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Abstract 
 
The aim of this research is to analyse the factors that determine the motivation and 

behaviour of potential medical tourists in choosing a destination, with particular 

emphasis on the role played by destination image in the case of Thailand. In pursuit of 

this objective, the study examines the motivation of individuals to engage in medical 

tourism, their information search behaviour, their reliance on various information 

sources, and the salient criteria they use in evaluating alternative medical-tourism 

destinations.  

 

These issues are worthy of detailed study for several reasons. First, medical 

tourism has the potential to be an important factor in sustaining the competitive 

advantage of Thailand in the tourism market in general, while also being a significant 

revenue-generating sector in its own right; indeed, the policy of the Thai government 

envisages Thailand as both a tourism and medical hub of Asia. Secondly, 

contemporary medical tourism, which typically involves patients from developed 

countries being attracted to developing countries for quality medical services at 

cheaper prices, is a relatively new phenomenon that has received very little research 

attention. As a consequence, decision-makers in this field are forced to make 

marketing decisions on the basis of intuition and/or relatively unreliable non-research 

literature. A thorough research-based understanding of consumer behaviour in the 

context of medical tourism is still lacking. It is therefore important for decision-

makers to have access to a thorough research-based analysis of the salient factors that 

determine the choice of a medical-tourism destination.  

 

To address the substantive research question of identifying the salient factors 

that influence the choice of a medical-tourism destination, the present study primarily 

collects data from an online survey of potential medical tourists, complemented with 

data from a hardcopy written survey. The population from which the sample is drawn 

for these surveys includes individuals who: (i) have expressed an interest in medical 

tourism; and (ii) are proficient in English. Respondents in the final research sample 

are asked to answer questions that seek to measure their attitudes, opinions, and 

intentions with regard to: (i) their health behaviours; (ii) the costs and waiting times of 
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medical treatment provided in their home countries; (iii) their perceptions of risk; (iv) 

their familiarity with medical procedures and with Thailand as a medical-tourism 

destination; (v) their assessment of destination attributes; (vi) the image of Thailand 

(and its three competing destinations) as a medical-tourism destination; and (vii) their 

intentions to visit Thailand (and/or its three competing destinations) for the purpose of 

medical tourism.  

 

Following analysis of the collected data, the study finds that individuals who are 

more inclined to undertake medical tourism are those who: (i) have an internal health 

locus of control; (ii) consider the cost of health-care services in their home countries 

to be financially unaffordable; and (iii) consider that the waiting time to receive 

desired treatment in their home countries is too long (Wallston et al., 1994, Awadzi 

and Panda, 2005).  

 

The study also finds that there is a negative relationship between the 

information-search behaviour of potential medical tourists and their familiarity with 

medical procedures and/or alternative destinations (Gursoy and McCleary, 2004, 

Wirtz and Mattila, 2003). In contrast, perceptions of risk, which might have been 

expected to have a positive effect on external information search, is not found to exert 

an influence in this study; this finding probably reflects the complexity of the issues 

involved and respondents’ relative inability to process the relevant information 

(Hawkin et al., 2001).  

 

Information from autonomous image agents and organic image agents is found 

to be more important than information from induced image agents; nonetheless, all 

three types of information sources are found to have a significant influence on 

respondents’ choosing Thailand as a final medical-tourism destination (Tasci and 

Gartner, 2007). However, prospective medical tourists who perceive certain types of 

risk are found to rely more on information from particular organic image agents (such 

as personal doctors and insurance companies)(Beerli and Martin, 2004).  

 

The study also finds that prospective medical tourists are particularly motivated 

to consider four destination attributes in choosing a medical-tourism destination: (i) 
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saving potential; (ii) quality of care; (iii) hygiene issues; and (iv) safety and security 

(Marlowe and Sullivan, 2007). In contrast, general tourism opportunities, which have 

been promoted in the past in seeking to attract medical tourists, appear to be neither 

important nor unimportant to the respondents in the present study.  

 

When evaluating alternative destinations, medical tourists reject destinations 

that they perceive as providing an inadequate quality of care. However, the provision 

of medical care that exceeds this threshold level of quality does not necessarily 

enhance the appeal of a destination (Mansfeld, 1992, Marlowe and Sullivan, 2007). 

Indeed, the study finds that medical tourists are prepared to sacrifice some attributes 

(such as quality of care above the threshold level) for greater saving potential 

(Marlowe and Sullivan, 2007, Mansfeld, 1992). In this regard, the study finds that 

price-sensitive medical tourists consider Thailand more appealing than Singapore. 

Taken together, these findings suggest that Thailand should therefore optimise its 

appeal to prospective medical tourists by ensuring that there is an appropriate balance 

between the provision of a quality of care that meets threshold levels and prices that 

maximise saving potential. 

 

Apart from quality of care and cost saving, the study also finds that the image of 

a destination with regard to hygiene and its image with regard to safety are also 

important in choosing a medical-tourism destination (York, 2008). Thailand should 

therefore take steps to ameliorate any negative aspects of its image with regard to 

safety and/or hygiene.  

 

From the finding of this research, implications can be drawn for both theory and 

practitioners. The first implication for theory is about the information search 

behaviour, prospective tourists with high inherent risks tend to engage more in 

external information search as to minimise the perceived risks (Gursoy, 2003). 

Insignificant relationships between perceived risk and intention to engage in external 

information search suggest that there are other factors (such as complexity of the 

issues) that serve as antecedent of external information search behaviour as well. 

Therefore, when presenting complex information such as medical procedures, 
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healthcare service providers and medical tourism promotional agents should use 

presentation cues instead of core contents about the procedures. 

 

The second implication for theory is about reliance of information sources of 

medical tourists, the finding suggests that prospective medical tourists rely on all 

three types of information sources, induced, autonomous, and organic image agents, 

in combination. In medical tourism destination choice situation which is considered a 

risky decision, prospective medical tourists tend to rely on information from particular 

sources including personal doctor and insurance companies. 

 

The third implication for theory concerns destination attributes salient to 

medical tourism destination choice. Quality of medical care, the most important 

criterion, is a non-compensatory decision rule meaning that destinations that are 

perceived as failing to deliver care of an expected level tend to be rejected. Saving 

potential, the second most important criterion, is a compensatory decision rule 

meaning that prospective medical tourists find a destination more appealing as it offer 

a greater saving potential and vice versa. Other criteria that are salient to medical 

tourism destination choice are hygiene level of a destination as well as its safety and 

security.  

 

 

The first implication for practitioners is related to the use of information 

source to promote a destination for its medical tourism sector. The finding suggests 

that tourism promotion practitioners should engage in both overt and covert marketing 

communication activities. Besides, as medical tourists tend to rely on information 

from personal doctors and insurance companies, promotional schemes that can 

provide insightful product information about medical services offered in the 

destinations such as familiarization trips.  

 

The second implication for practitioners is related leverage points for 

promotional message. Tourism practitioners leverage the quality of care according to 

the acceptable standard of developed countries, as well as saving potential while 

communicating that the destinations are hygienic and safe.  
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There are also a number of limitations pertained to this research. First 

limitation concerns access to respondents. Due to the sensitive nature of the 

information and ethical concerns, the recruitment of respondents has been done with 

the assistance for gatekeepers who often choose not to cooperate. The second 

limitation concerns the potential bias from respondents who were approached by 

Tourism Authority of Thailand and Thai healthcare providers. Therefore, they are 

those who are already aware of Thailand as a potential medical tourism destination. 

The third limitation concerns that data collection period which took place well before 

the political instability. Therefore, the country’s image about safety and security as 

well as the intention to visit might have been changed.  

 

For those who would like to conduct the research in the area of medical 

tourism should conduct the research on each source markets as each of them has their 

own healthcare system. The future research should explore the images of Thailand in 

regards of the six studied attributes while comparing such images with other 

competing destinations. Besides, actual destination choice behaviour should also be 

observed if time and resource permit.  
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Chapter 1 
Introduction 

 

This study examines the tourism industry in Thailand, with particular emphasis on the role of 

medical tourism in sustaining growth in tourism despite a decline in the competitive edge 

previously enjoyed by Thailand in the leisure tourism market. Chapter 1 introduces the 

research question, theoretical framework, and hypotheses for the present study. In doing so, 

the chapter presents a synopsis of the relevant literature and a preliminary conceptual model 

for the study. The chapter also provides a justification of the research topic and an overview 

of the methodology. Finally, the chapter delimits the research temporally, geographically, and 

theoretically. The structure of the chapter is illustrated in Figure 1.1.  

 
Figure 1.1: Structure of Chapter 1 
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1.1 Background to the study 
 
Thailand has been one of the most popular tourism destinations in Asia for many years, with 

most tourists coming from East Asia and Europe (Monetary Policy Group, 2009). In 2008 the 

country received 14.6 million international tourists who generated AUD$18,259.4 million in 

revenue to the Thai economy (Tourism_Authority_of_Thailand, 2008). Tourism has thus 

played a major role in the social and economic development of Thailand over several 

decades; indeed, during this period, the tourist sector has been the third-largest contributor to 

the gross domestic product (GDP) of Thailand, accounting for 17.1% of revenue and 15.3% 

of employment (Wangpaichitr, Jotikasthira, Atchariyapotha, Shoowong,Triamnak, 

Liammanee, and Tongjerm 2004) 

Thailand has actively marketed itself as a destination in the leisure tourism market. The 

two major public agencies that are responsible for tourism promotion are the Tourism 

Authority of Thailand and the newly established Ministry of Tourism and Sports 

(Wangpaichitr et al., 2004). As a result of this active promotion, Thailand has established 

itself as a preferred destination in both the leisure market and the business travel market. For 

example, in 2007 it was ranked eighth in the world in terms of tourists‘ awareness of potential 

destinations, fourth as a nightlife destination, seventh as a beach destination, eighth as a 

family destination, and tenth as a destination for meeting and conferences 

(Future_Brand_Index, 2007). 

Despite this success, Thai tourism has been negatively affected in recent years by 

several adverse factors—including internal political instability, disease epidemics, natural 

disasters, and international conflicts with neighbouring countries (Monetary Policy Group, 

2009). In particular, internal political tensions led to a blockade of the Suvarnabhumi and 

Don Muang airports, which resulted in a significant contraction in tourist numbers in the 

second half of 2008 (Monetary Policy Group, 2009). In response to these developments, the 

Thai government has sought to sustain tourism by actively working with the private sector to 

promote domestic tourism to compensate for the loss of revenue that has resulted from a 

sharp drop in international arrivals (Monetary Policy Group, 2009).  

Coincidentally, these difficulties in attracting tourists have caused Thailand to lose its 

competitive edge as an increasing number of emerging destinations have stimulated intense 
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competition among potential destinations (Wangpaichitr et al., 2007). Against this 

background, Table 1.1 reports tourism arrivals in Thailand for the years 2006 and 2007.  

 

Table 1.1: Tourism arrivals in Thailand (2006 and 2007) 
 
Countries of 
residence 

Tourism arrivals (tourists) Length of stay 

 2006 2007 Percentage 

change 

(2006 to 

2007) 

2006 2007 Change in 

length of 

stay (2006 

to 2007) 

East Asia 7,942,143 7,981,205 +0.49 5.70 6.02 +0.32 
ASEAN 3,556,359 3,755,554 +5.60 5.26 5.45 +0.19 
Europe 3,321,795 3,689,770 +11.08 14.30 14.86 +0.56 
North America 825,118 817,564 –0.92 13.07 13.76 +0.69 
South Asia 605,236 685,574 +13.27 7.10 6.94 –0.16 
Oceania 627,246 731,283 +16.59 11.01 11.97 +0.96 
Middle East 405,856 453,891 +11.84 8.62 9.48 +0.86 
Africa 94,408 1.4,941 +11.16 8.83 8.93 +0.10 
Total 13,821,802 14,464,288 +4.65 8.62 9.19 +0.57 
Source: (Office of Tourism Development, 2009) 

 

As can be seen from Table 1.1, Thailand managed to increase both the number of 

tourists and their average length of stay from 2006 to 2007. However, the increase in revenue 

was only 1.80%, compared with a 4.65% increase in the absolute number of tourists. This can 

be taken as a sign of a ‗mature destination‘, which typically attracts lower-paying tourists 

(Plog, 1974, Monetary Policy Group, 2009). Thailand has therefore sought to enhance both 

numbers and revenue by reducing its dependence on leisure tourism and diversifying its 

tourist market to include other types of travellers—such as business travellers (including 

convention and exhibition travel), as well as medical tourism. The latter is the subject of 

interest for the present study. 

Thailand has noted the increasing number of people from developed countries who seek 

to receive medical treatment abroad because medical expenses in their home countries are so 

high and waiting lists are often long (Awadzi and Panda, 2005). As a consequence, many 

developing countries, including Thailand, have recognised the potential of this market and are 

seeking to capitalise on advances in their own medical services and their inherent cost 

advantages compared with developed economies. Thailand has thus envisaged itself as a 

medical tourism hub of Asia and has officially placed this aspiration on its national agenda 
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(Office of the Economic and Social Development Board, 2006). In this regard, various 

government entities have been increasingly cooperating with private health-care providers to 

promote the country in the international medical tourism market.  

