blood cells; renin that helps to regulate blood pressure; and calcitriol that 
helps keep bones healthy.3 When the kidneys stop working, these important functions are not 
performed well. Fluids and wastes build up in the body and the production of red blood cells goes down. 
The regulation of blood pressure is also affected.  
 
Diagnosing a patient with kidney problems, without testing, is difficult as there are no telling symptoms 
until the disease has progressed significantly. Sudden but temporary loss of kidney function is called 
Acute Renal Failure (ARF) whereas damage to kidney functioning that gets worse over time is called 
Chronic Kidney Disease (CKD). CKD may eventually deteriorate further and lead to a complete failure of 
the kidney function, called “Kidney Failure” or End-Stage Renal Disease (ESRD). While in CKD, the 
kidneys could be working to some extent, in Kidney Failure, which is the most severe stage of CKD, the 
kidneys no longer perform their functions.  
 
Patients have two options to replace the lost kidney function –a kidney transplant or dialysis, a 
procedure that substitutes for some of the usual kidney functions. Going in for a transplant may not be a 

                                                           
2 http://www.kidneyfund.org/kidney-health/kidney-basics/your-kidneys.html 
3 http://kidney.niddk.nih.gov/kudiseases/pubs/yourkidneys/ 
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viable option for many patients either due to medical reasons including risk of complications or due to 
factors such as long waiting lists for a new kidney, availability and suitability of donors, and the overall 
expense involved.4 Most patients, therefore, resort to dialysis in order to take over the filtering 
functions that were performed by the kidneys. While some cases of ARF may need dialysis for a short 
time till the kidney functioning is restored, chronic or end stage kidney failure patients would need 
dialysis for the rest of their lives.5  
 
Dialysis 
 
Dialysis is a process that removes waste, salt and extra water from the body and keeps the body balance 
by maintaining a safe level of chemicals such as potassium, sodium and bicarbonate in the blood. 
Dialysis can be performed in a hospital, in a dialysis unit that is not part of a hospital, or at home.  
 
Types of Dialysis 
 
There are two main types of dialysis – hemodialysis and peritoneal dialysis (PD). In hemodialysis, blood 
is continuously passed from the patient's body through a special filtering machine that acts like an 
artificial kidney to remove excess waste products and water from the body. It is performed through an 
access called fistula. The fistula connects an artery to a vein allowing the dialysis machine to remove 
blood and then return “cleaned” blood into the patient’s body. At the start of each dialysis session, 
“cannulation”, i.e. the inserting of needles into this access for hemodialysis, is done.6  A typical 
hemodialysis treatment session takes around four hours and usually needs to be performed 
approximately three times a week.   
 
In PD, a dialysis solution that is placed inside the patient's stomach cavity through a special plastic tube 
(catheter) removes the excess waste products and fluid from the body. The blood is cleaned inside the 
body and the solution along with the waste is then drained out at regular intervals.7 The removal of old 
fluid and infusion of fresh fluid is called an 'exchange'. Most people require about 3 to 4 exchanges a 
day. The fluid volume that is infused can vary between 1 to 3 liters depending on the person's weight 
and size. 
 
Comparing the two treatments, while PD offers continuous dialysis, hemodialysis is intermittent. PD 
generally requires fewer diet and fluid restrictions and allows for travelling with supplies. As a process, 
PD is considered less risky as there is no blood going out of the body as is the case in hemodialysis. At 
the same time, if proper washing techniques and sterile procedures are not followed, the chances of 
catching infections with PD are high. Likewise, in hemodialysis it is possible to catch infections if proper 
washing procedures are not followed, especially during reprocessing of the dialyser and tubes. 
 
Hemodialysis can be done at home too and offers the major benefits of i) dialyzing more frequently (for 
example, daily rather than three times a week), and ii) convenience. However, it requires a high initial 
investment in the hemodialysis machine, a reverse osmosis based water treatment plant and the 
necessary electrical wiring and plumbing. Initially, one may also need to hire a technician to help do the 
treatment but over time, patients can start doing it on their own with help from a family member.  

                                                           
4 http://www.news-medical.net/health/What-is-Dialysis.aspx 
5 http://www.kidney.org/atoz/content/dialysisinfo.cfm 
6 http://www.dciinc.org/hemodialysis_access.php 
7 http://www.medicinenet.com/dialysis/page2.htm#when_do_patients_require_dialysis 

http://www.news-medical.net/health/What-is-Dialysis.aspx
http://www.kidney.org/atoz/content/dialysisinfo.cfm
http://www.dciinc.org/hemodialysis_access.php
http://www.medicinenet.com/dialysis/page2.htm#when_do_patients_require_dialysis


4 
 

 
Issues in dialysis 
 
Cross-infections 
 
According to experts, India has around 200,000 ESRD patients and around one third of these patients 
who are on hemodialysis eventually get infected with a chronic viral disease. “Thirty seven percent of 
people in India get infected with Hepatitis C or Hepatitis B or HIV. So if somebody has been on dialysis 
for three years the chances of him getting an infection is 37%, it is that stark.” said Sandeep, highlighting 
the severity of the problem.  
 
