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Abstract

Patient travel across borders to access healthcare is becoming increasingly common and widespread. Patients
moving from high income to middle income countries for healthcare is well documented, with patients seeking
treatments that are cheaper or more readily available than at home. Less well understood is when patients move
from one low income country to another or from a low income country to a higher income country. In this paper,
a realist review was undertaken to explore why, in what contexts and how patients from lower income countries
travel to countries with the same, or more advanced, economies for planned healthcare. Based on an initial scoping
of the literature and discussions with key informants, we generated an initial theory and set of propositions about
why, how, who and in what contexts people cross international borders for planned healthcare. We then systematically
located and synthesized (1) peer-reviewed studies from the Scopus, Embase, Web of Science and Econlit databases; (2)
non-indexed reports using key informants and Google; and (3) papers from the reference lists of included documents,
to glean supportive or contradictory evidence for our initial propositions. As we reviewed the literature and extracted
our data, we drew on the work of Pierre Bourdieu to understand the interplay between material and non-material
capital and cognitive processes in decisions to cross borders for healthcare. Patient travel was largely undertaken due
to a lack of services in the home country and/or unacceptability of local services, with decisions on when, and
where, to travel, usually made within the patient’s social networks. They were able to travel via use of multiple
resources, including social networks, economic and cultural capital, and habitus. Those patients with greater volumes
of the aforementioned factors had greater healthcare options; however, even those with limited resources engaged in
patient travel. Patient movement challenges traditional ways of thinking about public health and the notion of health
systems contained within the nation state. Further research is needed to better understand the effects of patient travel,
and how to harness the benefits of patient travel without exacerbating existing health inequalities.
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Background
The World Health Organization (WHO) defines health
systems as ‘all the activities whose primary purpose is to
promote, restore or maintain health’ [1]. This definition
recognises that the health system extends beyond the
public health sector. Most analyses of the health system,
however, are limited to an examination of the public sec-
tor contained within geo-political territorial boundaries

[2]. Increased integration into global and regional markets
and the commodification of health is, however, contri-
buting to increased patient mobility, as patients cross in-
ternational borders in search of health services and
products [3–7]. Restricting health system analysis to na-
tional public sector services, whilst attractive in terms of
planning, distorts our understanding of the health system,
provides a misrepresentation of health-seeking practices,
and masks the true burden of disease [8]. A better under-
standing of ‘real world’ patterns of healthcare engagement
and patient mobility, therefore, is important in ensuring
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optimal health outcomes for people in both the sending
and receiving country, and in beginning to explore new
ways of managing health systems that extend across
borders [9].
Travel for healthcare is not a new phenomenon [9, 10].

Within the last decade, however, the global trade in health
services and products has rapidly expanded, with some
governments explicitly including this trade in health in
their national economic development plans [10, 11]. Much
patient movement involves travel from the Global North
to the Global South in search of treatments that are
cheaper and more affordable than at home, or where wai-
ting lists are shorter, and this has been the focus of most
scholarly research [11–14]. Less attention has been paid,
however, to the South-South flow of patients, despite the
recognition that much international medical travel com-
prises South-South or South-North flows [4, 10, 15, 16].
The primary objective is to address the questions of: why
do patients from low and middle income countries
(LMICs) cross international borders for healthcare?; what
are the contextual factors which influence this choice?;
how do patients cross international borders?; and who
crosses international borders for planned healthcare? To
our knowledge, no previous realist synthesis has examined
South–South or South-North medical travel.

Methods
While there is no set definition for what constitutes a
realist review, other than it is underpinned by realist
logic and its constructs, the RAMESES project has pro-
duced training materials and reporting guidelines which
were used to inform and guide our synthesis at the
different stages of the review [17]. As the study did not
involve primary research, it did not require formal
ethical approval. The study did, however, follow the eth-
ical standards of utility, usefulness, feasibility, propriety,
accuracy and accountability [18].

Changes to the review process
The initial intent of the review was to follow a rapid realist
review approach [19]; however, this was subsequently re-
vised. This decision was informed in discussions with other
researchers who have undertaken realist reviews. In particu-
lar, we wanted to produce explanations that were potentially
transferrable across contexts and populations, rather than
the very context-specific explanations typically generated in
a rapid realist review [19]. We also felt that as we were not
evaluating a specific intervention with a clearly articulated
program theory, engaging in theory at the scoping stage was
important [20]. We, therefore, decided to follow the five
stages recommended by Pawson in conducting realist re-
views [20]. It is important to note that while presented
below as five steps, in practice, the review was iterative with
the researchers moving between the different steps [21, 22].

Rationale for a realist synthesis
Realist review is a theoretically-driven, qualitative ap-
proach to synthesizing qualitative, quantitative and mixed-
methods research evidence [20, 22–26]. It differs from
other empirically focused qualitative or quantitative
methods in that it is a theory-driven, abductive approach
that aims to understand context, mechanism, and out-
come (CMO) configurations [25, 27]. We chose a realist
synthesis because of the substantial heterogeneity that
exists in transnational health systems and the complex
interactions that occur within the system. Complex
systems consist of multiple human components (clini-
cians, nurses, allied healthcare staff, patients, carers and so
forth) that interact in a non-linear fashion to produce out-
comes which are highly context dependent [23, 28–32]. In
complex systems, outcomes depend on humans making
decisions in a semi-predictable (demi-regular) manner
about how to use the resources available to them in
particular contexts, making a realist approach more
appropriate than a systematic review [22, 27, 33].
Central to a realist review is the generative explanation

for causation - that is, outcomes (O) of interest are gene-
rated by relevant mechanism(s) (M) being triggered within
certain contexts (C). Mechanism refers to a generative
process that creates or constitutes a regularity that
explains how outcomes follow from decision-making pro-
cesses and the capacity (resources) to enact these deci-
sions [27]. In the case of cross-border health-seeking
practices, it refers to the interaction between the reaso-
ning of patients and their capacity to seek healthcare out-
side of the domestic market. These mechanisms are
influenced by the context. Context, in a realist review,
generally refers to aspects of the background (in this case,
the health system or health market), people and the
research setting, i.e. the location of the study, that moder-
ate outcomes. Context may allow or, alternatively, con-
strain agency [19, 34]. Together, context and mechanisms
interact to bring about outcomes. Outcomes refer to
expected or unexpected intermediate (mediating) and final
outcomes or results. The C-M-O configurations help en-
sure external validity, as they allow the research to extend
to a level of abstraction for the theory, or theories, to be
useful in other contexts [34].

Scoping the literature
Step 1: identifying potential theories
A realist review differs from empirically focused qualita-
tive or quantitative methods in various ways, including
its theory-driven and abductive approach to understan-
ding C-M-O configurations. Thus, central to any realist
synthesis is developing and refining candidate theories
that relate to the area of investigation [27, 33]. Theory is
typically incorporated at the beginning of the review and
informs the development of the protocol [20, 27].
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At the start of the current study, the initial review com-
pleted as part of the study protocol was further refined
through further reading of how health markets are ex-
pected work [35]. In this initial scoping of the literature,
our focus was on understanding how healthcare service
markets (as a sub-sector of health systems markets) were
expected to work through the process of demand and sup-
ply, rather than specifically focussing on patient mobility.
In addition to the literature, we drew on face-to-face
discussion between ourselves and colleagues who are in-
volved in global health system research, as well as on our
experiential knowledge, observation and our familiarity
with the access to health services research literature. This
understanding was then used to construct the theoretical
framework [33], which underwent multiple iterations,
both prior to starting the review and as our understanding
grew through our research.
We recognised that healthcare markets, however,

typically do not function in the way of ideal markets, as
described in neo-classical economics [36–42]. Thus, from
the outset, we theorised markets, and healthcare markets
in particular, as interactive socioeconomic institutions that
work through process of interactions of demand and sup-
ply [36, 40, 43], with patient consumers and healthcare
providers participating in a social contact with healthcare
goods or services exchanged within a system of social
relations and networks [44, 45].
We hypothesised that people value health and, as such,