 

As a consequence of these developments, the number of foreign patients being treated 

by Thai health-care providers has increased steadily in recent years. As can be seen from 

Table 1.2, the number of foreign patients who received treatment in Thai private hospitals 

increased significantly every year from 2001 to 2005. This increase has been attributed to the 

high quality of care offered by highly trained doctors and nurses, the use of sophisticated 

medical technologies, and a high level of hospitality offered to clients (Ramirez de Arellano, 

2007). In addition, the cost of medical treatment in Thailand is significantly lower than the 

cost of similar treatment in developed economies. As a consequence, individuals from 

developed countries who are uninsured, underinsured, or wish to receive uninsurable medical 

procedures have been actively seeking opportunities to receive medical treatment overseas 

where the cost is lower and the waiting time is significantly shorter (Moody, 2007, Awadzi 

and Panda, 2005). Table 1.3 compares the cost of medical treatment provided in Thailand, 

Singapore, and the USA while Table 1.4 reports the extensiveness of healthcare systems in a 

range of developed countries. 

 

Table 1.2: Number of international patients receiving service from Thai private 
hospitals (2001–2005) 

Nationality Number of international patients Expansion rate (%) 
 2001 2002 2003 2004 2005 2001/02 2002/03 2003/04 2004/05 
Japan 118,170 131,584 162,909 247,238 185,616 11.35 23.81 51.76 –24.92 
USA 49,253 59,402 85,292 118,771 132,239 20.61 43.58 20.61 43.58 
South Asia 34,857 47,555 69,574 107,627 98,308 34.43 46.30 54.69 –8.66 
Britain 36,778 41,599 74,856 95,941 108,156 13.11 79.95 28.17 12.73 
Middle East N/A 20,004 34,704 71,704 98,451 N/A 73.49 104.73 38.56 
ASEAN N/A N/A 36,708 93,516 74,178 N/A N/A 154.76 –20.68 
Taiwan/China 26,893 27,438 46,624 57,051 57,279 2.03 69.92 22.36 0.40 
Germany 19.057 18.923 37,055 40,180 42,180 -0.70 95.82 8.43 6.52 
Australia 14,265 16,479 24,228 35,092 40,161 15.52 47.02 44.84 14.44 
France 16,102 17,679 25,582 32,409 36,1175 9.79 44.70 26.69 11.62 
South Korea 14,419 14,887 19,588 31,303 26,517 3.18 31.67 59.81 –15.12 
Scandinavia N/A N/A 19,851 20,990 22,921 N/A N/A 5.74 9.20 
Canada N/A N/A 12,909 18,188 8,177 N/A N/A 40.55 0.18 
Eastern 

Europe 
N/A N/A 8,634 6,728 6,120 N/A N/A –22.08 –9.04 

Others* 220,367 234,460 315,018 127,054 302,834 6.40 34.36 –59.67 138.25 
TOTAL 550,161 630,973 973,532 1,103,09

5 
1,249,98

4 
14.51 54.53 13.31 13.21 

Adapted from Department of Export Promotion, Ministry of Commerce, Thailand 
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* Some private hospitals did not collect data by nationality 
 
Table 1.3: Comparison of medical treatment costs provided in Thailand, Singapore, 
India, and the USA 
 
Procedure USA 

insurer’s cost 
USA retail 

price 
India Thailand Singapore 

Angioplasty 28,058.10–
40,528.37 

57,262–
62,506.34 

12,007.43 14,190.60 14,190.60 

Gastric bypass 30,255.46–
43,701.60 

52,382.98–
75,664.30 

12,007.43 16,373.77 16,373.77 

Heart bypass 59,754–
86,312.71 

133,630.20–
193,030.43 

10,915.85 13,099.02 21,831.70 

Heart valve 
replacement 

77,940.26–
112,581.71 

173,917.86–
251,215.18 

10,370.06 11,461.64 14,190.60 

Hip 
replacement 

19,995.26–
28,825.48 

47,789.59–
69,029.65 

9,824.26 11,461.64 14,190.60 

Hysterectomy 10,469.36–
15,122.82 

22,285.80–
32,189.75 

3,165.60 4,912.13 N/A 

Knee 
replacement 

19,241.37–
27,793.94 

44,326.01–
64,078.22 

9,278.47 10,915.85 14,190.60 

Mastectomy 10,669.15–
15,411 

25,880.39–
37,382.42 

8,186.89 9,824.26 13,535.65 

Note: All costs expressed in Australian dollars (AUD$) converted from USD$ at rate of AUD$1.09158 per 
USD$1.00 
Source: (Unmesh, Baker,Montlake, Daniels, and Holmes, 2006)  
 

 

Table 1.4: Extensiveness of Healthcare Systems in Developed Countries 
 
Country Life 

Expectancy 
Infanst 
Mortality 

Physician 
per 1000 
people 

Nurses per 
1000 
people 

Per capita 
expenditure 
on health 
(USD) 

Healthcare 
costs as a 
percent of 
GDP 

% of 
governme
nt revenue 
spent on 
health 

% of health 
costs paid 
by 
government 

Australia 80.5 5.0 2.47 9.71 2,519 9.5 17.7 67.5 
Canada 80.5 5.0 2.14 9.95 2,669 9.9 16.7 69.9 
France 79.5 4.0 3.37 7.24 2,981 10.1 14.2 76.3 
Germany 80.0 4.0 3.37 9.72 3,204 11.1 17.6 78.2 
Japan 82.5 3.0 1.98 7.79 2,662 7.9 16.8 81.0 
Sweden 80.5 3.0 3.28 10.24 3,149 9.4 13.6 85.2 
UK 79.5 5.0 2.30 12.12 2,428 8.0 15.8 85.7 
USA 77.5 6.0 2.56 9.37 5,711 15.2 18.5 44.6 
Source: (Canadian Institute for Health Information, 2007) 
 

Despite these impressive statistics, attracting medical tourists to developing countries is 

not without its challenges. Studies have suggested that the majority of people in many 

developed countries tend to perceive that developing countries do not have high standards of 

medical care and hygiene (Marlowe and Sullivan, 2007, Smith and Forgione, 2007). 

However, there has been little published research on the specific question of consumer 

behaviour in the context of medical tourism. As a consequence, managerial decisions on 
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medical tourism in host countries tend to be made on the basis of intuition and/or information 

from relatively unreliable non-research literature. Some reliable research literature has 

focused on the apparent motives of medical tourists in departing abroad for medical 

treatment—such as financial reasons, waiting times, and the unavailability of desired 

treatment in the prospective medical tourists‘ own countries of residence (Awadzi and Panda, 

2005, Connell, 2006). However, these studies have not explored the whole decision-making 

process of prospective medical tourists.  

Against this background, the present study examines the image of Thailand as a medical 

destination compared with its major competitors in the medical tourism market. In doing so, 

the study explores the various steps of the process of choosing a destination and the intentions 

of medical tourists in choosing Thailand as their proposed destination among its major 

competitors. 

 
1.2 Research question, theoretical framework, and hypotheses 
 
1.2.1 Research question 

 
As discussed in Section 1.1, Thailand is seeking to utilise medical tourism to sustain its 

tourism industry and to realise its vision of becoming the ‗medical hub‘ of Asia (Office of the 

Economic and Social Development Board, 2006). To do so, it has to attract as many medical 

tourists as possible by establishing a new image that is attractive to medical tourists, whose 

decision-making process regarding travel destinations is presumably somewhat different from 

that of leisure tourists.  

Given that the current literature on medical tourism has focused only on certain aspects 

of the motivation of people regarding their desired medical treatment abroad and/or the 

capacity of destinations and foreign health-care providers to cater for their needs as medical 

tourists, it is apparent that Thailand requires a thorough understanding of the whole process 

by which medical tourists choose their destinations. The fundamental research question to be 

addressed by this study can therefore be posed as follows: 

 

* What are the salient factors that influence the destination choice of medical tourists? 
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This fundamental research question is addressed in detail by this study. The aim of the 

study is thus to identify the factors that influence the decision of prospective medical tourists 

regarding their choice of destination. The purpose of identifying these factors is to assist 

decision-makers in developing policies that will be successful in promoting medical tourism 

in Thailand. Subsidiary research questions to be addressed thus include: 

* How do people choose a destination to receive their desired medical treatment? 

* How do they perceive Thailand as a medical tourism destination? 

* What kind of information do they seek when deciding on their choice of destination? 

In summary, this study is mainly concerned with the process of choosing a destination 

and the associated issue of destination image.  

It is anticipated that the findings of this study will assist both the management of Thai 

health-care providers and government entities (such as the Tourism Authority of Thailand, the 

Ministry of Tourism and Sports, and the Department of Export Promotion) in promoting the 

country to international medical tourists. Given that destination marketing is a complex 

undertaking that involves a vast array of actors and influential factors (Hosany, Ekinci, and 

Uysal, 2007), the study will provide valuable insights into the consumer behaviour of medical 

tourists with regard to destination choice and destination image.  

 

The study focuses only on Thailand, rather than its three main Asian competitors—

Malaysia, India, and Singapore (Choo, 2002)—for two main reasons. First, the researcher is 

Thai, which provides obvious advantages in terms of personal knowledge of the issues 

involved and ease of access to relevant data. Secondly, because every destination has a 

distinct and established image, research on destination choice should always be destination-

specific (Huybers, 2005).   

1.2.2 Research objectives 
 
In addressing the above research questions, the objectives of this research can be stated as 

follows: 

* to determine the salient factors that motivate people to engage in medical tourism; 

* to determine the factors that influence the information search of prospective medical 

tourists; and 
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* to specify criteria that prospective medical tourists use to evaluate alternative medical 

tourism destinations.  

1.2.3 Theoretical framework 
 
Full details of the theoretical framework of the study are provided in Chapter 2. For the 

present introductory purposes, the three main theoretical concepts relevant to the theoretical 

framework of this study are briefly introduced. These three concepts are: (i) medical tourism; 

(ii) destination choice; and (iii) destination image. Each of these is introduced (in brief) 

below; a fuller exploration of these concepts can be found in Chapter 2. 

 

 

1.2.3.1 Medical tourism 
 
According to Awadzi and Panda (2005), the term ‗medical tourism‘ refers to the offshore 

provision of medical services in combination with the other tourism opportunities by using 

comparative cost advantage as the leverage point. This definition of medical tourism assumes 

that prospective medical tourists are motivated by economic reasons in choosing to receive 

their desired medical treatment (both obligatory and elective) in overseas countries (Jones and 

Keith, 2006).  

 

The trend towards such medical tourism has been made possible by the significant 

improvements that have occurred in the medical services of many developing countries in 

terms of facilities, equipment, and human resources; these developments have, in turn, been 

accelerated by the privatisation of the health-care sectors in these developing countries 

(Garcia-Altes, 2004, Awadzi and Panda, 2005). 

 

According to Awadzi and Panda (2005), prospective medical tourists include: (i) the 

uninsured (those who choose not to insure against health-care costs because they perceive 

insurance policies to be too high); (ii) the underinsured (those whose insurance policies do 

not cover the expenses that they actually incur); and (iii) the uninsurable (those whose health 

conditions and therapies do not meet the criteria for insurance policies in their country of 

residence). People in these three categories are more likely to search for alternatives in 

countries where costs are lower (Awadzi and Panda, 2005, Marlowe and Sullivan, 2007).  
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1.2.3.2 Destination choice 
 
The choice of a destination is a ‗high-involvement‘ decision associated with a high level of 

risk (Jang and Cai, 2002). Prospective tourists typically apply significant mental effort in 

making a destination decision in order to reduce the level of perceived risk (Zaichkowsky, 

1985, Hawkin et al., 2001).  

Several authors have noted that the choice of a destination is primarily determined by 

the tourist‘s motivation to travel; in other words, a destination is chosen to satisfy the 

particular motivation of a given tourist (Mansfeld, 1992, Um and Crompton, 1990). In the 

case of medical tourists, the motivation is to find the desired medical treatment of requisite 

quality at lower cost. The whole destination choice process in medical tourism is therefore 

determined by these two parameters of quality and cost.  

 

In evaluating alternative destinations, prospective tourists utilise certain so-called 

‗decision rules‘ (Hanlan et al., 2006, Mansfeld, 1992). Such ‗decision rules‘ can be 

categorised into two types: (i) compensatory rules; and (ii) non-compensatory rules 

(Mansfeld, 1992, Purdue and Meng, 2006). In the case of medical tourists, the first parameter 

noted above (quality of care) can be classed as a ‗non-compensatory rule‘, whereas the second 

parameter (lower costs) can be categorised as a ‗compensatory rule‘.  

To reduce the level of perceived risk, prospective tourists engage in both an internal 

information search and an external information search (Gursoy, 2003). An internal 

information search is based on prior knowledge of alternative destinations (Gursoy and 

McCleary, 2004); if such prior knowledge enables prospective tourists to make a decision on 

a destination with confidence, they tend not to engage in an external information search 

(Wirtz and Mattila, 2003, Gursoy, 2003). External sources of information can be broadly 

categorised into four groups: (i) travel professionals; (ii) word-of-mouth information; (iii) 

marketing communication; and (iv) destination-specific literature (Baloglu and McCleary, 

1999). According to Bieger and Laesser (2004), prospective tourists who are making a riskier 

destination choice tend to rely on information from travel professionals. However, in the case 

of medical tourists, it is more likely that they would tend to rely on word-of-mouth 

information from doctors and insurance companies, rather than information from other 

external sources.  
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1.2.3.3 Destination image 
 

 

The third theoretical concept of importance to this study is destination image, which refers to 

the attitudes, impressions, beliefs, knowledge, prejudices, imagination, and thoughts that 

potential tourists hold with respect to destinations (Echtner and Ritchie, 1993, Reynold, 1965, 

Hawkin et al., 2001, Belch and Belch, 2001, Gallarza et al., 2002).  