Patients on long-term dialysis are prone to cross-infections and great care needs to be taken to prevent 
them from getting cross-infected with life threatening diseases such as HIV, Hepatitis B and Hepatitis C 
during dialysis. To be infected with any of these diseases in addition to battling kidney disease can be a 
shattering experience for such patients. Kamal Shah, who felt very strongly on the issue commented, 
“People with a kidney problem come to you for treatment of kidney failure and you are actually giving 
them a liver disease and sending them back. It is criminal!” 
 
The primary reasons for cross infections and contamination during dialysis are the lack of proper 
processes and precautions and faulty techniques adopted in dialysis units. 8  Dialyser reuse was common 
in many dialysis units to reduce costs and on average, a dialyser was reused nearly 10 times. Simple 
measures such as general cleanliness and hygiene, in addition to avoiding reuse of dialyser and other 
supplies, played an important role in preventing cross-infections.9 Adequate training and supervision of 
technicians who administered the treatment was also critical to reducing cross-infections. 
 
Costs  
 
In 2013, the cost of regular hemodialysis (say 12 dialysis sessions a month) was INR 12-15,000/- per 
month whereas PD cost around INR 18-20,000/- per month.10 Also, people on dialysis generally have low 
hemoglobin and therefore, required erythropoietin (EPO) injections regularly.  The cost of EPO varied 
from company to company and depended on the strength (number of units). For example, 2,000 units 
could cost around INR 525 on average, whereas 10,000 units might be priced at INR 2,400. In addition to 
the regular dialysis treatment and EPO costs, patients had to bear expenses related to other medication, 
diagnostic tests and doctor's consultation.11 Being a recurring and lifelong cost, most people found it 
very difficult to afford the expensive treatment cost of kidney failure. 
 
Care-giver burnout 
 
Care for an individual suffering with kidney disease could be quite demanding as it was a long term 
proposition. Family members or other people who were primary care-givers had to constantly plan their 
daily routine around the individual affected by the kidney disease. Typically, dialysis needed to be taken 
thrice a week for around 4 hours at a time. If one included the commute time to the dialysis 
centre/hospital and back, almost half the day, three times a week was set aside for this.  In addition, 

                                                           
8 Jha V, Chugh KS. Dialysis in developing countries: priorities and obstacles. Nephrology (Carlton). 1996;2:65–72 
9 http://pharmabiz.com/NewsDetails.aspx?aid=69709&sid=2 
10 http://www.indiarenalfoundation.org/India-Renal-Foundation-Indian-Scenario.htm 
11 http://www.dialysis.org.in/ 
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there were doctor visits, tests, surgeries, etc. along with special diet restrictions that needed to be 
adhered to. All of these left very little time for the care-giver to have a regular life, often leading to 
stress and frustration.  
 
Low quality of life for patients 
 
“If you ask me as a patient - what is the worst thing about dialysis? I would say two things - one is the 
needles and the other is the boredom and the frustration of having to lie down in bed during your 
waking hours - valuable working hours, and doing nothing” commented Kamal Shah. 
 
Being on dialysis restricted the number of hours available with an individual to pursue a full time job or 
occupation. At the same time, the necessity to undergo dialysis regularly limited the mobility of the 
individual to undertake travel. For someone on hemodialysis, travelling to any location outside the 
patient’s own city required making prior arrangements for dialysis at the intended travel destination. PD 
patients had to ensure that they carried sufficient supplies. The travel time was also an important 
concern and could not extend beyond three days for individuals taking hemodialysis. On the other hand, 
PD required the availability of a facility to perform an ‘exchange’ every 4-6 hours.   
 
Further, the restrictions on fluid consumption and diet were one of the toughest aspects of being on 
dialysis. With the kidneys not performing their function, excess fluid could build up in the body causing 
edema (swelling of the hands and feet) and even breathlessness if the excess water got into the tissues 
of the lungs. Patients were advised to limit their fluid intake drastically. For patients who had stopped 
producing urine altogether, doctors restricted the amount of fluid intake to a meager 500 ml a day. On 
the other hand, low fluid intake could also lead to painful cramps, low blood pressure and a feeling of 
tiredness. Along with balanced fluid intake, the diet also had to be monitored to maintain the level of 
certain nutrients such as protein, sodium (salt), phosphorus, and potassium in the body.12  
 
