1

REVIEW

What Do We Know About Medical Tourism? A Review of the
Literature With Discussion of Its Implications for the UK National
Health Service as an Example of a Public Health Care System
Johanna Hanefeld, PhD,∗ Richard Smith, PhD,† Daniel Horsfall, PhD,‡ and Neil Lunt, PhD‡
∗ Department

of Global Health and Development, Faculty of Public Health and Policy, London School of Hygiene and Tropical
Medicine, London, UK; † Faculty of Public Health and Policy, London School of Hygiene and Tropical Medicine, London, UK;
‡
Social Policy and Social Work, University of York, Heslington, York, UK
DOI: 10.1111/jtm.12147

Background. Medical tourism is a growing phenomenon. This review of the literature maps current knowledge and discusses
findings with reference to the UK National Health Service (NHS).
Methods. Databases were systematically searched between September 2011 and March 2012 and 100 papers were selected for
review.
Results. The literature shows specific types of tourism depending on treatment, eg, dentistry, cosmetic, or fertility. Patient
motivation is complex and while further research is needed, factors beyond cost, including availability and distance, are clearly
important. The provision of medical tourism varies. Volume of patient travel, economic cost and benefit were established for 13
countries. It highlights contributions not only to recipient countries’ economies but also to a possible growth in health systems’
inequities. Evidence suggests that UK patients travel abroad to receive treatment, complications arise and are treated by the NHS,
indicating costs from medical travel for originating health systems.
Conclusion. It demonstrates the importance of quality standards and holds lessons as the UK and other EU countries implement
the EU Directive on cross-border care. Lifting the private-patient-cap for NHS hospitals increases potential for growth in inbound
medical tourism; yet no research exists on this. Research is required on volume, cost, patient motivation, industry, and on long-term
health outcomes in medical tourists.

