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Abstract

Purpose of the paper: The paper aims at adding a new contribution to the field of
Medical Tourism by proposing a Situationist View of the phenomenon. In doing this, we
have taken into account the global dimension of Medical Tourism, thus widening the
well-known neo-institutional framework.

Methods: We scanned Business Source Premier, Elsevier Freedom Collection,
and JSTOR, using “Medical Tourism and neo-institutionalism” search criteria. After
realizing the lack of resources about the topic, we matched the available contributions
about Medical Tourism and neo - institutionalism in order to develop a new theoretical
[framework.

Findings: The original neo-institutional model has been widened for the first time
in order to provide a better understanding of Medical Tourism’s worldwide dimension.

Originality and limits of the study: The main contribution of the paper is its
potential to reach beyond the more narrowly focused journals where many of the
contributions about Medical Tourism reside.

The lack of empirical evidence is one of the main limits of the paper. Because of the
innovativeness of the developed theoretical framework, future investigations need to be
carried out.

Practical Implications: The developed theoretical framework provides the basis for
a better understanding of Medical Tourism at a global level, as well as of the dynamics
that underlie it. Additionally, our paper poses new and interesting research questions
about the potential sustainability of Medical Tourism at a societal level, thus requiring
future investigation into the issue.

Key words: medical tourism; neo-institutionalism symbolic institutional framework;
normative institutional framework

1. Introduction

Medical or health tourism has increased greatly in recent years, since a
large number of patients from all over the world have travelled to other host
countries in order to receive medical care.

Even if travel for medical care (and wellbeing) has long existed, some
differences are soon emerging and a form of “reverse globalization” is still

1 The paper has been developed thanks to the Funds for a Research Project of the
University of Foggia in 2014. It is the result of the joint collaboration of the three
authors (cited in alphabetic order). In fact, Canestrino Rossella is responsible for
sections 1, 4 and 7; Magliocca Pierpaolo is responsible for sections 2, 3 and 5;
Nigro Claudio is responsible for section 6.
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arising: patients from more developed countries move to less developed
and emerging countries driven by a combination of costs, access to services
and quality of the health care (Connell, 2013). Thailand, Singapore and
Malaysia, but also India, are capitalizing their reputations as the most
important medical tourism destinations in the world by combining high
quality medical services at competitive prices with tourist packages.
Thailand is, for example, the preferred destination for cosmetic surgery
and sex change operations, while Singapore attracts patients who need
neurological surgery and stem cell therapy (Pocock and Phua, 2011).

But why do people travel to less developed countries in order to receive
medical care?

Generally speaking, patients travel to another country to receive
more affordable care, or care that is more accessible than in their home
country; in particular, cross-border health care is motivated by lower
costs, avoidance of long waiting times, or services that are not available in
one’s own countries (Hopkins et al., 2010).

Not surprisingly, Thailand, Singapore, Malaysia, India and East Asia
are the preferred destinations by US patients. The latter ones are mainly
driven by the rise of health costs in the US, but also by the significant
reduction in the percentage of US residents with healthcare insurance.

In many less developed and emerging countries the healthcare
industry is dominated by the private sector. Private profits - mainly
deriving from fees paid by foreign patients - are often replaced offshore to
companies located in different countries in order to be invested in private
hospital chains. Thus a “double healthcare system” develops: one, private,
high quality system, limited to foreign or rich patients; and another,
public, low quality one, addressed to national citizens who are unable to
pay (Pocock and Phua, 2011).

But that’s not all.

Medical Tourism may foster economic development in host countries,
encouraging foreign direct investments in both health and tourism
infrastructures. This would explain why governments in Indonesia and
Vietnam have expressed their interest in supporting the industry (Blouin
et al., 2009).

In spite of this, Medical Tourism poses a wide academic debate about
the differences, in both normative and moral rules, that actually exist at
an international level.

The lack of homogeneity among national rules impels patients to look
abroad to undergo “extreme” procedures, e.g. stem cell therapy, surrogacy
and even euthanasia, which are not undertaken in their home countries
(Higginbotham, 2011; Inhorn, 2011). In addition, what is considered
a-moral (or not allowed) at “home” becomes moral in the host country,
thus posing important ethical concerns (Canestrino, 2007), that suggest
future exploration.

Depending on these considerations, our paper aims at analyzing
both the drivers and the implications of Medical Tourism by adopting
a Situatonist View (Mastroberardino and Nigro, 2009; Calabrese et al.
2011). In doing this, we provide a neo-institutional interpretation of the
phenomenon at a worldwide level for the first time.