Kidney Care in India 
 
The first hemodialysis centre in India was established at Christian Medical College, Vellore in 1961. Soon, 
other major hospitals such as King Edward Memorial Hospital, Mumbai, Post Graduate Institute of 
Medical Education and Research, Chandigarh and All India Institute of Medical Sciences, New Delhi also 
started offering dialysis during that decade. Over the years, several more dialysis centres with improved 
quality of facilities were established by the government, charitable institutions and private 
nephrologists.13  
 
As of 2009, the approximate prevalence of CKD in India was estimated to be 800 per million population 
(pmp), and the incidence of end-stage renal disease (ESRD) around 150–200 pmp.14 Despite the 
magnitude of the problem, India continued to have very poor infrastructural facilities for renal care. 
There were about 0.2 dialysis centres per million population. Most of the dialysis units operating were 
small (with fewer than 5 dialysis stations) and offered the bare minimum in terms of facilities. The 
insufficiency of the public sector hospitals in dealing with demand, had led to the emergence of a large, 

                                                           
12 http://healthpages.org/self-care/renal-diet/ 
13 http://www.isn-india.com/images/Image/HD_standards_Draft.pdf 
14  Agarwal SK, Srivastava RK. Chronic kidney disease in India: challenges and solutions. Nephron Clin 

Pract 2009; 111: c197–c203; discussion c203.      

http://healthpages.org/self-care/renal-diet/
http://www.isn-india.com/images/Image/HD_standards_Draft.pdf


6 
 

but expensive private sector; more than 85 per cent of the centres in India were managed by the private 
sector.15  
 
As of 2013, there were 850 hospitals offered with dialysis facilities in India.  For a country of 1.2 billion 
people, the number of qualified nephrologists in India was 950 and over 90% of these worked in the 
private sector.16 Whereas over 75% of the Indian population lived in rural areas, dialysis facilities were 
located only in larger cities and patients often had to travel long distances.17 Private hospitals with large, 
state-of-the-art facilities were mostly located in the big cities. Further, it was extremely difficult for an 
average person in India to afford the prohibitively high cost, relative to income, of kidney disease 
treatment.18 It was estimated that more than 90% of ESRD patients could not afford long-term 
treatment and died within weeks or a few months of diagnosis.19 

 
According to a forecast by Global Markets Direct, the Indian market for kidney care was estimated to be 
$152 million in 2012, up from $97 million in 2007.20 The demand for treatment was expected to grow as 
a result of rising incomes and the efforts by the government to bear a large part of the cost of dialysis. 
With the demand for dialysis and transplants increasing constantly, the Indian government had included 
care for kidney disease in its 12th 5-year plan cycle. Plans were to set up dialysis centres across the 
country. The centres were to be managed by the private sector, and the government would reimburse 
these centres’ costs at a predetermined rate. 
 
Major players in the Indian Dialysis Market 
 
Two of India’s biggest private hospitals, Apollo Hospitals and Fortis Healthcare India, were eyeing a 
significant share in the market for dialysis and had plans to open dialysis centres nationwide.21 Under a 
Public Private Partnership with the Central Government Health Scheme (CGHS), the Apollo Hospitals 
Group had launched its first standalone dialysis centre.22 Fortis opened its first centre in New Delhi in 
December 2011 and planned to open 50 dialysis clinics over the next two years.23 
 
US-based kidney care services provider DaVita Inc. had partnered with NephroLife Care, a renal care 
services provider based in Bangalore, to enter the Indian market and had plans to establish 50 centres 
across India by 2015.24 Global kidney equipment manufacturer and centre operator, Fresenius Medical 
Care, also announced plans to open up to 30 dialysis clinics across India by 2015 through its wholly-
owned subsidiary Fresenius Medical Care India (FMCI) at an investment of nearly INR 60 crore.25 Both 
DaVita and Fresenius had more than 2,000 centres each in the US. 

                                                           
15 http://www.isn-india.com/images/Image/HD_standards_Draft.pdf 
16 http://www.ncbi.nlm.nih.gov/pubmed/19726117 
17 Jha V, Chugh KS. Dialysis in developing countries: priorities and obstacles. Nephrology (Carlton). 1996;2:65–72 
18 Ibid. 
19 Modi GK, Jha V. The incidence of end-stage renal disease in India: a population-based study. Kidney 
Int. 2006;70:2131–2133. 
20 http://www.businessweek.com/magazine/the-big-market-for-dialysis-in-india-01052012.html 
21 http://www.businessweek.com/magazine/the-big-market-for-dialysis-in-india-01052012.html 
22 http://ehealth.eletsonline.com/2010/09/apollo-hospitals-launches-first-standalone-dialysis-centre-in-association-

