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PRESENTATIONSTRATEGY

ºWelcome to Develop India in 21st Century!

ºCongratulations on Diamond Jubilee World 
Conference of 700 Doctors ɀThe Baroda Alumni..

ºHealth Care Sector -Overview

ºPart I: Health Care Scenario ɀIndia and World

ºPart II: Opportunities to Invest & Work in India

ºPart III: Management of Health Care ɀKey Issues in 
India

ºQuestions? 2
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INDIANHEALTHCARESECTOROVERVIEW

ºHealthcare, one of )ÎÄÉÁȭÓlargest sectors in terms of
revenue and employment, is expanding at 15%CAGRwith
a current sizeat par with the fastest growing developing
countries like China,Brazil and Mexico.

º Today the total value of the sector is more than US$35
billion . This translates to US$ 34 per capita, or roughly 6%
of GDP. By 2012, )ÎÄÉÁȭÓhealthcare sector is projected to
grow to nearly US$ 40 billion1 and to around US$150
billion by 2018.

ºCompare India with The USA at US$ 2.5 Trillion
HealthCare market with President /ÂÁÍÁȭÓyesterday
announcement of additional US$ 1 Trillion for Poor
Americans. 3
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Healthcare Exp. as % of GDP
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INDIANHEALTHCAREGROWTHPROJECTION
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GLOBALHEALTHCAREEXPENDITURESCENARIO

º)ÎÄÉÁȭÓhealthcare infrastructure has however not kept
pacewith population growth .

º The available capacity, particularly in rural and semi
urban areashasnot kept pacewith the rising demand.

ºAgainst a world average of approx 4 hospital beds per
1000population, India hasjust over 0.72, which indicates
the scopefor development in the sector.

º This is more evident from the data and Graph showing
growth of )ÎÄÉÁȭÓ60%Middle Classin the past decade
andan evenfaster growth projected for the future .

Ȭ-ȭ ÉÓ -ÏÓÔ )ÍÐÏÒÔÁÎÔ Ȧ6

D
r R

. K
h

a
ju

ria
 S

M
JV

 C
K

S
V

IM
 T

E
A

M
 V

a
d
o

d
a

ra



INDIAȭSCONSUMERDEMANDPROJECTIONMODEL
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PART1 : CURRENTSTATUSOFDIFFERENT

SEGMENTSOFINDIANHEALTHCARE

º 1.1. PREVENTIVE HEALTHCARE

º 1.2. PRIMARY HEALTHCARE

º 1.3. SECONDARY HEALTHCARE

º 1.4. TERTIARY HEALTHCARE

º 1.5. PHARMACEUTICALS

º 1.6. HEALTHCARE FINANCING

º 1.7. MEDICAL DEVICES

º 1.8. HEALTHCARE MANPOWER
8
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CURRENTSTATUSOFINDIANHEALTHCARE

1.1. PREVENTIVE HEALTHCARE

ºRural India receives government aided preventive
healthcarefor sanitationandhygiene.

ºTier II & III cities enjoy a higher level of preventive
healthcarewith privateÓÅÃÔÏÒȭÓpresencein a limited way.

ºTier I cities and metros have the presenceof all kinds of
global standard preventivehealthcarefacilitiesɀcosmetic
surgery facilities, cosmetology services,premium grade
health centers,different kindsof nutrition storesetc.

ºIn addition to stand-alone units, there are organized
chainsof fitness and treatment centers like VLCC,Lakme,
KayaClinicetc.
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1.2. PRIMARY HEALTHCARE

ºPharmacy,diagnosticsand medical transport fall under
this category.
ºRural India has limited primary healthcare, mostly
providedby the government.
ºRural rich visit neighboringtowns or cities while others
depend on government facilities, ayurvedic and yunani
localdoctors.
ºMetros and tier II cities have adequatefacilities of this
segmentwith a numberof diagnosticandpharmacychains
like SRL, Dr. ,ÁÌȭÓȟNicholas Piramal etc, besides well
equippedstandaloneunits.
ºTier II & III cities also have fairly comparablefacilities,
with better potential for growth .
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1.3. SECONDARY HEALTHCARE

º Maternity, geriatric care and pre & post natal care fall under
SecondaryCare.

º At this level,more complexproblemsare dealt with, andbasically
represent care at midsize to large hospitals offering basic
specialtiesand diagnostics. The majority of surgical treatments
fall under this segment.