Our paper is a theoretical one: sections 2, 3 and 4 point out the literature
review about Medical Tourism, examining the reasons why people travel
to access to cross-border health care. Section 5 and 6 provide new insights
by exploring Medical Tourism within the Neo-Institutional Framework.
Discussions and conclusions are shown in section 7. Within this final
section, suggestions for further research are also provided.

2. Cross-border health care: the conceptualization of Medical Tourism

Definitions of Medical Tourism shape an undifferentiated box inside
which the terms “Medical Tourism”, “Health Tourism”, or “Medical Travel”
involve many aspects of a more complicated, and often little understood,
phenomenon, like invasive procedures, medical check-ups, dental tourism,
wellness tourism, and “diasporic tourism’, as well as maternity or even death
tourism (Connell, 2013).

As a consequence, the drivers that underlie the phenomenon are
frequently underestimated.

This is the reason why the more minimalist definitions of Medical
Tourism need to be specified.

Some authors often refer to Medical Tourism as a form of “travel”
undertaken by citizens to obtain medical care (Cormany and Baloglu,
2011) without any reference to the type of procedures the patients expect
to undergo. But the interventions range from yoga and massages, cosmetic
surgeries, and dentistry, to operations like hip replacements and transplants,
reproductive procedures and even “death tourism”

Not surprisingly, Wellness Tourism is generally the subject of a distinct
literature (Smith and Puczko, 2009); Dental Tourism has also sometimes
been excluded from definitions of Medical Tourism (Pollard, 2011; Turner,
2008).

Depending on the above considerations, Medical Tourism is distinct from
Health Tourism (Lunt and Carrera, 2010; Lunt et al., 2012), because the latter
is mainly devoted to low-key, therapeutic and non-invasive procedures such
as check-ups, water-care and dentistry (e.g.: Wellness Tourism) (Connell,
2013).

Some authors neglect the leisure aspect of Medical Tourism, while
many others emphasize the deep linkage between the health and tourism
industries under the pressure of Medical Tourism.

According to Kopson (2010, p. 1) Medical Tourism consists in “travel[ing]
to another country to receive medical, dental and surgical care while at the
same time receiving equal to or greater care than they would have in their
own country...because of affordability, better access to care or a higher level
of quality of care”. For Cormany and Baloglu (2011), Medical Tourism refers
to “the act of travelling abroad to obtain medical care”. Similarly, Adams
et al. (2013) refer to the phenomenon as the practice of patients to travel
out of the country with the intention of receiving medical care. The authors
also focus on the distinction between public and private health care since
medical tourists are patients who pay for medical care “out of pocket”

Johnston et al. (2010) emphasize “patients” intentions” to access medical
care and often surgery procedures by leaving their country of residence,
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while Connell (2006) highlights the linkage between patients’ travel
for care and their expectations concerning substantial and long-term
outcomes.

The concept of “Tourism” has been largely neglected by the authors of
the above contributions. But without ignoring the pain and desperation
that are implicit in some medical procedures, and that often led patients
to go abroad, connotations of pleasure, relax, and education also belong
to the Medical Tourism Literature.

Laws (1996) defined Medical Tourism as travelling from home to
other destinations to improve one’s health condition as well as one’s type
of leisure. Connell (2006) described Medical Tourism as popular practice
of mass culture according to which people look for cross-border medical
care taking the opportunity to visit the host country and enjoy local
touristic attractions.

Similarly, Jagyasi (2008, p. 10) refers to Medical Tourism as “the set
of activities in which a person travels often long distance or across the
border, to avail medical services with direct or indirect engagement in
leisure, business or other purposes”. The underlined perspectives include:
“a vacation that involves travelling across international borders to obtain
a broad range of medical services. It usually includes leisure, fun and
relaxation activities, as well as wellness and health-care service” (Heung
et al., 2010, p. 236).

Generally speaking, health tourists take the opportunity to visit a
popular travel destination, thus combining health care with a vacation.

The factors driving Medical Tourism and its worldwide growth will be
examined in the following section.

3. Why do people travel for medical care?

From a general perspective, Medical Tourism may be broken down
into two main categories: a) Outbound Medical Tourismn (When patients
travel away from their home country); and b) Inbound Medical Tourism
(When foreign patients go to a given country to receive medical care -
e.g.: India, Malaysia, or Singapore)®. For our purpose, we only investigate
outbound Medical Tourism and the reason why people go abroad for
medical care.