with-cghs/#sthash.x6Bf4lQK.dpuf 
23 http://www.businessweek.com/magazine/the-big-market-for-dialysis-in-india-01052012.html 
24 http://articles.economictimes.indiatimes.com/2012-01-12/news/30620033_1_davita-dialysis-renal-failure 
25  http://articles.economictimes.indiatimes.com/2012-12-05/news/35620561_1_dialysis-clinics-new-delhi-robust-
growth 
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DCDC, another chain which had begun operations in India in 2009 with its first stand-alone dialysis 
centre in West Delhi, had since grown to a network of 12 dialysis centres in North India with a total 
installed capacity of 160 plus machines.26 Sparsh Nephrocare, with funding from strategic partner 
Sandor Medicaids, had been able to expand to 15 centres across 8 Tier 2 and 3 cities and 6 states, and 
was hoping to add 60 more centres by 2015.27 
 
Minneapolis-based Medtronic was investing 1.5 billion rupees ($24 million) to develop and manufacture 
a new, low-cost, portable system for hemodialysis by 2016. It was envisaged that the new system would 
require little infrastructure support and would be suitable for the developing world. Plans were afoot to 
work with Apollo Hospitals and set up a research and development team at Bangalore.28 
 
NEPHROPLUS 
 
Beginnings and early growth  
 
Vikram, an IIT Kharagpur engineering graduate and an MBA from the University of Chicago, Booth 
School of Business, had spent about ten years in the healthcare industry in the U.S. with Abbott 
Laboratories and ZS Associates. Then, as a strategy consultant with McKinsey and Co, primarily focusing 
on healthcare, he had further opportunity to deepen his industry knowledge. Around 2009, he made a 
decision to come back to India for good to set up a healthcare venture. Among the different venture 
ideas that he had in mind for healthcare, dialysis was the most promising as there was no organised 
player present in the market at that time. While doing research on the dialysis market, he came across 
Kamal Shah’s blogs and ended up meeting him.  
 
Kamal, a chemical engineer, had been all set to leave for the US for a Master’s programme in 1997 when 
he was stunned to discover that his kidney function had been seriously impaired as a result of being 
vaccinated. He was diagnosed with a rare genetic mutation in his body that predisposed him to a kidney 
disease called atypical Hemolytic Uremic Syndrome (aHUS).  After an unsuccessful renal transplant (with 
his mother donating a kidney), he was on PD for six years. As fate would have it, on a holiday in 
Mahabalipuram with some friends, he was caught in the tsunami of December 2004. Though he 
managed to escape miraculously, he had to deal with serious infections to his peritoneal cavity which 
led him to finally give up on PD. Researching on the internet for new developments in kidney care and 
after consulting several doctors, Kamal eventually moved to daily nocturnal home hemodialysis. Kamal 
held the strong belief that being diagnosed with kidney disease was not the end of life. An avid blogger 
(www.kamaldshah.com – the most widely read blog in India on dialysis), an enthusiastic traveler, a 
regular swimmer and a full-time worker, he was passionate about making a difference to the state of 
dialysis treatment available in India. Though hesitant initially, he saw merit in Vikram’s proposal to start 
a chain of quality dialysis centres and agreed to join hands with him. 
 
Around the same time, Vikram happened to meet Sandeep at a workshop at the Indian School of 
Business (ISB). Sandeep, an engineering graduate from the RV College of Engineering, Bangalore and a 
budding entrepreneur who had been involved with internet start-ups such as Talentify and JobeeHive in 
the past, was a student of the MBA program at ISB at that time. Both Vikram and Sandeep had been part 

                                                           
26 http://pharmabiz.com/NewsDetails.aspx?aid=76670&sid=2 
27 http://social.yourstory.com/2012/11/sparsh-nephrocare-expanding-access-to-dialysis-across-the-country/ 
28 http://www.bloomberg.com/news/2013-10-09/medtronic-enters-dialysis-with-apollo-venture-in-india.html 
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of the same team at the workshop and got along very well. Already keen on making a shift from the IT 
industry to healthcare, Sandeep had exchanged several ideas with Vikram. By this time, Vikram and 
Kamal had also had detailed discussions and had figured out a plan to start a chain of quality dialysis 
centres. Sandeep too decided to join them.  
 
Travelling across the country and visiting nearly 60 different hospitals that were offering dialysis, the 
team realized the deplorable quality and availability of dialysis available in India. Aiming for zero 
infections and resolving to address patients’ pain points, they set up NephroPlus.  While Vikram brought 
in business management experience, healthcare expertise and professional contacts for angel funding, 
Sandeep brought in the India expertise and the necessary business development acumen. At the same 
time, Kamal ensured that they never lost sight of maintaining patient centricity in all decisions.  
 