º Rural India receives these services through public sector
Community Health Centerswhich are not adequate in quantity
andquality.

ºMost of the doctors are reluctant to go to rural areas. Rural
peopleare therefore forced to go to adjoiningtier II & III cities.

º Due to growing middle class, the demand for good quality
servicesisgoingup.

º At present, tier II & III cites have fragmented healthcare
infrastructure. Thosewho canafford it prefer servicespresent in
metros& tier II cities.

ºMetros& tier II citieshavean abundanceof secondaryhealthcare
facilities - rangingthrough all levelsin termsof pricesandfacilities.
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1.4. TERTIARY HEALTHCARE

ºSuper specialty treatments like Organ Transplants,
TraumaCenters& Critical Carefall under this category.

ºTertiary healthcareis largely present in metros and tier II
cities.

ºWith increasingpopulation and per capita income, tier II
& tier III cities have started raising a demand for such
facilitiesalso.

ºAt present, the demand is catered to in a limited way by
state owned hospitalsand largelyby private playerspresent
in different metros & tier I cities.
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1.5. PHARMACEUTICALS

ºThe Indian pharmaceutical market at US$ 6 Billion, 
ranked 14th in the world.

º It is in the top 5 fastest growing markets Globally.  

ºAccording to IMS Health, by 2015 net market size of 
Indian Pharmaceutical market is estimated at approx US$ 
20 billion.

º Its incremental Growth Rate is projected at 14% p.a., much 
ÈÉÇÈÅÒ ÔÈÁÎ )ÎÄÉÁÎ %ÃÏÎÏÍÙȭÓ ÇÒÏ×ÔÈ ÁÔ ΪϷȢ
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1.6. HEALTHCARE FINANCING

º More than 78%of the population in India meets the healthcare costs
from their own resources; 94%of this beingout-of-pocket.

º Ever since the opening of health insurance to private sector in 2002,
there has been a phenomenal increase in health insurance and its
extent of cover.

º The increase in the incidence of lifestyle diseasescoupled with the
rising cost of health carehasfurther spurred the growth of this sector.

º Health insurance premiums have grown by approx 60%during 2007ɀ
2008, which made it the fastest growing segment in general insurance
portfolio .

º Until 2007only 11%of the population had any form of health insurance
out of which only about 1.4%ɀmostly urban - had private health
insuranceproducts.

º According to an analysis carried out by Technopak Advisors, an
exponential rise in sale of insurance products is expected in the near
future, with approx 40-50%of population insured by 2028.
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º Total Insuredpopulation forecast

Accordingto another analysisby McKinsey& Co., a total of
20%of the populationɀalmostdoubleof the presentsizeɀ
would havesomeor the other health insuranceproduct by
2015.
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1.7. MEDICAL DEVICES

ºHealthcareusesa wide range of technology for its operational
efficiencythrough useof medicalequipment,making it one of the
largestcomponentsof investmentin healthcare.
ºMoreover, the government is also promoting the healthcare
industry by encouragingthe growth of medicalequipment market
through policies such as reduction in import duties, higher
depreciationon life-savingmedical equipment (40%, up from 25%)
andanumberof other tax incentives.
ºThe rebuilding of )ÎÄÉÁȭÓhealthcare infrastructure, combined
with the emergenceof medical tourism and telemedicine,is also
driving strong demandfor medicalequipments.
ºAt present, leading international companiesare marketing most
of the high value medicalequipment, while only consumablesand
disposableequipmentaremadelocally.
ºMany international companieshaveexpandedtheir operationsin
the Indian market in recent yearsand establishedmanufacturing
facilities to assembleequipment for the domestic market and
export sales.
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1.8. HEALTHCARE MANPOWER

CURRENTHEALTHCAREMANPOWERISDOESNOTMEETREQUIREMENTS. ADDITIONALMANPOWER

ISNOTKEEPINGPACEWITHTHEGROWINGHEALTHCAREDEMAND. IMMIGRATIONFROMTOP

MEDICALCOLLEGEGRADUATES& POSTGRADUATESTODEVELOPEDCOUNTRIESFURTHERADDS

TOTHESHORTAGE. CONSEQUENTLYINDIAHASA MUCHLOWERPERCAPITAAVAILABILITYOF

HEALTHCAREMANPOWERTHANGLOBALAVERAGEASISINDICATEDBYTHETABLEBELOW:

With growing infrastructure andhealthcaredemandthe shortageis only going
to be more acute. To bridge the gap, India needsto open nearly 600 medical
colleges (100 seats per college) and 1500 nursing colleges (60 seats per
college)1in the next 15years. Thistranslatesinto investmentopportunity of
Rs125,000 Crore(US$27Billion) in MedicalEducationsegment.
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With a view of increasingsupply, the government is now looking at
allowing corporate entities to venture into medical, nursing and
paramedicaleducation(at present the educationregulationsin India
allow only ȰÎÏÔ- for ÐÒÏÆÉÔȱorganizations (trusts/societies) to run
education institutions in the private sector. Most of these private
playershave found a solution to overcomethis through creation of
construction/ managementservicesprovider companies. Government
is aware of the issueand is examiningways to bring in reforms to
encourageinvestmentwithout increasingcostof education.
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PART2  : 
OPPORTUNITIESIN HEALTHCAREIN INDIA

º 2.1. RURAL INDIA 

º 2.2. TIER II & TIER III CITIES

º 2.3. TIER I CITIES

º 2.4. PHARMACEUTICALS

º 2.5. HEALTHCARE FINANCING

º 2.6. MEDICAL DEVICES

º 2.7. HEALTHCARE MANPOWER
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GROWTHRATEOFINDIANSTATESIN HEALTHCARE
ACCORDINGTOTHE2009 KPMG ESTIMATESOFINDIANHEALTHCAREINFRASTRUCTURE, TOTAL

HEALTHCAREINFRASTRUCTUREEXPENDITUREFOR2013 ISPREDICTEDTOREACHUS$ 14.2 
BILLION, A NEAR50% INCREASEOVER2006. IN 2006, OFTHE32 STATES, THESTATESOF

MAHARASHTRA, RAJASTHAN, WESTBENGAL, UTTARPRADESH, TAMILNADUANDANDHRA

PRADESHREPRESENTEDOVER50% OFTHETOTALEXPENDITURE. THEGROWTHISLIKELYTOBE

BETWEEN5 TO7% PERANNUMOVERTHENEXT4-5 YEARSWITHA FEWSTATESACHIEVING

GROWTHOFOVER8% P.A.

INDIA: FORECASTAVERAGEANNUALGROWTHRATEIN HEALTHCAREINFRASTRUCTUREEXPENDITURE

2009-2013 (PERCENT)

Gujarat
@ 6%
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2.1. RURAL INDIA

ºPublicPrivate Partnership(PPP)model is the format which
hasa scopeof existencein organizedprivate sector. Themodel
hashowever limited commercialpotential as it would haveto
stand on government support, serving the rural poor and
politicallysensitiveclass.

ºTele-medicineis another areafor organizedsectoralbeit in a
limited way; that too only through existingestablishedmedical
infrastructure.

ºThemodel is presentlybuilt with the aim of reachingout to far off rural areas
rather than the commercialviability.

ºHowever,it is the most practical, reproducibleand expandableservicerelying
on communication technology and therefore has the potential of becoming a
commerciallyviableopportunity after reachinga certain levelof penetration.

22

D
r R

. K
h

a
ju

ria
 S

M
JV

 C
K

S
V

IM
 T

E
A

M
 V

a
d
o

d
a

ra



2.2. TIER II & TIER III CITIES

ºOrganized pharmacies and diagnostic centers to cater 
to growing middle class in metros cities.

ºAffordable quality healthcare centers for demanding 
and fast growing middle class having sufficient purchasing 
power and increasing health awareness.

·Examples : Shubhechha Hospital and many others

ºDay-care surgery centers.

ºQuality but affordable Tertiary care.

·Examples : Baroda Heart Institute and many others

23
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2.3. TIER I CITIES

ºMedi-cities to attract medical tourism

ºSpecialty Hospitals with global standards for urban rich & 
upper middle class

ºRehabilitation centers to accommodate changing lifestyles

ºBoutique healthcare centers to fulfill the demand created by 
increasing purchasing power and health awareness

24
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2.4. PHARMACEUTICALS

= GENERICDRUGMANUFACTURERS, TOCATERTOGROWINGDEMAND

= COMPANIESENGAGEDINCLINICALTRIALSɀA FASTGROWING

ACTIVITY, INDIABEINGCOSTEFFECTIVEENVIRONMENTWITHTHEREQUIRED

EXPERTISE.