Many factors drive the actual growth of Medical Tourism. Among
these:

1) The rapid rise of healthcare costs in many developed countries and the
substantially lower costs of healthcare abroad (e.g.: Thailand, Malaysia
and Singapore, but also Hungary, Poland, Turkey and Mediterranean
countries) (Pocock and Phua, 2011; Kopson, 2010);

2) The long waiting times in many developed countries and the speed of
obtaining treatments abroad (Lunt and Carrera, 2010; Hadi, 2009);
and

3) The presence of legal, or moral restrictions that impel patients to go
abroad for treatment that is not available at home (Connell, 2013).

2 Kopson (2010) referred to three main categories: a) Travel away from the U.S

(Outbound); b) Travel to the U.S. (Inbound); and c¢) Travel between two non-
U.S. countries (non-U.S.).



By analyzing the U.S. market, Kopson (2010) included, among the most
common driving factors of Medical Tourism growth, the significant reduction
in the percentage of U.S. residents with healthcare insurance. Similarly, the
tightening of entry requirements in the U.S. (and in many other western
countries) after the attack on the World Trade Center on September 11t
2001, diverted a large share of patients from the U.S. to other destinations
like Jordan or Cuba (Hadi, 2009).

But the leading driving force of outbound Medical Tourism is the
difference in costs for various treatment’ options between developed and
emerging countries.

Table 1 shows the comparative costs of different medical procedures.
We used the data provided by allmedicaltourism.com, as well as by health-
tourism.com, treatmentabroad.com and the Italian Portal for Medical
tourism, in order to compare the prices for the same procedures in both
the U.S. and the most important emerging destinations for Medical Tourism.

For an aortic or heart bypass, U.S. patients may save up to 85% on
medical costs by going to India, and up to 92% for a total disc replacement
in Malaysia.

The increased ease and reduced costs of international travel, the
development of medical tourism facilitators (e.g.: destination managers,
brokers, and insurance agencies), as well as the possibility to combine tourist
attractions with medical procedures, have led a growing number of U.S.
patients to go abroad for medical care.

Tab. 1: Comparative costs of selected medical procedures in India, Thailand,
Singapore, Malaysia

Procedure Procedure US (Average India ‘Thailand Singapore Malaysia
Type price $)* (US. $) (US. $) (US. $) (US. $)
Heart Surgery | Heart bypass 52,450 7,500 - 18,700 16,400 — 12,100 -
(CABG) 8,500 16,500 19,400
Heart valve 60,000 9,500 - 13,900 12,300 9,200
replacement 10,000
Angioplasty 23,930 3,300 10,000 - 9,700 — 4,900 —
20,000 14,000 10,700
Orthopedic Hip 25,000 5,000 7,500 - 9,200 - 5,800 -
Replacement 17,500 21,000 10,000
Hip 49,830 5,000 10,000 - 13,000 - 8,200
Resurfacing 17,000 15,000
Knee 24,454 5,000 11,000 - 9,600 - 5,000 -
Replacement 17,000 13,000 12,500
Spine and Spinal ~ Fusion 32,500 5,500 - 7,000 - 7,200 - 5,900
Neurology Surgery 8,000 10,500 10,500
Total Disc 71,200 9,500 — 11,400 - 32,500 - 4,900 -
Replacement 11,500 19,600 48,000 6,600
Dental Crown 2,000 120-180 490 — 300 - Upon
550 500 request
Dental 5,465 700- 2,600 1,000 - Upon
Implant 1,500 3,000 request
Teeth 2,300 Upon 235 - Upon Upon
whitening request 490 request request
(laser)

Source: our elaboration. The data was compiled by medical tourism providers and
online brokers.
*Source:  allmedicaltourism.com database. The averages depend on price
differences (from lower to higher) for the same procedures among
different countries.
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Nowadays Thailand, India, and Mexico are the most important
international hubs, not only for medical surgeries, but for cosmetic
tourism as well. As Kopson (2010) reported, customers mainly move
from the U.S., Canada, Britain and other European countries, since most
cosmetic surgeries are not covered by medical insurance in the West
countries and are therefore very expensive’.

Even if it is not our aim to focus on Italian Medical Tourism and
existing differences between the U.S. and European healthcare systems,
we underline the impact that travel and accommodation costs may
have on Italian patients who look for treatment in India, Thailand or
Singapore. Not surprisingly, Eastern Europe mainly appeals to Western
Europeans and Italians due to its convenient location and much shorter
airplane flights. Generally speaking, Eastern Europe offers cheap and
reliable medical, dental and cosmetic surgeries, with Hungary, the
Czech Republic, Poland, but also Croatia and Malta as the most popular
selections by the Italian Portal for Medical Tourism.