Funding 
 
With an angel round of INR 1 crore raised by Vikram from his professional network in the U.S., the first 
branch of NephroPlus was set up in February 2010 in Hyderabad. A few months later, another angel 
round of INR 2 crores was raised from some of the round one investors and the second centre was set 
up in Secunderabad. Six months later, having figured out how to run two centres in the same city, the 
NephroPlus team launched the third 100 kilometres from Hyderabad. During this period, they were 
approached by several venture capitalists. After talks with four investors, they raised a series A venture 
capital round from Bessemer Venture Partners in November 2011 and went into aggressive expansion 
mode. By early 2014, they had 20 centres operational across the country.  
 
Growth models 
 
Starting off initially with stand-alone centres, over time NephroPlus explored two other growth routes – 
setting up centres within hospitals and public-private partnerships. 
 
Stand-alone centres 
 
Commenting on NephroPlus introducing stand-alone dialysis for the first time in India, Kamal pointed 
out, “This was a new concept. So far, every dialysis centre was inside a hospital. So we were not sure 
whether patients would accept this kind of a radical concept because at the back of their mind there is 
always this fear that if something happens to me, there is no hospital around to take care of me.” 
 
However, pitching an infection-free environment and specialized care to patients who were already 
visiting tertiary care hospitals, they were able to convert many of the educated customers to their 
centres.  
 
According to Kamal, “At our centres, they didn’t feel like they were going to the hospital, or that they 
were sick. Just like people who go to the gym for an hour every day, they had to come here for four 
hours, thrice a week. So people liked that part of it and we found that the response was really good.” 
 
Despite their best efforts, soon they were faced with a period of stagnant demand. Recalling the 
slowdown they faced, Sandeep commented, “After about three to four months, we realized that the 
educated clientele was down, and our honeymoon period was over. We had to really struggle to 
convince people because they preferred to listen to doctors and in our model we did not have a 
nephrologist on board.”  Therefore, as a next step, they tweaked the model and began formally 
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associating with nephrologists. These doctors would invest a small sum of money in the centre and in 
turn refer their patients to it.  
 
 
However, they realized over time that growth and reach through stand-alone centres would be slow as 
the pick-up was sluggish. This led them to explore tie-ups with hospitals, where the economics looked 
more favourable. 
 
In-hospital centres 
 
They decided to capitalize on the fact that dialysis was neither a priority activity nor a profitable one for 
several hospitals. As Sandeep explained, “It was too little return for too much effort and hospitals 
realized that. When there were other departments such as orthopedics, cardio, ICU, etc., which gave 
them a much higher return, they preferred to focus on those instead of looking at dialysis related 
issues.”  
 
NephroPlus worked on a revenue sharing model, wherein the hospital provided the space, electricity 
and water, and outsourced the operations of the centre within the hospital to NephroPlus - allowing the 
centre to be branded NephroPlus. It was easy to get hospitals on board as NephroPlus was making the 
larger investment and running the operations.  
 
Outlining their strategy, Sandeep said, “We go to hospitals that either don’t have a dialysis unit but have 
a requirement for it, or already have a dialysis unit that we acquire and renovate. These are the two 
models that we follow.” One of their major successes came when Max Healthcare, a leading chain of 8 
high-end private tertiary care hospitals, decided to outsource dialysis to NephroPlus.  Max Healthcare 
believed that this alliance would be a win-win for the patients, Max and NephroPlus. 
 
The operational break-even took around ten to twelve months for stand-alone centres and six to eight 
months for hospital-based ones.  
 
Public-Private Partnership 
 
A third model that NephroPlus explored was partnering with government through public private 
partnership (PPP). When the Employee State Insurance Corporation (ESIC), Hyderabad, floated a tender 
for outsourcing dialysis, NephroPlus won the bid. The centre started under this partnership was run 
entirely by NephroPlus, with the government providing space, electricity and water. Though this centre 
offered very low pricing, it was run very efficiently and ranked highest among all the centres on quality. 
The high volumes made up for the lower margins. As Sandeep explained, “The good thing about PPP 
projects is that the guests don’t have to pay.” Elaborating further, Vikram said, “We believe that the 
government can be a very good payer. It can forge alliances with service providers to ensure that even 
at low prices, they do not compromise on quality.” Besides the ESIC, NehpoPlus was also empanelled 
with the Rajiv Arogyasri initiative of the Andhra Pradesh government, the Tamil Nadu Chief Minister’s 
Comprehensive Health Insurance Scheme, and the Delhi government’s directive for Economically 
Weaker Section (EWS) patients as well. 
 
The NephroPlus way    
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The NephroPlus mission statement captured the essence of their commitment to quality dialysis in 
India:  “We aim to provide the highest quality dialysis in a hygienic setting that prevents cross-infection, 
and offers unmatched convenience and importantly, to make the patient smile.” 
 