2.5. HEALTHCARE FINANCING

Health Insurance offers an attractive opportunity due to
increasingawarenessamong people, growing private sector
employees (who do not enjoy free medical facilities like
government employees) and entry of private insurance
companiesoffering various health insuranceproducts. The
sector has seenexponential growth even as it has still not
touchedthe vastmajority. 25
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2.6. MEDICALDEVICES

Medical equipment manufacturing ɀlargely the equipments are
beingimported. With the demandgrowing fast, there is good scope
to setup manufacturingfacilities in India.

2.7. HEALTHCAREMANPOWER

AcademicMedical Centers(AMC): Theyare the conglomeration of
research,direct patient care& education facilities. Suchintegrated
clinicalsettingsfacilitate high quality deliveryof care,better training
and researchwhich gives them a distinct advantage over stand
alone medical colleges. Suchformats also attract the best talent
pool of the country as they offer students broader perspectiveto
work. Consideringthe shortfall of doctors, nursesand paramedics,
this format isattractive. However,at this time the educationsectoris
not openfor commercialinvestment. Thegovernmentis lookinginto
the ways and meansto curb malpracticesin existing ȰÎÏÎ-ÐÒÏÆÉÔȱ
structure and remove bottlenecks for growth. Oncethe sector is
openedfor commercialinvestment,the sectorwould offer attractive
opportunities.
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APPENDX1: FUTUREHEALTHCAREINFRASTRUCTUREINVESTMENTIN INDIA
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APPENDX2: INDIANEXPENDITUREONHEALTHCAREINFRASTRUCTUREIN

2006 BYSTATE(PERCENTAGEOFTOTAL) ANDCOLORSCHEMEOF

DIFFERENTFORECASTEDGROWTHRATESFORTHEYEARS2009 ɀ2013.
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Sr.No. Type of States Explanation

1 Large & Growing 
fast

States where 2006 expenditure was above US$500m 
and investment is expected to
expand relatively rapidly, with average projected 
annual growth rates of over 6.5
percent in the period 2009-2013.

2 Large & Growing 
Slowly

States where 2006 expenditure was above US$500m 
though investment is expected to expand relatively 
slowly, with average projected annual growth rates 
below 6.5
percent in the period 2009-2013

3 Small & Growing 
fast

States where 2006 expenditure was below US$ 500m 
while investment is expected to
expand relatively rapidly, with average projected 
annual growth rates of more than 6.5 percent in the 
period 2009-2013.

4 Small & Growing 
Slowly

States where 2006 expenditure was below US$ 500m 
and investment is expected to
expand relatively slowly, with average projected 
annual growth rates below 6.5
percent in the period 2009-2013.

29

D
r R

. K
h

a
ju

ria
 S

M
JV

 C
K

S
V

IM
 T

E
A

M
 V

a
d
o

d
a

ra



APPENDIX 3 : LISTOFDIFFERENTKINDSOFFACILITIESWHICHCOME

UNDERBOUTIQUEHEALTHCAREWITHFUTUREGROWTH
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POLICY INITIATIVES HEALTHCARE
º National Rural Health Mission (NRHM)
ɆLaunched in April 2005 by the Government of India, NRHM aims to fulfill the 

government's commitment to meet people's aspirations for better health and access 
to healthcare services.

Ɇ.2(-ȬÓ ÁÍÂÉÔÉÏÕÓ ÇÏÁÌÓ ÉÎÃÌÕÄÅ ÔÒÁÉÎÉÎÇ ΤΧΡȟΡΡΡ ×ÏÍÅÎ ÖÏÌÕÎÔÅÅÒÓ ÄÅÓÉÇÎÁÔÅÄ 
as Accredited Social Health Activists (ASHAs) over the next three years across the 18 
states that have weak rural health infrastructure.

Ɇ! ÔÁÓË ÆÏÒÃÅ ÈÁÓ ÂÅÅÎ ÃÏÎÓÔÉÔÕÔÅÄ ÂÙ ÔÈÅ 5ÎÉÏÎ -ÉÎÉÓÔÒÙ ÏÆ (ÅÁÌÔÈ ÔÏ ÒÅÖÉÓÅ ÁÎÄ 
restructure the existing MBBS curriculum keeping in mind the needs of NRHM. The 
task force has developed a discipline-based draft with emphasis on necessary 
internship in rural areas. 