However, lower costs are not the only driver for Medical Tourism:
patients often travel abroad to avoid the long waiting times for procedures
in their own countries (Hadi, 2009). In fact, waiting times vary among
countries. In 2010, a high number of patients in Canada, Sweden, Norway;,
the United Kingdom and Australia reported waiting four months or more
for elective surgery (Table 2).

Tab. 2: Waiting time of 4 months or more for elective surgery

Country Percentage of patients who waited more than four months
2001-02 2005 2007 2010
Canada 27 33 27 25
Sweden 22
Norway 21
United Kingdom 38 41 30 21
Australia 23 19 18 18
New Zealand 26 20 13 8
France 7
Switzerland 7
United States 5 8 8 7
Netherlands 7 5
Germany 6 5 0

Source: OECD 2011

Excessive waiting times for non-emergency surgery often lead to
stress, anxiety or pain (Sanmartin et al., 2004). Therefore many patients,
mainly Canadian, travel to India, Thailand, Malaysia, or Philippines,
where they can get treated almost immediately (Hadi, 2009).

3

The selected destinations by the Italian Portal for Medical Tourism are Costa
Rica, Croatia, the Czech Republic, Hungary and Thailand for both female
and male cosmetic surgery (as regards male cosmetic treatment on the other
hand, Romania has been selected for hair transplant). Source: Italian Portal
for Medical Tourism.



The presence of legal or moral restrictions also impels patients to explore
alternative countries in order to undergo the procedures they are looking for
(such as surrogacy or organ transplant). The development of Reproductive
Tourism, Medical Transplant Tourism, and even Death Tourism poses
important legal and ethical issues in this sense.

4. Avoiding “the rules”: from “Reproductive” to “Death Tourism”

Reproductive Tourism consists in “the travelling by candidate service
recipients from one institution, jurisdiction or country where treatment is
not available to another institution, jurisdiction or country where they can
obtain the kind of medically assisted reproduction they desire” (Pennings,
2002, p. 337). It refers to a practice in which people travel across national
borders, in order to access reproductive technologies and services such as In
Vitro Fertilization (IVF), gamete (sperm and egg) donation, sex selection,
surrogacy, and embryonic diagnosis (Martin, 2009).

Legislation comes into play at almost every stage from when fertility
treatment first takes place to how long frozen embryos may be stored
following a successful treatment. For example, many countries like Turkey,
China and Indonesia, will only permit IVF treatment for married couples,
and New Zealand insists on a stable nuclear family to raise the child. By
contrast, more liberal countries allow IVF for single people and homosexual
couples.

Reproductive Tourism is not restricted to the U.S. or Australia, since the
same phenomenon occurs in Europe, where patients from France, Germany
or Italy* travel to Belgium to undergo treatments that are not available at
home, like, for example, IVF with oocyte or sperm donation (Pennings,
2002) and fertilization treatments for homosexuals, lesbians, or singles (not
allowed in Italy, France and Germany). In stark contrast to Germany, Spain,
and Czech Republic’s restrictive rules are the European destinations selected
by the Italian Portal for Medical Tourism for fertility treatments, but Cyprus,
Russia, Ukraine, Greece, Turkey, India and Thailand also belong to the main
selected destinations that provide reproductive outsourcing, since surrogacy
and surrogate mothers are legal in those countries®.

As has been demonstrated by the Observatory on Reproductive Tourism
(2012), 4,000 Italian couples went abroad for fertility treatments in 2011,
2,000 looked for gamete donors abroad and 32 Italian couples travelled to
East European countries (mainly Russia and Ukraine), where surrogacy is
allowed.

The same driver also leads Transplant Tourism. Currently, the World
Health Organization estimates that of the 660,000 people in the world who
require any form of transplant, 10% receive one every year. Of these, 10%
receive their transplant through commercial Transplant Tourism.

* In Italy in vitro fertilization treatments have been limited for a long time
due to restrictions on gamete donations. These restrictions were declared
unconstitutional in April 2014 so donor sperms and eggs are now also allowed in
Italy (Italian Constitutional Court, April 2014).

5 Source: Health-tourism.com; discovermedicaltourism.com.
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The European Union tried to boost organ donations by introducing
a Europe-wide donor card, and has formed a regulatory body to
standardize the quality and safety of transplantation in an effort to reduce
commercial transplants. The People’s Republic of China, which performs
more transplants per year than any other country except the USA, has
recently introduced tougher restrictions and penalties for commercial
transplantation (Watts, 2007).

