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India has created a niche for itself in health services 
exports. Facilitated by advances in information and 
communication technology, liberalisation of foreign 
investment, and availability of affordable health 

services, India’s international trade in health services has 
been rapidly growing. With well-established state-of-the-
art internationally recognised hospitals offering afford-
able medical and wellness facilities, India has emerged 
as a popular destination for medical or health tourism. 
While the country’s international trade in health services 
is growing, data on exports of health services is not 
available. To overcome this gap, the Directorate General 
of Commercial Intelligence and Statistics (DGCI&S) con-
ducted a pan-India primary survey in the year 2016-17 
for the reference period 2015-16. The key findings of this 
survey are presented in this report. The report also makes 
recommendations on how to improve the data collection 
process in future.  
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foreword

India has created a niche for itself in the export of health services. The country’s export of 
health services has been facilitated by the presence of qualified healthcare professionals, 
state-of-the-art hospitals, low-cost of treatment and a wide range of healthcare service 
offerings including both traditional and modern medical treatment. The personalised 
services and care that patients in India get are much cheaper than the services offered in a 
number of developed countries and even in countries in the ASEAN, Middle East and the CIS 
states. This together with the support of the government in promoting India as a healthcare 
hub, research in healthcare and advances in information and communication technology 
have enhanced India’s export of health services.

The Department of Commerce has taken several initiatives to promote healthcare services 
exports from India. India’s healthcare portal designed by the Services Export Promotion 
Council was launched at the Global Exhibition on Services in New Delhi in April 2015. 
The Department of Commerce has been working with other government departments 
for easier visa (e-visa) for patients and their attendants. A National Medical and Wellness 
Tourism Board has been constituted to devise strategies to attract medical tourists 
from overseas to the country’s hospitals and wellness clinics, and provide a dedicated 
institutional framework to take forward the cause of promotion of medicals, wellness, yoga 
and ayurveda tourism. There is a proposal to build a databank of available resources in 
the field of medical and wellness services and develop a mechanism to disseminate such 
information.

The Department of Commerce has been working relentlessly to develop a robust 
framework to collect statistics on services trade. As part of this effort, the Directorate 
General of Commercial Intelligence and Statistics (DGCI&S), which has been notified by the 
Government as the nodal agency for collection, compilation and dissemination of India’s 
international trade in services data, launched a pan-India survey in June 2016 to collect 
information on international trade in health services. Along with information on medical 
and health value travel, the survey also captured information on telemedicine, clinical 
trials, contract research, distance health education and temporary overseas movement of 
personnel from the surveyed units.

The availability of a complete list of units is a prerequisite to conduct a survey. Since 
India does not have a centralised business register, DGCI&S undertook a separate exercise 
in collaboration with the Consortium of Accredited Healthcare Organisations (CAHO) to 
collect some basic information like contact details, type of medical and healthcare services 
provided, number of foreign patients availing services, shares of receipts in total revenue 

Foreword
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CommerCe SeCretary 
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from foreigners/NRIs etc. in identified units. The list from CAHO has been supplemented 
with inputs from the Reserve Bank of India (RBI), the Confederation of Indian Industry (CII), 
the Federation of India Chambers of Commerce and Industry (FICCI) and the Insurance 
Regulatory Development Authority (IRDA), to select the units for the survey.

I am happy to note that the DGCI&S, through this exercise, has developed a sampling frame 
of 1,346 enterprises for the survey. The primary survey covering 435 units was completed in 
March 2017 and the data is presented in this report. The survey found that close to 70 per 
cent of the export earnings of USD 890 million for this sector have come from medical or 
health tourism followed by 27 per cent from contract research. Earnings from Asia account 
for more than 60 per cent of the foreign exchange earnings followed by 14 per cent from the 
United States (US) and 11 per cent from Europe. Almost 70 per cent of the foreign patients 
are from Asian countries followed by 9.3 per cent and 8.9 per cent from the US and Africa, 
respectively. Bangladesh accounts for the maximum number of foreign patients with close 
to 1.65 lakh of the 4.6 lakh foreign patients visiting India during 2015-16. Other countries 
from which significant number of foreign patients arrived are Iraq, Maldives, Afghanistan, 
Nepal, United Arab Emirates (UAE) and Nigeria.

At this stage, it is important to note that this is the first time in India that such a 
comprehensive enterprise survey has been conducted to measure exports of health 
services. Hence while there were certain issues that DGCI&S faced during the course of 
the survey (such as hospitals being unable to provide data in the prescribed format), it has 
nevertheless been a great learning experience for future surveys and databases generation. 
I am sure that the experience that the DGCI&S gathered in the course of this survey will 
help fine-tune future surveys and enable them to strengthen data collection in areas like 
contract research, clinical trials and telemedicine.

In conclusion, I would like to express my appreciation for the DGCI&S team. I am sure that 
this report will not only enable realisation of the benefits of collection of data on trade in 
services for planning and policymaking, but will also set the stage for future surveys. I am 
certain that this report will provide vital inputs to our policymakers to design the right 
policies for the promotion of medical tourism in the country. I hope the industry will realise 
policies for the usefulness of these survey findings and come forward to participate in such 
surveys.

11 April 2017 [Rita Teaotia]
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Globally, trade in health services is growing. This is 
being facilitated by several factors such as advances 
in information and communication technology (ICT), 
liberalisation of foreign investment and easier visas 
for mobility of patients. Today, developing countries 
such as India are able to offer state-of-the-art 
healthcare facilities at affordable prices due to the 
availability of qualified manpower and internationally 
accredited hospitals. These countries have 
emerged as affordable health and medical tourism 
destinations. Along with modern treatment, countries 
such as India and Thailand also offer a wide range of 
traditional healthcare treatments such as ayurvedic 
treatment and Thai massages. Such treatments are 
becoming extremely popular across the globe. On the 
supply side, lack of domestic healthcare facilities, 
long waiting time for treatment, high costs and lack 
of personalised care are some of the reasons for 
which patients travel to countries such as Malaysia, 
India, Singapore and Thailand for treatment. These 
patients are from a wide range of countries including 
developed countries such as the United States (US) 
and the European Union (EU), African countries, the 
Middle East and Commonwealth of Independent 
States (CIS) and even neighbouring countries such as 
Bangladesh, Pakistan, and Afghanistan. According to 
industry estimates, around seven million patients are 
said to be travelling around the world each year to 
receive medical care.

Given India’s strengths in terms of the availability 
of highly skilled manpower, low cost, state-of-
the-art hospitals and capabilities in areas such as 
telemedicine and clinical trials, the country has 
become a hub for providing healthcare services. The 
Government of India (GoI) has taken several measures 
to support the development of India as a healthcare 
hub and the country’s export in this sector is growing. 
Nevertheless, there was no official data to estimate 
the export of health services. To overcome this gap, 
the Department of Commerce in consultation with 
the Directorate General of Commercial Intelligence 
and Statistics (DGCI&S) has identified health services 
as a key sector for a primary survey of enterprises in 
healthcare services to capture the export data. This 
report is based on the primary survey conducted by 
the DGCI&S on International Trade in Health Services 
for the reference period 2015-16.

This survey was conducted under the Collection of 
Statistics Act, 2008. In total DGCI&S had a sampling 
frame of 1,346 enterprises, of which a sample of 435 
enterprises was covered in the survey conducted 
between June 2016 and March 2017. 

The key findings of the survey are as follows:

•	 During	the	financial	year	2015-16,	medical	
or health tourism has been the largest 
contributor (70%) to India’s total health 
services exports of USD 890 million; followed 
by contract research (27%). 

•	 In	terms	of	region-wise	export	earnings,	Asia	
accounts for more than 60 per cent of the 
foreign exchange earnings followed by 14 
per cent from the US and 11 per cent from 
Europe.

•	 In	terms	of	the	number	of	patients,	close	to	
70 per cent of the foreign patients are from 
Asian countries followed by 9.3 per cent from 
the US and 8.9 per cent from Africa. Less than 
2 per cent of the patients came from Europe 
and the CIS countries.

•	 In	2015-16,	Bangladesh	accounted	for	more	
than 35 per cent of the foreign patients 
and more than 50 per cent of the total 
revenue from medical tourism, making 
it the largest contributor to medical and 
health tourism. Other countries reporting a 
significant number of patients travelling to 
India for medical services are Iraq, Maldives, 
Afghanistan and Nepal.

•	 By	discipline,	orthopaedics	accounted	for	 
the highest export earnings of around USD 
82.3 million while ophthalmology attracted 
the maximum number of foreign patients—
close to 38,500—during the survey period 
2015-16. 

•	 In	terms	of	export	earnings,	orthopaedics,	
cardiology, neurology, ayurveda and oncology 
were among the top five contributors to 
export earnings. 

•	 Per	patient	realisation	was	the	highest	
for haematology (USD 10,315) followed by 
cardiology (USD 4,159), paediatric surgery 
(USD 4,040), plastic and reconstructive 
surgery (USD 3,292) and dentistry (USD 3,097). 
The amount is directly related to the cost of 
treatment. 

•	 The	average	earning	per	patient	was	found	to	
be USD 1,350 with the highest contribution 
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per patient coming from Pakistani nationals 
(USD 2,906), followed by Bangladesh (USD 
2,084), other CIS countries (USD 1,950), Russia 
(USD 1,618) and Iraq (USD 1,530)

As in the case of any primary survey, DGCI&S faced 
several issues in conducting this survey. One of 
the major challenges faced was the absence of a 
business directory for service providers in the health 
sector. Since comprehensive data for health service 
providers is not available, DGCI&S had to create a 
business directory to conduct the survey. It was a 
cumbersome and time-consuming process. Moreover, 
the information provided by enterprises surveyed was 
not complete. In some cases, hospitals were not able 
to provide country-wise and discipline-wise data for 
patients. 

Based on the experience gained from conducting 
the survey and the responses received, the following 
recommendations have been made: 

•	 There	is	need	to	create	a	business	directory	
with complete contact details and addresses. 
The business directory should be updated 
regularly, preferably once a year.

•	 It	should	be	made	mandatory	for	government	
hospitals to report details of foreign patients 
and foreign collaborations to the Ministry 
of Health and Family Welfare (MoH&FW), 
which can share the information with the 
Department of Commerce and the DGCI&S. 
Similarly, the Ministry of Ayurveda, Yoga, 
Unani, Siddha and Homeopathy (AYUSH) 
should also update the database of wellness 
and alternative medical treatment centres. 
It is important to have a database of dental 
and cosmetic surgery centres/clinics in 
each state. Enterprises in clinical trials are 
registered with the MoH&FW. This database 
has to be updated regularly and shared with 
the DGCI&S through the Department of 
Commerce.

•	 Enterprises	should	be	encouraged	to	
participate in the survey and submit the data 
in the prescribed format. Suitable awareness 
building initiatives have to be undertaken 

before the launch of a survey in order to 
sensitise service providers to the benefits 
of such surveys. Assurance has to be given 
to service providers that no confidential 
information will be put in the public domain. 
Respondents should also be made aware of 
their responsibilities under the Collection of 
Statistics Act, 2008. 

•	 The	key	findings	of	the	survey	may	be	
presented in different cities for awareness 
building. 

•	 The	field	survey	will	require	adequate	budget	
allocation and capacity building. Appropriate 
funds may also be allocated to the DGCI&S to 
promote and to advertise such survey. 

•	 The	coverage	of	the	survey	should	be	
widened to ensure the collection of complete 
information on international trade trends 
from the health sector. There is need 
to collect data on the import of health 
services. Units exclusively offering other 
health services including contract research, 
telemedicine and clinical trials should also be 
covered during the survey. 

•	 A	number	of	doctors,	nurses	and	other	
healthcare service providers registered in 
India work abroad in different countries. 
Periodic compilation of this information 
will be useful in capturing the contribution 
of medical professionals to the exports of 
health services. This can be done through 
collaborative projects such as the European 
Commission (EC) funded India-EU Capacity-
building Initiative for Trade and Development 
(CITD) project and other similar projects 
that provide a platform to build India’s 
capacity to have a better trade data collection 
mechanism. The Trade Policy Division of 
the Department of Commerce should be 
made a key beneficiary in such trade related 
capacity building inter-government projects/
initiatives. 

•	 To	get	a	time	series	data,	DGCI&S	should	take	
up this survey on an annual basis.
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Section 1

Globally, trade in health services has been growing, 
facilitated by advances in information and 
communication technology (ICT), liberalisation of 
foreign investment, and availability of affordable 
health services (OECD 2011). This has led to 
increased international mobility of patients. Due to 
the availability of requisite manpower, investment 
capital, the know-how, and motivation to supply 
medical tourist facilities, developing countries such 
as India, Thailand, the Philippines and Malaysia have 
emerged as affordable health and medical tourism 
destinations (Bookman and Bookman 2007). 

In the past, patients from developing countries 
travelled to developed countries for complicated 
surgeries and medical treatment, but in recent 
years, several developing countries such as India, 
Thailand, Malaysia, and the Philippines are attracting 
patients from developed countries, other developing 
countries and least developed countries. These 
countries have established state-of-the-art hospitals 
and offer affordable medical and wellness facilities. 
Thus, patients are increasingly moving from one 
country to another to seek treatment, either as a 
matter of individual choice or due to the availability 
of affordable healthcare and wellness services. 
According to industry estimates, around seven 
million patients are said to be travelling around the 
world each year to receive medical care.1

In addition, there is a rise in the migration of 
healthcare professionals across countries. For 
instance, Organisation for Economic Co-operation 
and Development (OECD) countries, such as the 
United States (US) and the United Kingdom (UK), 
that face a shortage of healthcare professionals have 
been hiring them from developing countries such as 
the Philippines and India (Jabbari and Mardani 2017). 
In the UK, 18 per cent of the physicians are foreign 
nationals (Lautier 2013). 

The governments of countries such as the Philippines 
and India are actively ‘marketing’ their healthcare 
professionals and specialists (for example, nurses 
in the case of the Philippines) internationally to 
promote exports and earn foreign exchange from 
remittances (Mortensen 2008). The governments 
of these countries also participate actively in 
international forums such as the World Trade 
Organization (WTO) to remove barriers to the 
movement of such professionals. Many of these 
professionals not only move to developed countries 
but also take up jobs in the Middle East and Africa 

 1. KPMG (2014). 

that depend on foreign health professionals 
(Mortensen 2008).