are willing to invest in the commodity of ‘good health’ in
a variety of ways, including through the purchasing of
health services and products. In our initial review, we
identified numerous demand- and supply- side factors
that may lead to market failure. Demand-side determi-
nants influence the ability to use health services, and
include household resources and willingness to pay,
perception of illness, self-care practices, information on
healthcare options, distance from health services, oppor-
tunity costs, cultural and social factors, prior experiences
and subjective assessment of quality of services [46–48].
Supply-side determinants include technological and
diagnostic capacity, costs of services, availability and
quality of staff and responsiveness to patient demand
[40, 46, 49, 50]. These demand- and supply-side features
are not necessarily mutually exclusive, and may interact

and influence each other. They are often grouped under
four facets of access: availability, geographic accessibility,
affordability and acceptability [46, 47, 51–53]. When ap-
plied to people from lower income countries crossing
borders for healthcare, we hypothesised that when
domestic markets fail, due to an interaction between the
supply- and demand-side factors of availability, geographic
accessibility, affordability and acceptability (context), and
where patients have the resources to access information
on available healthcare services and cross borders
(context – possibility to choose), some patients would
be willing to invest in the commodity (good health) by
crossing-borders (market mechanism). We assumed
that the patient-consumer’s therapeutic destination
would be one that was perceived as accessible, afford-
able and with acceptable levels of service, as well as of-
fering the required services. The definitions we used in
this review to describe these supply- and demand-side
determinants of access are outlined below in Table 1.

Searching process
Step 2: search strategy
To map the elements of healthcare service markets, with a
view to further uncovering the underlying C-M-O config-
urations that helped explain why patients from LMICs
cross borders, we conducted a search of the literature.
Searches were conducted to identify studies across the da-
tabases Scopus, Embase, Web of Science and Econlit,
using the search terms (‘medical tour*’ OR ‘health tour*’
OR ‘patient mobility’ OR ‘medical mobility’) OR ‘thera-
peutic itinerar*’ OR ‘medical travel*’ OR ‘international pa-
tient’ OR ‘transnational health care’ OR ‘transnational
healthcare’ OR ‘cross-border health care’ OR ‘cross-border
healthcare’ OR ‘cross-border care’ OR ‘health seeking
behaviour’ OR ‘patient movement’) AND (health care sys-
tem’ OR ‘healthcare system’ OR ‘health services market’
OR availability OR accessibility OR affordability OR ad-
equacy OR acceptability OR satisfaction) AND (patient
OR tourist OR client) AND (‘low income’ OR ‘middle
income’ OR ‘low-and middle-income country’ OR ‘South
– South’ OR ‘global south’ OR ‘intra-regional’). The search
was further limited to studies published between 2000 and
2014, in the English language. This was due to budgetary
constraints, and as the authors speak only English.

Table 1 Definitions of supply- and demand-side determinants

Availability Availability of the right kind of care to those who need it, such as hours of operation and waiting times (S)
that meet demands of Patients (D), and appropriate type of service providers and materials (S)

Geographic accessibility The physical distance or travel time from service delivery point to the user. Depends on location of patient
(D) and location of health services (S)

Affordability Relationship between price of services (S) and willingness and capacity of users to pay for those services (D)

Acceptability Match between responsiveness of healthcare services to the social and cultural expectations of individual
users and communities

S supply, D demand
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Additionally, multiple papers for possible inclusion
where known to the authors, based on their previous
work on the topic, and these papers were also screened.
Given that grey literature is a relevant source of infor-
mation for realist reviews, a Google search was also
undertaken to identify other materials including, for ex-
ample, reports published by governments, international
organisations, non-governmental organisations, disserta-
tions and theses [20, 22]. A further less exhaustive data-
base search was also conducted to update the results.
This secondary search used less search terms and only
one database. Bibliographic references from the included
documents were also reviewed, using the snowballing
technique, to identify additional documents.

Selection and appraisal of documents
Step 3: study selection criteria and procedures
Titles and abstracts were screened by SJB. To be in-
cluded in the review, a study was required to meet all of
the following criteria, namely (1) To relate to patient
travel across borders for access to healthcare; (2) To re-
late to travel from low to low or low to higher income
countries (according to the World Bank classifications
[54]); (3) To present quantitative, qualitative, mixed
methods data or a review of the literature; (4) To be
published between 2000 and 2014; and (5) To be pub-
lished in English. One investigator (SJB) reviewed the
documents and, where unsure of acceptability, a second
investigator (JD) was consulted. Each paper was exam-
ined for evidence based on how it supported, refuted,
reinterpreted or refocussed the novice theories devel-
oped, looking at how each study contributed to the
initial theory. Relevance and quality were assessed
guided by the following questions:

1. Does the paper (or an aspect of it) describe patient
movement across borders from a low or lower
income country to the same or a higher income
country?

2. Does the paper (or an aspect of it) provide
information on the context in the sending and/or
receiving country?

3. Does the paper (or an aspect of it) provide some
evidence that will contribute to the synthesis and
our emerging theory?

4. Were the methods used to generate the relevant
data credible – e.g. does the research support the
conclusions [20, 55]? Is the evidence provided good
enough based on sample size, data collection, data
analysis, etc. [20, 55]?

Patients were required to intentionally leave their birth
country for planned healthcare, with the intention of
returning to their birth country. Following Lunt [56], we

excluded long-term residents (immigrants) of other coun-
tries who use the health services provided by their host
country, and patients that received treatment abroad for
emergency procedures whilst travelling for a holiday.

Data extraction
Step 4: data extraction
Eligible papers were compiled in an Endnote library, and
an accompanying document-summary sheet was deve-
loped in Microsoft Excel. The template included factors
such as the author name, year, patient sending and
receiving country, and study type. In addition, using the
theoretical framework to guide themes, an NVIVO
coding structure was developed using the definitions
provided in Table 1. In practice, however, this proved to
be unwieldy to use and a bespoke data extraction form
was developed using Excel. Evidence from the docu-
ments was initially aligned against the program theory
with tentative mechanisms identified using inductive
and deductive processes.

Analysis and synthesis processes
Step 5: data synthesis
In synthesising the data, additional codes were created for
sections of text that seemed relevant to the program the-
ory. During the coding process, we sought to determine if
the coded extract referred to context, mechanism or out-
come, what the C-M-O configuration might be and how it
contributed to our program theory. We did this through
searching for patterns in the data and seeking evidence to
support or refute our emerging C-M-O configurations
and making comparisons with potential rival theories [27].
From this, we began to further formulate potential C-M-
O configurations, which were then tested in the literature.
This process enabled immersion in the literature, the
search for key terms and testing of hypotheses that could
explain for what purpose, in what context, who and how
patients crossed borders for healthcare.
From a realist perspective, context, mechanisms and

outcomes can work in dynamically changing partner-
ships [27]. Dissatisfaction with domestic healthcare
services, for example, can be an individual contextual
factor, or a mechanism, that is, how patients respond to
healthcare services, or the result of healthcare services.
There is also often a ripple effect, whereby the outcome
of one CMO configuration, becomes the context for the
next [27]. In this synthesis, while the cultural norms,
history, institutional settings and infrastructure of in
each paper was different, a common feature was that all
patients were travelling from a lower-income county, to
a higher income country for healthcare. We defined this
as the general context, and looked for individual con-
textual characteristics [27] as we felt this would more
fruitful in identifying more causative CMO configurations.
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We classified mechanisms as how these individual context-
ual characteristics interacted with patient responses (for ex-
ample, cognitive, emotional, and motivational), grouping
them thematically. For example, statements about medical
travel to save lives for treatment for life-threatening infec-
tious diseases, or where in-country treatments had been
futile were grouped under the mechanisms ‘prolonging life’.
The result of this interaction, was classified as an outcome.
While the outcome that we were looking for was crossing
international borders for planned healthcare, as we
reviewed our data we noted a ripple effect, whereby interim
outcomes became contextual factors for the next CMO
configuration. We found it fruitful to record these interim
outcomes that contributed to the ‘final’ outcome of interest,
that is, crossing international borders for planned health-
care, as a way of producing a more nuanced set of CMO
configurations. For example, we found that within a context
of patients not being able to obtain the care they needed
in-country (context), the mismatch between patients’ per-
ceived needs and services available (mechanism), led to a
demand for cross-border healthcare.
As we reviewed the literature and extracted our data,