Destination image can be understood as a holistic image of a destination‘s attributes as 

determined by the prospective tourists‘ motivation to travel (Chon, 1991, Purdue, 2000). Such 

a destination image plays a critical role in destination choice; indeed, several authors have 

contended that, given a certain motivation to travel, the chosen destination is likely to be the 

one that portrays the most positive image with regard to the tourist‘s activities of interest 

(given equivalent levels of facilitating elements) (Purdue and Meng, 2006, Tasci and Gartner, 

2007).  

Because motivation determines the formation of a destination image, any 

inconsistencies between the elements of a destination image and the tourist‘s desires creates 

difficulties for the marketing of a given destination. In the case of medical tourism, if 

Thailand is to be successful as a preferred destination, it must be perceived: (i) as being 

advanced in medical technologies; and: (ii) as offering value for money. Any elements of the 

destination image that are not consistent with these parameters are unlikely to project a 

positive influence on the destination choice of prospect medical tourists.  

 

Destination image is formed from the information that prospective tourists receive from 

a variety of information sources. According to Tasci and Gartner (2007), these sources can be 

categorised into three types: (i) induced image agents; (ii) autonomous image agents; and (iii) 

organic image agents. The first type of information utilised in forming a destination image—

that provided by induced image agents—refers to the marketing communication activities 

(both overt and covert) of destinations or service providers (Beerli and Martin, 2004). 

Although induced images can suffer from distortion and a lack of credibility, they do play a 

role in influencing or confirming previously held images in the long-term memories of 

prospective tourists as they actively seek external information in the high-level mental effort 
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required to evaluate destinations (Um and Crompton, 1990, Zaichkowsky, 1985, Sonmez and 

Graefe, 1998).   

The second type of information utilised in forming a destination image—that provided 

by organic image agents—refers to social channels that provide information about a 

destination on an informal basis (including idiosyncrasies about the destination) (Beerli and 

Martin, 2004). In this regard, word-of-mouth communication exerts a strong normative 

influence through peer pressure and reference groups (Na et al., 2006). Information from 

organic image agents also includes first-hand experience that makes a previously held image 

more realistic and nuanced—thus providing the potential tourist with greater confidence in 

making a destination choice (Tasci and Gartner, 2007). 

 

The third type of information utilised in forming a destination image—that provided by 

autonomous image agents—refers to information that is outside the control of destinations, 

including news, documentaries, and guidebooks (Beerli and Martin, 2004). Through random 

exposures to information about a destination from such autonomous image agents, 

prospective tourists can actually come to hold an image about a destination long before they 

are even motivated to travel.  

 

In general, information from organic and autonomous image agents tends to be more 

credible and trustworthy than information from induced image agents (Hawkin et al., 2001, 

Tasci and Gartner, 2007). In particular, information from organic and autonomous image 

agents that refer to the aspects of a destination that are directly relevant to the activities of 

interest to the prospective tourist exert the strongest influence in image formation (Sonmez 

and Sirikaya, 2002). In the case of medical tourists, who often lack previous knowledge about 

a potential medical tourism destination, information from autonomous image agents 

regarding such matters as political unrest, natural disasters, and hygiene levels can have a 

strong influence on image formation (Chon, 1991, Beerli and Martin, 2004).  

 

1.2.4 Hypotheses 
 
On the basis of the theoretical framework briefly presented above, twelve hypotheses are 

proposed by the present study to address the research question posed below: 
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* What are the salient factors that influence the destination choice of medical tourists?  

 

The twelve hypotheses that seek to address this research question can be stated as 

follows. (Please note that certain undefined terms in the hypotheses are explained below in 

subsection 1.5.) 

* Hypothesis H1: People who engage in medical tourism tend to possess a high level of 

internal health locus of control. 

* Hypothesis H2: People who engage in medical tourism think that medical care in their 

countries of residence is financially unaffordable. 

* Hypothesis H3: People engage in medical tourism because they do not want to wait to 

receive medical treatment in their countries of residence. 

* Hypothesis H4: People engage in medical tourism because the desired medical 

treatment is not available in their countries of residence. 

* Hypothesis H5: When choosing a destination, prospective medical tourists place more 

importance on destination attributes related to quality of care and potential cost 

saving than attributes about tourism opportunities. 

* Hypothesis H6: Prospective medical tourists with a low level of familiarity tend to 

engage in a high level of external search. 

* Hypothesis H7: Prospective medical tourists with a high level of perceived risk tend 

to engage in a high level of external search, especially from doctors and insurance 

companies. 

* Hypothesis H8: Induced image produced by relevant medical tourism authorities is 

important in choosing a destination for medical tourism. 

* Hypothesis H9: Quality of care is a non-compensatory rule; that is, prospective 

medical tourists tend to avoid destinations that are perceived to be inferior in terms 

of the quality of medical care that they provide.  

* Hypothesis H10: Potential for cost saving is a compensatory rule; that is, prospective 

medical tourists are willing to sacrifice certain attributes for a greater potential for 

cost saving. 

* Hypothesis H11: The image of a destination with regard to hygiene has a positive 

effect on medical tourists‘ intention to visit. 
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* Hypothesis H12: The image of a destination with regard to safety and security has a 

positive effect on medical tourists‘ intention to visit. 

These twelve hypotheses are tested according to the methodology described in Chapter 3.  

 
1.3 Justification for the study 
 
Although medical tourism is increasing and has become a significant potential source of 

foreign revenue to developing countries, the relative newness of the phenomenon means that 

the number of studies on the topic remains limited. The justification for the present study of 

medical tourism in the Thai context thus rests on two main reasons: (i) the potential economic 

significance of medical tourism for Thailand; and (ii) the general lack of research on 

destination choice in medical tourism. 

1.3.1 Potential economic significance of medical tourism to Thailand 
 

As noted above, signs of decline in tourism to Thailand have prompted the country to 

diversify its market towards alternative forms of tourism other than the leisure market. Table 

1.1 shows that Thailand attracted 13.82 million international tourists in 2008, which 

represented an increase of 4.65% from 2007; moreover, the average length of stay increased 

by 0.57 days to 9.19 days (Office of the Economic and Social Development Board, 2006). 

However, in the same period, the increase in revenue from foreign tourists was AUD$19.19 

billion, which represented an increase of only 1.80% compared with 2007 

(Tourism_Authority_of_Thailand, 2008). These statistics suggest that the Thai tourism sector 

is in a state of decline as it is apparently now attracting a lower-paying clientele (Plog, 1974).  

 

Thai medical services are among the most developed in Asia; indeed, continuous 

development of these services has meant that they are now comparable with the standards of 

medical services in developed countries (Harryono et al., 2006). An increasing number of 

Thai private hospitals with sophisticated medical facilities now offer high-quality medical 

treatment by certified doctors, together with a high nurse-to-patient ratio (Awadzi and Panda, 

2005, Harryono et al., 2006, Ramirez de Arellano, 2007). In response to a shrinkage in local 

demand that resulted from the Asian economic crisis of the late 1990s, these high-quality 

private hospitals began to shift their focus to medical tourism markets from foreign countries. 
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As shown in Table 1.2, the number of foreign patients in Thailand has continuously increased 

until, in 2005, the country received 1.25 million medical tourists. These tourists generated 

AUD$1.25 billion in revenue (Service Promotion Department, 2007). Medical tourism has 

therefore been included in the Thai national agenda as an industry that has the potential to 

make a significant contribution to national competitiveness (Office of the Economic and 

Social Development Board, 2006). 

 

To realise the potential of medical tourism in terms of the national agenda, it will be 

necessary for the government sector and the private sector to work collaboratively in 

attracting medical tourists by offering the right product and establishing an appealing 

destination image. A thorough understanding of the behaviour of medical tourists is an 

indispensable aspect of this endeavour. The findings of the present study will thus assist Thai 

decision-makers at all levels to fulfil their roles in seeking to outperform competing 

destinations in attracting medical tourists.  

 

1.3.2 Lack of research into the whole destination choice process of medical 
tourists  
 
Because the phenomenon of people from developed countries travelling to developing 

countries for medical reasons is relatively new, no quantitative research has yet been 

conducted into the destination-choice behaviour of medical tourists. Most of the studies that 

have been conducted in this area have examined the motivation of medical tourists and/or the 

capacity of potential destinations (Vadanabha, 2007, Ramirez de Arellano, 2007, Norra, 2007, 

Harryono et al., 2006). However, no research has covered the whole decision-making process 

of prospective medical tourists in choosing a destination for their medical tourism. The 

present study, which does cover the whole decision-making process, should therefore prove to 

be very useful for both destination-promotion organisations and health-care providers in 

performing their marketing functions in Thailand.  

 
1.4 Methodology 
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As noted above, the aim of this research was to identify the salient factors that influence the 

destination choice of prospective medical tourists to Thailand. In pursuit of this objective, a 

quantitative web-based questionnaire survey, complemented by an optional postal-mail 

survey, was adopted as the methodology for the study. The methodology is described in full 

in Chapter 3; for the present introductory purposes, a broad outline of the methodology 

follows. 

1.4.1 Population for the study 
 
It was decided that persons eligible to be participants in this research would be those who: (i) 

have an interest in travelling abroad for medical reasons; and (ii) are proficient in the English 

language. 

Given that the first criterion—an interest in medical tourism—is not directly 

observable, it was decided that information-search behaviour about medical tourism would be 

adopted as a proxy for indicating a person‘s interest in medical tourism. The first criterion for 

the population for this study was therefore fulfilled by people who have acquired information 

about medical tourism from travel agencies specialising in medical tourism and/or the sales 

offices of Thai medical health-care providers in selected foreign countries. 

With regard to the second criterion—proficiency in English—it was decided, for 

reasons of convenience, to limit the population to only four countries in which large numbers 

of people are proficient in English (Australia, United Arab Emirates, Singapore, and SAR 

Hong Kong).  

 

1.4.2 Preliminary assessments of survey instrument 
 
Before administering the main survey, preliminary assessments of the reliability and validity 

of the proposed questions in the survey were undertaken by; 

* seeking a review of the questionnaire by two experts in medical tourism in Thailand; 

and  

* an online pilot study of 30 people selected by convenience in Australia.  

In response to the feedback received from these preliminary assessments, some minor 

changes were made to the questionnaire.  

1.4.3 Data collection and sample 
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The questionnaires for the actual survey were distributed to eligible respondents with 

assistance from gatekeepers who did not provide the researcher with the names and/or contact 

details of potential respondents; the researcher was thus unable to access these people 

directly.  

Online surveys offer advantages in terms of speed and response rate, and it has been 

argued that such surveys are especially appropriate in developed economies where internet 

access rate is high (Davis, 2005, Cabanoglu et al., 2001). Once the online survey had been 

completed, the data were automatically transferred to a database provided by the survey 

software package. Complementing the internet survey, the same tourism and health-care 

offices and agencies (noted above) were also provided with hard copies of the written survey, 

along with pre-paid postage envelopes, for use by any potential respondent who preferred to 

complete the survey in this format, rather than using the online version.   

A sampling size of 300 completed questionnaires was determined to be adequate for all 

the statistical analyses to be undertaken in this study (Maholtra, 1999, Manning and Munro, 

2007). Incomplete questionnaires were assigned with a missing value, but clearly inadequate 

and/or inconsistent cases were disqualified (Maholtra, 1999).  

1.4.4 Data-processing 
 
After coding, outliers were identified by using box-plot and Mahanolobis distance to ensure a 

normal distribution of responses (Manning and Munro, 2007). Scales were then transformed, 

as appropriate, in accordance with the nature of the items. Composite variables were then 

computed for further analysis using SPSS statistical software.  

Statistical techniques adopted in this study included Pearson‘s correlation coefficient, 

analysis of variance, principal component analysis, and multiple linear regression (Manning 

and Munro, 2007). Full details of the statistical analyses used in the study are reported in 

Chapter 4. 

1.5 Definition of terms 
 
Full explanations of the terminology used in this thesis are provided in Chapter 2. However, 

for the present introductory purposes, the operational definitions of key terms used in the 

study are provided below. 



17 
 

1.5.1 Health locus of control 
 
In accordance with Callaghan (1998), the term ‗health locus of control‘ is understood in this 

study to refer to a person‘s perception of their capacity to control their own health. The 

concept is comprised of three sub-concepts: (i) internal health locus of control; (ii) chance 

health locus of control; and (iii) people health locus of control (Wallston et al., 1994).  

The significance of the concept for the present study is that ‗health locus of control‘ has 

been shown to have an influence on the inclination of individuals to adopt certain health-

related behaviour, including medical tourism (Moshki et al., 2007). 

 
1.5.2 Product familiarity 
 
In accordance with Gursoy and McClear (2004), ‗product familiarity‘ is taken to refer to the 

perceived knowledge that individuals have about products, services, or destinations. Such 

product familiarity influences information-search behaviour because individuals who are 

familiar with activities and destinations tend to rely on the knowledge stored in their long-

term memory to support their decision-making (Wirtz and Mattila, 2003).  