Operations 
 
The NephroPlus centres, designed by Kamal, were well-planned, clean, hygienic and spacious areas (see 
Exhibit 1). They were equipped with state-of-the-art, branded, new machines for hemodialysis. Water 
was an important component of the treatment process. To ensure a regular supply of highest quality 
water, the company had also installed the best available reverse osmosis plants at its centres. The staff 
was trained to be courteous and caring. The centres also provided dedicated television sets and free Wi-
Fi to help patients pass their time while undergoing dialysis. A NephroPlus ambulance was also available 
at a nominal fee for patients who opted for a pick-up and drop-off service. This represented a huge 
saving in time and effort for the caretaker. Also, a number of routine investigations and tests were 
undertaken at the centres to save time.  
 
Another important differentiation factor was that the centres were open all seven days of the week. 
Though it seemed insignificant, Kamal explained how important this was: “Let’s say a patient comes on 
Monday, Wednesday and Friday. Then, you have a Saturday and Sunday i.e. a two-day gap and then 
Monday, Wednesday and Friday again. There is always a two-day gap that comes every week and this 
gap is called the ‘killer’ weekend in dialysis patients. What happens in those two days is that a lot of fluid 
starts building up in the body because there is no dialysis for those two days. This in turn causes stress 
on the heart and the heart starts expanding. Beyond a point, it can’t expand, so it basically fails. Most 
deaths on dialysis occur on those two days. What we do is to encourage patients, never to give a two 
days gap. So, we keep all our centres open on Sundays also.” 
 
Open all seven days of the week, typical centre timings ranged from 6:30 am to 10:00 pm with staff 
working either of two nine hour shifts – 6:30 am to 3:30 pm or 1 pm to 10 pm. However, some of the in-
hospital centres and government partnership centres worked longer hours.  
 
The cost for setting up a stand-alone centre varied depending upon the city and location. The dialysis 
machine itself constituted nearly 50 to 60 per cent of this initial capital expenditure. Nephroplus had 
purchased close to 140 imported machines spread over the different centres. Each dialysis machine had 
an average working life of 8 years. The remaining investment was on the other medical equipment, the 
initial set of consumables required, the interiors, beds, furniture, etc. Stand-alone centres were also 
equipped with a diesel generator and an ambulance.  
 
The price for each session ranged from INR 1100 to INR 2500. It could even be as low as INR 200 in some 
of the low income areas in Hyderabad. Comparing NephroPlus with the hospital that she was 
frequenting earlier, Shweta Singh, a NephroPlus guest, commented on her experience: “There it was INR 
3700 and here I am paying INR 1800. That makes a lot of difference. There you have two TVs for the 
whole hall and the waiting period is very long.  If they have given you a slot and the previous patient did 
not come on time, then you have to wait for a very long time. Here it does not happen this way.” 
 
NephroPlus had to deal with nearly 75 stock-keeping units (SKUs) in its centres. These included various 
inventory items such as dialysers, bloodlines, needles, pharmacy items such as erythropoietin injections, 
iron injections, etc. Current stock and reorder levels for supplies were updated on a daily, rather than on 
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a session-by-session basis. To gain economies of scale from suppliers, all ordering was centralized; the 
vendors delivered stocks directly to the centres.  
 
 
Staffing 
 
Every NephroPlus centre was managed by the centre manager - the main administrative head. Besides 
overall management of the centre, the centre manager also oversaw guest appointments and doctor 
visits. The lead therapist was the technical head of the centre. “Therapists are the ones who do the 
cannulation. This is a mechanical process and these people are not necessarily from a healthcare 
background. They would have done a diploma in cannulation. They don’t understand a lot about 
physiology or anatomy of the body.” explained Sandeep.  Depending on the number of beds and the 
type of facility, each centre was staffed with the required number of nurses, therapists, junior therapists 
and assistants (see Exhibit 2).   
 
Activities at the centre level were divided into high, medium and low value-added activities. Instead of 
hiring more nurses who were an expensive resource, many of the medium and low level activities were 
performed by the assistants. While nurses brought in personalized care, therapists took care of the 
mechanical tasks. Assistants were responsible for basic tasks such as making beds, getting the machines 
ready, carrying cans for people, making inventory, etc. They were not involved with any aspect of clinical 
care. While the lead therapist did the cannulation as it required some skill, it was the role of the junior 
therapists to take out the needles (as this was simpler to do).  The nurses checked the patients’ vitals 
such as blood pressure, medications, etc. every half hour and alerted the lead therapist if necessary.  
 