we also noted how supply- and demand-side factors
interacted with patients reasoning and their access to re-
sources to follow through to the outcome of crossing the
border for healthcare. In this way, we progressively refined
our understanding and our conceptualization of the phe-
nomena of cross-border patient travel [57]. Through this
process, and informed by our understanding of healthcare
markets as interactive socioeconomic institutions, we
drew on Pierre Bourdieu [58–61] to understand the inter-
play between material and non-material capital and cogni-
tive processes in decisions to cross borders for healthcare.
Central to Bourdieu’s work are the concepts of economic,
social and cultural capital [58]. Table 2 provides an
overview of the different types of capital and some of
their distinct features. These different types of capital
are not independent of each other, with one form of
capital being able to be converted to another [58, 62].
Thus, the different capitals cannot be understood in
isolation, and need to be examined in relation to how
they interact with each other. In Bourdieu’s theory, it
is access to these capitals that determine an actor’s

freedom of action and his/her chances for profit in a
particular social field [58].
Also central to Bourdieu’s work is the concept of habitus.

Bourdieu [59] describes habitus as “a system of durable,
transposable dispositions, structured structures predisposed
to function as structuring structures … as principles which
generate and organize practices.” Habitus links objective
social conditions to people’s behaviours and often finds its
expression in particular lifestyles, including health-seeking
practices and, as such, is the central concept at the interface
between the individual and the socially structured environ-
ment [63, 64]. That is, the concept of habitus helps explain
the regularities and patterns of social life, including health-
seeking practices, while leaving open the possibility of free
and purposeful action [65]. The third important concept in
Bourdieu’s work is that of field. A field is a social space of
positions and position taking which, while they do not
operate as conscious constructions with explicit rules, are,
nevertheless, characterized by regularity and norms, with
actors investing in the field and struggling for reward as in
a game [59]. In Bourdieu’s terms, a healthcare market can
be seen as a field, where different types of healthcare
workers and institutions coexist and within which they
position themselves in order to meet their needs.
We hypothesised that cross-border patient movement

is generated by the interaction of valuation processes
(related to demand-side contextual factors of availability,
geographic accessibility, affordability and acceptability)
and the presence of cross-border competition that better
meets patients’ needs. We assumed that, where this is
the case, patients mobilise their available resources to
access this cross-border care. Based on this, we tested
three broadly generalizable hypotheses concerning pa-
tient movement from lower income countries to higher,
or similar, income countries (refer to Table 3).

Validity
The iterative process of understanding how healthcare ser-
vice markets work, and the context in which consumer
patients decide to exit the domestic healthcare system for
one in another country, required the researchers to move
between empirical data and construction of C-M-O con-
figurations [17]. This, alongside the deliberate inclusion of

Table 2 Different types of capital according to Bourdieu [58]

Capital Definition

Social “Social capital is the aggregate of the actual or potential resources which are linked to possession of a durable network of more or less
institutionalized relationships of mutual acquaintance and recognition—or in other words, to membership in a group—which provides
each of its members with the backing of the collectively-owned capital, a ‘credential’ which entitles them to credit, in various senses of
the word” [58].

Cultural Cultural capital is high cultural knowledge that contributes to the owner’s financial and social advantage and is expressed in, for
example, style of speech, dress, or physical appearance. It includes health-related values, behavioural norms and health literacy. Cultural
capital is also expressed through educational qualifications and through objective, materially represented cultural capital, for example,
books, laboratories, medical equipment and scientific instruments.

Economic Different means of production and other forms of income, such as wages.
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context in the analysis, helped enhance internal validity
and the generalisation potential of the identified mecha-
nisms [17, 22].

Results
A total of 57 papers were found across the databases, or
54 after duplicates were excluded. Of these papers, six
met the inclusion criteria. Additionally, 1 paper was found
in the grey literature search and 11 papers were known to
the authors to be of interest. From these papers, an add-
itional 13 papers were found from the reference lists that
met inclusion criteria. In total, therefore, 31 articles were
included in this review. For an overview of the search
strategy, please see Fig. 1.
Of the 31 articles retained, papers fell under the broad

categories of qualitative (n = 13); quantitative (n = 9);
mixed methods (n = 4) and reviews (n = 5). Studies were
undertaken worldwide, for a breakdown of study sending
and receiving countries, in addition to study type, see
Additional file 1.

Why do patients seek healthcare abroad?
Regarding hypothesis A, patients’ or their families’
assessment of the supply–side factors of acceptability,
availability and accessibility were key drivers of patient
exit from the national health system [2, 10, 11, 15, 66–
81]. Based on the review, we identified five principal
mechanisms related to the mismatch between demand
and supply and one mechanism - gaining citizenship –
in which health was not the primary outcome patients
desired. These mechanisms are described in brief below.
For ease of reference, each mechanism has been given a
short explanatory title that captures how the mechanism
works. When these mechanisms are triggered, they do
not generate health-seeking practices across borders dir-
ectly; instead, it is the interaction between the mechan-
ism and context that generates the outcome, in this case,
crossing international borders for planned healthcare. As
shown in Table 3 however, in synthesising the data and
developing our emerging theory, we found it useful to
develop interim outcomes that then created contexts
that contributed to our outcome of interest. In the

Table 3 Emerging theory of cross-border health-seeking practices

Hypothesis Anticipated context Anticipated mechansism Anticipated outcome

Hypothesis A Patients perceive a need for healthcare Mismatch between patient needs
(demand), and services (supply) in
domestic market

Demand for cross-border
healthcare

Hypothesis B Patients attempt to access cross-border
healthcare services due to the mismatch
between patient needs (demand), and
services (supply) in the domestic market

Patients trust and use social networks
and cultural capital to examine and
evaluate alternative options

Patient plan to cross border
for healthcare

Hypothesis C Patients plan to cross border for healthcare Patients mobilise sufficient capital
(economic, social, cultural) to cross
border for healthcare

Patients with adequate
purchasing power (capital), use
cross-border healthcare services

Fig. 1 Flow diagram of search strategy
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mechanisms described below, the interaction between
the mechanism and the context generated a demand for
cross-border healthcare (interim outcome). This formed
part of the context for the next CMO configurations, as
illustrated in Table 3.
It is important to note that for some people the ac-

knowledgment that the healthcare system in their home
country was inadequate, and the subsequent decision to
travel abroad for healthcare, was not an easy one; how-
ever, one’s health was prioritised over any sense of patri-
otism. This was expressed by one Yemeni participant in
the study by Kangas (76, p. 297):

‘I want Yemen to learn medicine. I love Yemen. Why
would we want a faraway country to treat us for
everything? It’s better to spend money inside the country,
not outside. However, I do want to live, not die.’

Prolonging life!
Travelling abroad in cases where patients or their families
perceived life-saving care was needed that was not avail-
able, accessible or acceptable locally was common. Even
where doctors advised of the futility of travelling aboard,
for example, with very late presentations of certain dis-
eases, accepting that there was no hope, especially from
medical professionals working in an often distrusted health
system, was often seen as not an option [72]. The real or
perceived quality of services aboard provided hope, even
in severe cases, that a cure might be found. This sentiment
was seen across multiple studies, as articulated below:

“If your country has advanced medicine, you should be
treated in your or own country. If it doesn’t exist, then
necessity has its rules (75, p. 52)”.