M

edical tourism—people traveling abroad with
the expressed purpose of accessing medical
treatment—is a growing phenomenon associated with
globalization.1 This includes cheaper and more widely
available air travel and cross-border communication
through the Internet, which allows medical providers
from one country to market themselves to patients in
another.2 At the same time, increased movement of
health workers for education means doctors providing
care in middle- and low-income countries have in many
cases the same qualifications as those in the high-income
countries in Western Europe and the United States.
This has been coupled with an increase in foreign
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direct investment in health care providers in destination
countries.3 The increasing acceptance of health care
portability is evident in Europe where greater patient
mobility led to an EU Directive on cross-border health
care.4 Together with a rise in out-of-pocket expenditures for health in many high-income countries at a
time of economic crisis, this conspires to form a perfect
storm for medical tourism.
Yet, understanding of medical travel is limited.5
Little is known as to which patients choose to travel
and why, when others do not. Details of the volume
of patient flows and resources spent remain uncertain.3
This has hampered efforts to understand the economic
costs and benefits to countries experiencing inflows and
outflows of patients. Similarly, for the medical tourism
industry, the role of private providers and brokers and
marketing remain a “black box.”1 While interest in the
issue has grown over the past decade, effects on patients
and health systems are not fully understood.
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This review of the literature seeks to outline the current level of knowledge on medical tourism. Specifically, it aims to better understand (1) patient motivation, (2) the medical tourism industry, (3) volume of
medical travel, and (4) effects of medical travel on originating health systems. Results are reported and discussed, paying specific attention to evidence of impact
and lessons for the UK National Health Service (NHS)
as an example of how medical tourism affects even universal public health systems. The authors conclude on
current levels of knowledge, critical gaps, and future
research priorities on medical travel.
Methods
The review was conducted between September 2011
and March 2012 as part of wider research, assessing implications of medical tourism on the UK NHS.
Authors developed a search strategy based on the aims
set out above. They adapted the strategy used by Smith
and colleagues,5 deemed particularly relevant as it presented a recent review of medical tourism albeit focused
on bilateral tourism. It was amended to focus more
broadly on medical tourism. Initial papers identified
were reviewed for inclusion by J. H. and R. S. according to title and where this proved inconclusive according to the abstract. In line with research objectives,
papers with general focus on medical tourism, published
in English and German (languages read by authors),
and focused on the NHS, were included. The following were excluded: papers on well-being, news items,
commentaries, laws or directives, and conference proceedings; papers focusing on stem cell tourism, travel
for assisted suicide, and transplant tourism, given the
distinct ethical issues. Three hundred and seventy-four
papers remained as initial sample. References of papers
identified were further examined to ensure comprehensiveness and four additional papers were included. The
initial selection of papers was then reviewed (abstract
or full paper) applying these criteria and focusing more
specifically on the aims of the review (as above). Two
papers were not accessible and therefore excluded.6,7
A final list of 100 papers was derived for inclusion in
this review. This sample was tested based on the criteria by D. H. The literature search is summarized in the
PRISMA flowchart (Figure 1).
Results
A rapidly expanding literature over the past 5 years with
an “explosion” in 2010 and 2011 is reflected in the dates
of publication of papers included in the review—73
were published in 2010 and 2011.
Types of Studies Reviewed
Papers included in the review were classified into the
following categories: (1) those based on primary data
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collection (quantitative and qualitative): interviews, surveys, analysis of datasets collected and obtained by
authors, or the calculation of revenue and tourist flows,
and case studies of patients; (2) reviews: literature
reviews of medical tourism websites or promotional
materials; (3) analysis: papers which while drawing on
secondary sources, provide substantive new insights or
conceptualize it in a new way (a number of papers presented frameworks); and (4) overview articles which
gave an introduction to the issue of medical tourism.
The results are summarized in Figure 2.
Geographic Focus
Papers were grouped according to the region the
research investigated (see Figure 3), or global where
they were general. Europe was the focus of 29 papers,
13 explicitly focus on the UK and a further 11 papers
refer to either UK patients or the NHS, thus a total of
24 papers mentioned or focused on the UK.
Literature reviewed suggests a regional dimension to medical tourism: Japanese companies send
their employees to Thailand,8 or to countries in the
Gulf.9,10 A study of medical tourists in Tunisia found
that they were from neighboring countries.11 Countries
are known for specific areas of medicine: Singapore
for high-end procedures,12 Thailand for cardiac,
orthopedic, and gender reassignment surgery,13 Eastern Europe for dental tourism,14 and Spain for fertility
treatment.15 While some destinations were recognized
as popular with UK patients, eg, Budapest for dental
treatment, evidence from literature suggested that proximity alone does explain preference for one destination
over another.
Motivation to Travel
Most papers made reference to push and pull factors
determining patients’ decision to travel. These relate to
cost, perceived quality, familiarity, waiting lists or delays
in treatment, or the lack of availability of certain treatments in the country of origin.16 As this list demonstrates, these are often complex and dynamic,6 and may
vary according to the treatment for which a patient travels. Evidence suggests that patients traveling for cosmetic surgery may enjoy the anonymity of a destination
far from their country of origin,17 whereas migrants may
prefer to return “home” to feel more comfortable with
language or type of care provided.18 These different factors allow for a division into different subsets of medical
tourism.
Diaspora
A number of studies refer to a group of tourists classified
as diaspora, documenting the return of recent migrants
from India, China, Korea, and Mexico, to access treatment either not available or perceived to be not available in their country of residence, or perceived to be
more effective.9,18 – 20 While cost plays a part in explaining why, eg, Mexican immigrants to the United States
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Identification

PRISMA Flow Diagram for
Literature Review Medical Tourism
Papers identified through
database searching
(n = 2295)

Papers identified through
other sources
(n = 2)

Papers after duplicates removed
(n = 2127)

Screening

Papers excluded
after review of title
(n = 1702)

Papers after titles reviewed
(n = 425)

Included

Eligibility

Papers excluded as
focused on stem cell or
transplant
(n = 51)
Papers abstract reviewed,
where needed full paper
reviewed for eligibility
(n = 374)

Papers excluded after
abstract or full text reviews,
based on criteria defined
(n = 276)

Papers included
following review
of references
(n = 4)
Papers included in review
(n = 100)

Papers not accessible
(n = 2)

Figure 1 PRISMA flow diagram for literature review medical tourism.