As a consequence, Iran is one of the few countries where selling organs
is legal (Ghods and Savaj, 2006). In spite of this, the trade of organs for
transplantation is still practiced in many underdeveloped countries
(Turner, 2007; 2008; Cohen, 2013).

Pakistan is one of the “largest host centers for transplant tourism” in
the world, with over 2,000 organs sold per year, about two thirds of which
go to foreigners (primarily from the Middle East, South Asia, Europe, and
North America). All the sellers are very poor and in debt. In Bangladesh
an increase in organ trade has also been registered .

Finally, Death Tourism refers to terminally ill patients who travel to
countries where assisted suicide® or euthanasia’ are legal. Unsurprisingly,
Death Tourism poses a deep ethical debate because the individual request
for euthanasia and assisted suicide is complex in origin.

In the United States, euthanasia is prohibited in all 50 states under
homicide laws. However, assisted suicide is legal in the states of Oregon,
Washington, and Montana. Several approaches to euthanasia and assisted
suicide are emerging in Europe. Due to strict international laws on
euthanasia and assisted suicide, cases have begun to increase in countries
with more liberal laws like Switzerland, the Netherlands, and Belgium.

Assisted suicide has been allowed in Switzerland since 1942. Swiss law
tolerates assisted suicide when patients commit the act themselves and
helpers have no vested interest in their death; active euthanasia, on the
other hand, remains illegal®.

The Netherlands and Belgium are the only other countries where laws
permit euthanasia or assisted suicide.

As the data show, there were 4,360 patients with an explicit intention
of hastening death in 2010. Among that, 310 ended their life without
any explicit request, 192 requested assisted suicide, and 3,859 asked for
euthanasia’.

Belgium has legalized euthanasia since 2002 (Cohen et al., 2012) and
it has become the first country to allow euthanasia for terminally sick
children.

According to the conveyed picture, the main drivers of Medical
Tourism seem to belong to the differences, in norms and values, that

¢ A case where a doctor intentionally helps a person commit suicide by
providing drugs for self-administration at that person’s voluntary and
competent request (Materstvedst, et al., 2003).

7 A case where a doctor intentionally kills a person by the administrating drugs

at that person’s voluntary and competent request (Materstvedt, et al., 2003).

Article 115 of the Swiss penal code considers assisted suicide a crime if and

only if the motive is self-interest. On the contrary, it condones assisted suicide

for altruistic reasons (Hurst and Mauron, 2003).

Statline Netherland (2010), Annual Report, www.cbs.nl
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and Symbolic Institutional Frameworks at a global level. This is the reason of medical tourism:
why the adoption of a neo-institutional approach allows us to innovatively perspective
interpret Medical Tourism, by opening it up to a novel understanding of the
phenomenon.

In the following section a new perspective for interpreting Medical
Tourism is shown. Starting from the original neo-institutional approach, as
described within the literature, an extended model is proposed in order to
involve the Institutional Frameworks and the Symbolic Frameworks of both
domestic and host countries.

5. Toward a new perspective: Medical Tourism within the Neo-
Institutional Framework

The idea that environmental forces affect organizational behavior is
not new. The mainstream literature, in both managerial and organizational
studies, recognizes that individual behavior depends on feedback from the
environment, as well as on the interpretation of these inputs at an individual
level.

What is really innovative here, in our opinion, is the emphasis on
the dynamic re-shaping of the traditional concept of environment (more
specified in the concept of organizational field), thanks to the uninterrupted
interplay between action and institutionalization (Mastroberardino and
Nigro, 2009; Mastroberardino et al., 2013a).

According to neo-institutionalism, key suppliers, resources and
consumers, regulatory agencies, and other organizations that produce
similar services and products belong to an Organizational Field, which is
considered as a “recognized area of institutional life” (DiMaggio and Powell,
1983), founded by the aggregation and relations among organizations.

The Organizational Field does not refer to any geographical area: it
is populated by organizations that are geographically dispersed and by
competitive and cooperative interactions among them. As opposed to the
concept of industry, the Organizational Field" also involves normative and
cultural relationships (Mastroberardino et al., 2013b).