Several renowned hospitals from developed countries 
such as the Johns Hopkins Hospital in the US have 
established their presence in other countries. 
Hospitals from developing countries have also 
established their presence in other countries. For 
instance, Apollo Hospitals Enterprise Limited, India, 
set up Lanka Hospital, under the ‘Apollo’ brand in Sri 
Lanka in 2010. 

Technological advances have facilitated the growth 
of services such as telemedicine and clinical trial 
imaging. Geographically, the clinical trial imaging 
market is segmented into North America, Europe, 
Asia, and the rest of the world. North America 
was expected to command the largest share of the 
global clinical trial imaging market in 2016. Asia 
was expected to grow at the highest compound 
annual growth rate (CAGR) in the forecast period. 
The growth in the Asian clinical trial imaging market 
is driven by the growth in the pharmaceutical and 
biotechnology industries and an increase in research 
and development (R&D) spending in the region.2

With its highly skilled manpower-base, low cost, 
state-of-the-art hospitals and the country’s 
capabilities in information technology services such 
as telemedicine India has become a hub for providing 
healthcare services. Indian doctors and nurses have 
been major contributors to healthcare systems in 
both developed and developing economies. Given the 
country’s huge export potential in health services, the 
Department of Commerce in consultation with the 
Directorate General of Commercial Intelligence and 
Statistics (DGCI&S) has identified health services as 
a key sector for a primary survey to capture country 
wise and sector wise trade flows. This report is based 
on a primary survey conducted by the DGCI&S—
International Trade in Health Services Survey, 2015-16. 

The layout of the report is as follows. Section 
2 provides the definition and classification of 
international trade in health services. Section 3 
presents a global market overview of medical and 
health services, highlighting the present status and 
growth of international trade in health services. 
Section 4 presents the data collection methods on 
international trade in medical and health services 
adopted by international organisations such as the 

 2. For details see http://www.marketsandmarkets.com/Press 
Releases/clinical-trials-imaging.asp (accessed on 8 March 
2017).
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OECD and individual countries. Section 5 presents 
an overview of India’s international trade based on 
an analysis of secondary information and Section 6 
examines the need for the present survey, the data 
collection methodology followed in the survey, a brief 

description of the survey and key survey results. 
Section 7 indicates the limitations of the survey and 
Section 8 presents the observations and the way 
forward.
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International trade in health services covers a wide 
range of services including medical and health 
tourism, telemedicine, clinical trial, contract research, 
distant health education, and temporary overseas 
movement of personnel. The broad definitions for 
these categories are provided in Box 2.1. 

According to the General Agreement on Trade in 
Services (GATS) of the WTO, international trade 
in health services occurs under the four modes of 
supply. These are defined in Figure 2.1.1 

Health services across different sub-segments can be 
classified under the following four modes:

Mode 1: Cross-border delivery of health services 
includes services such as telemedicine. Rapid 
developments in information and communication 
technologies have increased international trade in 

 1. Extracted from “GATS Training Module: Chapter 1 Basic 
Purpose and Concepts”, available at https://www.wto.org/
english/tratop_e/serv_e/cbt_course_e/c1s3p1_e.htm (accessed 
on February 22, 2017).

telemedicine services. For instance, telediagnostics, 
surveillance and consultation services are provided 
by hospitals in the US to hospitals in Central 
America and the Eastern Mediterranean, and Indian 
physicians provide telepathology services to hospitals 
in Bangladesh and Nepal. Mode 1 trade in health 

services is around 0.01 per cent of the gross domestic 
product (GDP) in OECD countries (Herman 2009). 
Although this number may have increased, a primary 
reason for this small percentage seems to be the lack 
of dissemination of telemedicine at the national level 
and lack of data on cross country flows. 

Mode 2: Consumption abroad includes medical or 
health tourism, clinical trial, and distant health 
education. Under this mode: a) patients from 
developing countries travel to industrialised 
countries or to neighbouring developing countries for 
specialised and high-quality treatment in overseas 
hospitals with superior health standards (medical 
tourism), b) patients from industrialised countries 
travel to developing countries for affordable, high-

Box 2.1

Coverage of Health Services for International Trade

International trade in health services includes the following main sub-segments of services:

Medical or Health Tourism: Medical or health tourism includes travelling to a foreign country to receive medical 
treatment. This includes all types of medical and health treatment. It combines health treatment with visits to some 
of the most alluring and awe-aspiring places in the world like India. 

Telemedicine is the use of medical information exchanged from one site to another via electronic communications 
to improve, maintain or assist patients’ health status. It refers to the use of information and communication 
technologies for the delivery of clinical care. Its practice is based on two concepts—real time or synchronous and 
stored-and-forward and home health or asynchronous. 

Clinical Trial includes research studies to determine how a new medicine or treatment works on people. It addresses 
specific scientific queries on safety, effectiveness, potential side effects, safe dosage range, etc., for health 
interventions. 

Contract Research is a support research service provided by contract/clinical research organisations (CROs) to the 
pharmaceutical and biotechnology industries. A CRO can be referred to a person or an organisation contracted 
by the sponsor to perform one or more of a sponsor’s trial-related duties and functions. The CROs provide multi-
disciplinary support services in areas including chemistry, biology, process development and scale-up, formulation, 
and analytical development and preclinical services.

Distant Health Education includes different types of distant health educational programmes like diploma courses in 
hospital and health management and medico legal systems, certificate courses in clinical research, etc. 

Temporary Overseas Movement of Personnel refers to overseas movement of healthcare professionals under intra-
corporate transfers. This does not include movement of independent persons in search of work opportunities. 

Source: DGCI&S.
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Figure 2.1

International Trade in Health Services: The Four Modes

Source: Extracted from “GATS Training Module: Chapter 1—Basic Purpose and Concepts”, Available at https://www.wto.org/english/tratop_e/serv_e/cbt_course_e/
c1s3p1_e.htm (accessed on 14 March 2017).

quality treatment or alternative medicines and 
treatments, and c) students travel for medical and 
paramedical education. For instance, Cuba exports 
health services via consumption abroad to foreign 
patients from Latin America, the Caribbean, Europe, 
and Russia by providing high-quality health services 
at competitive prices. In addition, Cuba provides 
training for specialists, paramedics and students 
from selected countries under bilateral agreements. 
Similarly, India attracts patients from industrialised 
as well as developing countries including Bangladesh, 
the Eastern Mediterranean, Nepal, Sri Lanka, the 
UK and the US for surgery and specialised services. 
In addition, India is using its niche in traditional 
medicines such as unani, ayurveda and homeopathic 
forms of treatment and has developed holistic health 
centres, such as the Ayurveda School in Kottakkal, 
Kerala, which attracts patients from the Eastern 
Mediterranean, Germany, Malaysia, the UK and 
the US. They are attracted by India’s pool of highly 
qualified health professionals and availability of 

good quality, affordable treatment. India also offers 
reservation of seats in medical colleges for students 
from other developing countries. 

Mode 3: Commercial presence involves the 
establishment of hospitals, clinics, diagnostic centres 
and treatment centres, and nursing homes from 
one country in another. It is mostly associated with 
foreign direct investment (FDI) flows. Countries such 
as India, Indonesia, Nepal, Sri Lanka, and Thailand 
have become increasingly open to FDI. Health 
companies in industrialised and some developing 
countries are establishing wholly owned subsidiaries 
and joint ventures and are entering into alliances, 
resulting in several regional health networks and 
chains. For instance, the Singapore-based Parkway 
Pantai Limited has acquired hospitals in Asia and the 
UK and has formed joint ventures with partners in 
India, Indonesia, Malaysia, Sri Lanka, and the UK to 
create an international chain of hospitals, Gleneagles 
International. 

Mode 1: Cross-Border Supply 

Includes all services supplied from the territory of one member into the territory 
of another member.

Mode 2: Consumption Abroad 

Includes consumption in the territory of a member by a service consumer of 
another member.

Mode 3: Commercial Presence 

Includes presence of the service provider in the territory of another member.

Mode 4: Movement of Natural Persons

Includes provision of services through the presence of natural persons of a 
member in the territory of another member.
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Mode 4: Movement of health personnel includes 
temporary2 movement of physicians, specialists, 
nurses, paramedics, midwives, technicians, 
consultants, trainers, health management personnel, 
and other professionals. As mentioned earlier, 
developing countries are adopting strategies to 
promote temporary movement to earn foreign 
exchange and foster cooperation between 
governments. For instance, Chinese and Cuban 
health personnel go to countries in Africa, under 
government supervision for short-term remunerated 
contracts. 

 2. GATS only cover temporary movement of professionals 
and permanent movement/migration and related issues 
such as the brain drain from developing countries are 
outside the scope of GATS. 

A major part of international trade in health services 
involves physical movement of patients across 
borders for availing health and wellness services, 
commonly termed as medical tourism. It includes 
both medical tourism (based on western medicines) 
and wellness tourism (based on traditional therapies 
such as ayurveda or Thai spa). 

Based on these definitions and classifications, 
the following sections will provide an overview of 
international trade in health services globally and in 
India. 
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The globalisation of health services has given rise 
to new patterns of consumption and production of 
health services in recent decades. While a major part 
of international trade in health services involves the 
physical movement of patients across borders to 
receive treatment, other aspects such as healthcare 
services delivered remotely, diagnostic services 
provided by a doctor in one country to a patient in 
another also need to be taken to get a full measure 
of imports and exports. The magnitude of such trade 
remains small, but advances in technology mean that 
this area has the potential to grow rapidly.

In spite of growing trade in this sector, there is 
a dearth of data on the global size of the health 
services sector and most of the data on trade 
concentrates on specific sub-segments such as 
medical tourism. Industry estimates show that the 
sector was estimated at USD 13.31 trillion in 2012, 
with developing countries accounting for 20 per cent 
of the total, and it is expected to grow by 17 per cent 
per annum until 2017 (Bhat 2015).

Existing literature also highlights that India and some 
countries, especially the Association of Southeast 
Asian Nations (ASEAN) countries including Thailand, 
Singapore and Malaysia, are promoting their 
comparative advantage as medical travel destinations 
by offering affordable, high-quality, technologically-
advanced and competitively-priced health services. 
For example, Thailand’s main advantages are the 
high quality of its medical professionals, the low cost 
of medical treatments, good medical infrastructure, 
and Thai medicines, massage, and herbal products, 
which are used to deliver healthcare services to 
patients. According to a study, hospitals are major 
health service providers in Thailand and, in 2008, the 
country had 1,239 hospitals of which 78 per cent were 
government hospitals and 22 per cent were private 
hospitals (Supakankunti and Herberholz 2012).

Similarly, Malaysia has a range of specialist hospitals 
and clinics, offering world class and low cost 
facilities. There are more than 200 private hospitals 
that are registered in Malaysia, providing almost 
13,000 beds for in-patients. The country offers a wide 
range of alternative medicines and wellness facilities. 
It is endowed with an abundance of natural resources 
that could be developed into health products and 
the government has integrated traditional and 
complementary medicines in the conventional 
medicine system (Dahlui and Aziz 2012).

Singapore’s strength lies in the high quality of its 
medical professionals, state-of-the-art equipment, 
local training institutes and universities that build 
local capacity to provide skilled medical professionals 
and supportive institutional infrastructure for 
biomedical research and development (Phua and 
Pocock 2012). Singapore has been ranked the highest 
in Bloomberg’s annual ranking of countries with 
the most efficient healthcare system while the US 
remains near the bottom (see Table 3.1).

Table 3.1

Ranking for Most Efficient Healthcare for  
Select Countries, 2014

Rank 
(2014)

Rank 
(2013)

Country Efficiency 
Score

1 2 Singapore 78.6

2 1 Honk Kong 77.5

3 6 Italy 76.3

4 3 Japan 68.1

5 8 South Korea 67.4

6 7 Australia 65.9

7 4 Israel 65.4

8 19 France 64.6

9 12 United Arab Emirates 64.1

10 14 United Kingdom 63.1

27 18 Malaysia 49.2

29 22 Thailand 46.9

44 46 United States 34.3

Notes: Ranking for top 10 countries and few select countries is provided. 
Ranking for India is not available.

Source: Extracted from World Bank, International Monetary Fund, World Health 
Organization, Hong Kong Department of Health, 2014, Available at http://
www.ospedalesicuro.eu/attachments/article/337/CLASSIFICA%20
BLOOMBERG%20rankings%202014%20su%20SSN.pdf (accessed on 7 
March 2017).

Individual hospitals and clinics or clusters of 
healthcare providers have also sought international 
accreditation to put themselves on the map of 
international health insurance and purchaser 
networks. In terms of the most efficient healthcare 
facilities provided, a cross-country comparison 
among popular medical tourism destinations vis-à-
vis the US is presented in Table 3.2. 

3.1 Medical Tourism 

In the absence of universally accepted definitions 
of medical tourists and medical tourism, estimates 
of the number of medical tourists and medical 



Export of HEaltH SErvicES
Global overview

26 Export of HEaltH SErvicES
Global overviewSection 3

Ta
bl

e 
3.