Progress Under NRHM: 

ɆCurrently, over 6.96 lakh trained ASHAs working actively in the field to connect 
households with health facilities. 4.50 lakh ASHAs have drug kit as well.

Ɇ4.02 lakh Village Health and Sanitation Committees constituted and untied 
funds made available to them for local public health action.

Ɇ1.45 lakh Health Sub Centers made more effective through utilization of untied 
funds, availability of drugs and addition of 39,633 Auxiliary Nurse Midwifes (ANM) 
on contract.

Ɇ7,438 PHCs which function 24 hours as against 1,263 before implementation of 
NRHM, with provision of drugs, untied grants, maintenance grants and Rogi Kalyan 
Samiti (RKS) grants. 
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ºProgress under NHRM

Ɇ6,906 MBBS Doctors, 5,321 AYUSH doctors, 5,428 other 
paramedic staff, 3 staff nurses in 5,806 PHCs. 2,266 specialists taken 
on contract, upgradation of physical infrastructure completed in 
722 CHCs.
ɆΤΥȟΣΡΡ 2ÏÇÉ +ÁÌÙÁÎ 3ÁÍÉÔÉÓ ÅÓÔÁÂÌÉÓÈÅÄ ÉÎ $(Óȟ #(#Óȟ 0(#ÓȢ
ɆΧΨΧ )ÎÔÅÇÒÁÔÅÄ $ÉÓÔÒÉÃÔ (ÅÁÌÔÈ !ÃÔÉÏÎ 0ÌÁÎÓ ÃÏÍÐÌÅÔÅÄȢ
Ɇ#ÏÍÍÕÎÉÔÙ ÍÏÎÉÔÏÒÉÎÇ ÉÎÉÔÉÁÔÉÖÅ ÉÎ ÐÁÒÔÎÅÒÓÈÉÐ ×ÉÔÈ .'/Ó ÉÎ ÎÉÎÅ 

states undertaken.
Ɇ304 districts have functional Mobile Medical Units.
Ɇ#ÏÖÅÒÁÇÅ ÕÎÄÅÒ ÔÈÅ &ÕÌÌ ÉÍÍÕÎÉÚÁÔÉÏÎ ÉÎ 5ÎÉÔÅÄ .ÁÔÉÏÎÓ 
#ÈÉÌÄÒÅÎͻÓ &ÕÎÄȬÓ ɉ5.)#%&Ɋ #ÏÖÅÒÁÇÅ %ÖÁÌÕÁÔÉÏÎ 3ÕÒÖÅÙ ΤΡΡΨȬ ɂ62.4 
per cent
Ɇ)ÎÎÏÖÁÔÉÖÅ ÐÁÒÔÎÅÒÓÈÉÐÓ ×ÉÔÈ ÔÈÅ ÎÏÎ-governmental sector for 

delivery of quality health services such as institutional delivery, 
diagnostics, etc.
Ɇ)ÎÃÒÅÁÓÅ ÉÎ ÏÕÔ-patient, in-patient, institutional delivery, family 

planning services and immunization reported from most states/union 
territories. 32
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PROGRESSUNDERNHRM
ɆNUTRITIONINITIATIVESUNDERNRHM IN MP, AP, WESTBENGAL, GUJARAT, BIHAR, ETC.
Ɇ3CHOOLHEALTHPROGRAMMESINITIATEDIN MORETHAN20 STATES.
Ɇ#O -LOCATIONOFAYUSH IN 7,244 PHCS/CHCS/DISTRICTHOSPITALSANDOTHERS. 
NEARLY13.76 MILLIONVILLAGEHEALTHANDNUTRITIONDAYSHELDOVERTHELASTTHREE

YEARSTO

National Health Policy 2002
Ɇ4ÈÅ .ÁÔÉÏÎÁÌ (ÅÁÌÔÈ 0ÏÌÉÃÙ ΤΡΡΤ ÆÏÃÕÓÅÓ ÏÎ ÔÈÅ ÎÅÅÄ ÆÏÒ ÅÎÈÁÎÃÅÄ ÆÕÎÄÉÎÇ 

and organizational restructuring of the national public health initiatives in 
order to facilitate more equitable access to health facilities.

Ɇ)Ô ÆÏÃÕÓÅÓ ÏÎ ÔÈÏÓÅ ÄÉÓÅÁÓÅÓ ÔÈÁÔ ÁÒÅ ÐÒÉÎÃÉÐÁÌÌÙ ÃÏÎÔÒÉÂÕÔÉÎÇ ÔÏ ÔÈÅ ÄÉÓÅÁÓÅ 
burden -TB, malaria and blindness from the category of historical diseases; 
and HIV/AIDS from the category of newly emerging diseases.