“Nothing is free here [in Kuching] but it’s still better
than having medical treatment [back home] and not
being cured (11, p. 12)”.

“Health is the pillar of human life; one has to do any-
thing to obtain it ( [82], p.307).” The outcome of this
mechanism (maintaining hope of a cure being found and
thus prolonging life) led to a demand for cross-border
healthcare. In order to work, however, this mechanism,
requires economic capital to cover associated costs, a
belief that treatment is available and knowledge of rele-
vant providers across borders (context), with choice of
destination country not a random one. Other patients
crossed borders to escape life-threatening infectious
diseases in their home countries. This mechanism
worked in the context of an under resourced domestic
health system, combined with an accessible cross-border
option (context). For example, when there was a major
cholera outbreak in Zimbabwe, during which Zimbabwean

hospitals had insufficient drugs, some patients travelled to
neighbouring countries, including South Africa, for treat-
ment [15]. While our outcome of interest was patients
crossing borders for planned healthcare, we also identi-
fied a health system outcome in South Africa, where,
afraid of an outbreak amongst its own citizens (mech-
anism), the government agreed to provide free treat-
ment to all Zimbabweans crossing the border with
symptoms (outcome).

Doing the right thing
This mechanism can operate in conjunction with the
prolonging life mechanism just described and also re-
quires knowledge of providers in other countries and
economic capital. In people’s social networks, ideas about
what was considered good care and the ‘right thing to do’
were constructed as people swapped stories of encounters
with the health system at home and abroad. In Kangas’s
[72] study, for example, families who had the wherewithal
to do so, felt they would experience social criticism if they
were not seen to be “doing the right thing” by seeking
cross-border healthcare for critically ill family members
who could not get the care they needed at home. The
“doing the right thing” mechanism, can be considered
an anticipatory mechanism, because it operates on
the desire to avoid anticipated social censure (negative
outcome).
Even though there was less social pressure on those

with inadequate resources, many still felt compelled to
“do the right thing” and seek services overseas. If the
patient did not recover, at the individual or family level
another outcome was that families could at least console
themselves, that they had done everything they could for
their family member.

Arrogant doctors and distrust
This mechanism may work alone, or in conjunction with
the other mechanisms described above, and is based on
dissatisfaction with the quality of the clinical encounter,
and the extent to which, patients trusted local healthcare
providers. In post-conflict Aceh, Indonesia a severe
distrust of local health professionals, who were widely
accused of being arrogant, incompetent and untrust-
worthy, led patients to seek healthcare overseas [74]. De-
scriptions of the Indonesian doctors were in stark
contrast to the “friendly” and “intelligent” Malaysian
doctors, who were attributed as having a unique capacity
to heal. As described in Smith’s study:

“Over there (Malaysia) the medicine is good, so you
can recover quickly. And the doctors are very clever,
they’re well educated, and they have good equipment
so they only need to make a very small cut. In Aceh,
they’d cut you from here to here! (85, p.11).”
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“Last year my relative had an operation [in East
Aceh], and he died during the operation. The doctors
here are arrogant and uneducated (85, p. 283).”

Also in Indonesia, patients from West Kalimantan trav-
elling to Kuching, Malaysia praised the professionalism
of Kuching doctors and expressed disdain for the
prevalent hierarchical medical culture at home that
places patients as passive recipients of care rather than
as active consumers [83]. Other common sources of
dissatisfaction and mistrust included outdated technol-
ogy and diagnostic capacity, substandard facilities, un-
caring staff and poor quality/counterfeit pharmaceuticals
[66, 68, 71–74, 79, 83, 84]. As with the other mechanisms
described above, activation of this mechanism requires
knowledge of healthcare providers abroad and economic
capital. In order for patients to continue using services
overseas, they need to feel that the service they receive is
of better quality and more trustworthy than that received
at home. This involves positive, reinforcing feedback
loops, typically, not only at the individual level, but also
based on the positive experiences of others in their social
networks.

Fulfilling fertility desires
A particular form of market failure is access to repro-
ductive technologies and human gametes (context). In
some countries, lack of access to assistive reproductive
technology is due to contextual factors such as the
illegality of certain services, or unavailability of services
because of real or perceived lack of expertise, equip-
ment, donor gametes or technologies, or services being
restricted to people with certain demographic profiles,
for example heterosexual, married couples of reproduct-
ive age [85–87]. Other contextual factors can include af-
fordability in the home country, or patients concerns
about privacy in using domestic services [85]. Activation
of this mechanism also requires acceptability to the
patient of donated sperm, eggs, and embryos (context).

Perceptions of faster service and convenience
In most of the sending countries there are referral hospi-
tals, usually in the capital cities, where treatment may be
seen as being affordable and of acceptable reasonable
quality. Often, however, particularly in border areas,
travel to these referral centres necessitates paying for
flights, local ground transport, food and accommoda-
tion, and means being away from home (context).
Particularly in border areas, other contextual factors can
include travel across borders being often more conveni-
ent, the service superior to locally available services,
appointments can often be scheduled in advance and, in
many cases, these patients share similar ethno-linguistic
traits as in the receiving country, and may have business

or familial ties [10, 66, 68, 70, 74, 79]. This is particularly
the case where crossing the border is relatively easy and
does not necessarily require a visa/passport [15, 71].
This mechanism, therefore, is anticipatory, in that the
patient believes that using the cross border services, will
save time and reduce the opportunity costs incurred in
using local services.
As explained by a participant in the study by Allen

[66], when asked whether participants are willing to
cross the border from Uganda to Kenya to access health-
care even if it means paying double the rate:

“Very willing. You are not going to waste time. This is
a border town; people are busy doing business. I
cannot afford to waste three hours because I’m sitting
in a line waiting for service. People are willing to pay
whatever amount for their health because they think ‘if
I get this service in time, I’ll be able to compensate the
money I have used (67, p. 66).”

Gaining citizenship
The expectation of potential citizenship for their chil-
dren sometimes guided the choice of Mexican mothers
to give birth in the United States, particularly for women
of middle and higher socio-economic status [70]. Con-
trary to other cross-border patients, however, Mexican
patients found the medical staff in the United States
impersonal compared to their Mexican counterparts, but
valued their technical expertise [70]. In this case, the
outcome that patients were seeking was not necessarily
better care, but citizenship.
The interim outcome (demand for cross-border health-

care) of these six mechanisms described above, does not
explain how the final outcome, that is crossing borders for
healthcare, is achieved. Patients also need to determine
where to go, how to travel and how to cover the costs. A
next step therefore, was to investigate hypothesis B to bet-
ter understand how patients made these decisions.

How do patients decide where to travel for healthcare?
Regarding hypothesis B, drawing on the documents
reviewed and the work of Bourdieu [58–61], we
hypothesised that having decided to seek healthcare
overseas patients selected their therapeutic destination
based on their experiences and the experiences of those
in their social networks. The results revealed that word
of mouth recommendations through social networks,
including family, friends, business contacts and doctor
referrals through their professional networks, were the
most reported influence in determining treatment
destination [10, 11, 66, 68, 71–73, 81, 85, 88, 89]. For pa-
tients, the opinion or recommendations of people they
trusted in their social networks and the credibility of
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these recommendations (mechanism), influenced how
patients chose their medical travel destination and pro-
vider (interim outcome). Returning travellers often
return with medical files and tales of sparkling clean fa-
cilities, health professionals who take care of patients
and find cures, further enhancing the medical credibility
and reputation of therapeutic destinations and providers,
or, in Bourdieu’s [58] terms, the symbolic capital of
medical care aboard [68, 90]. The powerful role of social
interactions was expressed by one participant in the
study by Ormond (84, p. 5):

“Many people suggested that we come to Kuching
because they said that the medical treatment here was
good. The guy over there [a neighbour who drove her
son, sister and husband to Kuching for her husband's
treatment] had the experience of falling ill and being
cured here [in Kuching]. [ … ] We weren't sure about
coming to Kuching, but after we heard about it
through word-of-mouth, we decided to come, especially
after he [the neighbour] shared his experience of get-
ting sick and being cured here.”