 
1.5.3 Perceived risk 
 
The term ‗perceived risk‘ is taken to refer to a sense of loss associated with a decision and/or 

a cognitive conflict between expectation and outcome (Bieger and Laesser, 2004, Mitchell, 

1999). The significance of perceived risk for the present study is that the risk inherent in any 

decision must be handled before the decision can be made (Bettman, 1973). To do so, 

decision-makers engage in an external information search with a view to reducing the 

perceived risk to a manageable level (Mitchell, 1999). 

 

1.5.4 Destination image 
 
In accordance with Echtner and Ritchie (1993), a ‗destination image‘ is defined as a mental 

representation of the attributes and potential benefits of a given destination. In other words, a 

‗destination image‘ refers to what a person knows and feels about the capacity of a 
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destination to be a solution to a recognised problem (Hawkin et al., 2001, Purdue, 2000). 

Destinations with a more positive destination image have a greater likelihood of being chosen 

as a final destination (Purdue and Meng, 2006).  

 
1.6 Delimitations of the study 
 
Like all other research, the present study has certain practical delimitations that must be taken 

into account in interpreting the findings.  

First, because the research is focused on Thailand, respondents are restricted to those 

who have acquired information about medical tourism in Thailand through offshore offices of 

the Tourism Authority of Thailand and/or the offices of Thai health-care providers. The study 

is therefore somewhat biased towards respondents who might have been interested in 

Thailand as a medical tourism destination.  

 

Secondly, the survey questionnaire is framed with a focus on Thailand and its major 

competitor destinations. It should therefore be noted that prospective medical tourists might 

have felt constrained in making observations about other destinations of which they were 

aware.  

 

Thirdly, the research is a descriptive study in which actual choice behaviour is not 

observed. The study therefore does not explore the influence of situational factors that might 

influence decisions about destination choice and intention to visit.  

 

A fourth delimitation concerns access to respondents. Given that the study uses an 

online survey, the study can claim to reach only a fraction of potential respondents with the 

desired parameters. That is, not all prospective medical tourists were accessed. 

 

Finally, the above-mentioned delimitations have implications for the development of 

variable measurement scales. The scales for measuring some variables were self-developed 

specifically for the unique circumstances of the present study, which might have led to some 

dimensions of the concepts being inadvertently overlooked.  
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1.7 Outline of the thesis 
 
In general terms, the structure of this thesis reflects the study‘s objective of addressing the 

research question (subsection 1.2.1) through the testing of the hypotheses (subsection 1.2.4). 

The thesis is therefore structured into five chapters: (i) introduction; (ii) review of the 

literature; (iii) methodology; (iv) data analysis; and (v) conclusion and implications.  

The present chapter has introduced the thesis by providing the background of the 

research, the research question, and brief descriptions of the theoretical framework, 

hypotheses, justification for the research, methodology, and delimitations of the study.  

Chapter 2 discusses the concept of medical tourism, which serves as the context of this 

research, followed by consideration of the other two key theoretical concepts: destination 

choice and destination image. The chapter also presents the proposed model for the study, 

other relevant concepts, the research question, and the hypotheses.  

Chapter 3 presents the research methodology of the study. The chapter describes how 

each variable is measured, how data are collected, and how the sample is determined. The 

chapter also includes a discussion of the ethical issues associated with the research 

methodology.  

 

Chapter 4 discusses data analysis. The chapter describes how the data are prepared, 

modified, and analysed in statistical terms. The results of the testing of the hypotheses are 

also reported in this chapter.  

 

The final chapter restates the results of hypotheses testing in the context of a literature 

review. Implications for theory and practitioners are also provided. Finally, the limitations of 

the research are discussed while providing the implications for future research. Figure 1.2 

illustrates the structure of the research.  

 

Figure 1.2: Outline of the thesis 
 
 
 

 

 

Chapter 1: 
Introduction 

Chapter 2: Review of 
the Literature 
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1.8 Conclusion 
 
This chapter has provided the background for the present study by discussing: (i) the 

significance of tourism in general, and medical tourism in particular, for the Thai economy; 

and (ii) the need for more knowledge about the consumer behaviour of medical tourists with 

regard to choice of destination.  

 

Justification for the research has also been provided, the research question to be 

addressed has been formulated, and the objectives of the study have been stated.  

 

A summary of the major concepts in the theoretical framework of the study has been 

provided, and the hypotheses to be tested have been presented. The methodology of the study 

has been described, and the delimitations of the research methodology have been noted.  

Finally, the chapter has described and presented the structure of the whole thesis.  

 

Chapter 3 
Methodology 

Chapter 4: Data 
Analysis 

Chapter 5: 
Conclusion and 
Implications 
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Chapter Two 
Review of the Literature 

2.1 Introduction 
 

Thailand‘s economy depends largely on tourism and its related industries. In 2006, the 

tourism sector generated AUD$16,077 million in revenue from 13.2 million international 

visitors to Thailand (Tourism_Authority_of_Thailand, 2008). However, as a ‗mature‘ tourist 

destination Thailand has recently begun to lose its competitiveness against emerging 

destinations that have more pristine environments and host communities—as shown by the 

decreasing average daily expenditure of international tourists to Thailand 

(Tourism_Authority_of_Thailand, 2008). As a consequence, Thailand is now attempting to 

differentiate itself from competing destinations (without indulging in intense price-cutting 

competition) by moving into alternative areas of tourism. These alternative areas include 

medical tourism, to which Thailand is well suited by virtue of its advanced medical services, 

comparative costs, and traditional Thai hospitality (Strategic and Marketing Magazine, 2007).  

 

Because medical tourism is a relatively new segment of tourism for Thailand, it still 

requires considerable development. However, two of the key tourism agencies in Thailand, 

the Tourism Authority of Thailand and the Ministry of Tourism and Sports, have yet to 

integrate their efforts to promote the country as a medical tourism destination in the same way 

that they have successfully done in the past with the business and leisure tourism sectors 

(Future_Brand_Index, 2007, Rittichainuwat et al., 2001). This is, in large part, because the 

promotion of the country as a medical tourism destination poses novel challenges in aligning 

the destination image of Thailand with the motivations and decision-making processes of 

prospective medical tourists.  

 

To provide a basis for the further development of Thailand as a medical tourism market, 

it is apparent that there is a need to understand the key behaviours of medical tourists, 

especially with regard to destination choice, which are likely to be fundamentally different 

from those of leisure tourists. In response to this need, the present study focuses on the 

destination choice of medical tourists, especially in terms of the influence of destination 
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image on that choice. The study thus attempts to identify the factors that determine how 

medical tourists choose a destination for their offshore medical treatment.  

 

Against this background, Chapter 2 of the thesis presents a review of the literature 

dealing with the three main theoretical concepts relevant to this research topic: (i) medical 

tourism; (ii) destination choice; and (iii) destination image. The chapter also explores the 

relationships that exist among these main theoretical concepts within the context of Thai 

medical tourism. The outline of the chapter is illustrated in Figure 2.1  

 
Figure 2.1: Outline of Chapter 2 
 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 

2.1 Introduction 

2.3 Destination choice 2.4 Destination image 

2.2 Medical tourism 

2.5 Summary of medical tourism, destination choice, and destination 
image 
2.5.1 Motivation of medical tourists 
2.5.2 Information search by medical tourists 
2.5.3 Destination image formation by medical tourists 
2.5.4 Evaluation of alternative medical tourism destinaiton 

2.6 Research questions and hypotheses 
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2.2 Medical tourism 
 
2.2.1 Definition and nature of medical tourism 
 

From a destination perspective, medical tourism can be defined as the offshore provision of 

medical services, in combination with other conventional tourism products, by leveraging a 

comparative cost advantage (Awadzi and Panda, 2005, Percivil and Bridges, 2006). 

Destinations or countries that choose to pursue such medical tourism openly promote their 

health-care services and facilities, in addition to their other conventional tourism attributes 

(Marlowe and Sullivan, 2007).  

 

From the perspective of the travellers, the aim of engaging in medical tourism is to 

obtain obligatory or elective medical treatment in a country other than their countries of 

residence (Connell, 2006, Jones and Keith, 2006, Percivil and Bridges, 2006). The term 

‗obligatory treatment‘ refers to urgent, unscheduled therapy for serious illnesses, whereas the 

term ‗elective treatment‘ refers to scheduled non-essential therapies; in both cases, medical 

travellers choose to obtain treatment in a foreign country because the desired therapies are 

unavailable, illegal, costly, or associated with an unacceptable waiting time in the home 

countries (Jones and Keith, 2006, Strategic and Marketing Magazine, 2007) 

 

Medical tourism is not a new concept. In ancient times people travelled to various spas, 

hot springs, and rivers seeking cures and/or rejuvenation (Goodrich, 1994). More recently, 

people from developing countries have travelled to developed countries seeking more 

sophisticated medical treatment (Awadzi and Panda, 2005). However, the contemporary trend 

is now in the opposite direction as an increasing number of patients from developed countries 

travel to developing countries to receive medical treatment.  

 

This reversal of the older trend is mainly due to the increasing costs and other 

limitations of the health-care systems in Western countries (Marlowe and Sullivan, 2007, 

MacReady, 2007, Deloitte, 2008, McDowall, 2006). Moreover, in recent years, many 

developing countries have made significant advances in their medical services (Vadanabha, 

2007). Doctors and nurses in these developing countries are increasingly well trained to 

international standards as medical education in these countries has adopted the methods and 
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requirements of Western medical education; in addition, many health professionals in 

developing countries have been trained abroad in Western universities (Awadzi and Panda, 

2005). Another factor of importance in enhancing the standards of medical care in developing 

countries has been the large number of modern, privately owned facilities that have been 

established in these countries. These private clinics possess the latest technologies and are 

able to offer a range of complex medical procedures at lower cost than in developed countries 

(Garcia-Altes, 2004, M2Presswire, 2008). These developments, together with trade 

liberalisation and ease of international travel (Fletcher and Brown, 2002), constitute what 

Awadzi and Panda (2005) have termed the ―third world advantage‖.   

 
2.2.2 Demand and supply factors in medical tourism 
 
The demand for medical tourism comes from people in developed countries seeking medical 

care in developing countries for reasons of cost and availability (Awadzi and Panda, 2005, 

Moody, 2007). One of the fundamental reasons for this demand is the existence of regulatory 

constraints in most developed countries that forbid the presence of foreign operators and 

investment in the health-care sector, thus limiting the capacity of domestic health-care 

systems to supply services in terms of both infrastructure and human resources (Garcia-Altes, 

2004). Moreover, these regulatory constraints lead to a lack of real competition in the health-

care sector in many developed countries—which has the potential to increase the price of 

medical procedures and insurance premiums, lower the quality of services to consumers, and 

increase bureaucratic complexity (Connell, 2006, Deloitte, 2008). These capacity constraints 

and lack of competition cause inconvenience to prospective patients in many developed 

countries (Delinsky, 2005, Awadzi and Panda, 2005). Long waiting lists, high costs, and 

excessive bureaucracy tend to make the health-care systems in developed countries 

inaccessible to many people and increase demand for alternative sources of medical services 

(Garcia-Altes, 2004, Awadzi and Panda, 2005).  

 

In addition to these restraints on supply in developed countries, there is a demographic 

trend in virtually all Western countries for people to live longer and seek better health. As a 

consequence, more people from a range of socio-demographic groups in these countries are 

actively seeking quality health-care services that are cost-effective and accessible (Caballero-
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Danell and Mougomba, 2006, Garcia-Altes, 2004, Awadzi and Panda, 2005, Goulding and 

Shankar, 2004, Marlowe and Sullivan, 2007, Ramirez de Arellano, 2007). Ageing ‗baby 

boomers‘ (those born soon after the end of World War II) have redefined the conventional 

view of the ‗elderly‘ (Kotler and Keller, 2006). Despite their chronological age, baby boomers 

still live active lives and care about their appearance. These people, who often have high 

disposable incomes, are increasingly likely to consume aesthetic products and seek cosmetic 

services (Garcia-Altes, 2004, Kotler and Keller, 2006, Goulding and Shankar, 2004, 

Delinsky, 2005). Moreover, the increased demand for cosmetic services in Western countries 

is not restricted to the older generations; for example, ‗Botox‘ injections have now become 

popular among young adults and teenagers (Healy, 2008). This greater demand for cosmetic 

surgery now pervades all age cohorts, but meeting such demand is usually outside the scope 

of government policies and insurance coverage. Prospective medical tourists thus choose to 

obtain overseas treatment (both obligatory and elective) because such treatments are 

unavailable or difficult to access (or even illegal) in their countries of residence (Jones and 

Keith, 2006).  

 

In summary, the demand for medical tourism is driven by changing demographics, 

economic factors (fees and insurance costs), and the limited availability and accessibility of 

many medical services in developed countries. 

 

On the supply side, the rapid developments in the medical services of various 

developing countries in terms of human resources and facilities represent an appealing 

alternative to prospective medical tourists (Connell, 2006). The medical competence of 

doctors and nurses in many developing countries is now comparable to developed countries 

as a result of ‗Westernised‘ medical education in developing countries and an increasing trend 

for health professionals to undertake training abroad (Jones and Keith, 2006). The standards 

and outcomes of medical procedures offered in developing countries are now comparable to 

those pertaining in the medical tourists‘ countries of residence (Jones and Keith, 2006). 

Therefore, people from developed countries are more confident in receiving medical 

treatments in developing countries. 
 