Figure 2 Type of study reviewed.
Figure 3 Countries covered.

return to Mexico for treatment, trust emerged as the
key determining factor. This may partly be linked to
language barriers, as a study of Korean immigrants to
Australia suggests.18
Fertility
Reproductive or fertility travel is comparatively better
documented than other forms of medical tourism.15 Of

the 16 papers identified for inclusion in this review,
6 papers focus on equity and ethical issues relating
to fertility tourism, highlighting the rights of women
in recipient countries and equity concerns where they
may be compelled by poverty to donate eggs or act as
surrogates. Four papers provide a general overview of
the issues relating to fertility tourism.7,21 – 23 A review
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4

of literature on cross-border reproductive care15 finds
a consistent gap of empirical research—of 54 papers
reviewed only 15 were based on empirical investigation. It noted the absence of evidence about patients’
backgrounds and factors motivating their travel, and a
gap in research on industry. A specific feature of fertility travel cited across papers reviewed is that availability of treatment (in this case gametes and surrogacy) is
a factor in patient decision making. This includes the
wish for timely and affordable treatment; in the UK it
includes perceptions of the NHS as stressful and less
effective.6 Evidence also highlights health effects of fertility travel on patients, showing an increase in multiple
births in a London hospital resulting from fertility treatment received abroad.24 Combined, these studies show
that there is an effect of fertility travel on the health
system of the country from which medical tourists originate, in this case the NHS, and that regulation of availability and (perceived) quality of service are factors leading patients to travel.
Dental Tourism, Bariatric and Cosmetic Surgery
Other types of tourism are identifiable, including dental
tourism.25 Three papers26 – 28 indicated this is likely to
be an area of increasing travel by UK citizens, given the
high cost of dentistry in the UK private sector, limited
availability in the public sector, and lower cost in Eastern
Europe.27 A survey of dental clinics in Western Hungary and Budapest showed the largest group of patients
(20.2%) originating from the UK with lower prices
cited as main motivating factor.28 Two papers focused in
depth on issues surrounding bariatric surgery, exploring
the ethical challenges and a case study of complications
experienced by a US patient.29,30 Papers by Birch and
colleagues31 and Miyagi and colleagues32 focus on complications from cosmetic tourism in UK patients. Others
reported that a poll conducted amongst the members of
the UK public found that 92% would consider traveling abroad for cosmetic surgery.33 The possibility of a
large number of UK patients seeking cosmetic surgery
abroad appears supported by a survey conducted by the
British Association of Plastic, Reconstructive and Aesthetic Surgeons which found that 37% of respondents
had seen patients in the NHS with complications from
overseas surgery.31
Risks
Risks for patients are covered in 29 papers. But surprisingly only 8 of these papers focus exclusively on the
issue, and 10 studies mention longer-term health outcomes of patients. Three describe the recent outbreak of
NDM1 bacteria following patients receiving treatment
in India, a fourth describes an outbreak of hepatitis B in
a London hospital traced to a patient recently returned
from surgery in India, pointing to potential risks of diaspora travel.34 – 37
While papers tend to mention regulation, only
two38,39 review this more systematically. Both point to a
J Travel Med 2014
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Issues covered

Fertility
Cosmetic
Dental
Diaspora
Bariatric
Risks in health outcomes
Focus on recipient country’s health system
Focus on originating country’s health system