Within social networks, medical travellers actively arti-
culate what they perceive as the most significant failings
of their home health system, and spread information
about how to access viable alternatives abroad. Trusted
social networks also provided introductions to healthcare
providers, assisted with the logistics of medical travel, in-
cluding providing transport or financial assistance and
accompanying patients [10, 11, 68, 89], also assiting in pa-
tient destination choice. In these social networks, patients
also developed cultural capital by gaining knowledge from
others on how to access another healthcare system. While
not a focus of our study, another outcome was that in
these social networks awareness of chronic diseases, such
as cancer, was developed and, patients learned that while
often not treatable locally, these diseases could be treated
and managed abroad [72, 84].
Certain regions and countries become noted ‘hubs’ for

certain ailments and treatments. For Yemeni patients,
this manifested in patients seeking eye care travelling to
Russia, India for kidney care, Jordan for cancer care.
[71]. Likewise, in the Middle East, Iran [87] and Lebanon
were hubs for patients seeking assistive reproductive
technology, as is the United Arab Emirates [85, 86].
Through these processes patients and family members

also experience a sense of solidarity, as they move through
their therapeutic journey sharing news and advice on doc-
tors and facilities and details about the medical conditions
for which they are being treated [10, 11, 68, 90]. Within
social networks, the medical care that family members
provide for their relations are also evaluated, shaping
ideas about what forms good care. In this way, patients’

dispositions, or habitus and aspirations are also chan-
ged as they learn more about the world and the options
available to them. This outcome, can have a ripple ef-
fect, increasing dissatisfaction with services at home,
and an increased preference for services abroad.
While websites, chat rooms, media, specialised agencies

and advertisements, access to cell phones and e-mail, that
help connect people with social networks beyond their
home countries, were also identified as contributing to
destination choice, this was to a much lesser extent than
word of mouth [68, 85, 90]. Similarly, in some cases,
international providers had a commercial presence in a
sending country which linked patients to cross-border
healthcare [68]. The overall outcome of the interaction
between demand for cross-border healthcare and trust in
the credibility of the recommendations from trusted social
contacts, or through web-based research private pro-
viders’ marketing, was that would-be patients started
to make concrete plans to travel to a selected treat-
ment destination.
Several of the studies also highlighted the contextual

factors of cultural proximity in determining patient des-
tination [10, 68, 71, 91]. The ethno-linguistic similarity
between Lao patients along the Lao/Thai border, for
example, helped facilitate patient travel [68, 69]. Simi-
larly, patients travelling from Indonesia to Malaysia,
from Bangladesh to India, or from Yemen to Jordon
shared similar languages and cultures [10, 11, 71, 73].
Zhang and colleagues [92] found that Chinese patients’
subjective perception of the differences in the culture,
language, economic and political context between China
and potential destination countries was an important
contextual consideration in destination choice for
relatively minor diseases, but was less of an influencing
factor for severer cases. In terms of Bourdieu’s conceptu-
alisation of cultural capital, a level of education and
comfort with the foreign health system, as well as travel
aids, such as passports, helped shape medical travellers’
treatment and destination options (context).
How do patients travel abroad for healthcare and who

are they?
Having decided to travel for healthcare, patients and

their families act to mobilise sufficient capital (eco-
nomic, social, cultural) to put their plans into action.
Economic capital is mobilised in different ways. Wealth-
ier patients may have insurance [84] and, in some
cases, employers will cover the cost of treatment abroad
[72, 77, 90]. In some cases, an important contextual factor
was the presence of formal inter-governmental arrange-
ments with and costs covered by the sending country.
In South Africa, for example, the government has for-
mal arrangements for intra-regional medical travel with
20 bilateral health agreements with 18 countries in
Sub-Saharan Africa agreed [93]. Similarly, patient travel
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from Libya to Tunisia was facilitated by the Libyan gov-
ernment [94].
In Thailand, an important contextual factor was that

based on a decree from the Strategic Office of the
Ministry of Public Health, all welfare offices in public
hospitals have to treat patients from neighbouring
Myanmar, Lao PDR, Cambodia and Malaysia, regardless
of their financial means [68]. This guideline is applied
both to protect these patient’s right to care, but it also
helps to prevent the spread of communicable diseases
along the border [68] and in this sense, while not the
focus of this review, also represents a health system out-
come in response to patient movement. Patient travellers
with more access to economic capital, were likely to use
private facilities or travel further afield than those with
less economic capital [68, 81, 95]. Further, those with
cultural capital through education were more likely to
have higher levels of economic capital, which in turn,
facilitated access to private insurance plans that some-
times included provisions for healthcare across borders
providing greater choice in the selection of treatment
destinations (context). Many travellers, however, bor-
rowed or sold assets in order to raise sufficient cash
to cover the costs of their medical travel and treat-
ment regime in order to pursue healthcare they be-
lieved would prolong life [72, 90]. Social networks
were also important in helping patients mobilise the
necessary financial resources to travel, both prior to
leaving and while away [68, 71, 72].
While limited information was available in the

reviewed literature on the specific demographic charac-
teristics of these travellers, or the volumes of social,
economic and cultural capital they held, they all drew on
their different forms of capital to facilitate their medical
travel (context). Regardless of the demographic profile,
the goal for all medical travellers was to receive appro-
priate diagnoses and or treatments to promote health.
Few of the papers discussed the health outcomes for pa-
tient travellers and those that did, did so in general
terms. That many patients were satisfied, is seen in how
information about the quality and standard of care
provided in health facilities are passed on in social net-
works, adding value in people’s minds to cross-border
health-seeking practices and reinforcing a provider’s
reputation. On the other hand, for some, the outcome of
patient movement included financial debt and disruption
in the continuity of care disrupted [95].

Discussion
This review shows that it is not only patients from
industrialized countries who decide to exit their do-
mestic healthcare system, but also patients from LMICs.
We identified six mechanisms that interacted with con-
textual factors to generate a demand for patient travel

across borders. While the outcome that we were looking
for was crossing international borders for planned
healthcare, we found it fruitful to identify interim out-
comes that contributed to this “final” outcome. The
broad context for each mechanism was market disequi-
librium, with unmet need in some lower income coun-
tries, but excess supply in other countries of the same or
higher income. This mismatch between supply and de-
mand, is partly due to rapid economic, demographic and
epidemiological transitions that have given rise to an in-
crease in chronic disease in contexts where health sys-
tems are poorly equipped to manage this changing
disease burden. Other broad contextual factors include,
processes of globalisation and greater integration in
regional and global markets. The commodification of
health has also facilitated the growth of health insurance
companies, and other agencies, that may have a commer-
cial presence in a sending country and link consumers
with providers in receiving countries [11].
In order to enact on the desire to seek healthcare

across borders, would-be travellers need access to the
various capitals identified by Bourdieu [58]. Social cap-
ital and trusted social networks, emerged as important
in linking patients with medical providers abroad. The
study confirms the role of word of mouth, through social
networks, as being an important contextual factor in pa-
tient destination. Patients often returned from abroad
praising the quality of the healthcare received, as well as
the good interpersonal relationship developed with
healthcare staff. Patients were often loyal to specific spe-
cialists, routinely returning for follow-up consultations
and recommending them to friends and family and, in
this way, specialists gain a good reputation within a pa-
tient’s’ social network. Social networks could be used to
help solve problems and ‘play the game’ more effectively,
and were a potent form of developing cultural capital, as
information about services was disseminated through so-
cial networks. Through these social networks patients
also develop ideas about what health services are like in
other places, which in turn and shapes habitus about
quality of care, further contributing to market disequilib-
rium. For people residing in border areas, an important
contextual factor was poor physical accessibility to the
required health services in the home country, which
when combined with the required service being easy to
access across the border, triggered the “perceptions of
faster service and convenience” mechanism. Often,
people in these areas also shared greater cultural ties
with the receiving country than the home country,
which aided healthcare navigation and use.
While it may be thought that only the wealthy and