Though stand-alone centres did not have a full-time nephrologist, a Duty Medical Officer (DMO) – an 
MBBS doctor and qualified practitioner - was available during working hours and regularly monitored all 
the patients. The nephrologists associated with the centre would also make a short visit daily and check 
all patient reports. Also, all stand-alone centres were equipped with an ambulance and had agreements 
with nearby tertiary care hospitals to handle emergencies.  
 
On the other hand, for in-hospital centres, it was easy to get medical support in case of an emergency. 
Also, the hospital setting did not require an additional security guard because the centre was inside the 
hospital. But stand-alone centres had to bear the additional cost of security and various other 
miscellaneous services as well.  
 
An important channel for staffing was through Enpidia, the academy launched by NephroPlus to train 
technicians and nurses in the industry. Enpidia had a tie up with Bonent, a reputed certification agency 
for dialysis technicians and nurses in the US and was the only Bonent empanelled program in India. 
Explaining how they were different from other centres in India, Sandeep said, “Typically what happens 
in other centres in India is that they give theory classes for a week and then directly put new recruits to 
work with patients. We have, on the other hand, imported simulators from the U.S. that simulate the 
heartbeat, and the pumping of blood through the heart, the artery and the vein. All the new recruits, be 
it assistants, therapists, or nurses, get trained on this for three months and have to eventually clear an 
exam at the end of two years to be officially certified.”  
 
The minimum qualification to be admitted to Enpidia was high school graduation for assistants, any 
undergraduate degree for therapists and a Bachelors in Science degree for the nurses. Instead of taking 
in very senior nurses who would demand higher pay, NephroPlus focused on bringing in those with 
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around one to five years of experience and provided them with the relevant training. Hiring people 
through the academy, the company only paid a stipend during the initial three month training period. 
According to Sandeep, they were able to pay much lower rates than the market: “We don’t have to pay 
them a lot because we are training them and adding significant value to their profile over two years.”  
 
The centre managers were typically Bachelor of Commerce graduates and were paid about INR 15,000 
to INR 25,000 based on education and experience. The DMO’s salary varied significantly from state to 
state – from INR 30,000 in Hyderabad to about INR 50,000 in Delhi. Likewise, the market salary for 
nurses (without any prior experience) in Hyderabad was around INR 10,000, while in Delhi, it was 
around INR 16,000. The therapists were paid in the range if INR 12000 to INR 16000. Assistants were 
paid a wage between INR 6000 and 8000. 
 
The industry figures for staff costs ranged from 10 to 20 percent of revenue, which were comparable for 
NephroPlus. However, through their unique sourcing channels and the training academy, NephroPlus 
was able to better manage both staff talent and costing at the centre level. From around 100 people in 
2012, the company had grown to 320 by August 2013. This figure included about 30 staff members who 
were employed at the corporate office. At the corporate level, they had built a strong team and the 
various functions were headed by high quality talent (see Exhibit 3). While this ensured that from the 
corporate standpoint, they were in readiness to ramp up to 50 centres, it was a massive overhead until 
the numbers actually grew. 
 
Quality control 
 
It was common for many hospitals and dialysis centres to reuse supplies such as dialysers and bloodlines. 
Most hospitals had a common area for manual washing of dialysers and bloodlines.  The high likelihood 
of cross-infections during such manual washing and reuse were further compounded by a lackadaisical 
attitude and untrained staff.  On the other hand, NephroPlus was obsessed about avoiding cross-
infections and disallowed any common trolleys or reuse of bloodlines (which cost around INR 120 - 130 
each). However, dialysers, which cost around INR 550 - 600, were washed and re-used for the same 
patient on request. As Sandeep explained, “Dialysis is a very price-sensitive market where people don’t 
want to spend more.” NephroPlus had procured specialized ‘Renaclean’ machines which automatically 
cleaned the dialyser without any manual intervention. Also, all machines and equipment were 
disinfected after every use. “The ability to reuse consumables well, without causing cross infection to 
the patient, is one of the major factors that has helped us in bringing down the cost of dialysis” added 
Rahul.   
 
One of the other initiatives that NephroPlus had taken in its drive towards zero cross-infections was to 
provide separate zip kits with all required consumables for each patient. NephroPlus was also 
meticulous about conducting blood investigations and screening for HIV, HCV, HBsAg, blood urea, serum 
cretaninie and other blood tests, urea analysis before and after dialysis 
 
In addition to the focus on quality was the emphasis on process standardization. Each centre manager 
was equipped with a training document that listed all the backend processes that took place at a centre. 
There were daily and monthly checklists to monitor the process and maintain the equipment too.  
 