The increasing privatisation of the health-care sector in developing countries has also 

enhanced the growth of medical tourism as both investment and the employment of highly 
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trained professionals continues to grow in the private sector (Awadzi and Panda, 2005, 

Connell, 2006, Ramirez de Arellano, 2007). The emergence of privately owned medical 

facilities with access to the most sophisticated medical technology has brought about a 

significant improvement in the standards of facilities (Connell, 2006, Goodrich, 1994, 

Department of Export Promotion (Jakarta Office), 2007). Although the cost of medical 

treatment in these privately owned facilities is much higher than the cost of similar treatment 

charged by state-owned organisations for domestic health-care services in developing 

countries, the overall lower cost of living in these countries (compared with developed 

economies) means that the relative costs incurred by medical tourists from developed 

countries is extremely competitive compared with costs they would incur for the same 

services in their home countries (Awadzi and Panda, 2005, Connell, 2006). Indeed, the 

comparative cost advantage in developing countries allows private health-care providers in 

these countries to design ‗pampering‘ services that are very attractive to medical tourists (for 

example, in terms of relatively high nurse/patient ratios) while still remaining much cheaper 

compared to similar procedures in developed countries (Connell, 2006). 

 

The effect of these demand-and-supply factors in medical tourism has been facilitated 

by significant changes in the global business environment in recent years. These changes 

include: increasing globalisation and trade liberalisation, enhanced communication through 

digital technologies, increasing economic deregulation in developing countries, and a greater 

propensity for Westerners to travel abroad (Awadzi and Panda, 2005, Fletcher and Brown, 

2002).  

 

As the demand for overseas medical treatment has increased, prospective medical 

tourists no longer perceive difficulties in travelling abroad. Higher levels of education, greater 

disposable income, and increased media exposure of foreign countries has increased the 

propensity of Westerners to travel to developing countries (Delinsky, 2005). These lifestyle 

and demographic changes in developed economies, together with the increasing ease of 

international air travel, have facilitated the demand for medical tourism.  

 

Digital technology has also played a crucial role in enabling real-time communication 

and diffusion of information. This has meant that prospective medical tourists are more 

knowledgeable about medical procedures and the availability of various services to address 
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the health problems that they are facing (Awadzi and Panda, 2005, Caballero-Danell and 

Mougomba, 2006, Fletcher and Brown, 2002). In addition, digital technology has facilitated 

networking among both providers and consumers of health-care services across borders 

(Jones and Keith, 2006).  

 

Free trade liberalisation and deregulation has also facilitated the flow of production 

factors across borders—including people, medical supplies, and therapeutic devices (Percivil 

and Bridges, 2006) (Fletcher and Brown, 2002)). The importation of medical supplies and 

devices has been facilitated by deregulation, and improved travelling logistics have made 

transportation of people and equipment quicker and more accessible (Fletcher and Brown, 

2002, Lovelock et al., 2001). 

  

In conclusion, significant changes in both demand and supply have created the potential 

for the development of a burgeoning health-care ‗industry‘ in developing countries. This has 

been facilitated by free trade liberalisation, advances in communication, and more efficient 

transaction arrangements.  

 
2.2.3 Motivations of prospective medical tourists 
 

Medical tourists include a broad range of people who travel to receive medical treatment 

abroad. Apart from people from developed economies, medical tourists can also include the 

so-called ‗élite‘ from developing countries and foreign expatriates residing in neighbouring 

countries (Ramirez de Arellano, 2007).  

 

Prospective medical tourists include: (i) the uninsured (people who choose not to insure 

their health, usually because they cannot afford the insurance policies); (ii) the underinsured 

(those whose insurance policies do not cover the expenses that are really incurred when they 

receive medical treatment); and (iii) the uninsurable (those who do not meet the criteria to 

buy insurance policies or whose preferred medical treatment is unrecognised or prohibited in 

their own countries) (Moody, 2007, Awadzi and Panda, 2005, Marlowe and Sullivan, 2007, 

Connell, 2006, Cosh, 1997). Americans, in particular, are said to be susceptible to unexpected 
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and excessive medical and dental expenses (Pedersen, 2007, Marlowe and Sullivan, 2007, 

York, 2008).  

Corporations are also one of the targets of medical tourism (Marlowe and Sullivan, 

2007, Moody, 2007, Smith and Forgione, 2007). Many of these companies have to pay large 

medical bills as part of the fringe benefits they provide to their employees. In many cases 

these involve complicated and costly medical procedures. It can be attractive for these firms 

to refer employees who require complicated procedures to offshore medical service providers. 

 

Retirees who choose to spend their lives as long-stay tourists in foreign countries can 

also be targeted as potential customers of medical tourism (Norra, 2007, Pedersen, 2007, 

Connell, 2006, Business Line (The Hindu), 2009). Some countries, such as Japan and 

Singapore, actually encourage their citizens to retire abroad, and these retirees often require 

medical care on a frequent basis (Connell, 2006).  

 

The adoption of medical tourism by these various groups of people can be either 

‗preventive behaviour‘ or ‗protective behaviour‘(Carter and Kulbok, 2002). Individuals who 

engage in such preventive or protective health behaviours are motivated to do so by a variety 

of environmental factors (Carter and Kulbok, 2002). These include ‗health locus of control‘, 

social support, income, education, and health status. In particular, ‗health locus of control‘—

which refers to an individual‘s perception of personal ability to control his or her health 

(Wallston et al., 1994, Moshki et al., 2007)—is important in the context of medical tourism. 

If a person believes that he or she has a high degree of control over personal health, that 

person is said to possess a high level of ‗internal health locus of control‘; such people are 

more motivated to engage in healthy behaviour (Wallston et al., 1994). Social support is also 

an important influence on an individual‘s motivation to engage in healthy behaviour; 

individuals who are satisfied with their social support are more likely to engage in health-

enhancing activities (Callaghan, 1998). In general, the literature suggests that people who 

have an internal locus of control, good social support, a high level of education, and a large 

income are more likely to engage in healthy behaviours. 

 

However, a desire to achieve and maintain good health does not fully explain the 

motivation for a person to engage in medical tourism. As noted above, people seek treatment 
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overseas for a range of other reasons. These include economic motivations, a desire to 

minimise the waiting time for treatment, and the availability (and legality) of certain 

therapies. Other motivations include a desire for anonymity and an agreeable recuperation 

environment (Business Line, 2009, MacReady, 2007, Deloitte, 2008, Anonymous, 2009, 

Connell, 2006). Of these, economic factors, availability, and waiting times appear to be the 

dominant factors in motivating people to adopt medical tourism.  

 

In summary, the target clientele of medical tourism are primarily the uninsured, 

underinsured, and uninsurable from developed countries. In addition, potential medical 

tourists include expatriates, long-stay tourists, the so-called ‗élite‘ from developing countries, 

corporate firms, and insurance companies that wish to refer people to foreign countries under 

the arrangements of their health-care coverage. The motivations for such people seeking 

medical treatment overseas are primarily economic factors, availability of particular therapies, 

and a desire to minimise waiting time.  

 
2.2.4 Marketing of medical tourism 
 

Many developing countries, including Thailand, now see medical tourism as a lucrative 

market and are attempting to attract medical tourists from all over the world (Connell, 2006, 

Chinai and Goswami, 2007, Chow, 2009). As a result, medical tourism in such countries as 

Thailand and India has shown two-digit growth per annum in recent years (Connell, 2006). 

Medical tourism in India is expected to be worth USD$1 billion by 2012 and revenue from 

foreign patients to Thailand rose from USD$900 million in 2004 to USD$1.25 billion in 2005 

(Connell, 2006, Ramirez de Arellano, 2007, Service Promotion Department, 2007). Given the 

large amounts of money involved, competition among developing countries for medical 

tourists is expected to intensify (Connell, 2006, Chow, 2009). 

 

In view of the motivations for medical tourism noted above, the two major leverage 

points for medical tourism destinations in attracting medical tourists are likely to be: (i) price; 

and (ii) quality of service (Awadzi and Panda, 2005, MacReady, 2007). Prospective 

destinations are therefore striving to upgrade their medical services and adopt Western 

protocols to cater to the needs of foreign patients (Connell, 2006, Strategic and Marketing 
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Magazine, 2007). Some destinations are also attempting to position themselves as specialists 

in particular technologies and therapies (Connell, 2006, Chow, 2009). South-East Asia has 

emerged as the region with the greatest potential for medical tourism; indeed, four of the 

world‘s main medical tourism destinations (Thailand, Singapore, Malaysia, and the 

Philippines) are in South-East Asia (M2Presswire, 2008, Department of Export Promotion 

(Manila Office), 2008).  

 

Some countries, such as Taiwan, Singapore, Iran, and Korea, are not only positioning 

themselves as medical tourism destinations but are also being targeted by competing 

destinations as potential sources of medical tourists (Choo, 2002, Department of Export 

Promotion (Jakarta Office), 2007, Department of Export Promotion (Manila Office), 2008, 

Korea Health Industry Development Institute, 2007). In the case of Singapore, which is 

seeking to leverage its internationally accredited infrastructure and resources (Chow, 2009, 

M2Presswire, 2008), 571,000 medical tourists visited the country in 2007. Singapore expects 

this number to increase to one million visitors (generating more than USD$1 billion dollars) 

per annum by 2012 (Chow, 2009, Choo, 2002). Singapore offers the latest medical 

technologies (Chow, 2009), but the country‘s major disadvantage is the cost of its health-care 

services, which is the highest among Asian medical tourism destinations (Choo, 2002, 

M2Presswire, 2008). 

 

Taiwan (Chinese Taipei) promotes itself as a medical tourism destination by using 

small-scale procedures as its main selling point (Department of Export Promotion (Manila 

Office), 2008). However, Taiwan is also a potential source of medical tourists to other 

countries. Despite the imposition of a compulsory health insurance plan for all citizens, 

Taiwanese people are still required to spend large sums of money for procedures that are not 

covered by the obligatory health plan. There are thus opportunities for other Asian medical 

tourism destinations, including Thailand, to attract Taiwanese people to visit their countries 

for medical services (Department of Export Promotion (Manila Office), 2008). However, the 

two main obstacles to success in promoting Thailand as a potential medical tourism 

destination for Taiwanese people are the language barrier and the apparently negative 

perceptions of Thai medical standards held by Taiwanese people (Department of Export 

Promotion (Manila Office), 2008). 
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Korea aims to be a preferred medical tourism destination by leveraging its ranking as 

14th in the world in terms of the standards of its medical services (Korea Health Industry 

Development Institute, 2007). Korea receives 30,000 foreign patients per year. These people 

travel to Korea for therapies that offer a blend Western and Oriental medicine (Korea Health 

Industry Development Institute, 2007). However, Korea is also a potential source of medical 

tourists to other countries. Despite the fact that health insurance is obligatory for all Koreans, 

many Koreans travel overseas for therapies that are outside the scope of coverage of the 

national insurance policies. In view of the ASEAN–South Korea free trade agreement, 

Thailand is well placed to compete for these potential medical tourists (Thai News Services, 

2009). 

 

Although Iran positions itself as a medical tourism destination, it suffers from certain 

negative images about the quality of care—such as reports of complications arising from 

surgeons also giving anaesthetics while simultaneously attempting to perform cosmetic-

surgery procedures (McDowall, 2006). In terms of being a potential source of medical tourists 

to other countries, it is of interest that one-tenth of young Iranian females are reported to have 

had, or currently be seeking,cosmetic-surgery procedures (McDowall 2006). 

 

The Asian countries that position themselves only as receptive medical tourism 

destinations include Thailand, India, Malaysia, Indonesia, and the Philippines (Department of 

Export Promotion (Jakarta Office), 2007, McDowall, 2006, Choo, 2002, M2Presswire, 2008). 

Although India suffers from an adverse image with respect to sanitation and the standard of 

its health-care industry, the government has been seriously promoting the country as a 

medical tourism destination by leveraging its relative cost advantages (M2Presswire, 2008, 

Chinai and Goswami, 2007); for example, in 2006, the Indian government introduced a 

specific type of visa for medical tourists and their companions in order to facilitate their 

visits. Indian health-care providers blend conventional medical therapies with traditional 

Ayuravedic therapies (Chinai and Goswami, 2007, Business Line, 2009), which has led to 

some success—as reflected in the high-paying clientele that India has attracted. The average 

spending per medical tourists in India is approximately USD$1902, compared with figures of 

USD$905 for Indonesia, USD$835 for Singapore, and USD$520 for Malaysia (Business 

Line, 2009).  
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Malaysia is a relatively new medical tourism destination (M2Presswire, 2008) that has 

become the preferred Asian destination for Europeans and Americans (Connell, 2006). To 

induce confidence among medical tourists, the Malaysian government has initiated its own 

professional accreditation system (Chow, 2009). In particular, with a view to attracting 

Muslim medical tourists, Malaysia promotes Islamic practices among its health-care 

providers (Awadzi and Panda, 2005). 

 

In the case of Indonesia, expatriates, diplomats, and the so-called ‗élite‘ have long been 

accustomed to travelling to other countries (mainly Singapore) to receive medical treatment 

because there is no private health care in the country and the standards of medical practice 

and public health-care facilities are generally poor (Department of Export Promotion (Jakarta 

Office), 2007). This obviously provides opportunities for other developing countries to offer 

medical tourism services to certain Indonesians. 