2

C
ro

ss
-c

ou
nt

ry
 C

om
pa

ri
so

n 
of

 S
el

ec
t C

ou
nt

ri
es

 in
 S

el
ec

t I
nd

ic
at

or
s

Pa
rt

ic
u

la
rs

U
ni

te
d 

St
at

es
 

Si
ng

ap
or

e 
M

al
ay

si
a

T
ha

ila
nd

 
Ph

ili
pp

in
es

In
di

a 

N
u

m
be

r 
of

 Jo
in

t 
C

om
m

is
si

on
 

In
te

rn
at

io
n

al
 

(J
C

I)
 A

cc
re

d
it

ed
 

M
ed

ic
al

 F
ac

il
it

ie
s 

(a
s 

on
 2

01
7)

N
A

22
14

56
5

31

H
ea

lt
h

 I
n

su
ra

n
ce

 
Pe

n
et

ra
ti

on
 

H
ig

h
H

ig
h

H
ig

h
 f

or
 p

ri
va

te
 h

ea
lt

h
 

in
su

ra
n

ce
M

od
er

at
e,

 b
u

t 
h

as
 

in
cr

ea
se

d
 s

in
ce

 2
01

5 
(t

h
e 

co
u

n
tr

y 
h

as
 a

 
u

n
iv

er
sa

l h
ea

lt
h

ca
re

 
sc

h
em

e)

Lo
w

 
Lo

w
, b

u
t 

it
 is

 r
is

in
g 

To
u

ri
st

 T
ra

ve
l f

or
 

M
ed

ic
al

 P
u

rp
os

es
 

Tr
ad

it
io

n
al

 
d

es
ti

n
at

io
n

s,
 b

u
t 

it
 is

 b
ec

om
in

g 
re

st
ri

ct
iv

e 
fo

r 
tr

av
el

le
rs

 f
ro

m
 

ce
rt

ai
n

 c
ou

n
tr

ie
s 

Pr
im

e 
d

es
ti

n
at

io
n

 
fo

r 
h

ea
lt

h
 s

cr
ee

n
in

gs
 

an
d

 h
ig

h
-e

n
d

 s
u

rg
ic

al
 

p
ro

ce
d

u
re

s.
 

R
ec

ei
ve

s 
on

e 
of

 t
h

e 
h

ig
h

es
t 

n
u

m
be

rs
 o

f 
m

ed
ic

al
 t

ou
ri

st
s 

in
 

A
si

a.
 M

ed
ic

al
 t

ra
ve

l a
n

d
 

se
rv

ic
es

 a
re

 c
h

ea
p

er
 t

h
an

 
in

 S
in

ga
p

or
e;

 s
p

ec
ia

li
se

d
 

h
os

p
it

al
s 

ex
is

t,
 w

h
ic

h
 

ca
te

r 
to

 m
ed

ic
al

 t
ou

ri
st

s

Pi
on

ee
r 

in
 

co
n

te
m

p
or

ar
y 

m
ed

ic
al

 t
ou

ri
sm

; 
ex

ce
ll

en
t 

m
ed

ic
al

 
in

fr
as

tr
u

ct
u

re
, w

h
ic

h
 

h
as

 a
tt

ra
ct

ed
 t

ou
ri

st
s 

fr
om

 d
ev

el
op

ed
 

co
u

n
tr

ie
s

R
ec

ei
ve

s 
a 

m
u

ch
 

lo
w

er
 n

u
m

be
r 

of
 

to
u

ri
st

s 
co

m
p

ar
ed

 t
o 

T
h

ai
la

n
d

 a
n

d
 I

n
d

ia
 

bu
t 

is
 f

as
t 

em
er

gi
n

g 
as

 
a 

ke
y 

d
es

ti
n

at
io

n

M
os

t 
p

op
u

la
r 

d
es

ti
n

at
io

n
 in

 S
ou

th
 

A
si

a 

Sp
ec

ia
li

se
d

 
Se

rv
ic

es
 

C
om

p
le

x 
su

rg
er

ie
s 

H
ig

h
-e

n
d

 c
ar

d
io

 a
n

d
 

or
th

op
ae

d
ic

 s
u

rg
ic

al
 

p
ro

ce
d

u
re

s 
an

d
 f

ol
lo

w
-

u
p

 c
ar

e,
 e

tc
.

C
os

m
et

ic
 s

u
rg

er
y,

 d
en

ta
l 

w
or

k 
an

d
 d

er
m

at
ol

og
y

Tr
an

sg
en

d
er

 
su

rg
er

ie
s,

 I
V

F/
re

p
ro

d
u

ct
iv

e 
p

ro
ce

d
u

re
s,

 s
p

in
al

 
su

rg
er

y 
an

d
 d

en
ta

l 
w

or
k

Ey
e 

su
rg

er
y,

 c
ar

d
ia

c 
su

rg
er

y,
 c

os
m

et
ic

 
su

rg
er

y 
an

d
 w

el
ln

es
s 

se
rv

ic
es

 (s
p

a 
tr

ea
tm

en
t,

 e
tc

.)

A
yu

rv
ed

a,
 y

og
a,

 u
n

an
i, 

si
d

d
h

a,
 h

om
eo

p
at

h
y,

 
ac

u
p

u
n

ct
u

re
, 

ca
rd

ia
c 

su
rg

er
y,

 jo
in

t 
re

p
la

ce
m

en
t 

su
rg

er
ie

s,
 

or
th

op
ae

d
ic

 s
u

rg
er

y

N
ot

e:
 

N
A 

m
ea

ns
 n

ot
 a

va
ila

bl
e.

So
ur

ce
: V

ar
io

us
 g

ov
er

nm
en

t w
eb

si
te

s;
 h

ttp
:/

/w
w

w
.jo

in
tc

om
m

is
si

on
in

te
rn

at
io

na
l.o

rg
/a

bo
ut

-jc
i/

jc
i-a

cc
re

di
te

d-
or

ga
ni

za
tio

ns
/ 

fo
r t

he
 J

CI
 a

cc
re

di
te

d 
or

ga
ni

sa
tio

ns
 (a

cc
es

se
d 

on
 3

 M
ar

ch
 2

01
7)

.



Export of HEaltH SErvicES
Global overview

Export of HEaltH SErvicES
Global overview

27
Section 3

tourism-related earnings vary substantially (Pocock 
and Phua 2011). While some countries count foreign 
patients’ visits to hospitals, others count the entry of 
individual patients into the country. Some countries 
record nationality and not the place of residence of 
the patient. This can result in ambiguity in the count 
of medical tourists. For instance, when migrants 
return to their home country for medical treatment, 
they may be accounted for as foreign patients.1

Industry estimates show that the global medical 
tourism industry was estimated at USD 10.5 billion 
in 2012. It is expected to grow at a CAGR of 17.9 per 
cent from 2013-2019 to reach USD 32.5 billion in 
2019.2 For Thailand, medical tourism revenues were 
estimated to be approximately USD 2.4 billion in 
2012, of which approximately USD 86.2 million would 
come from ASEAN patients. In 2008, foreign patients 
spent USD 90.5 million on medical services and 
items in Malaysia and USD 725.8 million in Singapore 
respectively (Herberholz and Supakankunti 2014). A 
few popular medical tourism destinations across the 
world are highlighted in Figure 3.1.

 1. KPMG (2014).

 2. Source: http://www.travelbizmonitor.com/images/kpmg_ficci_
heal_sep_2014_271014.pdf (accessed on 28 February 2017).

Some of the common procedures for which medical 
tourism across select countries is pursued are listed 
in Figure 3.2.

Medical tourism involves about 50 countries 
across six continents amongst which several Asian 
countries lead the charts. India, Thailand, Malaysia 
and Singapore comprise about 90 per cent of the 
market share in Asia. Thailand has gained traction 
as a medical destination by providing complex 
surgeries including sexual reassignment surgery 
with multilingual staff and positions itself as an 
economical travel destination. Patients from the 
Middle East, ASEAN countries (Brunei, Cambodia, 
Indonesia, Laos, Malaysia, Myanmar, Philippines, 
Singapore, South Korea, and Vietnam) and Japan,3 
rapidly followed by European clients, are travelling 
to Thailand for medical treatment. Although most 
patients coming to India for treatment are from 
the Middle East, Africa, Bangladesh, Afghanistan, 
Maldives, Pakistan, Bhutan and Sri Lanka, the country 
is also gradually becoming the favoured destination 
for medical tourists from Europe and the US. India 
has created a pull factor by providing the most cost 

 3. For details see https://www.imtj.com/news/latest-figures-
medical-tourism-thailand/ (accessed on 8 March 2017).

Asian/Middle Eastern

American

European

African

Others

Figure 3.1

Popular Medical Tourism Destinations 

 

Source: Information extracted from Table 1, Horowitz et al. (2007). “Medical Tourism: Globalization of the Healthcare Marketplace”, Available at https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC2234298/?report=printable (accessed on 28 February  2017).
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effective medical treatments in accordance with the 
highest standards and the latest infrastructure and 
treatments. India has also gained the attention of the 
medical world through its alternate Indian System of 
Medicine (ASSOCHAM 2017).

Singapore promotes itself as a destination for fine 
quality medical treatment and is thus the costliest 
among the three with the highest cleanliness as it 
is the only country, along with Japan, in Asia to be 
placed in the Top 10 in World Health Organization’s 
(WHO) health performance rank. The countries 
from which patients commonly travel to Singapore 
include Russia, the Middle East and ASEAN countries 
including Cambodia, Laos, Myanmar, and Vietnam. 

Compared to developed and a few developing 
countries, these countries offer low-cost medical 
treatments and elective medical procedures. 

The cross-country cost comparison of medical 
treatments varies across different studies. Even 
with the difference in individual findings, it can be 
observed that India has a distinct cost advantage in 
medical treatments and is considered a cost-effective 
destination for medical tourism. Figure 3.3 gives the 
saving (in percentage) of medical treatments in other 
countries as compared to the US.

Due to a shortage of well-trained and qualified 
doctors, nurses and other medical practitioners, 
movement of medical professionals across the 
globe has been increasing. For instance, Indian 
doctors and nurses are in high demand in the 
Middle Eastern countries, where there is a shortage 
of such professionals. The OECD records data on 
the total number of foreign-trained doctors and 
nurses travelling to OECD countries and one non-
OECD country (Lithuania). In 2014, the total inflow of 

Figure 3.2

Select Procedures for which Patients Pursue Medical Tourism by Country

Source: Extracted from Table 2, Horowitz et al (2007). “Medical Tourism: Globalization of the Healthcare Marketplace”, Available at https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2234298/?report=printable and https://www.clements.com/resources/articles/Top-5-Countries-for-Medical-Tourism (accessed on 28 February 
2017).

Thailand, Brazil
Cosmetic Surgery 
  Breast augmentation/
  mastopexy/breast reduction 
  Facelift/blepharoplast 
  Liposuction/body contouring

Poland, Mexico, Costa Rica 
Dentistry 
  Cosmetic dentistry 
  Dental reconstruction/
  prosthodontics 

India
Orthopaedic Surgery and Spine Surgery
  Hip replacement/resurfacing
  Knee replacement
  Arthroscopy/joint reconstruction
  Laminectomy/spinal decompression
  Disk space reconstruction/disk replacement

United Arab Emirates
Bariatric Surgery
  Gastric bypass
  Laparoscopic adjustable gastric banding 
  (Lap-Band; Inamed/Allergan, Inc.; Irvine, California)
  Body contouring after massive weight loss

India, Malaysia
Reproductive System
  In vitro fertilsation
  Hysterectomy
  Prostatectomy/
  transurethral resection
  Gender reassignment procedures

India
Organ and Tissue Transplantation
  Solid organ transplantation: 
  Renal, Hepatic
  Bone marrow transplantation
  Stem cell therapy: Heart failure, 
  Neurological diseases

Turkey
Other Services
  Laser-assisted in situ 
  keratomileusis (LASIK) eye surgery
  General medical evaluation/
  check up
  Wide range of diagnostic studies

India, Singapore 
Cardiology and Cardiac Surgery
  Coronary artery bypass
  Cardiac valve replacement/
  reconstruction
  Percutaneous coronary 
  angioplasty/stenting
  Stem cell therapy for heart failure



Export of HEaltH SErvicES
Global overview

Export of HEaltH SErvicES
Global overview

29
Section 3

foreign-trained doctors to OECD countries was 24,137 
and for nurses, 25,176.4 Tables 3.3 and 3.4 provide 
data on the movement of foreign-trained doctors and 
nurses to select OECD countries between 2011 and 
2014. 

Table 3.3

Movement of Foreign-Trained Doctors to Select  
OECD Countries (2011-2014)

Country 2011 2012 2013 2014

Australia NA* 24,892 24,283 26,617

Canada 2,508 2,737 2,921 2,879

France 1,578 1,435 1,515 1,732

Germany 1,900 2,225 1,964 1,730

Switzerland 2,015 2,179 2,519 NA

United Kingdom 5,189 5,951 5,459 5,939

United States 7,211 7,325 6,475 6,564

Note:	 The	data	for	all	the	countries	mentioned	above	are	annual	flows,	except	
for Australia, which has stock data; *: NA implies data not available. 

Source: Extracted from http://stats.oecd.org/# (accessed on 3 March  2017).

 4. Calculated using the data from http://stats.oecd.org/# 
(accessed on 3 March 2017).

Table 3.4

Movement of Foreign-Trained Nurses to Select  
OECD Countries (2011-2014)

Country 2011 2012 2013 2014

Australia NA NA 43,842 48,279

Canada 1,964 1,932 2,638 2,455

France 574 803 566 542

Germany NA 663 1,875 2,631

Switzerland 2,688 2,662 2,654 NA

United Kingdom 4,202 4,362 5,375 7,794

United States 6,618 5,813 4,891 5,534

Note:	 The	data	for	all	the	countries	mentioned	above	are	annual	flows,	except	
for Australia which has stock data.

Source: Extracted from http://stats.oecd.org/# (accessed on 3 March 2017).

The OECD also provides individual data on foreign-
trained doctors and nurses based on their country 
of origin. In 2014, the total number of doctors that 
migrated from India to the OECD countries were 1,659 
(approximately 6.9% of total doctors migrated) and 

Figure 3.3

Percentage Savings of Medical Treatments in Selected Countries vis-à-vis the US

Notes: The cost of medical treatment and duration for various medical procedures is listed by the Services Export Promotion Council (SEPC), Ministry of Commerce and 
Industry, Government of India, and is available on http://www.indiahealthcaretourism.com/average_cost_of_treatment.php (accessed on 3 March 2017).