In the early period of its development, the Organizational Field is
characterized by a high degree of variety since different organizational
forms are located within it. But over time, such variety has decreased and
the Organizational Field has been institutionalized because of organizations’
convergence toward models that are recognized as legitimate and with
which new entrants must comply (Mastroberardino et al, 2013a). An
Organizational Field that has a high degree of institutionalization develops
forces that lead to homogeneity among the actors. The way according to
which neo-institutionalism explains this process of homogenization is

1" The concept of Organizational Field refers to a community of organizations that

share a common system of meanings. Within a field, actors interact with each
other more frequently and more intensively than they do with actors outside of
the field (Scott, 1998, p. 83)
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called “isomorphism” (DiMaggio and Powell, 1983; Mastroberardino et
al., 2013b; Nigro et al., 2015).

Figure 1 below shows the Organizational Field and its relationship
with markets and institutions. As may be noted, the Organizational Field
is animated by Institutional Entrepreneurs who interact with Markets and
affect institutions through Institutional Work.

Fig. 1: The neo-institutional framework
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Institutional Entrepreneurs are able to break with existing rules and
practices by institutionalizing the alternative rules, practices or logics that
they are championing. Strategies must therefore embed the change within
a given Organizational Field, where different actors have invested in, are
committed to, and take advantage of existing structural arrangements. It
is not surprising, therefore, that Institutional Entrepreneurship manages
a deep political process (Clemens and Cook, 1999; Greenwood and
Suddaby, 2006). To be successful, then, entrepreneurial efforts must
gain legitimacy, an undertaking that is more difficult as increasingly
social groups with heterogeneous interests are involved in the process
(Lounsbury and Glynn, 2001; Aldrich and Fiol, 1994).

The dynamic interaction between Institutional Entrepreneurs and
Institutions gives rise:

1. on one hand, to a Normative Institutional Framework — new laws and
norms according to which both Markets and Organizational Fields
have to conform, even “pro tempore”;



2. to a Symbolic Institutional Framework, on the other hand that absorbs,
socializes, and transfers myths and values to the market in order to
provide the background for social legitimacy (Carolillo et al., 2011).

As shown in figure 1, the Normative Institutional Framework and
the Symbolic Institutional Framework affect the Organizational Field by
establishing both the laws and moral principles according to which people
have to adapt (laws and norms) or tend to behave (moral principles). In
essence, actors and firms’ behavior will be influenced by the prevailing
rules and norms of their own Organizational Field, as well as by the culture,
values, ideas and beliefs that are embedded in the social environment
within which they are located. As Meyer and Rowan (1977) pointed out, the
success or failure of an organization and its capacity to survive will no longer
depend upon the effectiveness and efficiency of its performance, but rather
on its adherence to ethical norms, rules, prescriptions and institutionalized
knowledge. In choosing between alternative actions, subjects select those
that conform most to institutionalized “standards” of conduct, regardless of
their convenience (DiMaggio and Powell, 1983).

We do not propose that individuals are not autonomous agents, but we
support the idea that they move within rules and symbolic patterns in order
to gain legitimacy. In doing this, Institutional Entrepreneurs continuously
modify the original standards by widening their own “space of actions”
(Nigro et al., 2011; Mastroberardino et al., 2013a).

According to the above considerations, new implications may arise from
the application of the presented theoretical framework to Medical Tourism.
However, in its original formulation, the neo-institutional framework is
highly embedded in the national context. An extension of the model is
therefore required to fit with the global dimension of Medical Tourism, as
demonstrated in the following section.

6. When norms and symbols cross national borders

As we noted in the previous sections, patients travel from home
countries to host ones in search of looking for health care, mainly for
cost-related reasons, time saving and availability of care that is illegal or
un-ethical at “home”. The players - key suppliers, brokers, resource and
product consumers, agencies, etc. — seem to belong to the same Global
Organizational Field. But since there are no mandatory Institutional or
Symbolic Institutional Frameworks on a worldwide level, the latter maintain
a national dimension.

Without neglecting the possibility that some international norms may
control “key fields” in more than one country, laws and politics are nationally
embedded: as a result, different Normative Institutional Frameworks may
arise around the world. For this reason surrogate motherhood is illegal
in Italy but allowed in Russia and Ukraine; euthanasia is only legal in the
Netherlands and Belgium and patients coming from everywhere travel to
Iran for an organ transplant (Ghods and Savaj, 2006).

Similarly, the Symbolic Institutional Framework is built upon the
institutionalization of values and beliefs and their verbal manifestations - i.e.
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myths. In this sense, the Symbolic Institutional Framework mainly refers to
the set of driving-rules and core beliefs that develop within a given society
(which means culture), and affect what is considered right or wrong over
time (Robertson 2002, Stajkovic and Luthans, 2001). Since no universal
culture really exists, even under the pressure of globalization, different
values and beliefs lead to different Symbolic Institutional Frameworks.