 

Developing countries outside Asia are also active in pursuing this lucrative market. For 

example, Latin American governments have been courting medical tourists, especially from 

the USA, by promoting private investment in health-care businesses. Puerto Rico has also 

been targeting patients from other American countries (McDowall, 2006). In Africa, Uganda 

has sought to lure medical tourists by capitalising on its advances in medical technologies 

(especially in fertility medicine and gynaecology), its cost advantages, and the high level of 

English proficiency in the country (All Africa, 2009).  

 

Developing countries are not alone in pursuing the medical tourism market. While 

continuing to generate medical tourism for other countries, developed countries (such as 

Canada and Australia) are simultaneously courting medical tourists (Weaver, 2008, Cosh, 

1997, Canadian Institute for Health Information, 2007). Canadians suffer from a heavy 

financial burden for medical care because its health plans provide only an incomplete 

contribution to the total cost of medical treatment. Due to a shortage of health professionals, 

Canadians must also cope with relatively long waiting times (average 7.7 weeks) and a 

relatively low doctor/patient ratio (1:1000) (Canadian Institute for Health Information, 2007). 

Canada thus represents a potential target for generating medical tourists. Nevertheless, the 
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country also courts medical tourists from the United States by leveraging its own relative cost 

advantages and the short distance between the two countries (Cosh, 1997).  

 

The Australian medical tourism market has also grown significantly within the past five 

years, despite the fact that an increasing number of Australians are now travelling to 

developing countries for medical care as a result of the relative cost advantage (Weaver, 

2008). The lower cost of surgical procedures in Asian countries, and the relatively cheap 

travel from Australia to those countries, make medical tourism appealing to Australians 

despite certain concerns about the quality of care being offered (Weaver, 2008). In particular, 

cosmetic-surgery procedures are popular among Australian medical tourists (Weaver, 2008). 

 

In terms of marketing, it should not be assumed that one offering appeals equally to all 

prospective medical tourists. Indeed, prospective medical tourists from different countries 

tend to have particular preferences for certain destinations; for example, whereas medical 

tourists from Europe are inclined towards India and Thailand, Westerners who are resident in 

Asia tend to prefer Malaysia and Singapore over other Asian destinations (Connell, 2006). As 

with all marketing, the success of a medical tourism destination thus depends on accurate 

customer segmentation, careful targeting, and adept positioning (Kotler and Keller, 2006, 

Decrop, 2000). In the case of the medical tourism market, segmentation should primarily be 

based on: (i) types of health conditions; and (ii) income (Goodrich, 1994). In addition, the 

marketing of medical tourism should take account of the opportunities provided for corporate 

firms and insurance companies to offer enhanced benefits to their employees/clients at lower 

costs (Marlowe and Sullivan, 2007). However, marketers should recognise that insurance 

companies and corporate firms harbour several concerns about the services being offered. 

These concerns include quality of care, saving potential, sponsor liability, travel-related 

exposure, and tax implications (Marlowe and Sullivan, 2007).  

 
2.2.5 Concerns about medical tourism 
 

Destinations that seek to attract medical tourists face certain challenges. In particular, they 

need to address the concerns that prospective consumers have with regard to: (i) quality of 
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care; (ii) costs; (iii) legal liability; and (iv) travel. Each of these is discussed in greater detail 

below. 

 

Quality of care is an issue of primary concern to medical tourists of all types. Health-

care providers in developing countries therefore attempt to ensure that the quality of care they 

provide is comparable to that in developed countries by obtaining accreditation from 

recognised authorities—such as the Joint Commission for the Accreditation of Healthcare 

Organisations (JCAHO) or the International Organisation for Standards (ISO) (Chow, 2009, 

Strategic and Marketing Magazine, 2007, Marlowe and Sullivan, 2007) . In addition, the 

marketing messages communicated to the market by most providers tend to focus on the 

qualifications of surgeons (Awadzi and Panda, 2005, McDowall, 2006); for example, one 

hospital in Thailand advertises itself as having more than 200 American-trained surgeons (as 

well as providing interpreting services in more than 26 languages) (Awadzi and Panda, 2005, 

Service Promotion Department, 2007, Ramirez de Arellano, 2007).  

 

Apart from reassurance regarding the quality of care provided by well-qualified 

surgeons, consumers and insurance companies are also concerned about the possibility of 

post-operative complications because doctors in the patients‘ countries of residence might be 

reluctant to take professional and legal responsibility for any subsequent difficulties that arise 

(Marlowe and Sullivan, 2007). To provide reassurance on this point, surgeons in developing 

countries must assume professional and legal responsibility for all patients on whom they 

operate—including during recuperation periods after surgery.  

 

MacReady (2007) has responded to allegations of post-operative complications by 

proposing a five-point checklist for prospective medical tourists to evaluate medical tourism 

destinations: (i) facilities and infrastructure; (ii) qualifications and certifications of doctors; 

(iii) success and failure rates; (iv) mortality and morbidity rates; and (v) due diligence 

(whether patients deal with health-care providers directly). The Medical Tourism Association 

(MTA), which is based in Florida, USA, has also been formed to establish standards for 

regulating the quality of care and ethical practices in medical tourism destinations (Pedersen, 

2007). Another important organisation in the regulation of health-care standards is the Joint 

Commission on Accreditation of Healthcare Organization (JCHO), which regulates the 

practice of health-care providers through an accreditation system that requires renewal of 



35 
 

registration every three years through inspection by the staff of JCHO (Pedersen, 2007). 

Although it is quite costly for health-care providers to obtain accreditation from JCHO, most 

are willing to bear the additional cost in view of the large number of patients who are willing 

to pay more for properly accredited care (Pedersen, 2007).  

 

Medical destinations can also seek to allay the safety concerns of potential medical 

tourists by establishing networking relationships with health-care providers in the countries of 

origin. For example, some American medical insurance companies, such as Optmed Health 

Group and Blue Cross/Blue Shield, now provide special programs for self-insured employers 

and policy holders to receive medical care at Bumrungrad Hospital in Thailand, which is one 

of the leading international hospitals in the country (Moody, 2007). 

 

The second concern of many prospective medical tourists is the question of costs. Given 

that the primary reason for going abroad for medical treatment is usually economic, the 

potential for saving on medical expenses is obviously of significance for medical tourists, 

insurance companies, and corporate firms (Marlowe and Sullivan, 2007, McDowall, 2006). In 

general terms, research has shown that medical care in developed countries is approximately 

6–8 times more expensive than similar care in developing countries as reported in Table 1.3 

(Awadzi and Panda, 2005, Moody, 2007).  

Despite the apparent attractiveness of these comparative costs, some prospective 

medical tourists have concerns about postoperative complications and the cost of potential 

corrective treatment that might be necessary after returning to their home countries (Marlowe 

and Sullivan, 2007, MacReady, 2007). When coupled with travel expenses, the potential for 

cost savings might be reduced to as little as 1–2%, which, in the case of insurance companies 

and corporate firms, might be insufficient to make it worth their while referring their policy 

holders and employees to developing countries—especially given the potential for adverse 

publicity that might arise from medical malpractice or difficulties in travelling (Marlowe and 

Sullivan, 2007).  

 

The third concern of medical tourists, especially insurance companies or corporate 

firms that refer their policy holders or employees to medical tourism destinations, is that they 

might find themselves legally liable for any adverse consequences of treatment provided 

abroad (Marlowe and Sullivan, 2007). According to Marlowe and Sullivan (2007), prudent 
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health-care plan providers should: (i) not overtly convince people to choose the option of 

travelling offshore to receive medical treatment; and (ii) require offshore health-care services 

to provide a formal statement of their responsibilities for medical malpractice and evidence of 

their holding medical malpractice insurance.  

 

The fourth cause for concern among prospective medical tourists relates to travel. For 

insurance companies or corporate firms wishing to refer their policy holders or employees to 

receive medical treatment abroad, additional travel insurance might need to be provided for 

patients to cover accidents or difficulties that might occur during their trips (Marlowe and 

Sullivan, 2007). In addition, by selectively referring health-plan beneficiaries to health 

providers abroad, insurance companies and corporate firms might expose themselves to legal 

issues regarding discrimination. It is possible that the selection of particular groups of people, 

such as the disabled, might be regarded as discriminatory behaviour, which could lead to 

adverse publicity or legal action (Marlowe and Sullivan, 2007). Moreover, because medical 

expenses or travel expenses are not tax-exempt for most patients, insurance companies and 

corporate firms might also find it difficult to convince their employees and/or policyholders 

to receive their medical treatment abroad (Marlowe and Sullivan, 2007).  

 

In summary, prospective consumers of medical tourism products can be conveniently 

divided into two categories: (i) individual medical tourists; and (ii) health-care plan sponsors 

(insurance companies or corporate firms) that refer their plan beneficiaries to medical service 

providers abroad. The potential benefits to the first group are clear—as long as the desired 

treatment is outside the ambit of their health-care plans and/or these potential patients are 

ineligible to benefit from their existing plans. Indeed, there are really only two concerns of 

significance for this group—the quality of care and the potential for saving. In contrast, the 

second group of prospective customers, health-care plan sponsors, are not only concerned 

with the quality of care and the potential for savings, but also with their legal responsibilities 

for possible post-operative complications and travel issues. For this category of customers, 

the potential for savings might be offset by financial losses associated with these legal 

responsibilities. This has consequences for the price of insurance premiums because these 

potential costs will ultimately be borne by the insurance provider. Finally, because referrals to 

medical tourism providers must be overtly conducted on an entirely voluntary and non-
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discriminatory basis, it might be difficult to convince some insurance beneficiaries to adopt 

the offshore option.  

2.2.6 Medical tourism in Thailand  
 

As previously noted, tourism and its related industries have long been one of Thailand‘s 

major revenue-generating sectors. The country has established itself as a destination for 

international tourists that provides value for money, entertainment, and beaches; in addition, 

Thailand has become a popular venue for so-called ‗MICE‘ travel (meeting, incentives, 

convention, and exhibition) (Future_Brand_Index, 2007, Service Promotion Department, 

2007). However, one of the country‘s competitive advantages—leveraging on its natural 

attractions—is now declining as new destinations emerge with more pristine environments 

and local communities. Nevertheless, in 2008, Thailand continued to target rising tourist 

arrivals—with the aim of attracting 15.7 million international tourists to generate more than 

AUD$20,000 million (Service Promotion Department, 2007, 

Tourism_Authority_of_Thailand, 2008). The country thus aimed to continue to position itself 

as a world-class destination by offering existing and new attractions to a higher paying 

clientele (Service Promotion Department, 2007).  

 

Alternative forms of tourism—including business and health tourism—were designated 

as potential growth areas that would enable Thailand to withstand the increasingly intense 

competition from other destinations selling more conventional tourism products. In this 

regard, both the volume and revenue generated by foreign medical tourism patients in 

Thailand had previously shown significant increases; for example two-digit annual growth in 

revenue was experienced over several years, and in 2005 Thailand generated revenue of 

AUD$1100 from 1.28 million foreign patients (Strategic and Marketing Magazine, 2007, 

Service Promotion Department, 2007). 

  

In recognition of the potential for further growth in medical tourism, Thailand decided 

to promote this form of tourism in two categories: (i) medical treatment (conventional 

medical operations and treatment); and (ii) health-and-beauty therapy (traditional therapies 

for general well-being, such as Thai massages, spa, and yoga) (Strategic and Marketing 

Magazine, 2007). Thailand has since promoted both categories of health-tourism products 

aggressively to a range of potential medical tourists—including general tourists, health 
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tourists, diplomats in Thailand and neighbouring countries, and expatriates in Thailand and 

neighbouring countries. The country has done this by leveraging its advanced therapeutic 

technologies, the quality of its medical personnel, its price advantages, and its reduced 

waiting times (Ramirez de Arellano, 2007).  

 

As a result of these endeavours, the number of foreign patients increased by 11.35% per 

annum from 2001 to 2004; these visitors generated revenue of approximately USD$5  million 

annually (Vadanabha, 2007). In 2006, Thailand attracted 1.40 million foreign patients who 

generated more than AUD$ 1200 million while enjoying approximately AUD$ 1700 million 

from 13.6 million tourists (Strategic and Marketing Magazine, 2007). 

 

In seeking to raise awareness of the country as a medical tourism destination, the 

Tourism Authority of Thailand and the Ministry of Commerce have promoted the potential of 

the country by participating in so-called ‗travel marts‘ (with allied hospitals and health-

service providers) and by organising familiarisation trips and ‗road shows‘. They have also 

coordinated with government authorities and insurance companies in major tourism markets 

to increase the likelihood of Thailand being chosen as the destination of choice for offshore 

medical treatment (Service Promotion Department, 2007).  

 

The Thai health-care industry has expanded rapidly in recent years, thus facilitating the 

objective of the Thai government in promoting the country as the medical hub of South-East 

Asia (Vadanabha, 2007). The rapid expansion has led to a proliferation of private hospitals in 

Thailand, but a recent increase in mergers and acquisitions is likely to result in ten main 

players dominating the industry (Strategic and Marketing Magazine, 2007). It is expected that 

the country could attract two million foreign patients within five years, who will generate 

AUD$3000 million (Strategic and Marketing Magazine, 2007, Service Promotion 

Department, 2007).   

 

The Thai medical industry is recognised throughout the world for the expertise of its 

doctors, its comparative cost advantages, and its congenial Thai hospitality (Service 

Promotion Department, 2007, Ramirez de Arellano, 2007, Awadzi and Panda, 2005). It has 

been claimed that the operative success rate of Thai doctors is comparable to that in 
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developed countries, and that Thai medical services are, along with Singapore, among the 

most advanced in South-East Asia (Strategic and Marketing Magazine, 2007).  