Source: Extracted from http://www.grantthornton.in/globalassets/1.-member-firms/india/assets/pdfs/grant_thornton_report-transformative_evolution.pdf; pp.15 
(accessed on 3 March 2017).
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the total number of nurses were 1,790 (approximately 
7.1% of total nurses migrated).5 

3.2 Other Health Services

The global clinical trial imaging market is projected 
to reach USD 1,069.7 million by 2021 from USD 
773.4 million in 2016. The major factors fuelling 
market growth include the increasing number of 
contract research organisations (CROs), growth in 
the pharmaceutical and biotechnology industries, 
and increase in R&D spending. The clinical trial 
imaging market is categorised into pharmaceutical 
companies, biotechnology companies, medical 
device manufacturers, CROs, academic and 
government research institutes, and other end users. 
Pharmaceutical companies are expected to account 
for the largest share of the global clinical trial 
imaging end-user market in 2016.6 

In 2015, the telemedicine market was estimated to 
be worth around USD 23.2 billion and is expected to 
reach USD 66.6 billion by the year 2021, growing at 
a CAGR of 18.8 per cent during the forecast period 
(2017-2022).7 Constant technological innovation, 
increase in remote patient monitoring and the 
rising use of treatments that require follow-ups are 
some of the factors driving the growth of the global 
telemedicine market.

Growing international trade in health services is 
opening up many possibilities for increasing the 
economic contribution of the health sector to the 
national economy. Governments from both developed 

 5. Calculated using the data from http://stats.oecd.org/# 
(accessed on 3 March  2017)

 6. For details see http://www.marketsandmarkets.com/
PressReleases/ clinical-trials-imaging.asp (accessed on 8 March 
2017).

 7. Source: https://www.mordorintelligence.com/industry-reports/
global -telemedicine-market-industry (accessed on 3 March  
2017).

and developing countries are exploring options to 
maximise international trade in health services. 
Some of these include the implementation of export 
strategies and liberalisation of business ownership 
in this domain. Health expenditure as a percentage 
of GDP has risen over the last decade (see Figure 
3.4). Countries like Thailand, the Philippines and 
Singapore have recorded significant growth. 

Figure 3.4

Health Expenditure as a Percentage of GDP for Select  
Countries and Regions

Notes: MENA: Middle East and North Africa.

Source: Extracted from World Bank database, Available at http://data.worldbank.
org/indicator/SH.XPD.PCAP (accessed on 1 March 2017).

Among other developing countries, the health 
services sector in India, particularly medical tourism, 
has grown rapidly over the last two decades. Given 
this background, the next section focuses on methods 
of collecting statistics on trade in health services. 
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Globally, the growth in the flow of patients and health 
professionals as well as developments in medical 
and ICT, capital funding and liberalised regulatory 
regimes across national borders has given rise to 
new patterns of consumption and production of 
healthcare services over recent decades. A significant 
new element of this trade has involved movement 
of patients across borders in pursuit of medical 
treatment and healthcare, a phenomenon commonly 
termed as ‘medical tourism’.1 There are cross-country 
movements of healthcare service providers, growing 
trade in telemedicine services, etc. All this together 
forms an important part of international trade in 
medical and health services.

Although trade in health services is growing, it is a 
challenge to get data on the different sub-segments 
of health services and by different modes of service 
delivery. Further, changes in the methods of service 
delivery and payment mechanisms (for example, tele-
diagnosis) has made it difficult to monitor and track 
international trade transactions in medical and 
health services.  

As per the International Monetary Fund’s (IMF’s) 
Balance of Payment Manual Sixth Edition (BPM6), 
health services are covered under two broad 
categories: ‘health related travel’, which refers to 
health services provided to non-residents who 
are present in the territory of the service provider 
and ‘other personal, cultural, and recreational 
services’. Within the latter, health services consist 
of services provided by hospitals, doctors, nurses, 
and paramedical and similar personnel, as well as 
laboratory and similar services whether rendered 
remotely or on-site. There is a third category, which is 
‘veterinary service’, that is included in other technical 
services.

The OECD collects data on trade in services based on 
the Extended Balance of Payments Services (EBOPS) 
Classifications, 2010, which is consistent with the IMF’s 
balance of payments (BoP) classification, but is more 
detailed. Under the EBOPS system, health services are 
covered under: a) travel, b) alternative presentation 
for travel, c) other personal, cultural and recreational 
services, and d) complementary grouping. 

The OECD also has a System of Health Accounts 
(SHA) method that provides a systematic description 
of the financial flows related to the consumption 
of healthcare goods and services.  If countries 

 1. For details see http://www.oecd.org/els/health-systems/4872 
3982.pdf (accessed on 2 March 2017).

implement and institutionalise health accounts 
according to the system, the data produced are 
expected to be more comparable, more detailed and 
more policy relevant. Most OECD and European Union 
(EU) countries have already implemented national 
health accounts according to the SHA methodology.2

4.1 Data Collection on International Trade  
in Health Services in India

At present, the Reserve Bank of India (RBI) provides 
aggregate level statistics on services trade following 
the IMF’s BPM6 classification. Based on the IMF’s 
BPM6, the RBI collects data on health services under 
two broad categories: 

(i) Health-related travel services are covered 
under travel services. Data is collected 
quarterly and it is made explicitly available 
for health-related travel. 

(ii) Health services are also included in ‘other 
personal, cultural, and recreational services’. 
However, disaggregated data for health 
services under this category is not available 
and the RBI only publishes data for the 
combined head ‘other personal, cultural and 
recreational services’.

The RBI compiles and publishes information on 
receipts (exports) and payments (imports) for travel 
undertaken for medical purposes as a component 
of India’s BoP statistics. Since the figures published 
in the BoP statistics are compiled based on the 
purpose of ‘travel for medical treatment’, these do 
not fully provide representative information on 
India’s export or import of medical and healthcare 
services. Moreover, the figures are published only 
for one aggregated category, namely, ‘travel for 
medical treatment’, without any partner country 
break-up. Thus, the figures published by the RBI are 
not only incomplete in terms of coverage of medical 
services but also do not reveal the direction of 
India’s exports/imports of health services, which is 
key to understanding bilateral trade patterns and in 
identifying key markets of export interest. 

In addition, the Ministry of Tourism, Government of 
India, compiles and publishes data on the number 
of medical visas issued.3 This indicator is useful in 

 2. For details see http://www.oecd.org/els/health-systems/49011 
758.pdf (accessed on 2 March 2017).

 3. For details see http://tourism.gov.in/sites/default/files/Other/
INDIA%20TOURISM%20STATIISTICS%202014_new_0.pdf 
(accessed on 8 March 2017).
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monitoring the inflow of foreign tourists visiting for 
medical purposes. The Services Export Promotion 
Council (SEPC) also provides data and information 
on health services available in India.4 For instance, 
information on the cost of medical treatment and 
duration is available on the SEPC website.5 

Despite these data sources, there is no robust system 
of data collection across different services sectors, 
including health services. Such data collection 
is needed to understand bilateral trade flows in 
services, especially India’s export potential and to 
identify major trading partners by types of services. 
Robust survey based data collection will be useful in 
negotiating trade agreements, especially in sectors 
such as health services where India has a strong 
export interest. 

4.2 Database and Business Directory 

The creation of a business directory is the key to a 
successful survey. In the UK, the business directory 
is created by the Office of National Statistics (ONS) 
through an International Trade in Services (ITIS) 
Survey. In the survey form, there is a column on 
details of companies (name, telephone, etc.) that 
engage in international trade (UK companies, 
European companies or foreign companies), which 
is mandatory for companies to fill. The UK collects 
data on health services annually. Further, it also 
annually collects data on ‘other personal, cultural and 
recreational services’ that include health services.

Several ASEAN member states such as Malaysia, 
Singapore and the Philippines have a robust business 
directory of health service providers. For instance, in 
the case of the Philippines, the Directory of Philippine 
Exporters has a list of exporters of healthcare 
information management services, which lists about 
46 companies in the sector.6 Similarly in Malaysia, 
there is an online Malaysia Services Directory, which 
lists 9 sub-categories under health services and over 
300 companies are listed.7 

 4. For details see http://www.servicesepc.org/wp-content/
uploads/ 2016/01/sepc-annual-report-2014-15.pdf (accessed 
on 8 March 2017).

 5. For details see http://www.indiahealthcaretourism.com/
average_ cost_of_treatment.php (accessed on 8 March 2017).

 6. For details see http://www.dti.gov.ph/images/EMB/pdf/
Directory_ of_Philippine_Exporters_08112015.pdf (accessed on 
3 March 2017).

 7. For details see http://www.matrade.gov.my/en/malaysia-
services- directory (accessed on 3 March 2017).

In Singapore, there is a Singapore Companies 
Directory that lists different companies across 
different verticals. It has a separate list for medical 
services, clinics and hospitals.8 The Survey on 
International Trade in Services is conducted by the 
Singapore Department of Statistics, Ministry of 
Trade and Industry. In this survey, there are specific 
questions on name and contact details of companies 
(including contact person). The first survey on 
international trade in services was conducted in 
1996 and covered 8,000 companies on the basis of 
previous surveys and other indicators. The sampling 
frame is updated on a regular basis. The Singapore 
Department of Statistics collects data on medical 
and health services under two heads: a) medical 
fees received from non-residents seeking medical 
treatment in Singapore, and b) other medical related 
transactions with non-residents. This is collected as a 
part of the International Trade in Services Survey.9

In India, there is no comprehensive business 
directory available for establishments engaged in 
health services. 

4.3 Estimating Health Services 

The OECD has pointed out that while it is extremely 
difficult to estimate the trade in health services, 
one of the ways forward is to consider existing data 
collection procedures and surveys. However, data 
collection procedures and definitions often vary 
across countries, making it difficult to make cross-
country comparisons. Further, mode-wise data is 
extremely difficult to compile.10 

From the point of view of services provided by 
domestic healthcare providers to foreign clients/
patients and/or non-residents, enterprise or business, 
surveys can be useful. These can vary from small 
irregular sample surveys to more exhaustive annual 
administrative data collections with mandatory 
reporting by providers. For instance, in the case of 
South Korea, the Medical Affairs Act stipulates that a 

 8. For details see http://singapore-companies-directory.com/
Categories/ singapore_medical.htm (accessed on 3 March 
2017).

 9. For details see https://www.singstat.gov.sg/docs/default-
source/ default-document-library/publications/publications_
and_papers/international_trade/op-e20.pdf (accessed on 2 
March 2017). 

 10. For details see https://www.oecd.org/els/health-systems/ 
49011758.pdf (accessed on 2 March 2017).
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medical institution intending to treat foreign patients 
should register with the Minister of Health and 
Welfare and report the results for the previous year 
by the end of March each year, providing detailed 
information on each treatment, including nationality, 
age, sex, type of treatment, period of treatment 
and cost. The sample then can be used to make an 
estimate at the national level. Alternatively, if some 
service providers in the country offer trade in health 
services, they can be surveyed and the results will 
give the national estimates.

Health insurance and social security schemes could 
have been another key source of data collection, if 
there was universal portability of health insurance. 

Travel and tourist surveys have also been an 
important source of data collection.

Globally, the OECD Health Database provides data on 
health and health systems across OECD countries. 
Data on select indicators such as health expenditure 
and financing, health status, healthcare utilisation, 
health workforce migration and non-medical 
determinants of health among others for OECD 
countries is available on the database.11

In addition, private medical tourism bodies such as 
the Medical Tourism Association, Patients beyond 
Borders, and MedicalTourism.com record and 
estimate medical tourism data and statistics. 

 11. For details see http://www.oecd.org/els/health-systems/
health-data.htm (accessed on 6 March 2017).
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5.1 FDI in Health Services Sector

In India, detailed FDI data particularly for the health 
services sector (or medical tourism) is not available. 
Instead, FDI data for the health services sector 
is recorded for select indicators (see Figure 5.1). 
It needs to be borne in mind that FDI inflows are 
recorded for investments in both healthcare goods 
and services across these indicators. According to 
data extracted from the Department of Industrial 
Policy & Promotion (DIPP), Ministry of Commerce 
and Industry, Government of India, between March 
2000 and December 2016, FDI inflows into hospital 
and diagnostic centres (which included health and 
medical services, clinical trials and tele-medical 
services) were 1.31 per cent of total FDI inflows.2 
Some of the top foreign collaborators in healthcare 
and medical services with approved inward FDI 
include Fortis Global Healthcare Infrastructure, Swiss 
Reinsurance Company Limited, Eleanor Holdings and 
Portsmouth Investments Limited.

Figure 5.1

Foreign Direct Investment Inflows in Health Sector  
(March 2000-December 2016) in USD Million

Source: Data Extracted from Factsheet for FDI, DIPP, April 2000 to December 
2016, available at http://dipp.nic.in/English/Publications/FDI_
Statistics/2016/FDI_FactSheet_OctoberNovemberDecember2016.pdf 
(accessed on 1 March 2017).

5.2 Medical Value Tourism

The presence of world-class hospitals and skilled 
medical professionals has strengthened India’s 
position as a preferred destination for medical 
tourism. Medical tourism is growing rapidly in India. 
Growth estimates and projections for this sub-sector 
vary across studies and reports as shown in Table 5.2.

 2. For details see http://dipp.nic.in/English/Publications/FDI_
Statistics/2016/FDI_FactSheet_OctoberNovemberDecember2016.
pdf (accessed on 3 March 2017).
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In the last two decades, the health services sector has 
grown rapidly in India. The Indian health sector was 
estimated to be worth USD 100 billion by 2015 and 
was growing at 15 per cent per year. It is expected to 
touch USD 280 billion by 2020 (Bhat 2015). It comprises 
hospital services, diagnostic services, diagnostic 
products, medical devices, medical technology, 
e-health services, clinical trial services, and clinical 
research organisations. This sector is predominantly 
privatised with almost 75 to 80 per cent of hospitals 
being managed by the private sector.1 

Table 5.1

Snapshot of Healthcare Facilities in India, 2015

Particulars Data

Market size USD 100 billion

Hospital bed: Patient ratio 0.77083

Doctor density (per 1,000 population) 0.7

Number of hospitals 1,96,312

Number of AYUSH hospitals 3,601

Number of blood banks 2,760

Number of government medical colleges 189

Number of medical colleges for MBBS 404

Number of private medical colleges 215

Number of postgraduate students per year 25,346

Source: Extracted from http://www.india-opportunities.es/archivos/publicaciones/
Healthcare-January-2016.pdf (accessed on 8 March 2017).