Ɇ4ÈÉÓ ÐÏÌÉÃÙ ÁÉÍÓ ÁÔ ÁÃÈÉÅÖÉÎÇ ÇÒÁÄÕÁÌ ÃÏÎÖÅÒÇÅÎÃÅ ÏÆ ÈÅÁÌÔÈ ÕÎÄÅÒ Á ÓÉÎÇÌÅ 
field administration and lays emphasis on implementation of programmes 
through local self-government institutions.

Ɇ)Ô ÁÌÓÏ ÁÉÍÓ ÁÔ ÉÄÅÎÔÉÆÉÃÁÔÉÏÎ ÏÆ ÓÐÅÃÉÆÉÃ ÐÒÏÇÒÁÍÍÅÓ ÔÁÒÇÅÔÅÄ ÁÔ ×ÏÍÅÎȬÓ 
health and strengthening of food and drug administration, in terms of 
both laboratory facilities and technical expertise.

Ɇ5ÎÄÅÒ ÔÈÉÓ ÐÏÌÉÃÙȟ ÇÒÅÁÔÅÒ ÃÏÎÔÒÉÂÕÔÉÏÎ ÆÒÏÍ ÔÈÅ #ÅÎÔÒÁÌ "ÕÄÇÅÔ ÆÏÒ ÔÈÅ 
delivery of public health services at the state level is proposed. 33
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Budget 2009ɀ2010: healthcare perspective

Ɇ4ÈÅ ÇÏÖÅÒÎÍÅÎÔ ÈÁÓ ÐÒÏÖÉÄÅÄ ÃÏÎÓÉÄÅÒÁÂÌÅ ÓÕÐÐÏÒÔ ÔÏ ÔÈÅ 
healthcare industry through the 2009-10 budget.

Ɇ!ÌÌ "ÅÌÏ× 0ÏÖÅÒÔÙ ,ÉÎÅ ɉ"0,Ɋ ÆÁÍÉÌÉÅÓ ÔÏ ÂÅ ÃÏÖÅÒÅÄ ÕÎÄÅÒ 
Rashtriya Swasthya Bima Yojana (RSBY).

Ɇ!ÌÌÏÃÁÔÉÏÎ ÕÎÄÅÒ 23"9 ÉÎÃÒÅÁÓÅÄ ÂÙ ΦΡ ÐÅÒ ÃÅÎÔ ÏÖÅÒ ÐÒÅÖÉÏÕÓ 
allocation to US$ 74 million in B.E. 2009-10.

Ɇ4ÈÅ ÇÏÖÅÒÎÍÅÎÔ ÈÁÓ ÁÎÎÏÕÎÃÅÄ ÓÅÖÅÒÁÌ ÍÅÁÓÕÒÅÓ ×ÈÉÃÈ ×ÉÌÌ 
have a positive impact on the sector such as:

Ɇ Allocation under National Rural Health Mission (NRHM) 
proposed to be increased by US$ 431 million over and above 
US$ 2.53 billionprovided in the Interim Budget.
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KEYOPPORTUNITIES -SUMMARY

OPPORTUNITIES Medical infrastructure development

ºMedical infrastructure market expected to grow at 15 %over 
the next five years (starting 2007)

º To achieve a bed to population ratio of 1.98, a total 
investment of US$ 88 billion would be required.

ºMedical Education Sector offers additional investment 
opportunity of US$ 27 Billion as stated earlier.

ºRevenues from private beds in 2012 estimated at US$ 38 
billion 

º Leading real estate players are looking at new business 
areas such as hospital properties to maximize amenities in 
their integrated townships.