elite in LMICs would be able to mobilise the resources
necessary to access services abroad, this study shows
that this is not the case. People of various economic
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status used a multitude of sources and capitals to facili-
tate their medical journeys. For those of lower economic
means, this form of travel was often funded by numer-
ous sources and, for some families, meant going into
sometimes significant debt. In some cases, government
schemes were in place to cover a patient’s medical ex-
penses; however, the process (which included written
forms) often meant that the most vulnerable were disad-
vantaged. This highlights the important role of not only
economic capital, but also cultural capital. It shows the
interplay between cultural and economic capital, and
how these can be used to create, or impede, opportun-
ities for better quality care. For patients, with lower ac-
cess to economic and cultural capital, the most likely
mechanisms to be activated are “prolonging life”, “doing
the right thing” and if they live close to a border crossing
“perceptions of faster service and convenience”. Also of
note, is that in most cases several contextual conditions
need to be met before a particular mechanism is fired.
For example, for the “fulfilling fertility desires” mechan-
ism to fire, there has to be an accessible, acceptable and
affordable alternative abroad, with the patient able to
mobilise sufficient of the various capitals.
From the above, it is evident that crossing borders for

healthcare is not straightforward. Decisions about invest-
ments in healthcare services abroad are structured by
social networks, the positions individuals hold within
these structures, and their access to other capitals. In
this way, patients and their families negotiate, in an it-
erative manner, among competing perceptions and
needs, weighing advantages and disadvantages that gen-
erate health-seeking practices. Thus, patients’ thera-
peutic destinations are diverse and influenced by the
type of healthcare facilities available, patient capacity to
use them, their habitus acquired through social experi-
ence, and their holdings of economic and cultural capital
[63]. This research provides insights for decision-makers
who either want to grow their international market or
for those who want to retain their domestic patients. For
example, social networks were identified as major sites
for sharing information on cross border healthcare op-
tions, rather than formal advertising. While availability
was often a reason for medical travel, reasons for patient
satisfaction (or dissatisfaction) with healthcare services
often related to the interpersonal skills of healthcare
workers, and was also an important factor in medical
travel, highlighting the importance patients place on the
relational nature of healthcare.
Unlike many realist synthesis our review was not based

on an intervention or family of interventions, for
example, programmes that use incentives to change
behaviour. In this case, our ‘programme theory’ was elic-
ited from social theory and specifically, how markets
trigger certain mechanisms in certain contexts, to

generate outcomes, with the outcome of interest in this
study being that crossing international borders for
planned healthcare. From the outset, we rejected the
view of neo-classical economics, and drew on theories of
markets being a social systems whereby goods or ser-
vices are exchanged within a system of social relations
and networks [35]. As our review continued, while we
still viewed patient travel within a theory of how markets
work, we became more aware of the interaction between
material and non-material resources, and found the
work of Bourdieu resonated with our ongoing synthesis.
In this way, as our understanding deepened, the concep-
tual platform developed, while we still drew on the
concepts of markets, we also incorporated aspects of
Bourdieu’s work, although this middle range theory was
not included in our original protocol [35]. For realist
syntheses, the middle range theory is usually an ab-
stracted form of programme theory and tested against
corresponding to programme components [20].
Despite not focussing on a particular family of pro-

grammes, we were still able to apply the realist logic to
our review to develop a theoretical explanation. The use
of Bourdieu’s [58–61] work to understand transnational
patient travel is also novel. The approach has drawn at-
tention to habitus and capital, and how the pursuit of
health is bound up in patients’ everyday practices. As is
typical with realist evaluation, while C-M-O configura-
tions have been identified, they are open to further test-
ing and iterative refinement against empirical data [27].
A limitation is that we only included papers and docu-

ments in English language and, therefore, may have
missed some studies. Limited information was available
on the specific socio-economic demographics of patients
who cross borders for healthcare, although we were able
to identify how access to the different forms of capital
facilitated travel choice. While this is a potential limita-
tion of our study, it is consistent with the realist
approach which recognises that our understanding of
reality is always incomplete [20, 55]. Over time, however,
it is possible to contribute to what is understood, and
the theories produced in one study may contribute to
further cycles of inquiry and theoretical development
[20, 55]. Another limitation of our work is that we were
not able to fully capture changes in dispositions, or hab-
itus, as a result of cross-border healthcare seeking or
undertake a full analysis of the field. Further, our out-
come of interest was the decision by patients to cross
borders for healthcare. This was not intended to sidestep
the important issue of the impact of these decisions on
patients themselves, health services in receiving and
sending countries, and health financing, including the
formal and informal economy that develops around this
trade in healthcare and health equity outcomes. There
was very limited evidence, however, of how and in what
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circumstances this cross-border patient movement im-
pacts the health and the continuum of care of those who
travel and the broader health systems. There may also
be other contextual factors that influence if and how the
mechanisms operate, but it is rarely possible to describe
every contextual feature. Lastly, this paper did not pro-
vide specific recommendations for policy and practice,
as is typical of many realist reviews. This was because, un-
like other studies using this approach, we did not examine
a specific intervention. In this sense, this research is novel.

Conclusions
This research shows that people from LMICs travel to the
same or higher income countries for planned healthcare.
Patient movement challenges traditional ways of thinking
about public health and the notion of health systems con-
tained within the nation state. Further research is needed to
better understand the effects of patient travel and the impli-
cations for global health, including legal and regulatory
issues, ethical concerns, data collection and transnational
infections, and how to harness the benefits of patient travel
without exacerbating existing health inequalities.

Additional file

Additional file 1: Study characteristics. (DOCX 13 kb)

Abbreviations
CMO: Context, mechanism, outcome; LMIC: Low and middle income country;
WHO: World Health Organization

Acknowledgements
We would like to thank the reviewers for their valuable feedback.

Funding
Not applicable.

Availability of data and materials
Not applicable.

Authors’ contributions
JD conceived the project. SJB performed the search and data extraction. JD
and SJB analysed and interpreted the data. JD and SJB prepared the
manuscript. Both authors read and approved the final manuscript.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Received: 5 July 2016 Accepted: 10 August 2017

References
1. WHO. Everybody’s business: Strengthening health systems to improve

health outcomes: WHO’s Framework for Action Geneva: World Health
Organization; 2007 [cited 2012 20th October]. Available from: http://www.
who.int/healthsystems/strategy/everybodys_business.pdf.

2. Zanini G, Raffaetà R, Krause K, Alex G. Transnational medical spaces:
Opportunities and restrictions. 2013.

3. Glinos IA, Baeten R, Maarse H. Purchasing health services abroad: Practices
of cross-border contracting and patient mobility in six European countries.
Health Policy. 2010;95(2–3):103–12.

4. Connell J. Contemporary medical tourism: Conceptualisation, culture and
commodification. Tour Manag. 2013;34:1–13.

5. Crooks VA, Turner L, Snyder J, Johnston R, Kingsbury P. Promoting medical
tourism to India: Messages, images, and the marketing of international
patient travel. Soc Sci Med. 2011;72(5):726–32.

6. Lunt N, Mannion R. Patient mobility in the global marketplace: A
multidisciplinary perspective. Int J Health Policy Manage. 2014;2(4):155–7.

7. Wang HY. Value as a medical tourism driver. Manag Serv Qual. 2012;22(5):
465–91.

8. Durham J, Pavignani E, Beesley M, Hill PS. Human resources for health in six
healthcare arenas under stress: a qualitative study. Hum Resour Health.
2015;13(1):14.

9. Helble M. The movement of patients across borders: challenges and
opportunities for public health. Bull World Health Organ. 2011;89(1):68–72.

10. Ormond M. En route: Transport and embodiment in international
medical travel journeys between Indonesia and Malaysia. Mobilities.
2013;10(2):285–303.