Various multi-specialty, single-specialty, and super-
specialty hospitals have emerged in Tier 1 and Tier 2 
cities. Key medical tourism destinations within India 
include hospitals and diagnostic centres in metro 
cities such as the Delhi-National Capital Region 
(NCR), Mumbai, Bengaluru, Chennai and Kolkata. 
The state of Kerala is well-known for ayurveda 
treatment and hospitals in smaller towns such as 
Manipal (Manipal International Patient Care) and 
Vellore (Christian Medical College Hospital) receive 
substantial foreign patients. These hospitals are 
investing in state-of-the-art infrastructure and 
facilities to attract foreign patients. For instance, in 
2015, an International Patient Office (IPO) was opened 
in the Christian Medical College Hospital, offering 
adequate seating facilities for foreign patients, and 
facilities to register their names, make remittances 
and get appointments with doctors. These hospitals 
are predominantly managed by corporates. Foreign 
investors play a significant role in the development of 
the hospital and diagnostics sector. 

 1. For details see http://www.nishithdesai.com/fileadmin/user_
upload/pdfs/Research%20Papers/Investment_in_Healthcare_
Sector_in_India.pdf (accessed on 8 March 2017).
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Table 5.2

Difference in Growth Estimates and Projections across 
Different Studies 

Study Report Size of the Sector Growth Projection 

IBEF (2016) USD3 billion  
in 2015 

USD8 billion  
in 2020

ASSOCHAM (2017) USD3 billion  
in 2016

USD6 billion  
by 2018

CII–Grant  
Thornton (2015)

USD3 billion  
in 2015

USD7-8 billion  
in 2020

KPMG (2014) USD 2.8 billion  
in 2014

USD 10.6 billion  
in 2019

Source: Extracted from various sources.

There are several factors that have enhanced the 
growth of medical value tourism. These include 
lower air transport costs, growing awareness among 
consumers about fitness and medical upkeep; rise 
in lifestyle related diseases such as diabetes, obesity 
and anxiety, reduction in language barriers and the 
emergence of India as a knowledge-based economy. 
Ageing populations in several countries, especially 
developed countries, shortage of healthcare 
practitioners and long waiting time in hospitals or 
the lack of availability of specialised facilities (in 
the case of some South Asian and African countries) 
have prompted foreign patients to travel to India. 
India also receives a large number of patients from 
developing and least developed countries where 
insurance penetration is low. Patients from these 
countries search for countries that offer low-cost, 
quality treatment (see Table 3.2 in Section 3). In some 
cases, patients prefer foreign locations like India to 
avail elective medical procedures such as cosmetic 
surgery, infertility treatments etc., to maintain 
confidentiality (Eto 2015).

Supply side factors such as the availability of highly 
qualified medical professionals and practitioners, 
high-tech infrastructure, low cost medical facilities, 
(see Table 3.2 in Section 3), low waiting time, 
personalised care and availability of a wide range 
of alternative medicines and wellness facilities 
have facilitated this growth and enhanced India’s 
competitiveness vis-à-vis competing countries, which 
also offer medical value tourism. India has 31 Joint 
Commission International (JCI) accredited medical 
centres.3 India has state-of-the-art technology 
to support medical diagnostics and procedures 
and modern technology such as robotic surgeries, 

 3. For details see http://www.jointcommissioninternational.org/
about- jci/jci-accredited-organizations/ (accessed on 3 March 
2017).

radiation surgery or radio therapies with cyber knife 
stereotactic options and transplant support systems.4

Yoga, meditation, ayurveda, homeopathy and other 
traditional methods of treatment are major service 
offerings that attract medical tourists from European 
and Middle East countries to India. Ayurvedic 
medicines offer traditional Indian health remedies 
based on natural and herbal ingredients. This stream 
has broadened its offerings and now includes 
services on diet and nutrition, yoga, herbal medicine, 
humour therapy and spas. 

Table 5.3

Country-wise Number of Medical Visas Issued to the  
Non-Residents during the Year 2015-16

S.  
No.

Country Number of Medical 
Visas Issued

1 Bangladesh 58360

2 Afghanistan 29492

3 Other African Countries 11818

4 Other Asian Countries 11568

5 Iraq 9139

6 Nigeria 5994

7 Other CIS Countries 3914

8 Kenya 3240

9 Pakistan 1921

10 Sri Lanka 1606

11 Others 4235

 Total 141287

Source: Compiled by DGCI&S.

The most commonly availed healthcare services 
by foreign patients include organ transplant and 
treatment of orthopaedic, cardiac and oncology 
problems. This is because the cost of treatment is 
lower in India as compared to Western Europe, North 
America and the Southeast Asian countries (Bhat 
2015). In India, the inflow of patients on medical 
visas is mostly from Africa, Gulf and South Asian 
countries. The top 10 countries in terms of arrival of 
foreign tourists on medical visas in 2015-16 are given 
in Table 5.3. In total, during 2015-16, India received 
around 1.4 lakh foreign tourist for medical purposes 
from different countries. The maximum number of 
foreign patients was from Bangladesh followed by 
Afghanistan. Some new regions from which patients 
are coming to Indian include the Commonwealth 

 4. For details see http://www.indiahealthcaretourism.com/
india_a_ healthcare_destination.php (accessed on 2 March 
2017).
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of Independent States (CIS) countries such as 
Kazakhstan. 

5.3 Government Support to Promote Medical Tourism

Medical tourism and promotion of wellness are 
high on the agenda of the government. The National 
Medical and Wellness Tourism Board has been 
constituted to provide a dedicated institutional 
framework for the promotion of medical tourism, 
wellness tourism and yoga, ayurveda tourism and 
tourism for other formats of Indian systems of 
medicine covered by ayurveda, yoga, unani, siddha 
and homeopathy (AYUSH). According to information 
available from the government, this board works as 
an umbrella organisation that governs and promotes 
this segment of tourism. It has representatives from 
Ministry of AYUSH, Quality Council of India, and 
the National Accreditation Board for Hospitals & 
Healthcare Providers (NABH). To promote quality 
in the healthcare sector, the NABH provides 
accreditation to hospitals and wellness centres for 
adhering to quality standards. 

In 2015, the Department of Commerce, Ministry 
of Commerce and Industry, Government of India, 
and the Services Export Promotion Council (SEPC) 
developed the healthcare portal as an information 
source for treatment seekers/potential medical 
tourists from across the globe. It is a comprehensive, 
one-point information site and covers hospital-
related and travel-related information on India. At 
present, it covers 124 accredited medical facilities, 
which include 93 medical centres, 30 Ayurveda 
and wellness centres and 1 special category centre. 
Seventy-four (74) facilities are located in Tier I 
cites and the rest are in Tier II cities. Associated 
details such as costs relating to treatment in 
hospitals in India, travel and visa formalities, last-
mile connectivity, tariff options on stay, benefits 
of treatment in India, advance information on 
preparatory aspects in seeking medical care, etc., are 
also available on the portal.5

In 2016, government cleared a policy on e-visas 
for patients. Applicants from countries eligible for 
e-tourist visas will be able to send online applications 
for medical visas with scanned copies of medical 
prescriptions from a government-accredited hospital 
of his/her country to the Ministry of Home Affairs.

 5. For details see, http://pib.nic.in/newsite/PrintRelease.
aspx?relid= 118665 (accessed on 8 March 2017).

The Ministry of Tourism only plays the role of a 
facilitator in terms of marketing and promoting 
the sector in key markets. The steps taken by the 
Ministry of Tourism to promote India as a medical 
and health tourism destination includes promotion 
at international platforms such as World Travel Mart 
London, ITB Berlin, ATM, etc. Yoga/ayurveda/wellness 
has been promoted in the past years in the print, 
electronic, internet and outdoor media under the 
Ministry of Tourism’s “Incredible India Campaign”. 
The Capacity Building for Service Providers (CBSP) 
scheme was introduced by the ministry to provide 
financial support for training courses focused on skill 
development, skill upgradation and skill certification 
for persons engaged in wellness and medical tourism.

The ministry has also started some schemes such as 
marketing development assistance and promotion 
of wellness tourism schemes for the promotion 
and development of medical tourism.6 In order to 
modernise and ensure ease of travel for foreign 
medical tourists, a new category of visa, “medical 
visa”, has been introduced by the Ministry of Home 
Affairs, which can be given to foreign tourists coming 
to India specifically for medical treatment.7

5.4 Other Health Services 

Technological advances in the healthcare sector have 
contributed to the demand for healthcare facilities 
available in India. To standardise the quality of 
service delivery, control cost and enhance patient 
engagement, healthcare providers in India have been 
focusing on the technological aspect of healthcare 
delivery. Digital health knowledge resources, 
electronic medical record, mobile healthcare, 
electronic health record, hospital information system 
and practo are some technologies gaining wide 
acceptance in the sector. In addition, Health Kart 
is an online portal started for delivering healthcare 
products in India. A new trend of luxury offerings in 
the healthcare sector is now emerging. More than 
essential requirements, healthcare providers make 
offerings of luxurious services such as pick and 
drop services for patients by private helicopters and 
luxurious arrangements for visitors to patients in 
hospital. 

 6. For details see http://tourism.gov.in/marketing-development-
assistance-scheme-promotion-medicalwellness-tourism 
(accessed on 8 March 2017).

 7. For details see http://www.mohfw.nic.in/WriteReadData/
l892s/ Medical%20tourism.pdf (accessed on 8 March 2017).
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India is making advances in other segments of the 
healthcare sector including telemedicine, clinical 
research, and clinical trials. Telemedicine is a fast-
emerging sector in India. It has the potential to 
bridge distance barriers in terms of the availability 
of medical facilities, low cost consultation and 
diagnostic facilities across the world via high-speed 
internet and telecommunication. Major hospitals 
such as Apollo Hospitals Enterprise Limited, All 
India Institute of Medical Sciences (AIIMS), and 
Narayana Health have adopted telemedicine 
services and entered several public-private 
partnership arrangements to offer these services. The 
telemedicine market in India was valued at USD 7.5 
million, and is expected to rise at a CAGR of 20 per 
cent to USD 18.7 million by 2017.8

 8. Source: http://www.india-opportunities.es/archivos/publicaciones/ 
Healthcare-January-2016.pdf (accessed on 8 March 2017).

In 2005, India became fully compliant with the 
Trade Related Aspects of Intellectual Property Rights 
(TRIPS). Since then, policymakers have been trying 
to make changes in the policy framework and 
regulatory environment to promote clinical trials in 
India. These changes are known to have encouraged 
international CROs to expand their clinical research 
programmes in India. India hosts nearly a fifth 
of all global clinical trials with huge potential for 
financial and scientific gains. Global pharmaceutical 
companies are outsourcing their projects to India for 
several reasons: enhancing profit, cutting the cost of 
drug development and speeding regulatory approval, 
and, fostering a less hostile environment among the 
world’s impoverished ill. Clinical trials are more than 
50 per cent cheaper in India as compared to trials in 
developed countries (Mondol and Abrol 2015).
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As discussed in Section 4.1 (Section 4), there is no 
one-stop shop for statistics on international trade in 
health services available in India. To develop a robust 
system of services trade data collection, the Central 
Statistical Office (CSO), based on a request received 
from the Department of Commerce, constituted 
an expert group in 2011 to study international best 
practices in services trade statistics, identify data 
gaps and suggest a framework for regular collection 
and collation of services trade data. The expert 
group made certain recommendations, one of which 
was that the DGCI&S should undertake a pilot 
survey in international trade in health services. The 
group also constituted a sub-committee under the 
Director General (CSO) to monitor the pilot survey. 
Accordingly, a pilot survey was conducted by DGCI&S 
in the year 2012 in collaboration with the Centre for 
Studies in Social Sciences, Kolkata. Following that, 
an all-India survey was conducted in 2016-17 for the 
reference period 2015-16.

The survey methodologies and key survey findings 
are detailed in the following sections.

6.1 Pilot Survey Methodology 

Initially, a pilot survey covering 1,049 hospitals 
across 8 cities, namely Kolkata, Chennai, Bengaluru, 
Hyderabad, Trivandrum, Mumbai, Pune, and 
Delhi, was conducted following an establishment 
approach, i.e., information from the individual units 
under the same group was collected separately. A 
purposive sampling technique was used. To prepare 
a comprehensive list of units engaged in trade in 
health services, the database for the pilot survey was 
prepared based on information collected from: i) the 
NABH, ii) JCI, iii) Ayurveda hospitals, iv) telemedicine 
and medical transcription companies, v) healthcare 
business processing offices, vi) CROs, and vii) industry 
associations such as the Federation of Indian 
Chambers of Commerce and Industry (FICCI). 

The pilot survey covered 10 broad categories of health 
services namely:

1) Medical or health tourism

2) Telemedicine

3) Medical transcription

4) Medical coding

5) Medical billing

6) Health claims processing

7) Clinical trials

8) Contract research

9) Distance health education

10) Temporary overseas movement of personnel

Two sets of questionnaires (format TIHS01-HT and 
format TIHS01-MT) were used. The questions were 
identical except that the questionnaire TIHS01-HT 
was meant to be canvassed in hospitals for collection 
of information on one or more of the 10 categories 
of health services while the format TIHS01-MT was 
designed for units engaged in services other than 
medical or health tourism. 

Responses to the questionnaires distributed were 
received from 409 hospitals after field visits and 
frequent follow-ups. There were several issues 
faced during the pilot survey. In India, there is no 
comprehensive business register for health service 
providers and the non-availability of a complete list 
of units (sampling frame) engaged in health services 
is a major impediment in conducting a survey. 
Some of the other issues faced during the survey 
were a high rate of response failure; unwillingness 
to share sensitive information; under-reporting of 
foreign patients; and the need for multiple follow-
ups including several visits by the enumerators to 
hospitals. Further, foreign patients, especially those 
from neighbouring countries such as Bangladesh, 
often stay with their friends and relatives and provide 
local addresses and make payments for health 
services in local currency. Since there is a price 
difference for treatment of domestic and foreign 
patients in most hospitals, at times non-resident 
patients also tend to provide incorrect personal 
details.