35
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PHYSICALINFRASTRUCTUREINVESTMENTSSOURCE

In
ve

stm
e

n
t in

 U
S

$

Investments Source: Opportunities in Healthcare Destination India Ernst & Young 
Report
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MEDICALINFRASTRUCTUREDEVELOPMENT

Real estate players in healthcare

ÅDr Naresh4ÒÅÈÁÎȭÓMediCity in Delhi is functioning .
ÅDLF is inking a 26:74 joint venture with Fortis Healthcare for setting up
hospitals in its 200-acre-plus integrated townships acrossthe country at an
investment of around US$ 1.5 billion . The joint venture (JV)plans to set up a
chainof 200-450bed hospitals in 31cities in India in three to five years.
Ɇ&ÏÒÔÉÓȬÓLucknow MediCity is being set up in !ÎÓÁÌȬÓ1,500 acre upcoming
megatownship.
ɆHinduja Group and Limitless LLC, the realty arm of Dubai World, are
contributing about US$ 1.1billion eachin their 51:49 JVto build hospitals and
Medicarecities.
ɆAmbuja RealtyDevelopment Ltd (ARDL),which had formed a joint venture
ɂNeotiaElbit Hospital Venture Ltdɂwith the Elbit Group of Israel, plans to
develop a couple of feeder hospitals in Siliguri(north Bengal) and
Bardhaman(south Bengal) for its proposed multi -specialty hospital in
Kolkata.
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General Insurance companies looking at 
healthcare

ºMore number of insurers are promoting insurance policies 
that provide comprehensive health coverage. Multiple 
channels, including banks, are being used to sell group and 
individual health insurance policies.

º Three factors have changed the face of the medical 
insurance market -Privatization in 2000 ending the 
monopoly of the public sector.

º Introduction of TPAs by the Insurance Regulatory and 
Development Authority in 2002 has made the medical 
insurance segment more attractive through provision of 
cashless hospitalization facility ɀDe-tariffing of general 
insurance from January 1, 2007 has also been a growth 
booster for the industry.
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Medical Value Travel (Tourism)

Ɇ Medical Value Travel is one of the most lucrative segments of the 
healthcare sector and is expected to grow into a US$ 1.5 billion industry 
by 2010.

Ɇ )Ô ÈÁÓ ÔÈÅ potential to contribute US$ 1.2 -2.4 billion additional revenue 
for upmarket tertiary hospitals by 2012, and will account for 3 to 5 per 
cent of the total healthcare delivery market.

Ɇ From 10,000 patients about five years ago, India was able to attract 
approximately 150,000 patients to the country in 2006-07.

Ɇ 7ÉÔÈ ÁÎ ÁÎÎÕÁÌ ÇÒÏ×ÔÈ ÒÁÔÅ ÏÆ ΥΡ ÐÅÒ ÃÅÎÔȟ )ÎÄÉÁ ÉÓ ÁÌÒÅÁÄÙ ÉÎÃÈÉÎÇ 
closer to Singapore and Thailand, which are established medical care 
hubs that attract millions of medical tourists a year.

Ɇ 4ÈÅ -ÉÎÉÓÔÒÙ ÏÆ 4ÏÕÒÉÓÍ ɉ-/4Ɋȟ 'ÏÖÅÒÎÍÅÎÔ ÏÆ )ÎÄÉÁ ÈÁÓ ÆÕÒÔÈÅÒ 
enhanced the Mvisa and MXvisa (Medical Visa) by extending it from six 
months to three years.

Ɇ India offers easy access to visa facilities for overseas patients along with 
best emerging medical infrastructure in large and tertiary towns. This 
shall generate earnings of about US$ 19.5 billion in foreign exchange by 
2012. (This may change due to recent talk about regulating In-bound VISA).
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Public Private Partnerships (PPP) 
Ɇ 6ÁÒÉÏÕÓ ÓÔÁÔÅ ÇÏÖÅÒÎÍÅÎÔÓ ÁÒÅ ÃÏÌÌÁÂÏÒÁÔÉÎÇ ×ÉÔÈ ÔÈÅ ÐÒÉÖÁÔÅ 

sector through PPP to improve the inefficiency and decrease the 
inequity in the health system. 

Ɇ Partnership initiatives range from super-specialty tertiary-care 
hospitals (Apollo Hospital, Raichur; SMS hospital, Jaipur) to 
primary care (Karuna Trust in Karnataka) and slum communities 
(Arpana Swasthya Kendra, Delhi; urban slum care in the district 
town of Adilabad, Andhra Pradesh). 

Ɇ #ÏÍÍÕÎÉÔÙ ÈÅÁÌÔÈ ÉÎÓÕÒÁÎÃÅ ÉÎÉÔÉÁÔÉÖÅÓ ÈÁÖÅ ÁÌÓÏ ÂÅÅÎ ÕÎÄÅÒÔÁËÅÎ 
in terms of Arogya Raksha scheme in Andhra Pradesh and 
Yeshasvini scheme in Karnataka. 