 

The major markets for Thai medical tourism are the USA, Japan, the UK, and Middle 

Eastern countries (Strategic and Marketing Magazine, 2007). Medical tourists travel to 

Thailand for treatment of general medical illnesses, cosmetic surgery, and dentistry (Service 

Promotion Department, 2007). Such tourists represent a high-spending tourist segment, with 

each person spending approximately AUD$1000 per visit (including non operative 

treatments) (Strategic and Marketing Magazine, 2007). 

 

Thai private hospitals offer ‗one-stop‘ services for medical tourists—including 

immigration services, airport representative offices, foreign market representative offices, and 

interpreting services (Strategic and Marketing Magazine, 2007). To gain the confidence of 

medical tourists from developed countries, Thai private hospitals have also affiliated with 

health-care institutions and medical schools of international repute.  

 

One of the leading Thai private hospitals that competes for foreign patients is the 

Bangkok General Hospital, which has divided its operations among several hospitals that 

specialise in various diseases, including cardiology and cancer, by investing considerable 

resources in sophisticated equipment (Strategic and Marketing Magazine, 2007). Medical 

schools utilise these hospitals for clinical research, and the name of hospital has thus become 

associated with significant research work in major academic seminars and publications 

(Strategic and Marketing Magazine, 2007).Another leading Thai hospital is the Piyavet 

Hospital, which has established special units that specialise in cardiology, neurology, and 

gynaecology (Strategic and Marketing Magazine, 2007).  

 

Bumrungrad is, perhaps, the most highly reputed Thai hospital in the international 

medical tourism market. It has upgraded its operations to international standards by achieving 

international accreditation (through JCIA), and its doctors and surgeons are reputed to be of 

the highest international calibre (Ramirez de Arellano, 2007); indeed, the hospital claims that 

it has more than 200 internationally certified doctors (Ramirez de Arellano, 2007, Awadzi 

and Panda, 2005).  
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In summary, Thailand has sought to promote medical tourism in the country by 

capitalising on the high standard of its medical services. The country has embarked on a 

policy of direct market penetration through the establishment of representative offices in 

major generating markets. By coordinating with government authorities and insurance 

companies in the source markets, Thailand has sought to increase the likelihood of the 

country being chosen as the destination of choice for medical tourists.  

 
2.3 Destination choice 

2.3.1 Involvement and destination choice 
 
Choosing a destination is a multi-step decision-making process in which different individuals 

invest varying levels of effort, depending on their level of ‗involvement‘ (Crompton, 1992, 

Hawkin et al., 2001, Hudson, 1999, Decrop, 2000). The crucial determining factor of a given 

individual‘s mode of decision-making is, therefore, the level of product involvement felt by 

that individual (Zaichkowsky, 1985, Hawkin et al., 2001, Sheth et al., 1999).  

 

The concept of ‗involvement‘ refers to the personal relevance of a particular good or 

service (or a particular purchase situation) to a given individual; this personal relevance is, in 

turn, determined by personal motivation and interest at a particular point in time 

(Zaichkowsky, 1985). Such ‗involvement‘ is an antecedent for other purchase-related 

variables—including information search, learning, evaluation of alternatives, perception of 

brand image, and, ultimately, a decision on brand preference (Swarbrooke and Horner, 2007, 

Hawkin et al., 2001, Crotts, 2000, Hudson, 1999, Decrop, 2000, Goosens, 2000). 

 

Customers who have low levels of involvement engage only in an ‗internal search‘ to 

support their decision-making (Hawkin et al., 2001). This process has been called ‗nominal 

decision-making‘ (Hawkin et al., 2001). Such nominal decision-making is typically applied to 

three types of purchase: (i) low-involvement purchases; (ii) repeat purchases; and (iii) brand-

loyal purchases (Hawkin et al., 2001, Friedrichs and Opp, 2002). Although the choice of 

medical tourism destination is typically a high-involvement decision, medical tourism 

destinations and health-care providers can nonetheless benefit from brand-loyal purchasing if 
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they manage their customer relationships and service encounters effectively (Hawkin et al., 

2001, Decrop, 2000).  

 

Customers who have medium levels of involvement typically engage in limited external 

search activities, in addition to the internal search noted above (Hawkin et al., 2001, Sheth et 

al., 1999). In making their choices, relatively few criteria are taken into consideration and 

there is typically a low level of post-purchase dissonance. Such ‗limited decision-making‘ 

might be employed in making decisions regarding certain emotional or environmental 

needs—such as a response to boredom or a desire for novelty (Hawkin et al., 2001).  

 

Customers who have high levels of involvement engage in so-called ‗extended decision-

making‘ regarding the products or services that they purchase (Hawkin et al., 2001). These 

high-involvement customers engage in extensive internal and external searches and take 

many criteria into account in making their decisions (Hanlan et al., 2006, Moutinho, 1987). A 

high degree of information search typically involves a complex process in which multiple 

decision rules are applied (at different levels of importance) to evaluate the various 

alternatives under consideration (Hawkin et al., 2001, Decrop, 2000). After the purchase 

decision has been made, such customers often still have doubts about the wisdom of their 

decision, and continue to receive information about the alternatives that they did not choose. 

Post-purchase dissonance is thus a relatively common occurrence and an important factor to 

be taken into consideration regarding possible repeat purchases and dissemination of word-of-

mouth opinions (Turley and LeBlanc, 1995). Zaichkowsky (1985) noted that high-

involvement customers engage in more search activities and extended problem-solving 

behaviour, whereby they consciously evaluate alternatives, perceive more pronounced brand 

differences, and have stronger brand preferences within a given product category. In terms of 

making a destination choice for medical tourism, it can be assumed that the level of 

involvement will be high and that people will usually engage in extended decision-making to 

reduce the risk of making a wrong decision about an important personal issue (Goosens, 

2000, Prentice, 2006).  

 

Against this background, Figure 2.2 illustrates the decision-making process of a 

prospective traveller in choosing a destination. 
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Figure 2.2: Conceptual model of tourism destination choice 
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It is apparent from Figure 2.2 that all tourists do not necessarily follow the same sequence of 

decision-making when choosing a destination. The sequence depends on each individual‘s 

particular awareness and knowledge of alternative destinations, which will vary in accordance 

with that person‘s motivation to travel (Mansfeld, 1992). In some instances, the knowledge 

previously stored in long-term memory does not enable a prospective tourist to establish a set 

of possible destinations for consideration before engaging in information search activities; in 

other instances, a prospective tourist already has a set of alternative destinations that he or she 

perceives as possible solutions to their needs (before engaging in information search 

activities).  

 

It is also apparent from Figure 2.2 that an understanding of the full decision-making 

process undertaken by a prospective medical tourist requires consideration of: (i) motivation; 

(ii) information search; and (iii) evaluation and elimination of alternatives. Each of these is 

discussed in more detail below.  

 
2.3.2 Motivation and destination choice  
 
Motivation, which has a determining role in the whole decision-making process (Hanlan et 

al., 2006, Moutinho, 1987, Seddighi and Theocharous, 2002), can be defined as the needs 

and/or desires that induce certain actions and behaviour (Moutinho, 1987, Mansfeld, 1992, 

Fodness, 1994, Awaritefe, 2004). As such, motivation is the major antecedent factor in 

making a purchase (Jang and Cai, 2002) and the basis for information search behaviour, 

evaluation of alternatives, and post-purchase evaluation (Hanlan et al., 2006, Hawkin et al., 

2001, Seddighi and Theocharous, 2002). 

 

Motivation can be understood as consisting of ‗push factors‘ and ‗pull factors‘. ‗Push 

factors‘ are the intrinsic drivers or goals of making a choice among alternatives, whereas ‗pull 

factors‘ are the attributes of the various alternatives that are perceived as satisfying the ‗push 

factors‘ (Jang and Cai, 2002, Dann, 1981, Botha et al., 1999, Mansfeld, 1992, Goosens, 

2000). In the case of medical tourism, a thorough understanding of these ‗push factors‘ and 

‗pull factors‘ enables destination managers to know: (i) what stimulates the demand for 
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medical tourism; and (ii) what attracts people to certain destinations (Baloglu and Uysal, 

1996, Klenosky, 2002).  

 

McCabe (2000) contended that people travel because of two major motivations: (i) a 

desire to ‗escape‘; and (ii) a desire to ‗seek‘. Crompton (1979) identified seven leisure 

motivations (escape from a mundane environment; exploration for oneself; relaxation; 

prestige; regression; enhancement of kinship; and social interaction) as ‗push factors‘ that 

internally motivate people to travel. Crompton (1979) also identified two other leisure 

motivations (novelty and education) as ‗pull factors‘; that is, destination attributes that draw 

prospective tourists towards certain destinations according to their intrinsic needs.  

 

Although ‗push factors‘ can be differentiated from ‗pull factors‘, it has been suggested 

that they should always be considered together if the whole choice process is to be 

comprehensively understood (Klenosky, 2002, Baloglu and Uysal, 1996). The relationship 

between the two types of factors can be explained in terms of so-called ‗means-and-ends‘ 

theory—whereby prospective tourists use destination attributes as a means of achieving their 

ends (in accordance with intrinsic motivation) or reducing tensions caused by any discrepancy 

that exists between their actual state and their desired state (Klenosky, 2002, Hawkin et al., 

2001, Moutinho, 1987). In summary, it can be argued that a destination is chosen by a 

prospective tourist only when the individual perceives that its attributes can best satisfy his or 

her intrinsic needs as compared to other alternative destinations under consideration.  

 

In leisure tourism, a choice of destination involves a twofold decision: (i) a decision as 

to whether to go on a trip; and (ii) a decision on where to go (Um and Crompton, 1990). The 

first is largely determined by the ‗push factors‘ of motivation whereas the second is largely 

determined by ‗pull factors‘. Similarly, in the context of medical tourism, prospective tourists 

have first to decide whether they are willing to travel to other countries to receive the desired 

medical procedures; only after making this decision do prospective travellers begin the 

process of selecting a particular medical tourism destination on the basis of whether the 

attributes of the destination are likely to satisfy their needs (Um and Crompton, 1990). 

 

Like other choices of a tourism destination, a decision on choosing a medical 

destination is made to satisfy a variety of motivations—although there is usually one 
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dominant motivation in the case of medical tourism (Hawkin et al., 2001, Swarbrooke and 

Horner, 2007, Mansfeld, 1992, Awaritefe, 2004). In leisure tourism, these multiple 

motivations include a desire for various hedonic, emotional, and social benefits (McCabe, 

2000, Crompton and McKay, 1997, Mansfeld, 1992, Van Middelkoop et al., 2003, 

Swarbrooke and Horner, 2007). Although these multiple motivations do exist to some degree 

in the case of medical tourism, they are nevertheless of secondary importance compared with 

the major motivation to obtain quality medical treatment in other couries in a cost-efficient 

manner. Prospective medical tourists therefore exert considerable effort in searching for 

information about the quality, availability, and cost of the medical services available in 

different destinations (Um and Crompton, 1990, Mansfeld, 1992, Hyde, 2008). Evaluation of 

these attributes is clearly more important to medical tourists than other attributes that are 

essentially irrelevant to their medical needs.  

 

In summary, because the ‗push factors‘ of motivation to travel among medical tourists 

are fundamentally different from those of leisure tourists, the two groups of travellers can be 

assumed to engage in quite different decision-making processes in choosing a destination. 

Destinations that wish to pursue prospective medical tourists therefore need to promote 

destination attributes that are pertinent to the medical needs of their prospective clients. 

Designing ‗pull factors‘ that match the ‗push factors‘ of medical tourists is, therefore, the key 

success factor in ensuring that a destination becomes a preferred medical tourism destination. 

 
2.3.3 Information search and destination choice 
 
The term ‗information search‘ refers to a person‘s retrieval of the knowledge (either stored in 

memory or acquired) that is required to make a correct decision (Gursoy, 2003, Gursoy and 

McCleary, 2004). Once prospective tourists are motivated by ‗push factors‘ to make a 

decision regarding a travel goal, they begin the information-search phase of the decision-

making process. They first engage in an internal search of long-term memory, followed by an 

external search of other sources of information if they feel that the information retrieved from 

the internal search is insufficient (Um and Crompton, 1990, Hensher et al., 1999, Moutinho, 

1987, Gursoy and McCleary, 2004). Because decisions regarding a choice of destination 

typically involve high involvement, prospective tourists usually engage in an extensive 
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external search (Mansfeld, 1992, Crotts, 2000, Hawkin et al., 2001, Zaichkowsky, 1985). As 

a result of such an external search, any previously held image of a destination tends to change 

as a consequence of exposure to new information and the high level of involvement (Hawkin 

et al., 2001, Um and Crompton, 1990).  

 

An external search can involve informal and/or formal sources of information. Informal 

information sources typically involve social contacts with friends and family members 

(Mansfeld, 1992, Belch and Belch, 2001). Although such informal information usually lacks 

a high level of credibility (due to a lack of expertise in most cases), it is often ranked highly in 

terms of trustworthiness. Prospective tourists therefore tend to depend on this type of 

information throughout the decision-making process (Swarebrooke and Horner, 1999, Wirtz 

and Mattila, 2003, Dholakia, 2000, Molina and Estebam, 2006, Mansfeld, 1992). Formal 

sources of information include a broad range of marketing resources generated by specific 

destinations and tourism intermediaries (such as travel agencies and tour operators) (Kozak, 

2007, Mansfeld, 1992). According to Mansfeld (1992), this type of formal information is 

ranked highly in terms of both credibility and quality (Mansfeld, 1992). 