The pilot survey showed that service categories such 
as medical transcription, medical coding, medical 
billing, and health claims processing, although 
related to medical services, have similarities with 
other services such as IT-enabled services, and 
hence, they can be better represented in a general 
services sector survey. In the pilot survey, there 
were questions on various regulatory trade barriers 
in health services. However, respondents were not 
very forthcoming and consequently, the information 
collected was found to be of not much use in drawing 
valid conclusions. 

Further, the pilot survey highlighted that it is not 
possible to collect and compile complete information 
on the import of health services by surveying 
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producers or suppliers of services (for example, the 
hospitals). It may be true that suppliers themselves 
consume some services, but in general, producers/
suppliers of services and consumers of such services 
are different entities (for example, hospitals may 
receive foreign patients while the patients may go 
abroad on their own for treatment and hospitals will 
not have any record of the movement of patients). 
Thus, in order to ensure complete coverage, target 
units for collection of information on import of 
services should be the consumers or patients in the 
case of medical tourism. 

To draw the road-map and set up an institutional 
mechanism for collection, compilation and 
maintenance of data on trade in services, the 
Department of Commerce, Ministry of Commerce 
and Industry, constituted a technical group under 
the Chairmanship of DGCI&S on 22 November 
2013. The technical group identified medical/health 
services as one of the key services sector for trade 
data collection. It recommended that DGCI&S should 
be the nodal agency for collection of statistics on 
trade in services data collection. The DGCI&S then 
launched an all-India survey. The survey methodology 
and findings are detailed in the following sections.

6.2 All-India Survey Methodology 

Based on the lessons learnt from the pilot survey, 
the DGCI&S decided to launch the survey on 
“International Trade in Health Services, 2015-16”. 
This survey was conducted under the Collection of 
Statistics Act, 2008, and survey respondents were 
assured of strict confidentiality of information. 
The primary objective of this survey was to 
collect information on export of health services. 
Therefore, the sampling frame consisted of only 
the suppliers of health services and provision for 
collecting information on imports was made in the 
questionnaire to collect data on services consumed 
by these suppliers. For example, if a hospital sends 
and receives patients, this information will be 
collected. The DGCI&S fine-tuned the questionnaire 
used in the pilot study and removed certain questions 
such as questions on regulatory barriers to trade. The 
sub-sectors on health services were reduced from 10 
to 6 (as given in Box 2.1 in Section 2). 

During the pilot survey, information was collected 
from establishments. However, as the type of 
information intended to be collected in the survey 
on international trade in health services is not 
maintained in the individual establishments of 
a particular enterprise (usually such information 

is compiled and maintained in the corporate 
headquarters of the healthcare service providers), it 
was decided to follow an enterprise-based approach 
in the all-India survey and information was planned 
to be collected from the corporate headquarters of 
each establishment. This was expected to not only 
facilitate the collection of information but also 
reduce the requirement to collect data from multiple 
sources in the case of hospital chains (for example, 
a number of hospitals under the same brand can be 
located in several cities). Moreover, the adoption of 
an enterprise-based approach also leads to savings 
in the cost and time needed to execute the survey 
since the desired information can be obtained from a 
smaller number of units. 

The sampling frame used in the pilot survey was 
updated for the all-India survey through the following 
process:

(i) Fieldwork was undertaken for the 
identification and inclusion of new units from 
locations that were not covered in the pilot 
survey along with verification of the address 
and contact details of existing units.

(ii) Names of members of the Consortium of 
Accredited Healthcare Organisations (CAHO) 
as well as SEPC were included.

(iii) New units from the list of hospitals available 
with the Insurance Regulatory Development 
Authority (IRDA) were added.

(iv) Name of the units exporting medical or 
health services as captured through the 
Foreign Exchange Transaction Electronic 
Reporting System of the RBI.

All enterprises in the sampling frame were divided 
into two major types as given below, based on how 
DGCI&S planned to conduct the survey: 

(i) Census sector consisting of all JCI and NABH 
accredited hospitals and members of SEPC 
from the healthcare sector, and this was 
planned to be covered on a 100 per cent basis 
every year.

(ii) Sample sector consisting of all the remaining 
enterprises (for example, units taken from 
the field work of DGCI&S pilot or the list of 
hospitals of the IRDA). This sample can vary 
across the years. 
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In total, DGCI&S had a sampling frame of 1,346 
enterprises (considering, for example, Apollo 
Hospitals Enterprise Limited, as a single enterprise) 
out of which 121 enterprises were under the census 
sector and 1,225 were under the sample sector. A 
sample of 314 enterprises from 1,225 enterprises 
using simple random sampling without replacement 
(SRSWOR) technique was then selected. 

The survey was launched in June 2016. The same 
questionnaire was administered in both the 
census and sample sector, through the offline and 
online mode (in Microsoft excel format; a copy 
of the questionnaire is provided in Appendix A). 
All enterprises covered under the survey were 
issued notices along with a questionnaire under 
the Collection of Statistics Act, 2008, and were 
requested to submit information either in the 
printed questionnaire or in an excel format of the 
questionnaire that was made available on the website 
of DGCI&S.1 Hardcopies of the questionnaire was sent 
through Speed Post. The enterprises were asked to 
complete the survey offline/online within a stipulated 
period of one month.

The respondents were asked if they exported health 
services (provided services to foreigners or NRIs) or 
imported health services (availed of services from 
overseas hospitals/companies). Survey participants 
were asked to provide details about transactions 
(receipts and/or payments) with non-resident 
individuals or companies in one or more of the 
sub-sectors of health services in the year 2015-16. 
In addition, details of exports/receipts and imports/
payments by major trading partners during 2015-
2016 was asked for. Lastly, respondents were asked 
to detail receipts/export earnings from different 
disciplines in the health services sector. 

The enterprises were encouraged to self-compile 
the information required in the survey on the basis 
of the guidelines issued by DGCI&S. However, with a 
view to enhance the response rate, at a later stage of 
the survey, an agency was engaged to do telephonic 
follow-up with the enterprises for submission of 
information. As of 10 March 2017, DGCI&S received 
filled in questionnaires/responses from 121 units in 
the census sector and 314 units in the sample sector. 
The survey data analysis presented in the following 
section is based on the filled-in questionnaires 
received from a total of 435 units.

 1. Online questionnaire available at: http://121.241.212.132/
health/

Since the purpose of the survey was to capture 
foreign exchange earnings from exports, data on 
imports has not been compiled and will not be 
included in the report. The sample included hospitals 
and their headquarters and diagnostic centres. 
Exclusive units engaged in providing other health 
services including clinical trials, contract research 
and telemedicine were not covered during this survey. 
The survey on international trade in health services 
was an enterprise survey in which no information 
was collected from individuals such as doctors or 
nurses.

Responses on export earnings were captured 
in Indian Rupee (INR) but for data analysis and 
presentation, the data was converted into USD. Since 
this report is a Government of India publication and 
will be released in India, the value of exports figures 
will be presented in both INR and USD. However, all 
the figures have been prepared on the basis of values 
in USD. The exchange rate used was 1 USD = INR 
65.4685 (annual average USD-INR exchange rate as 
provided by RBI).

6.3 All-India Survey Analysis

The key results of the pan-India survey are presented 
in this section. As mentioned above, the survey data 
is analysed based on filled in questionnaires received 
from 435 units. For the purpose of this survey, non-
residents are defined as:

(i) Persons whose main centre of interest is not 
in the geographical territory of India or whose 
residency period in India does not exceed one 
year.

(ii) Companies and other bodies whose 
permanent or registered address is outside 
India, including overseas branches or 
subsidiaries of companies or institutions 
registered in India.

NRIs are also regarded as non-residents.

According to the survey, close to 70 per cent of the 
export earnings of USD 890 million in the health 
services sector has come from medical or health 
tourism followed by 27 per cent from contract 
research (see Figure 6.1 and Table 6.1).
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Figure 6.1

Export Earnings from Different Types of Health Services  
during 2015-16

Source: All-India Survey data.

Of the services covered, medical or health tourism 
has been the largest contributor of USD 620 
million to India’s total health services exports of 
USD 890 million during 2015-16. It may be noted 
that there are some hospitals in India that export 
telemedicine services, mostly through consultations 
over telephone/email of nominal value. Hence, the 
contribution to total exports in terms of value is 
insignificant.

In terms of the number of non-residents, figures 
for categories other than medical tourism are 
insignificant or nil because the survey covered only 
hospitals and diagnostic centres and did not cover 

units exclusively offering other services (see Figure 
6.2). 

Figure 6.2

Estimated Number of Non-Residents Availing Health Services 
during 2015-16

Source: All-India Survey data.

In terms of region-wise export earnings, Asia 
accounts for more than 60 per cent of the foreign 
exchange earnings followed by 14 per cent from 
the US and 11 per cent from Europe (see Table 6.2a 
for the data in INR and Table 6.2b for data in USD). 
Within Asia, Bangladesh accounted for the highest 
export earnings (see Table 6.3), followed by Iraq and 
Afghanistan. This survey confirmed the findings of 
the pilot study conducted by the DGCI&S in eight 
cities across India which showed that most patients 
came from Bangladesh. 

In terms of number of non-resident patients, close 
to 76 per cent of the foreign patients are from Asian 
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92%
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Table 6.1

Estimated Value of Export Earnings and Number of Non-Residents Availing Health Services during 2015-16

Health Service Number of Non-Residents Value of Export

Indian Rupee (million) USD (million)

Medical or Health Tourism 459735 40611.1 620.3

Telemedicine 40462 195.2 3.0

Clinical Trials - 1932.4 29.5

Contract Research - 15427.7 235.7

Other Services - 54.7 0.8

Total 500197 58221.2 889.3

Source: All-India Survey data.
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Table 6.2a

Estimated Value of Export Earnings from Health Services by Region during 2015-16 (million INR)

Health Service Africa America Asia Australia CIS Europe Others Total

Medical or Health Tourism 3799.5 467.6 33370.8 73.5 966.3 511.6 1421.9 40611.1

Telemedicine 8.7 75.4 109.0 0.0 0.9 0.0 1.2 195.2

Clinical Trials 3.1 1249.0 188.9 0.0 0.0 491.3 0.1 1932.4

Contract Research 244.7 6039.6 2795.8 12.0 0.0 5629.8 705.7 15427.7

Other Services 0.0 47.9 0.3 1.8 0.0 1.7 3.0 54.7

Total 4056.0 7879.6 36464.8 87.3 967.1 6634.4 2132.0 58221.2

Source: All-India Survey data.

Table 6.2b

Estimated Value of Export Earnings from Health Services by Region during 2015-16 (million USD)

Health Service Africa America Asia Australia CIS Europe Others Total

Medical or Health Tourism 58.0 7.1 509.7 1.1 14.8 7.8 21.7 620.3

Telemedicine 0.1 1.2 1.7 0.0 0.0 0.0 0.0 3.0

Clinical Trials 0.0 19.1 2.9 0.0 0.0 7.5 0.0 29.5

Contract Research 3.7 92.3 42.7 0.2 0.0 86.0 10.8 235.7

Other Services 0.0 0.7 0.0 0.0 0.0 0.0 0.0 0.8

Total 62.0 120.4 557.0 1.3 14.8 101.3 32.6 889.3

Source: All-India Survey data.

countries followed by 9.3 per cent from the US 
and 8.9 per cent from Africa. Less than 2 per cent 
of the patients are from Europe and CIS countries 
(see Figure 6.3). Within Asia, foreign patients from 
Bangladesh account for the maximum number of 
foreign patients availing of health services in India, 
followed by Iraq, Maldives and Afghanistan (see Table 
6.4). In some cases, patients from countries such as 
Bhutan come to India on government funding. The 
Bhutanese government sends certain patients (for 
example, cancer patients) to different hospitals in 
countries such as India and the US for treatment and 
it bears the cost of treatment and also provides daily 
allowances to attendants. 

While questions on export earnings by country were 
included in the questionnaire, specific questions 
on reasons that explain the geographical spread of 
India’s export earnings from export of health services 
were not included in the questionnaire as it was 
decided to collect information following an enterprise 
approach. However, academic literature shows that, 
unlike in India, countries such as Singapore receive 
a large number of foreign patients from the US and 
Europe. This can be attributed to three main factors: i) 
the presence of international hospital chains like the 

John Hopkins Hospital in Singapore, ii) the existence 
of tie-ups between hospitals in Singapore with those 
in the US and Europe, and c) the presence of doctors 
of American and European origin in Singapore 

9%

9%

70%

0%

2% 2%

8%

Africa America Asia Australia

CIS Europe Others

Figure 6.3

Region-wise Estimated Number of Non-Residents Availing  
Medical or Health Tourism Services during 2015-16

Note: Corresponding data provided in Table B1, Appendix B.