Ɇ Chiranjeevi Yojna is a public private partnership which has 
dramatically reduced maternal and infant mortality in the state 
of Gujarat. 

Ɇ NHS (National Health Service) of Britain, with an annual budget 
of US$ 100 billion, is also eager to invest in PPP ventures in India, 
starting with West Bengal in the initial phase. 
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Hospital planning and consulting

Ɇ3ÐÅÃÉÁÌ ÓËÉÌÌ ÓÅÔÓ ÒÅÑÕÉÒÅÄ ÆÏÒ ÏÒÃÈÅÓÔÒÁÔÉÎÇ Á ÈÏÓÐÉÔÁÌ ÐÒÏÊÅÃÔ 
from ideation to implementation

Ɇ-ÁÊÏÒ ÈÏÓÐÉÔÁÌ ÃÈÁÉÎÓ ÁÒÅ ÎÏ× ÈÉÒÉÎÇ ÈÏÓÐÉÔÁÌ ÐÌÁÎÎÉÎÇ 
consultancy firms for a faster scale up of their facilities

Ɇ%ÓÔÁÂÌÉÓÈÅÄ ÆÉÒÍÓ ÐÒÏÖÉÄÅ ȬÏÎÅ ÓÔÏÐ ÓÏÌÕÔÉÏÎȬ ÓÅÒÖÉÃÅÓȠ ÁÓ ÎÅ× 
and emerging players prefer to work on few specialized 
areas

ɆNeed for a statutory body to monitor hospital planning 
firms.
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Medical equipment - Manufacturing and 
Leasing

ɆThe demand for equipment and devices in India is growing 
between 12-15 per cent annually.

Medical device market, 2006 (US$)

º India 1,505 mn

ºBrazil 2,585 mn

ºChina 3300 mn

ºRussia 1,075 mn
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ÅGREATPOTENTIALFORMULTINATIONALSTO ENTERTHECOUNTRYTO

TAP THE GROWING DEMAND FOR HI-TECH DEVICES.

ɆGLOBAL MEDICAL DEVICEMAJORS SUCH AS GE, SIEMENS AND

TOSHIBA HAVE AN ESTABLISHEDPRESENCEIN THE INDIAN MARKET

Medical equipment leasing: advantages

ÅIncreased use of equipment
Ɇ&ÌÅØÉÂÉÌÉÔÙ
ɆΣΡΡ ÐÅÒ ÃÅÎÔ ÃÏÓÔ ÃÏÖÅÒÁÇÅ
Ɇ#ÏÎÓÅÒÖÁÔÉÏÎ ÏÆ ÃÁÐÉÔÁÌ
Ɇ%ÁÓÉÅÒ ÃÁÓÈ ÆÌÏ× ÆÏÒÅÃÁÓÔÉÎÇ
Ɇ+ÅÅÐÉÎÇ ÐÁÃÅ ×ÉÔÈ ÔÈÅ ÔÅÃÈÎÏÌÏÇÙ
Ɇ&ÉØÅÄ ÐÁÙÍÅÎÔÓ
Ɇ0ÒÅÓÅÒÖÅ ÃÒÅÄÉÔÓ
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Medical Textiles and Clinical Trials 

Medical Textiles 
Ɇ4ÈÅ Indian market for medical textiles is worth US$ 350 

million. The global market is expected to be worth US$ 8.2 
billion in 2010.

Clinical Trials
ɆIndia is one of the fastest growing clinical research 

destinations with a growth rate that is two and a half times 
the overall market growth. 

Ɇ)ÎÄÉÁ ÐÁÒÔÉÃÉÐÁÔÅÓ ÉÎ Ω ÐÅÒ ÃÅÎÔ ÏÆ ÇÌÏÂÁÌ 0ÈÁÓÅ ))) ÁÎÄ ΥȢΤ ÐÅÒ 
cent of Phase II trials with industry-sponsored trials having 
grown at a spectacular 39 per cent CAGR between 2004-08.

Ɇ)ÎÄÉÁ ÉÓ ÒÁÎËÅÄ ΣΤÔÈ ÉÎ ÔÈÅ ÎÕÍÂÅÒ ÏÆ ÉÎÄÕÓÔÒÙ-sponsored 
Phase II-III clinical trial study sites (with the US trial registry) 
having grown at 116 per cent between 2006ɀ08 and 2005ɀ07.44
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