16
5
3
7
2
29
37
34

vacuum in regulation, with no one specific regulator or
quality assurance standard in place, but rather a number
of private companies offering quality assurance through
affiliation, creating a market for quality assurance rather
than independent standards.
Effect on Countries
As summarized in Table 1, 37 papers focused on the
effects on recipient country’s health system. Issues
highlighted include the potential for medical tourism
to retain or attract doctors in low- and middle-income
countries who may otherwise emigrate, thus preventing or reversing a brain drain, and generating foreign
currency.12 Also considered is the danger of creating
a two-tiered health system, resulting in increasing
inequities in access and quality of health care for the
local population in destination countries,40,41 mainly as
a result of a rise in price where public health services
are not provided for free in recipient countries, and
the potentially greater concentration of doctors in the
private sector.42
A total of 34 papers focused on potential effects
on originating countries’ health system. These referred
to factors leading to patients’ travel, including rise
in costs. Papers documented patients returning with
complications.43 Seven papers specifically highlighted
complications dealt with in the NHS.31 Research highlighted the need for regulation, the lack of quality control of overseas providers, and the cost (potential or
real) arising to the originating country from treating
such complications. Two papers calculated the potential
cost saving and benefits of sending patients abroad.20,44
Overall, papers focusing on the effects on originating
countries’ health system concentrate mainly on perceived negative consequences.
Industry
Forty-one papers reviewed focus at least partly on
providers of medical tourism. A subset of 22 papers
studied the medical tourism industry in a more focused
way. These provide evidence of a highly diversified
industry, with no clear typology emerging. For example,
in Southeast Asia medical tourism is state-led, with large
hospitals targeting foreign patients. In other cases, such
as cosmetic or dental tourism, intermediaries organize
travel and treatment for patients. Examining the entire
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literature, it is clear that there is not a uniform model or
chain for medical tourism.
Articles examining communication materials and
websites highlight the limited information on follow-up
care and redress in case of complications.2 They point
to an emphasis on testimonies by patients, rather than
formal accreditation or qualification of clinicians, a
focus on tourism aspects of the destination and on
trust—offering services “as good as at home.”41 These
are in addition to low cost used as a selling point. Studies
focusing on medical tourism facilitators identify these as
a heterogeneous group.45,46
Papers reviewed mention individual hospitals or a
medical tourism provider at the country level to give a
flavor of the industry.8,45 However, only four papers47 – 50
report findings of a more systematic assessment of the
industry, including focus on the strong state role in
the development of medical tourism in Hong Kong,
Malaysia, and Singapore, analyzing how these countries
have fostered medical tourism, including through tax
incentives. Singapore, for example, made a conscious
decision to focus on the high-end complex procedures
to have a competitive advantage.47
Number of People Traveling
The actual volume in flow of medical patients was
referred to in many papers but investigated in
few10,11,28,42,51 – 54 ; all papers provided further estimates or trends. Most papers cited similar figures of
patient flows, but often sources were not accessible
or based on media reports or other academic papers,
which in turn quoted inaccessible sources. Seven papers
referred directly to a report by Deloitte Consultancy,
and six to McKinsey; the exact ways in which these
were calculated remain unclear. Even where these were
not referenced, the figures cited suggest these two
reports as a source. For example, one paper33 cites The
Economist stating 750,000 US patients traveling abroad
for treatment in 2007. This is the figure provided in the
report from Deloitte consultancy in 2008.
Eight papers reviewed had either generated or collected own data on patient flows. Only three papers had
calculated the total volume of medical tourism for 13
countries, including actual cost and effect on recipient
country’s health systems. NaRanong and colleagues calculate the contribution of medical tourism to Thai GDP
(0.4%), while medical tourists with their higher purchasing power are likely to increase the cost of health
services and lessen access in the public sector.42 This
contrasts with Lautier’s findings which highlight that
export of health services in Tunisia simply makes use of
excess capacity in the country’s private sector.11 Siddiqi’s
11-country study in the Middle East showed complex
flows within the region.10 Findings across the different
studies suggest that the impact on recipient country’s
health system depends on the context and capacity, but
that there is likely to be a small contribution to overall
GDP. How income gained from medical tourism is in
turn invested has not been studied.