11. Ormond M, Sulianti D. More than medical tourism: Lessons from Indonesia
and Malaysia on South-South intra-regional medical travel. Curr Issue Tour.
2014:1–17.

12. Glinos IA, Baeten R, Helble M, Maarse H. A typology of cross-border patient
mobility. Health Place. 2010;16:1145–55.

13. Lunt N, Carrera P. Medical tourism: Assessing the evidence on treatment
abroad. Maturitas. 2010;66(1):27–32.

14. Mainil T, Van Loon F, Dinnie K, Botterill D, Platenkamp V, Meulemans H.
Transnational health care: From a global terminology towards transnational
health region development. Health Policy. 2012;108(1):37–44.

15. Crush J, Chikanda A. South–South medical tourism and the quest for health
in Southern Africa. Soc Sci Med. 2015;124:313–20.

16. Pocock NS, Phua KH. Medical tourism and policy implications for health
systems: A conceptual framework from a comparative study of Thailand,
Singapore and Malaysia. Glob Health. 2011;7(1):12.

17. Wong G, Greenhalgh T, Westhorp G, Buckingham J, Pawson R. RAMESES
publication standards: realist syntheses. BMC Med. 2013;11(1):21.

18. Mertens DM. Transformative mixed methods research. Qual Inq. 2010;16(6):
469–74.

19. Saul JE, Willis CD, Bitz J, Best A. A time-responsive tool for informing policy
making: Rapid realist review. Implement Sci. 2013;8:103.

20. Pawson R. Evidence-based policy: a realist perspective: Sage publications;
2006.

21. Brennan N, Bryce M, Pearson M, Wong G, Cooper C, Archer J.
Understanding how appraisal of doctors produces its effects: a realist review
protocol. BMJ Open. 2014;4(6).

22. Pawson R, Greenhalgh T, Harvey G, Walshe K. Realist review - A new
method of systematic review designed for complex policy interventions.
J Health Serv Res Policy. 2005;10(Suppl 1):21–34.

23. Best A, Greenhalgh T, Lewis S, Saul JE, Carroll SB. Jennifer Large-system
transformation in health care: A realist review. Milbank Q. 2012;90(3):421–56.

24. Jagosh J, Pluye P, Macaulay A, Salsberg J, Henderson J, Sirett E, et al.
Assessing the outcomes of participatory research: protocol for identifying,
selecting, appraising and synthesizing the literature for realist review.
Implement Sci. 2011;6(1):24.

25. Pawson R. Evidence-based policy: The promise of “Realist Synthesis.
Evaluation. 2002;8(3).

26. Pawson R, Greenhalgh T, Harvey G, Walshe K. Realist synthesis: an
introduction. ESRC Research Methods Programme. University of Manchester
RMP Methods Paper 2. 2004.

27. Pawson R. The science of evaluation: A realist manifesto. London: Sage; 2013.

Durham and Blondell Globalization and Health  (2017) 13:68 Page 12 of 14

dx.doi.org/10.1186/s12992-017-0287-8
http://www.who.int/healthsystems/strategy/everybodys_business.pdf
http://www.who.int/healthsystems/strategy/everybodys_business.pdf


28. Bloom G, Standing H. Pluralism and marketisation in the health sector:
Meeting health needs in contexts of social change in low- and middle-
income countries. Institute of Development Studies: Brighton; 2001.

29. Adam T, de Savigny D. Systems thinking for strengthening health systems
in LMICs: need for a paradigm shift. Health Policy Plan. 2012;27(suppl 4):iv1–3.

30. Atun R. Health systems, systems thinking and innovation. Health Policy Plan.
2012;27(suppl 4):iv4–8.

31. Swanson RC, Cattaneo A, Bradley E, Chunharas S, Atun R, Abbas KM, et al.
Rethinking health systems strengthening: Key systems thinking tools and
strategies for transformational change. Health Policy Plan. 2012;27(suppl 4):
iv54–61.

32. Willis CD, Best A, Riley B, Herbert CP. Systems thinking for transformational
change in health. Evid Policy. 2014;10(1):113–26.

33. Wong G, Greenhalgh T, Pawson R. Internet-based medical education: A
realist review of what works, for whom and in what circumstances. BMC
Med Educ. 2010;10(1):12.

34. Robert E, Ridde V, Marchal B, Fournier P. Protocol: a realist review of user
fee exemption policies for health services in Africa. BMJ Open. 2012;2:
e000706.

35. Durham J, Blondell SJ. Research protocol: a realist synthesis of cross-border
patient mobility from low-income and middle-income countries. BMJ Open.
2014;4(11):e006514.

36. Bloom G, Standing H, Lloyd R. Markets, information asymmetry and health
care:Towards new social contracts. Soc Sci Med. 2008;66:2076–87.

37. Bloom G, Standing H, Lucas H, Bhuiya A, Oladepo O, Peters DH. Making
health markets work better for poor people: The case of informal providers.
Health Policy Plan. 2011;26:i45–52.

38. Grossman M. On the concept of health capital and the demand for health.
J Polit Econ. 1972;80(2):223–55.

39. Elliot D, Gibson A, Hitchins R. Making markets work for the poor: Rationale
and practice. Enterprise Dev Microfinance. 2008;19:101–19.

40. Ghosh BN. Rich doctors and poor patients: Market failure and health care
systems in developing countries. J Contemp Asia. 2008;38(2):259–76.

41. Peters DH, Paina L, Bennett S, et al. Health Policy Plan. 2012;27(suppl 4):iv44–53.
42. Sen A. Development as freedom. Oxford: Oxford University Press; 2001.
43. Bennett S, Bloom G, Knezovich J, Peters DH. The future of health markets.

Glob Health. 2014;10:51.
44. Lie J. Sociology of markets. Annu Rev Sociol. 1997;23(1):341–60.
45. Fligstein N, Dauter L. The sociology of markets. Annu Rev Sociol. 2007;33:105.
46. Jacobs B, Ir P, Bigdeli M, Annear PL, Van Damme W. Addressing access barriers to

health services: an analytical framework for selecting appropriate interventions in
low-income Asian countries. Health Policy Plan. 2012;27(4):288–300.

47. Levesque J-F, Harris M, Russell G. Patient-centred access to health care:
Conceptualising access at the interface of health systems and populations.
Int J Equity Health. 2013;12(1):18.

48. Peters DH, Garg A, Bloom G, Walker DG, Brieger W, Hafizur RM. Poverty and
access to health care in developing countries. Ann N Y Acad Sci. 2008;
1136(1):161–71.

49. Ensor T, Cooper S. Overcoming barriers to health service access: Influencing
the demand side. Health Policy Plan. 2004;19(2):69–79.

50. Obrist B, Iteba N, Lengeler C, Makemba A, Mshana C, Nathan R, et al. Access
to health care in contexts of livelihood insecurity: A framework for analysis
and action. PLoS Med. 2007;4(10):e308.

51. Aday LA, Andersen R. A framework for the study of access to medical care.
Health Serv Res. 1974;Fall:208–20.

52. Peters DH, Mirchandani GG, Hansen PM. Strategies for engaging the private
sector in sexual and reproductive health: how effective are they? Health
Policy Plan. 2004;19(suppl 1):i5–i21.

53. Andersen R, McCutcheon A, Aday LA. Y CG, Bell R. Exploring dimensions of
access to medical care. Health Serv Res. 1983;18(1):49–74.

54. World Bank. Country and lending groups 2014. Available from: http://data.
worldbank.org/about/country-classifications/country-and-lending-
groups#East_Asia_and_Pacific. Accessed 15 Aug 2017.

55. Wong G, Westhorp G, Pawson R, Greenhalgh T. Realist synthesis training
materials 2013.

56. Lunt N, Mannion R, Exworthy M. A framework for exploring the policy
implications of UK medical tourism and international patient flows. Soc
Policy Adm. 2013;47(1):1–25.