Source: All-India Survey data.
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Table 6.3

Estimated Value of Export of Health Services by Trading Partner during 2015-16 (’000 USD)

Region Trading Partner Medical or Health 
Tourism

Tele-medicine Clinical 
Trials

Contract 
Research

Other 
Services

Total

Asia Afghanistan 14821.31 179.81 0.00 0.00 0.00 15001.12

Bangladesh 342680.47 47.01 0.00 851.37 0.00 343578.86

Bhutan 2984.69 4.94 0.00 0.00 0.00 2989.63

Maldives 6328.24 0.00 0.00 0.00 0.00 6328.24

Myanmar 1800.14 0.00 0.00 0.00 0.00 1800.14

Nepal 5298.36 1382.14 0.00 0.00 0.00 6680.50

Pakistan 6026.43 0.00 0.00 0.00 0.00 6026.43

Sri Lanka 1312.11 42.21 0.00 2.70 0.00 1357.02

Iraq 50993.76 0.16 0.00 0.00 0.00 50993.91

Israel 139.97 0.00 18.94 4015.76 0.00 4174.67

Malaysia 1351.83 0.00 197.26 332.99 0.00 1882.08

U.A.E 7806.91 9.40 497.71 1110.80 0.00 9424.83

Other Asian Countries 68178.71 0.00 2171.22 36390.95 4.58 106745.47

CIS Russia 2229.96 0.00 0.00 0.00 0.00 2229.96

Other CIS countries 12529.30 13.23 0.00 0.00 0.00 12542.53

Europe Switzerland 546.57 0.00 166.27 14111.04 0.00 14823.88

Germany 1334.60 0.03 5152.94 36439.66 0.00 42927.23

U.K. 2342.56 0.17 462.31 15185.16 25.97 18016.17

Italy 456.07 0.00 415.05 2135.66 0.00 3006.78

Norway 58.58 0.00   0.00 58.58

Austria 140.35 0.00 60.00 719.22 0.00 919.57

France 1012.45 0.00 100.54 153.32 0.00 1266.32

Other European 
countries

1922.60 0.04 1147.66 17248.58 0.00 20318.87

America U.S.A. 5135.06 1150.42 18904.58 85891.81 294.80 111376.66

Canada 1200.17 1.67 173.40 2097.55 436.85 3909.64

Other countries of North 
and South America

807.42 0.00 0.00 4263.05 0.00 5070.47

Africa South Africa 2295.80 0.00 40.68 3734.78 0.00 6071.27

Nigeria 15279.00 61.21 0.00 2.70 0.00 15342.91

Kenya 11045.25 31.21 6.93 0.00 0.00 11083.39

Other African countries 29415.13 40.35 0.00 0.00 0.00 29455.48

Australia Australia 1122.27 0.00 0.00 183.53 27.49 1333.29

Others Others 21719.53 18.12 1.30 10779.69 46.07 32564.70

Total 620315.57 2982.13 29516.81 235650.33 835.76 889300.60

 Source: All-India Survey data.

due to ease of movement of medical professionals 
as provided by the Singapore government. There 
are certain restrictions on the practice of foreign 
doctors in India and there are some issues related 
to recognition of some of the foreign degrees. Due to 
this, foreign doctors often do not recommend Indian 

hospitals. These issues are beyond the scope of the 
present survey. The present survey helps to identify 
the countries such as some of the EU member states 
and CIS countries from which the inflow of patients is 
at present low but from which India has the potential 
to attract patients. Such markets have to be tapped 
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and reasons for the low inflow of patients have to be 
examined. 

The average earning per patient was found to be USD  
1,350 with the highest earning per patient coming 
from Pakistani nationals (USD 2,906), followed by 

Table 6.4

Country-wise Estimated Number of Non-Residents Availing Health Services by Trading Partner during 2015-16

Region Trading Partner Medical or Health 
Tourism

Tele-medicine Total

Asia Afghanistan 17234 155 17389

Bangladesh 164470 14 164484

Bhutan 4257 1 4258

Maldives 25061 0 25061

Myanmar 1211 0 1211

Nepal 11399 648 12047

Pakistan 2074 1 2075

Sri Lanka 1345 3 1348

Iraq 33327 3 33330

Israel 164 0 164

Malaysia 1318 0 1318

U.A.E 10382 4 10386

Other Asian Countries 76606 0 76606

CIS Russia 1378 0 1378

Other CIS countries 6426 4 6430

Europe Switzerland 483 0 483

Germany 1849 1 1850

U.K. 2295 1 2296

Italy 548 0 548

Norway 91 0 91

Austria 162 1 163

France 1691 0 1691

Other European countries 1963 1 1964

America U.S.A. 5818 39017 44835

Canada 1308 4 1312

Other countries of North  
and South America

500 0 500

Africa South Africa 1743 0 1743

Nigeria 15968 551 16519

Kenya 7110 11 7121

Other African countries 18910 30 18940

Australia Australia 908 8 916

Others Others 41736 4 41740

Total 459735 40462 500197

Source: All-India Survey data.

Bangladesh (USD 2,084), Other CIS countries (USD 
1,950), Russia (USD 1,618) and Iraq (USD 1,530).

According to the survey, of the countries reported, 
Bangladesh accounts for the maximum number 
of foreign patients with close to 1.65 lakh patients 
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visiting India (see Table 6.4) and accounting for the 
highest export earnings of around USD 0.34 billion in 
2015-16 (see Table 6.3). 

Bangladesh reports the highest number of non-
residents and export earnings from medical or health 
services. Other countries from where a significant 
number of foreign patients come to India and 
accounting for a significant proportion of export 
earnings from medical or health tourism are Iraq, 
Maldives, Afghanistan, Nepal, UAE and Nigeria (see 
Figures 6.4 and 6.5).

By discipline, orthopaedics accounted for the highest 
export earnings of around USD 82.3 million while 
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Figure 6.4

Country-wise Number of Non-Residents Availing Medical or Health Tourism Services during 2015-16 

Source: All-India Survey data.

ophthalmology attracted the maximum number of 
foreign patients—close to 38,500—during the survey 
period 2015-16 (see Figures 6.6 and 6.7). 

Other major disciplines attracting foreign patients are 
orthopaedics, general medicine, oncology, Ayurveda 
and surgical gastroenterology, among others (see 
Figure 6.6). 

Per patient realisation is the highest for haematology 
(USD 10,315) followed by cardiology (USD 4,159), 
paediatric surgery (USD 4,040), plastic and 
reconstructive surgery (USD 3,292) and dentistry 
(USD 3,097). This is because the cost of these medical 
treatments is higher as compared to others. 



Export of HEaltH SErvicES
primary Survey Data collection

Export of HEaltH SErvicES
primary Survey Data collection

51
Section 6

14821.31

342680.47

2984.69

6328.24

1800.14

5298.36

6026.43

1312.11

50993.76

139.97

1351.83

7806.91

68178.71

2229.96

12529.30

546.57

1334.60

2342.56

456.07

58.58

140.35

1012.45

1922.60

5135.06

1200.17

807.42

2295.80

15279.00

11045.25

29415.13

1122.27

21719.53

0 50,000 1,00,000 1,50,000 2,00,000 2,50,000 3,00,000 3,50,000 4,00,000

Asia

CIS

Europe

America

Africa

Australia

Afghanistan

Bangladesh

Bhutan

Maldives

Myanmar

Nepal

Pakistan

Sri Lanka

Iraq

Israel

Malaysia

U.A.E

Other Asian Countries

Russia

Other CIS Countries

Switzerland

Germany

U.K.

Italy

Norway

Austria

France

Other European Countries

U.S.A.

Canada

Other countries of North and South America

South Africa

Nigeria

Kenya

Other African Countries

Australia

OthersOthers

Figure 6.5

Country-wise Estimated Value of Exports of Medical or Health Tourism Services during 2015-16 (’000 USD)

Source: All-India Survey data.
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Figure 6.6

Export of Health Services by Discipline during 2015-16 (’000 USD)

Note: Corresponding data provided in Table B2, Appendix B.

Source: All-India Survey data.
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Figure 6.7

Number of Non-Residents Availing Health Services by Discipline during 2015-16

Note: Corresponding data provided in Table B3, Appendix B.

Source: All-India Survey data.
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As in the case of any primary survey, DGCI&S too 
faced a number of issues in conducting this survey. 
A few issues are mentioned in Sections 6.1 and 6.2. 
Others are discussed in detail below.    

7.1  Issues Related to the Creation of a  
Business Directory

 In India, a comprehensive business directory for 
service providers in the health sector is not available, 
unlike in countries such as Malaysia. Hence, DGCI&S 
had to create a business directory for the purpose 
of conducting the survey. Such a directory was 
created by collecting information on hospitals, 
diagnostics centres, etc., and their headquarters from 
several sources, such as JCI, NABH, SEPC, CAHO, RBI, 
IRDA and websites of different healthcare service 
providing enterprises. It was a cumbersome and 
time-consuming process and required manpower. 
Information on names and addresses collected 
thereafter was validated through telephone calls. 
Specifically, information was collected on addresses, 
telephone/fax numbers, email addresses, websites, 
names of owners/directors, names of persons 
responsible for providing the relevant information, 
etc., and accordingly, the database of service 
providers was updated. This exercise also took some 
time. 

Despite the best efforts put in by the DGCI&S in 
creating a business directory of healthcare service 
providers engaged in foreign trade, it might be 
possible that some units were not covered. This may 
affect the precision of estimates generated through 
the present survey. The Ministry of Health and Family 
Welfare has records of service providers in clinical 
trials and that list has not been used in the present 
survey. There is hardly any database for enterprises 
providing distance health education. 

7.2 Issues Related to Updating the Business 
Directory

After the creation of a business directory, it needs to 
be updated frequently and that can be a challenging 
and cumbersome process.  

7.3 Issues Related to Coverage by Sub-Sectors

The survey focused mainly on exports of health 
services through medical tourism (Mode 2). Provisions 
were also made in the questionnaire to collect 
information on areas such as telemedicine, clinical 
trials, distant health education (primarily delivered 
through Mode 1), contract research (primarily 

delivered through Mode 2) and temporary overseas 
movement of personnel, which suppliers of health 
services often engage in (Mode 4). Moreover, in 
offering health services to non-residents or foreign 
clients, the service providers themselves may 
need to avail services like telemedicine, services 
of foreign professionals, etc.  Thus, a provision for 
collection of information on imports was made in 
the questionnaire for collecting data for services 
that were consumed by these suppliers/enterprises. 
However, questions on FDI flows within the sector 
were missing and hence, trade under Mode 3 of GATS 
was captured only partially. In addition, the survey 
does not cover patients going to other countries 
in their individual capacity (Mode 2 imports) to 
consume services or doctors and other healthcare 
service providers going abroad to provide services 
on a short-term basis (Mode 4 exports) and the 
remuneration associated with it. Since Mode 4 is a 
key mode of India’s services trade, this is an area of 
concern but Mode 4 cannot be captured by enterprise 
surveys alone.

Several government hospitals, including the AIIMS, 
did not participate in the pilot survey, making it 
difficult to collect information on the contribution 
of government hospitals, if any, to exports of health 
services. These hospitals may also be offering several 
services such as distant health education.    

7.4 Underestimation

In some cases, personal information on patients may 
not be a good indicator of their country of origin. 
For instance, NRIs may have a local address and 
might provide these details at the time of availing 
of health services at different hospitals. Charges 
for Indian patients are lower as compared to those 
applicable to foreign patients and this encourages 
NRIs to conceal details about their home country. In 
addition, foreign patients also conceal details about 
their country of origin if they are coming for certain 
types of treatment such as cosmetic surgery. Further, 
hospitals also often do not inquire about a patient’s 
country of origin. This is because in the case of a 
medical failure, the hospitals fear that they may face 
cases and other charges if the patient is reported as a 
foreign patient. Besides, in the absence of portability 
of insurance, patients have the choice not to declare 
their country of stay.

Lack of correct information on the visa status of 
foreign patients can also lead to under-reporting 
of facts.  For foreign patients visiting from certain 
countries, including a few SAARC countries such as 
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Nepal, a visa is not required to visit India. This can 
lead to under-reporting of patients who come to India 
for medical or health tourism.

As discussed in section 6.3, the survey does not 
cover units exclusively providing health services 
including telemedicine, clinical trials and distance 
health education, and it hardly covers the movement 
of doctors, patients and paramedical staff. Hence, 
data on export earnings from these services is not 
adequately captured in this survey.   

7.5	 Misclassification	Leading	to	High	Others	Category

In some cases, hospitals did not provide country-wise 
and discipline-wise data for patients. In the absence 
of country-wise and discipline-wise information on 
patients, earnings and the number of non-residents 
from OPDs has been reported under the others 
category. Further, a patient may enter for one type 
of treatment but he/she may avail of treatment in 
more than one discipline during the course of his/her 
stay in the hospital. Thus, the treatment or discipline 
reported at the point of admission can be different 
from the one reported at the point of release from the 
hospitals. This may be reported in the others category 
by some hospitals. 

7.6 Delays in Response and Non-Response

The survey was launched in June 2016 under the 
Collection of Statistics Act, 2008. As the survey was 
the first of its kind undertaken in India, information 
in the desired format was not readily available from 
some hospitals, diagnostic centres, etc., and they 
requested more time to compile and submit the 
data. There was also lack of understanding among 
respondents on concepts adopted in the survey, 
particularly those related to the definition of exports 
and reporting currency (which was the INR) as in 
some cases the hospitals received payments in 
foreign currency, which had to be converted into INR. 

Although most enterprises reported complete 
information in the questionnaire, several units did 
not submit break-ups of export earnings by country 
and by sub-sectors. Moreover, a significant number 
of units did not respond to the notice within the 
specified deadline for submission of information. This 
ultimately led to a delay in completing the fieldwork. 

Lack of awareness among the respondents has also 
resulted in non-submission or delay in submission 
of information. Despite it being mandatory to submit 
the required information in the prescribed format 
under the Collection of Statistics Act, 2008, the rate 
of compliance was very poor and this resulted in 
substantial delay in completing the survey. 
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Globally, trade in health services is growing and India 
has created a niche for itself in the export of health 
services. The country’s exports of health services is 
facilitated by the presence of qualified healthcare 
professionals, state-of-the-art hospitals, low cost of 
treatment and a wide range of healthcare service 
offerings (including both traditional/alternative 
and modern medical treatment). The personalised 
services and care that patients get is at a much 
cheaper cost when compared to similar services 
available in a number of developed countries or even 
in the Middle East countries and CIS. This together 
with immediate medical attention, support of the 
government in promoting India as a healthcare hub, 
research in healthcare and fast development of ICT 
have enhanced India’s export of health services. 

Despite the robust growth of this sector, there is 
neither a comprehensive business directory of health 
service providers nor comprehensive enterprise-
based survey data available on trade in health 
services. To fill this gap and, in particular, to measure 
country wise exports, health services have been 
identified as a key sector for primary data collection. 

To begin with, the DGCI&S developed a sampling 
frame of 1,346 enterprises. Then they launched the 
primary survey, which was conducted between June 
2016 and March 2017, and the data presented in this 
report is based on responses received from 435 units. 
The survey found that medical and health tourism 
has been the largest contributor to exports. Around 
70 per cent of the export earnings of USD 890 million 
in the health services sector were from medical 
or health tourism followed by 27 per cent from 
contract research. As discussed earlier, the survey 
has not been able to adequately capture a few sub-
sectors such as clinical trials, telemedicine and the 
movement of doctors, nurses, and paramedical staff. 