According to these considerations, different Normative Institutional
Frameworks and Symbolic Institutional Frameworks may arise at a global
level, referring, respectively, to domestic and host country Institutions.

Figure 2 shows an extended Situationist framework that may be used
to interpret Medical Tourism.

With reference to Medical Tourism, the Organizational Field also
acquires a global dimension: by moving in a global arena, Institutional
Entrepreneurs interrelate with the Institutions of both domestic and
foreign countries; they co-produce the Institutional Framework, i.e. the
laws and rules that will control the market. In spite of the global dimension
of the Organizational Field, the Institutional Framework maintains its
local dimension, so rules and laws control Medical Tourism flows and
procedures differently. Our considerations find support in the lack of
internationally uniform norms aiming at governing Medical Tourism in
different countries.

Fig. 2: The Situationist Framework of Medical Tourism
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Sometimes, the Normative Institutional Frameworks overlap, which
means that a given practice or procedure is allowed - or not - in both
domestic and foreign countries and that it is similarly ruled. When Normative
Institutional Frameworks significantly differ, however, a normative “gap”
could be established with negative consequences for patients engaging in
procedures that are not allowed in their home countries. This is the case,
for example, of Reproductive Tourism: Italian law prohibits surrogacy while
this practice is allowed in many other countries like Russia or Ukraine. As
consequence, Italian patients go abroad for surrogacy, but when they come
back, they run the risk to be jailed up to two years, even if the procedure is
allowed in the host country (Source: rule 40/2004).

However , from an entrepreneurial point of view, the differences
between, and among, Normative Institutional Frameworks at a global level
are not negative at all. On the contrary, when rules and norms differ new
opportunities arise for all the actors involved in the Medical Tourism flow:
international brokers, insurance agencies, destination managers, national
and foreign governments, as well as travelling patients. Without the
mentioned differences among National Institutional Frameworks, Medical
Tourism would only be driven by differences in cost among countries and its
convenience for patients would greatly diminish.

Institutions and Institutional Entrepreneurs also play an important
role in shaping the Symbolic Institutional Framework through legitimacy
mechanisms and myths socialization. But while laws and politics are mainly
nationally defined, values and beliefs can differ within the same country
because of the emergence of sub-cultures. Similarly, certain values may
overcome national borders in order to embrace similar cultural groups.

As a consequence, both legitimacy mechanisms and myths socialization
become more and more complex when different cultures cross, since
diversity in values and beliefs leads to the establishment of different moral
standards (Donaldson and Dunfee, 1994; Canestrino, 2007).

But, what may happen when domestic and host country symbolic
frameworks do not overlap?

Every time patients go abroad for treatment that are considered ethically
“wrong” in their home countries, they are looking for legitimacy in the host
country, since the practices they need may be morally accepted abroad, but
not at home. When those same patients come back home, they often have to
face moral judgment and, at least, social blame. As a consequence, patients
going abroad usually request to remain anonymous in order not to ‘face
moral judgment when they come back home. As a result, intermediaries,
brokers and destination managers very often engage all of their efforts to
assure their clients’ privacy (Source: ilportaledelturismomedico.com).

Even when a given practice is allowed at a normative level, it may be
morally refused, thus affecting individuals’ moral intimacy. This is the
reason why, for example, even if it is a legal practice, euthanasia is differently
accepted at a social level in Belgium'’. Cohen et al. (2012) presented
empirical evidence of differences in the acceptance of euthanasia by two

" Obviously, in the case of euthanasia, we refer to the patients’ family or friends,
who come back home after they have assisted and supported the patient’s
experience abroad.
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Belgian cultural groups: Flemish and Walloon. In contrast to the Flemish’s
behaviour, the Walloon had a more negative attitude in performing
euthanasia. The authors suggested that the influence of a euthanasia
law on a particular society and the extent to which legal safeguards are
followed are affected by culture and by societal symbolic meanings.

In such situations, Institutional Entrepreneurs may not be able to
foster changes in the Normative Institutional Framework because of the
over-embeddedness of the Symbolic Framework. In particular, referring
to Medical Tourism, some examples are provided by the total rejection
of some procedures, like surrogacy, assisted suicide, or trans-gender
surgery, in countries where religion or even traditions lead to strong
moral judgment. Unsurprisingly, we cannot wait for rapid changes in the
Italian’ Normative Institutional Framework, because of the relevance that
Catholicism has for the social acceptance and moral legitimacy of some
medical practices.