57. Wong G, Pawson R, Owen L. Policy guidance on threats to legislative
interventions in public health: a realist synthesis. BMC Public Health. 2011;
11(1):222.

58. Bourdieu P. The forms of capital. In: Richardson JG, editor. Handbook of
theory and research for the sociology of education. New York: Greenwood
Press; 1986. p. 241–58.

59. Bourdieu P. The logic of practice. Stanford: Stanford University Press; 1990.
60. Bourdieu P. Outline of a theory of practice. Cambridge, MA: Cambridge

University Press; 1997.
61. Bourdieu P. Principles of an economic anthropology. In: Smelser NJ,

Swedberg R, editors. The handbook of economic sociology. Princeton:
Princeton University Press; 2005. p. 75–89.

62. Moore R. Capital. In: Grenfell M, editor. Pierre Bourdieu: Key concepts, vol.
2nd. Abingdon, England;New York, NY: Routledge; 2009. p. 101–17.

63. Abel T. Cultural capital and social inequality in health. J Epidemiol
Community Health. 2008;62(7):e13.

64. Michielsen J, John D, Sardeshpande N, Meulemans H. Improving access to
quality care for female slum dwellers in urban Maharashtra, India:
Researching the need for transformative social protection in health. Soc
Theory Health. 2011;9(4):367–92.

65. Lee RG, Ozanne JL, Hill RP. Improving Service Encounters through Resource
Sensitivity: The Case of Health Care Delivery in an Appalachian Community.
J Public Policy Mark. 1999;18(2):230–48.

66. Allen W. “I am From Busia!”: Everyday Trading and Health Service Provision
at the Kenya–Uganda Border as Place-Making Activities. J Borderlands Stud.
2013;28(3):291–306.

67. Bochaton A. The rise of a transnational healthcare paradigm. Thai
hospitals at the crossroad of new patient flows. Eur J Transnational
stud. 2013;5(1):54–80.

68. Bochaton A. Cross-border mobility and social networks: Laotians seeking
medical treatment along the Thai border. Soc Sci Med. 2015;124:364–73.

69. Chaleunvong K, Kamsa-ard S, Suwanrungruang K, Wiangnon S, Sychareun V,
Alounlangsy P, et al. Retrospective appraisal of cancer patients from
Vientiane Capital City, Lao People's Democratic Republic (PDR), seeking
treatment in Thailand. Asian Pac J Cancer Prev. 2013;14(9):5435–40.

70. Guendelman S, Jasis M. Giving birth across the border: The San Diego-
Tijuana connection. Soc Sci Med. 1992;34(4):419–25.

71. Kangas B. Therapeutic itineraries in a global world: Yemenis and their search
for biomedical treatment abroad. Med Anthropol. 2002;21(1):35–78.

72. Kangas B. Hope from abroad in the international medical travel of Yemeni
patients. Anthropol Med. 2007;14(3):293–305.

73. Mamun MZ, Andaleeb SS. Prospects and problems of medical tourism in
Bangladesh. Int J Health Serv. 2013;43(1):123–41.

74. Smith C. Doctors that harm, doctors that heal: Reimagining medicine in
post-conflict Aceh, Indonesia. Ethnos. 2013;80(2):1–20.

75. Toyota M, Leng C.H., Biao X. Global track, national vehicle: Transnationalism
in medical tourism in Asia European Journal of Transnational Studies. 2013;
5(1):27-53.

76. Yu JY, Ko TG. A cross-cultural study of perceptions of medical tourism
among Chinese, Japanese and Korean tourists in Korea. Tour Manag. 2012;
33(1):80–8.

77. Crush J, Chikanda A, Maswikwa B. Patients without borders: Medical tourism
and medical migration in Southern Africa, Migration Policy Series, vol. 57.
Cape Town: Southern African Migration Programme (SAMP), Queen’s
University; 2012.

78. Whittaker A, Heng Leng C. Perceptions of an 'international hospital' in
Thailand by medical travel patients: Cross-cultural tensions in a transnational
space. Soc Sci Med. 2015;124:290.

79. Rahman M. Bangladesh–India bilateral trade: An investigation into trade in
services. Dhaka: South Asia Network of Economic Research Institutes (SANEI)
Study Programme, Centre for Policy Dialogue; 2000.

80. Ormond M. Neoliberal governance and international medical travel in
Malaysia. Abingdon, Oxon. New York, NY: Routledge; 2013.

81. Toyota M, Chee HL, Xiang B. Global track, national vehicle: Transnationalism
in medical tourism in Asia. Eur J Transnational Stud. 2013;5(1):27–53.

82. Kangas B. The burden of pursuing treatment abroad: Three stories of
medical travelers from Yemen. Glob Soc Policy. 2010;10(3):306–14.

83. Ormond M. Solidarity by demand? Exit and voice in international medical
travel - The case of Indonesia. Soc Sci Med. 2015;124:305–12.

84. Ahwireng-Obeng F, van Loggerenberg C. Africa's middle class women bring
entrepreneurial opportunities in breast care medical tourism to South Africa.
Int J Health Plann Manag. 2011;26(1):39–55.

85. Inhorn MC, Gürtin ZB. Cross-border reproductive care: A future research
agenda. Reprod BioMed Online. 2011;23(5):665–76.

Durham and Blondell Globalization and Health  (2017) 13:68 Page 13 of 14



86. Inhorn MC, Shrivastav P. Globalization and reproductive tourism in the
United Arab Emirates. Asia Pac J Public Health. 2010;22(3 suppl):68S–74S.

87. Moghimehfar F, Nasr-Esfahani MH. Decisive factors in medical tourism
destination choice: A case study of Isfahan, Iran and fertility treatments.
Tour Manag. 2011;32(6):1431–4.

88. Maung NLY, Walsh J. Decision factors in medical tourism: Evidence from
Burmese visitors to a hospital in Bangkok. J Econ Behav Stud. 2014;6(2):84–94.

89. Yeoh E, Othman K, Ahmad H. Understanding medical tourists: Word-of-mouth
and viral marketing as potent marketing tools. Tour Manag. 2013;34:196–201.

90. Kangas B. Traveling for medical care in a global world. Med Anthropol.
2010;29(4):344–62.

91. Inhorn MC, Shrivastav P, Patrizio P. Assisted reproductive technologies and
fertility “tourism”: Examples from global Dubai and the Ivy League. Med
Anthropol. 2012;31(3):249–65.

92. Zhang J, Seo S, Lee H. The impact of psychological distance on Chinese
customers when selecting an international healthcare service country. Tour
Manag. 2013;35:32–40.

93. Crush J, Chikanda A, Maswikwa B. South-South and North-South medical
tourism: The case of South Africa, Travelling Well: Essays in Medical
TourismTransdisciplinary transdisciplinaires en Studies in Population santé
des populations Health Series, vol. 4. Ottawa: University of Ottawa; 2012. p. i.

94. Lautier M. Export of health services from developing countries: The case of
Tunisia. Soc Sci Med. 2008;67(1):101–10.

95. Kangas B. Complicating common ideas about medical tourism: Gender,
class, and globality in Yemenis’ international medical travel. Signs. 2011;
36(2):327–32.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Durham and Blondell Globalization and Health  (2017) 13:68 Page 14 of 14


	Abstract
	Background
	Methods
	Changes to the review process
	Rationale for a realist synthesis
	Scoping the literature
	Step 1: identifying potential theories

	Searching process
	Step 2: search strategy

	Selection and appraisal of documents
	Step 3: study selection criteria and procedures

	Data extraction
	Step 4: data extraction

	Analysis and synthesis processes
	Step 5: data synthesis

	Validity

	Results
	Why do patients seek healthcare abroad?
	Prolonging life!
	Doing the right thing
	Arrogant doctors and distrust
	Fulfilling fertility desires
	Perceptions of faster service and convenience
	Gaining citizenship
	How do patients decide where to travel for healthcare?

	Discussion
	Conclusions
	Additional file
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	References