Discussion
This review of the literature provides the most comprehensive overview of knowledge on medical tourism to
date. The main limitation of the studies is the focus on
English (and German) literature, and as set out in the
search strategy a narrow definition focused on medical
tourism rather than on the inclusion of broader health
and well-being travel literature. This was essential to
maintain feasibility of the review, given the large number of papers published.
Main Findings: What We Can Learn From the Literature
on Medical Tourism
The literature reviewed clearly indicates that medical
tourism is no unified phenomenon. Sub-types of travel,
such as diaspora or fertility travel, travel for bariatric
surgery, dental, or cosmetic work, were evident from
the review. Decisions by patients to travel are not
simply guided by cost considerations or even clinical
outcomes. Rather, the literature points to a complex
matrix of perceptions of care, waiting times, cost, and
others, depending on the type of treatment sought. For
example, trust appeared as a motivation for diaspora
travelers but not for dental tourists, cost or availability
in cosmetic procedures, and regulation in the case of
fertility. However, lack of information about patients’
characteristics limits deeper understanding of push and
pull factors. With very few exceptions,16,6 the absence of
in-depth interviews with more than one or two patients
poses the greatest weakness of the literature reviewed
and opens the potential to bias within studies reviewed.
A diverse picture of the medical tourism industry
emerges. Some countries have become known for
excellence in certain areas of treatment such as Spain
for fertility or Hungary or Poland for dental treatment.
Yet, this did not appear the case for all medical tourism
destinations, eg, while India clearly is a destination for
medical tourists, this is for a whole broad spectrum of
treatments.
Few studies were able to quantify patient flows
and calculate effect on recipient health systems and
the economy. Evidence does suggest that the inflow
of medical travelers can increase inequities within the
recipient country health systems42 but that depends on
the context.11
Perhaps the most surprising finding was the increase
in papers presenting primary research—a shortfall or
gap that had been noted by the earlier literature
reviews.5,55,56 The recent publication date of many confirms the increase in research of medical travel.
Implications for the UK NHS
Evidence demonstrates that UK patients travel abroad
to receive treatment and return with complications or
infections that require follow-up in the public sector.
Based on papers reviewed, cosmetic procedures appear
an area of growth for medical travel by UK patients
J Travel Med 2014
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and likely to result in cost to the NHS due to resulting complications, but costs resulting from other types
of travel, including fertility and dental tourism, are evident. While complications experienced by UK medical tourists were reported, these were not compared
to rates of complications for similar procedures undertaken in the UK, which would have further strengthened
such research. However, in individual cases of patients
described, these often focused on cases so unusual or
extreme that the comparison or lack thereof to the UK
was implicit. Case studies also underlined the challenges
relating to information and communication, with often
limited patient records available for returning medical
tourists.
Despite a number of studies focusing on UK patients,
overall the evidence presented underlines the need
for further research to ascertain the potential impact
and costs arising from medical tourism on the NHS.
Only one study42 estimated actual costs arising from
complications of returning medical tourists and this
was based on a small sample of patients. We found
no research calculating the potential savings arising
from UK patients traveling abroad for treatment. While
research on risks associated with medical travel proved
limited, the documented NDM1 outbreak in the UK
highlighted the potential of infections that may result
from medical travel.36
Research focused on communication materials and
websites highlights the lack of credible information
about qualification and an absence of regulation and
legal safeguards. This lack of clear information paired
with the increasing willingness to travel of the UK
public makes a greater numbers of complications a likely
scenario.
Considering findings from the literature focused on
the UK, these are particularly salient for the NHS at a
time of reform. The lifting of the cap on private patients
increases the potential for greater earning and marketing of NHS hospitals to foreign private patients. In this
context, the lack of evidence on incoming tourists limits the possibility of informed decision making. Moreover, findings about complications of returning medical
tourists, which highlight the need of quality control and
continuity of care, are likely to mirror some of the policy
challenges that will become evident in the implementation of the EU Directive on cross-border health care
implemented from 2013. In this context, it seems opportune for policymakers within the EU to further explore
lessons from medical travel.
Conclusion
This review of the literature highlights a growing trend
in medical travel that is likely to continue and have
an increasing impact on patients, and originating and
recipient health systems. It shows a diverse industry
and different types of tourism depending on treatment,
each with a complex set of patient motivation. Evidence
also highlights complications experienced by patients,
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resulting in health problems and costs to originating
health systems. While the review shows an increase in
research over the past 2 years, it also clearly identifies
limits to current knowledge and areas where the need
for further research is evident:
1. A lack of information about patients’ background and
numbers of patients traveling abroad for treatment
persists. The lack of data also restricts analysis about
possible cost and benefits of medical travel.
2. Limited insights on why some patients travel when
others do not.
3. Little is known about the industry beyond reviews of
information materials and websites. Further research
is needed to better understand how the sector operates, to ultimately understand impact on health services and outcomes of medical travelers.
4. Moreover, there is an absence of research examining
the long-term health outcomes of medical tourists
when compared to patients treated within their country of residence. As a result, evidence on the comparative effect of treatment received abroad is lacking. Further qualitative and quantitative research
beyond immediate clinical outcomes is needed to
truly understand the effect of medical travel on
patients, and its cost to the health system.
As medical tourism is set to rise, addressing these
gaps in the evidence is urgently required to avoid potential harm to patients and health systems by enabling
more informed policymaking on aspects of medical
tourism.
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