As we noted above, the emergence of differences among Normative
Institutional Frameworks, as well as among Symbolic Institutional
Frameworks is the main driver for the development of Medical Tourism
on a global level.

7. Discussion and conclusions

In spite of its rapid diffusion, Medical Tourism is a topic that is still little
investigated within the field of management studies. The lack of resources
about it may depend on the difficulty of defining the phenomenon, as well
as on the ethic controversies arising by its diffusion in many emerging
countries, like Thailand, Singapore, or Malaysia. The existing overlapping
between the two different industries — health and tourism — makes the
analysis even more complex, with reference to both the drivers and the
consequences of Medical Tourism at a global level.

Accordingly, we aimed at providing a new and valuable theoretical
contribution for the understanding of Medical Tourism. In doing so, we
adopted a Situationist perspective in order to take into account both the
normative and cultural influences on patients’ choices to go abroad for
health care and therefore on the emergence of the phenomenon.

The most important difference between the “traditional” Situationist
framework (as explained in section 5) and our enlarged model is the
global dimension of the Organizational Field within which Medical
Tourism develops, since it has never been used to investigate a global
phenomenon until now. Without neglecting the importance of cost
drivers in fostering the phenomenon, we therefore underline how both
the Institutional Normative Frameworks and the Symbolic Institutional
Frameworks of domestic and host countries shape the background for the
emergence of Medical Tourism’s global growth. Every time Institutional
Normative Frameworks or Symbolic Institutional Frameworks difter from
one country to another, patients look abroad for health solutions that are
not available or morally accepted in their home countries.



From a business perspective, the underlined gaps are also responsible for
the emergence of business opportunities in a global market. In particular,
we supported the idea that the higher the differences between and among
Institutional and Symbolic Frameworks at global level, the higher the business
opportunities abroad: if Normative Institutional Frameworks, as well Symbolic
Institutional Frameworks, did not differ, there would be no actor capable of
taking advantage of the development of Medical Tourism. It would mean
that, in such a situation, Medical Tourism would be not developed at all.

The adoption of the Situationist framework, especially in its wider
perspective, allows both researchers and practitioners to better understand
the drivers that underlie the emergence and the diftusion of Medical Tourism.

In spite of this, however, other aspects need to be investigated, mainly in
reference to the consequences and the impact that the examined phenomenon
may have at a societal level. Despite the new business opportunities that
may arise thanks to Medical Tourism for the involved actors — destination’
managers, international brokers, insurance agencies, hospitals, hotels, and
so on - the international migration of patients may be responsible for the
social un-sustainability of Medical Tourism. Not surprisingly, the latter has
been criticized by many authors.

Firstly, in many destinations, the “dream of growth” must confront the
challenges of social inequality and un-sustainability. A “dual healthcare
system” seems to arise here, with highly specialized private clinics devoted to
foreigners and wealthy domestic patients and a local and public healthcare
system that is often unsuited to serve the local and poor population even for
basic needs.

Secondly, as Adams et al. (2013) noted, the provision of medical care to
foreign patients may encourage a shift in the allocation of resources such
as public finance or human resources, from the public to the private sector.

Both the emergence of a “dual healthcare system” in many destinations,
and the ethical questions related to the “morality” of extreme procedures
that are not undertaken in the patients’ domestic countries may, therefore,
damage the cornerstones of the social sustainability of Medical Tourism.

The supporters of social sustainability usually alert against the risks and
challenges of Medical Tourism for global healthcare equity, pointing out
the necessity for a global “governance” capable of routinely monitoring its
growth, developing rules that acceptable to all stakeholders and maximizing
the benefits of this approach for the health and the well-being of all
populations. More specifically, Medical Tourism, as described in the previous
sections, may affect fundamental human rights, such as those to life and
health, by limiting or allowing individuals’ the freedom to access health care.

In according with our observations, many questions about Medical
Tourism and the ethical issues following its rapid development need to
be answered: Is Medical Tourism sustainable? How long will countries’
differences in costs, laws and norms support Medical Tourism? What about
Reproductive, Transplant and Death Tourism? Can we assure the social
sustainability of Medical Tourism considering emerging opportunities for
both developed and underdeveloped countries?

These final unanswered questions encourage future investigations
that open up to new and interesting research directions. This could be
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accomplished by matching the various literary fields that are connected,
on one hand, to Medical Tourism, and on the other, to social sustainability,
which could enable us to expand our knowledge about the topic.
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