By regions, Asia accounts for more than 60 per cent 
of the foreign exchange earnings of around USD 550 
million, followed by 14 per cent from the US and 
11 per cent from Europe. In terms of the number 
of patients, close to 70 per cent of the foreign 
patients are from Asian countries followed by 9.3 
per cent from the US and 8.9 per cent from Africa. 
Less than 2 per cent of the patients came from 
Europe and CIS countries. In 2015-16, Bangladesh 
accounted for more than 35 per cent of the foreign 
patients and more than 50 per cent of the medical 
tourism revenue, making it the largest contributor 
to medical and health tourism. Other countries 
reporting a significant number of foreign patients 

are Iraq, Maldives, Afghanistan, and Nepal. By major 
disciplines or treatment, ophthalmology attracted the 
largest number of patients, followed by orthopaedics, 
general medicine, oncology, ayurveda and surgical 
gastroenterology. 

In terms of export earnings, the disciplines that 
have contributed the most include orthopaedics, 
cardiology, neurology, ayurveda and oncology. The 
survey found that per patient realisation is the 
highest for haematology (USD 10,315) followed by 
cardiology (USD 4,159), paediatric surgery (USD 4,040), 
plastic and reconstructive surgery (USD 3,292) and 
dentistry (USD 3,097). This is because the cost of 
these treatments is higher as compared to others. 

The average earning per patient was found to be 
USD 1,350 with the highest contribution per patient 
coming from Pakistani nationals (USD 2,906), followed 
by Bangladesh (USD 2,084), Other CIS countries 
(USD 1,950), Russia (USD 1,618) and Iraq (USD 1,530). 
However, this could not be analysed further due to 
the lack of country-wise and discipline-wise data. If 
such data is made available through future surveys, it 
will enrich the analyses. 

It is important to note that, in India, a comprehensive 
enterprise survey to capture trends in exports of 
health services was conducted for the first time. 
Even though the survey was preceded by a pilot 
survey, certain issues were faced during the survey. 
For instance, hospitals could not provide the data 
in the prescribed formats. This is because a patient 
admitted in a hospital may or may not have to be 
shifted from one department to another for the 
purpose of treatment depending upon the patient’s 
condition. In this case, capturing data on foreign 
patients by discipline is difficult as they may be 
admitted in one department and might be released 
from a different department. This also explains why 
the figures for ‘others’ category was significantly 
high while recording data on ‘number of foreign 
patients’ by discipline. Nevertheless, it was a great 
learning experience for future surveys and database 
generation. 

Specifically, the survey highlighted that not only is 
there a requirement to create a business directory, 
it should be updated regularly, preferably once a 
year. It should be made mandatory for government 
hospitals to report details of foreign patients and 
foreign collaborations to the Ministry of Health 
& Family Welfare, which can be shared with the 
Ministry of Commerce and Industry and DGCI&S. 
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Similarly, Ministry of AYUSH should also update 
the database of wellness and alternative medical 
treatment centres. It is important to have a database 
of dental and cosmetic surgery centres/clinics in 
each state. Enterprises in clinical trials are registered 
with the Ministry of Health & Family Welfare. This 
database has to be updated regularly and shared with 
the DGCI&S through the Ministry of Commerce and 
Industry. A comprehensive database will ensure more 
robust survey coverage across different sectors.

There can still be under-reporting if foreign patients 
and NRIs submit a local address and/or are not 
willing to report their country of origin. They may not 
be willing to report it for certain confidential medical 
reasons. Similarly, hospitals may like to protect the 
information for reasons of confidentiality. Under-
reporting leads to a situation where the actual export 
volumes may be higher than the survey results. 

Further, lack of awareness and unwillingness on the 
part of enterprises to submit data in the prescribed 
format has led to a delay in the survey. Ideally, such 
surveys should be completed in three months. It 
is, therefore, imperative that suitable awareness 
initiatives are undertaken before launching a 
survey to sensitise service providers. This includes 
advertisement in print and digital media with the 
assurance that no confidential information will be 
put in the public domain. The advertisement should 
also mention the obligation that respondents have 
under the Collection of Statistics Act, 2008. It is 
expected that awareness will increase responses. 
Appropriate funds may be allocated to the DGCI&S 
to promote and advertise the survey. Besides, the key 
findings of this survey-based report may be presented 
in cities with a large concentration of healthcare 
service providers in association with SEPC and other 
stakeholders. 

Despite the mandatory requirement to submit 
information in the prescribed format under 
the Collection of Statistics Act, 2008, the rate of 

compliance was very low at the beginning of the 
survey and this resulted in substantial delay in 
completing the survey. As the efficiency of the 
estimates depends on the non-response rate, it is 
absolutely essential to ensure that the targeted units 
respond to the survey questionnaire in a timely 
manner. This can be done by increasing awareness 
regarding the penalties under the Collection of 
Statistics Act, 2008, for non-submission or through 
the creation of field functionaries for execution and 
monitoring of data collection. The field survey will 
require adequate budget allocation and capacity 
building. 

It is also useful to understand how other countries 
collect data on health services and how they 
minimise non-reporting, under-reporting, and 
misreporting. Data on movement of doctors, nurses 
and other healthcare service providers registered in 
India and working in different countries also needs 
to be covered through a separate survey. Periodic 
compilation of this information will be useful in 
capturing the contribution of medical professionals 
to the exports of health services. 

At present, the OECD collects some data for OECD 
member countries, which are presented in this report. 
The EU is working with the OECD in developing a 
framework for such data collection. Collaborations 
with the EU under the EC funded India-EU CITD 
project and other similar projects provide a platform 
to build our capacity to improve the trade data 
collection mechanism. The Trade Policy Division of 
the Department of Commerce should be made a key 
beneficiary in such trade related capacity building 
inter-government projects/initiatives. 

DGCI&S would like to take up this survey on an 
annual basis. We hope to improve the business 
directory, coverage and speed of data collection by 
addressing the issues that we faced in the present 
survey with cooperation from and in collaborations 
with different government departments and other 
institutions. 
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Appendix A

Survey on International Trade in  
Health Services 2015-16

Government of India, Ministry of Commerce & Industry 
Director General of Commercial Intelligence & Statistics 

565, Anandapur, Sector–1, Kolkata-700107

The exercise is conducted under the Collection of Statistics 
Act, 2008, which makes your submission legally binding and 
mandatory. The Act requires owner or occupier or person in-
charge or his authorized representative in respect of persons 
or a firm registered under the India Partnership Act, 1932 
or a co-operative society registered under any Co-operative 
Societies Act or a company registered under the Companies 
Act, 1956 or a society registered under the Societies 
Registration Act, 1860 or any association recognized or 
registered under the law for the time being in force. For 
details refer to the Collection of Statistics Act, 2008 of the 
Government of India (http://mospi.nic.in/mospi_new/upload/

COS_Act_2008_English_26may11.pdf?status=1&menu_id=159)

All information provided will be treated as confidential and 
individual information will not be made available in the 
public domain. 

For more information or assistance, please contact the 
officers-in-charge at Services Statistics Division: Tel: 033-
24434050; Fax: 033-24434050/24434053; E-mail:  a.saha.dgcis@
nic.in, dirservices.dgcis@nic.in 

If your firm was not in operation during 2015-16, please 
state the effective date from which it was not in operation 
and complete information on organization details, then 
kindly mail/fax back the form to us along with a declaration 
in this regard.

Effective Date (MM/YYYY)_________________

Please retain a copy of the completed questionnaire for  
your reference.

Data reported in this form should relate to the financial 
year ending March 2016. However, if the accounting year is 
different from the financial year (1st April 2015 to 31st March 
2016), please state your reporting period and report data 
according to this period. The reporting period should cover 
at least 50 per cent of the reference financial year.

From (DD-MON-YY)_____________ To _______________

Respondent Details

Name______________________

Designation__________________

Mobile No.___________________

Email ID______________________

Organizational Details

Identification of the Service Provider

Organization Particulars

Name of the Company / Entity* ______________________

Address* _________________________________________

City* _____________________________________________

State* ____________________________________________

PIN Code*_________________________________________

Telephone (STD Code) * _____________________________

Mobile* __________________________________________

Email ___________________________________________

Website _________________________________________

Year of Establishment ______________________________

Are you an accredited service provider? Yes ___ No ___

If yes, please name the agency you are accredited with 
(NABH/NABL/JCI etc.) __________

*: Fields are mandatory.

Transactions with Non-Resident Indians

Q1. Do you engage in exports in health services (providing 
services to foreigners or non-resident Indians) or import in 
health services (availing services from overseas hospitals/
companies)? If your company had done transactions 
(receipts and/or payments) with non-resident individuals or 
companies in one or more of the items listed below during 
2015-16, please indicate in the appropriate box.
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Service Revenue/
Receipts 

Expenses/
Payments

Medical or Health Tourism #1  

Telemedicine #2

Clinical Trials #3

Contract Research #4

Distant Health Education #5

Temporary Overseas Movement of 
Personnel #6

 

Please add more services (if any)

Exports/imports of healthcare services include the 
following:

i. Medical tourism for super specialty medical 
services and alternative systems of healthcare.

ii. Clinical consultation via traditional mail channels, 
electronic delivery of health services like 
Telemedicine, 

iii. Tele-surgery, tele-diagnostic services (e.g., 
teleradiology); medical back office services,  
medical transcription 

iv. Services and online medical education services.

v. Establishment of super specialty hospitals and 
clinics, diagnostic and treatment centre in 
collaboration 

vi. Between domestic and foreign health service 
providers, health insurance services and hospital 
management services.

vii. Services of doctors, surgeons, nurses and midwives 
in foreign countries.

Details of Exports/Receipts by Major  
Trading Partners during 2015-16

Country Services Exports/Receipts 
(Rupees.)

No. of Foreigners/NRIs 
Availing Health Services

Note: Options for selecting country were provided in questionnaires (in excel 
format) provided to respondents.

Details of Imports/Payments by Major  
Trading Partners during 2015-16

Country Services Imports/Payments (Rupees.)

Note: Options for selecting country were provided in questionnaires (in excel 
format) provided to respondents.

Summary Details of Exports of Health Services  
by Discipline during 2015-16

Discipline Number of non-residents 
availing services

Receipts/Export 
earnings (Rupees)

Note: Options for selecting discipline were provided in questionnaires (in excel 
format) provided to respondents.
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Appendix B

Survey Data

Table B1

Estimated Number of Non-Residents Availing of Health Services During 2015-16 Region Wise  (Corresponding to Figure 6.3)

Health Service Africa America Asia Australia CIS Europe Others Total

Medical or Health Tourism 43731 7626 348848 908 7804 9082 41736 459735

Telemedicine 592 39021 829 8 4 4 4 40462

Clinical Trials - - - - - - - -

Contract Research - - - - - - - -

Other Services - - - - - - - -

Total 44323 46647 349677 916 7808 9086 41740 500197

Source: All-India Survey data.

Table B2

Country-wise Estimated Value of Exports of Medical or Health Tourism Services during 2015-16 (Corresponding to Figure 6.5)

Region Trading Partner Medical or Health Tourism (Value in 1000 USD)

Asia Afghanistan 14821.31

Bangladesh 342680.47

Bhutan 2984.69

Maldives 6328.24

Myanmar 1800.14

Nepal 5298.36

Pakistan 6026.43

Sri Lanka 1312.11

Iraq 50993.76

Israel 139.97

Malaysia 1351.83

U.A.E 7806.91

Other Asian Countries 68178.71

CIS Russia 2229.96

Other CIS countries 12529.30

Europe Switzerland 546.57

Germany 1334.60

U.K. 2342.56

Italy 456.07

Norway 58.58

Austria 140.35

France 1012.45

Other European countries 1922.60

America U.S.A. 5135.06

Canada 1200.17

Other countries of North and South America 807.42

Africa South Africa 2295.80

Nigeria 15279.00

Kenya 11045.25

Other African countries 29415.13

Australia Australia 1122.27

Others Others 21719.53

Source:  All-India Survey data.
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Table B4

Number of Non-Residents Availing of Health Services by 
Discipline during 2015-16 (Corresponding to Figure 6.7)

Discipline Number of  
Non-Residents

Homeopathy 8

Yoga 157

Paediatric Surgery 1113

Naturopathy 1638

Plastic and Reconstructive Surgery 2162

Haematology 2251

Gynaecology 3331

Paediatrics 4751

Dentistry 4874

Respiratory Medicine 7622

Endocrinology and Diabetology 8054

Nephrology 9563

Dermatology 10003

General and Laparoscopic Surgery 10381

ENT 10850

Urology 12613

Cardiology 16927

Gastroenterology 17342

Neurology 18077

Surgical Gastroenterology 20812

Ayurveda 23091

Oncology 26390

General Medicine 28717

Orthopaedics 30932

Ophthalmology 38571

Others 189967

Total 500197

Source:  All-India Survey data.

Table B3

Export of Health Services by Discipline  
during 2015-16 (Corresponding to Figure 6.6)

Discipline Value of Exports

Indian 
Rupee 
(’000)

US 
Dollars 
(’000)

Homeopathy 214.61 3.28

Yoga 12199.77 186.35

Gynaecology 44577.53 680.90

Naturopathy 96745.01 1477.73

Dermatology 182617.45 2789.39

Paediatric Surgery 294409.81 4496.97

Respiratory Medicine 386499.93 5903.60

Endocrinology and Diabetology 420638.74 6425.06

Plastic and Reconstructive Surgery 465997.77 7117.89

Ophthalmology 527958.41 8064.31

ENT 546335.96 8345.02

Paediatrics 642177.10 9808.95

Gastroenterology 666539.79 10181.08

Dentistry 988164.38 15093.74

Nephrology 1010538.91 15435.50

Surgical Gastroenterology 1155323.05 17647.01

General and Laparoscopic Surgery 1324653.03 20233.44

General Medicine 1390753.41 21243.09

Haematology 1520260.57 23221.25

Urology 1750600.01 26739.58

Ayurveda 3251938.05 49671.80

Oncology 3332316.53 50899.54

Neurology 3519172.52 53753.68

Cardiology 4608854.45 70398.05

Orthopaedics 5387735.09 82295.07

Others 24693954.25 377188.33

Total 58221176.105 889300.60

Source:  All-India Survey data.
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