Information Technology 
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A major factor in the unique NephroPlus model was the role of IT. All centres were monitored through 
CCTV (closed-circuit television). An online tracking system using hospital management systems had been 
specially designed to keep track of each guest, maintain patient files and online documentation. This 
cloud based tool also took care of billing, inventory and consumption. Each patient was also given a 
smart card with all the patient history. The smart card could be swiped at any of the NephroPlus centres 
and would immediately reflect the patient’s history. A back office portal was also put in place for 
administrative issues such as the trouble ticket system, maintenance job orders, billing management, etc.  
 
Having invested significantly in IT, NephroPlus had ensured that almost all the centres were connected 
remotely. With real time information available from each centre, this led to more efficient overall 
management and cost reduction. Secondly, it helped to manage pilferage. Commenting on how 
pilferage was damaging both in terms of money and reputation, Sandeep explained, “Guests come for 
dialysis frequently. As a result, they end up building a relation with our technicians and our nurses. Now 
what if they say - I don’t want a bill and I will pay you INR 1000 if you do it. This way the therapist earns 
directly and the patient also saves. But we lose. Also, for fear of getting caught in the inventory process, 
the therapist may try to reuse supplies between customers. This would be a bigger loss to us. So on one 
hand, we take a revenue hit and on the other hand we take a hit on our quality image as well. To avoid 
this we have invested a lot in IT.” The Technical Data Management System (TDMS) was implemented for 
online monitoring of dialysis machines. It could also monitor the state of the patient. As Sandeep 
elaborated, “The moment a machine is on, we get to know that at the head office. As the dialysis goes 
on, we even get to know the patient parameters remotely.” Every dialysis machine also had an inbuilt 
odometer which captured how many hours the machine ran. 
 
To monitor the quality of water at each centre on a continuous, day-to-day basis, a GPRS device had 
been attached that provided online information on the water connectivity, the level of mineral content, 
cleanliness, and hardness of water. 
 
Eating the right foods along with a well-planned, healthy diet was integral to a dialysis patient’s health. 
Therefore, NephroPlus had provided a consulting dietitian for its patients. As the cost of having a renal 
dietician on board at every centre was too high, NephroPlus had successfully used technology to 
manage with one dietician across all its centres.  Using Skype, the dietician was able to provide on-line 
consulting for every guest across the network. 
 
Marketing efforts 
 
Recalling the early days and how they had worked on getting patients to NephroPlus, Sandeep said, “We 
actually sat outside the OP (outpatient) clinics at hospitals. We were literally poaching patients but that 
was the way we had to do it. When we explained to them about cross-infections, it was very easy for us 
to convince the educated ones.”  
 
Over time, they found that a majority of the patients coming in were referred to by nephrologists (about 
20%) and medical directors (50 to 60%). The company website was able to pull in another 15 per cent 
and about 5 percent came through word of mouth. The company realized that any of the conventional 
media would not work for them as it would be too expensive. As Sandeep elaborated, “It is sad but true 
- even the lifetime value of the customer is not great.” 
 
However, they did invest in special initiatives to create awareness and conversion. One such initiative 
was a programme called “Aashayein” – an event for which all the dialysis patients in a city were invited. 



14 
 

The rationale behind this event was to create awareness for NephroPlus and to reach out to prospective 
clientele. Led by Kamal, this programme educated kidney patients about dialysis and helped them learn 
about life on dialysis. More importantly, they got to meet Kamal and listen to his inspirational story.  
 
WHAT NEXT?  

Looking back at their progress so far, Vikram commented, “It is actually quite surprising that we have 
been able to follow a ramp-up, the way we projected four years back. Bessemer Venture Partners is very 
happy and satisfied at the progress that we are making.” Yet, the team realized that running a few 
centres had proved to be easy; running 15-20 centres was moderately difficult; but managing 100 
centres was certainly going to throw up several challenges. One of their key challenges that was critical 
to their growth was going to be finding the right partners - whether hospitals or nephrologists - with the 
right mindset and ethical values.  
 
Other large players were already making headway in establishing a strong presence across India. While 
there was no dearth in demand for dialysis, would NephroPlus be able to play the long innings? They 
seemed to have a business model that was working well. However, scaling up was going to put it to test. 
Going forward, they saw stand-alone centres representing 10-20% of the total, private hospital centres 
representing 60-70% and government hospitals making up the rest. Was this the appropriate mix in 
planning their branch network? At the outset, they had clearly ruled out franchising as a growth route 
for fear of brand dilution. Should they re-visit this decision at some point? Along the way, should they be 
open to buy out or take controlling stakes in other centres or chains of centres? Or would they be able 
to pull it off on their own and establish NephroPlus as the top brand in the Indian kidney care market?  
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Exhibit 1: A Typical NephroPlus Dialysis Unit 

 
 

 
 
 
 

Exhibit 2: Staff Hierarchy in a Centre 
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Exhibit 3: Organisation Structure at the Corporate Level 
 

 
 