 

In making an internal search, prior knowledge about a destination serves as a 

convenient starting point for prospective travellers (Purdue, 2000). In the context of medical 

tourism, it can thus be assumed that positive direct experience of a given destination will 

influence the confidence that a consumer places in the destination, even if the information 

accumulated from the previous experience might not be directly relevant to medical tourism. 

In this regard, the concept of ‗product knowledge‘ is important. Product knowledge has been 

posited as a multi-dimensional construct that is comprised of: (i) product familiarity (the 

degree of experience a prospective tourist has with a destination or a perception of how much 

they know about the attributes of the destination); and (ii) product expertise (objective 

knowledge about the ability of a product to perform specific tasks) (Gursoy, 2003, Wirtz and 

Mattila, 2003, Punj and Srinivasan, 1989).  

 

The relationship of product familiarity and external search behaviour is said to be in the 

form of ‗U-shape‘; that is, prospective visitors with either very low or very high familiarity 

tend to engage more extensively in external search behaviour (Gursoy, 2003). However, these 

two groups of potential travellers require different types of information (Gursoy, 2003, Wirtz 
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and Mattila, 2003). Potential visitors with low familiarity require easy-to-understand 

information that enables comparisons to be made with other alternatives (Gursoy, 2003); in 

contrast, potential visitors with high familiarity require more detailed information from 

destination-specific sources that focuses on certain important attributes (according to the 

motivation to travel) (Gursoy, 2003, Hyde, 2008). In the case of medical tourism, it can 

therefore be assumed that prospective tourists with different levels of product familiarity will 

rely on different sources and types of information. 

 

With regard to product expertise, a prospective tourist with a high level of such 

expertise tends rely on an internal search because he or she is already confident about having 

the level of knowledge required to make a correct decision (Wirtz and Mattila, 2003). 

 

According to (Bieger and Laesser, 2004), contemporary leisure tourists seeking external 

information now tend to rely more heavily on information from brochures or Internet 

websites, rather than the traditional reliance on information from travel agents. However, in 

the case of potential visits to remote destinations, prospective leisure tourists still tend to rely 

on travel agents because the tourists have limited product knowledge and perceive that a 

greater risk is associated with a decision to visit such a location (Bieger and Laesser, 2004, 

Mansfeld, 1992). Nevertheless, whatever their primary source of information, it has been 

shown that the majority of prospective tourists do not rely on only one source of information; 

rather, they use information from various sources in combination (Crotts, 2000, Mansfeld, 

1992). The significance of these findings for medical tourism is that prospective medical 

tourists are typically faced with a scenario similar to a potential visit to a remote location—

that is, there is a relatively high perceived risk and limited knowledge about the product (the 

medical procedures involved and the standards of care in foreign countries). It is therefore 

reasonable to hypothesise that potential medical tourists will be less likely to rely on 

information provided by brochures and other marketing materials, and more likely to rely on 

local experts (doctors and insurance companies). In marketing a destination as a preferred 

medical tourism destination, it would therefore be reasonable to assume that networking and 

relationship management will tend to be of great importance.  

 

Information facilitates decision-making because, among other things, it serves to reduce 

perceptions of risk (Mansfeld, 1992, Hawkin et al., 2001, Crotts, 2000). The higher the risk 
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perceived by decision-makers, the more likely it is that they will engage in extensive 

information-search activities (Bieger and Laesser, 2004, Mansfeld, 1992, Gursoy, 2003, 

Sonmez and Graefe, 1998). Given the high involvement and perceptions of risk associated 

with medical tourism as compared to leisure tourism, it is therefore reasonable to expect that 

medical tourists will engage in extensive information-search activities and exert a high level 

of mental effort in processing information about the procedures involved and the attributes of 

various medical tourism destinations (Moutinho, 1987, Gursoy and McCleary, 2004, Hanlan 

et al., 2006). Medical tourism destination marketers therefore need to ensure that adequate 

information about the costs and standards of care of the medical services being offered is 

available to prospective visitors. To facilitate their potential clients‘ search behaviour, this 

information should be presented in a manner that is accessible and easy to understand. 

 

Destination marketers should also appreciate that the time that elapses between a 

decision on a destination and the actual travel allows for the possibility of so-called ‗post-

purchase dissonance‘ (that is, doubt about the wisdom of the purchase decision) (Crompton, 

1992, Hawkin et al., 2001). After a destination has been chosen, prospective tourists continue 

to be exposed to information about the chosen destination (and those they did not choose), 

which might make them doubt the wisdom of their choice (Crompton, 1992, Mansfeld, 1992, 

Purdue and Meng, 2006). Indeed, after the decision has been made, some prospective medical 

tourists might actively continue to search for even more information about both the 

procedures that are envisaged and other aspects of the destination to complement the 

information that they had previously acquired before the decision was made.  

 

Another important concept that is relevant to information search and the evaluation of 

alternatives is the notion of a so-called ‗choice set‘ (Crompton, 1992, Molina and Estebam, 

2006, Crompton and Ankomah, 1993). The formation of a choice set simplifies the decision-

making process—especially when the decision is new or when there has been a change in the 

circumstances of a previous decision (Crompton, 1992, Schwenk, 1984, Woodside and 

Sherrell, 1977). A choice set thus functions as decision-simplification heuristic (Woodside 

and Sherrell, 1977, Purdue and Meng, 2006, Belch and Belch, 2001).  

 

A choice set (which is also referred to as a ‗consideration set‘) is shaped by a 

combination of internal factors (motivation, lifestyle, prior knowledge) and external factors 
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(marketing efforts through marketing mixes) (Crompton, 1992, Biehal and Chaakravarti, 

1986, Um and Crompton, 1990, Sirakaya and Woodside, 2005). Because these internal and 

external factors can vary, different choice sets are formed for different decisions aimed at 

solving different problems (Mansfeld, 1992, Turley and LeBlanc, 1995). Indeed, a given 

individual can form different choice sets to solve the same problem as he or she comes to 

possess different previous experience and different knowledge about possible destinations 

and their attributes (Purdue and Meng, 2006, Botha et al., 1999). 

 

The initial choice set is formed soon after an individual is motivated to make a 

destination choice. All of the known alternatives that might offer potential solutions to the 

problem at hand form the initial choice set (Mansfeld, 1992, Botha et al., 1999, Huybers, 

2005). This initial choice set for consideration is formed as a result of an internal search that 

excludes alternatives that are perceived to be unable to satisfy the person‘s needs or are 

perceived to be outside any economic or time constraints that might apply (Crompton and 

Ankomah, 1993, Molina and Estebam, 2006, Crompton, 1992). Being included in the initial 

choice set for consideration obviously plays a crucial role in determining a destination‘s 

ultimate likelihood of success. Destinations that are not included in the initial consideration 

set have little chance of subsequently becoming the ultimate choice (Ankomah et al., 1996, 

Crompton and Ankomah, 1993, Woodside and Sherrell, 1977). Initial awareness of a 

destination is thus a crucial factor in achieving success in the decision-making process 

(Biehal and Chaakravarti, 1986, Woodside and Lysonski, 1989, Millman and Pizam, 1995). 

Indeed, a positive relationship between the level of awareness of a destination and the 

intention to visit has been established in empirical studies (Woodside and Lysonski, 1989). 

  

Subsequent choice sets, which are also known as ‗evoked sets‘ or ‗late consideration 

sets‘, are formed as more information is added as a result of external searching (Prentice, 

2006, Moutinho, 1987, Ankomah et al., 1996, Punj and Srinivasan, 1989). Such information 

helps prospective tourists to filter out alternative destinations based on the three criteria of 

‗push factors‘ (motivation), ‗pull factors‘ (destination attributes), and situational constraints 

(Um and Crompton, 1990, Botha et al., 1999, Lawson and Thyne, 2001). Inclusion in a late 

consideration set obviously increases the chance of a destination being ultimately selected as 

the destination of choice (Woodside and Sherrell, 1977). According to Purdue and Meng 

(2006), for a destination to be included in the evoked (or late consideration) set, prospective 
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tourists must perceive it as meeting attribute requirements and must form positive attitudes 

towards it. In contrast, rejected alternatives usually suffer because the consumer has adverse 

perceptions regarding price, availability, and risks (Purdue and Meng, 2006, Hawkin et al., 

2001, Fischhoff et al., 2004). 

 

The concept of a ‗consideration set‘ has several pertinent implications for medical 

tourism. First, it is very important for destination marketers to create awareness of their 

destination as a viable alternative as the initial consideration set is being formed by internal 

information search (Crompton and Ankomah, 1993, Turley and LeBlanc, 1995); such initial 

awareness is closely aligned with the notion of ‗destination image‘ (which is discussed in 

detail later in this literature review). Secondly, destination marketers must appreciate that all 

consideration sets are dynamic in nature. A destination might belong to one choice set but 

subsequently move to other sets as further information is added to the decision-making 

process (Turley and LeBlanc, 1995). In such a dynamic decision-making environment, 

marketing communication strategies and activities obviously assume great importance.  

 

In summary, information search is an indispensable aspect of rational decision-making 

(Prentice, 2006). Rational decision-makers search for information about possible alternatives 

(within an initial choice set) that might satisfy the needs that arise from their respective 

motivations (Prentice, 2006, Crompton, 1992). Information from a variety of sources is then 

used to exclude alternatives that are perceived to have inferior attributes and those that lie 

outside any economic or time constraints that might apply. Decision-makers thus form an 

evoked (or late) consideration set. The destination that is ultimately chosen is usually the one 

that provides the highest level of utility in meeting the needs that arise from individual 

motivation at any given point in time.  

 

2.3.4 Evaluation of alternative destinations 
 
In evaluating alternatives to form a late consideration set, or to make a final destination 

selection, prospective tourists assign utility to various attributes of a destination on the basis 

of needs, experience, and constraints (Crouch and Louviere, 2004). In the case of medical 

tourism, the success rate of medical procedures and hygiene factors are likely to be regarded 
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as having more utility than traditional touristic attractions when making a decision on a 

choice of destination. Assuming that decision-makers are rational agents, alternatives with the 

highest weighted average utility scores are likely to be chosen (Purdue and Meng, 2006, 

Erasmus et al., 2001). 

 

From an economic perspective, Papatheodorou (2001) contended that the demand for a 

destination is a function of several factors—including expenditure impediments, price, 

consumer preference, quality of services, information (including marketing communication), 

and the emergence of new destinations. Of these factors, price and expenditure impediment 

can be objectively measured, whereas the others are rather more intangible in nature (Walker 

and Ben-Akiwa, 2002). It is thus apparent that any exploration of the notion of comparative 

utility necessarily involves some concepts that can be directly measured and others that can 

only be measured indirectly. 

 

The process of choosing a destination can be analysed in terms of so-called 

‗information integration theory‘ (ITT), which postulates that decision-makers proceed 

through the process of decision-making by making a series of value judgments (Sonmez and 

Graefe, 1998). These value judgments include perceptions of the physical reality of a 

destination‘s attributes, together with the formation of an overall destination ‗image‘ (Sonmez 

and Graefe, 1998). This theoretical framework assumes that a holistic judgment is made 

about a destination and its image, and that this holistic judgment has a significant influence 

on the destination choice behaviour of prospective tourists. The concepts pertaining to ITT 

are thus very relevant to the way in which a destination image is formed (which is discussed 

in greater detail later in this literature review). 

  

As noted above, the choice of a medical tourism destination is associated with a higher 

degree of perceived risk to personal health and well-being, and hence a higher level of 

involvement, than that associated with other types of destination choice. As such, decision-

makers make more strenuous efforts to make the correct decision, or at least to minimise the 

risk of making a poor decision (Beatty and Smith, 1987, Moutinho, 1987). The risks to which 

marketers should pay particular attention, and strive to minimise, are not the objective and 

measurable risks; rather, the subjective or perceived risks, regardless of whether they 
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correspond to objective reality, represent the real issues of concern to marketers (Sonmez and 

Graefe, 1998). 

  

In assessing such risks, a useful approach is offered by so-called ‗protective motivation 

theory‘ (PMT) (Sonmez and Graefe, 1998), which refers to the cognitive processes of a 

decision-maker in making a risky decision.. According to PMT, decision-makers not only 

apply their mental efforts to seeking information, but also evaluate each alternative in terms 

of risk-avoidance behaviour (Sonmez and Graefe, 1998, Bieger and Laesser, 2004, Fodness 

and Murray, 1997, Bell, 1993). Therefore, the extent to which individuals act as rational 

decision-makers largely depends on the intensity of a threat, the probability of the threat 

occurring, and the individual‘s coping responses (Sonmez and Graefe, 1998).  

 

Risk can be defined as the expectation of loss and/or cognitive conflicts between 

expectation and possible outcomes (Mitchell, 1999, Bieger and Laesser, 2004). Such risk can 

be categorised into two types: (i) ‗inherent risk‘ (which refers to the intensity of threat that is 

inherently associated with a given category of service or product); and (ii) ‗handled risk‘ 

(which refers to the probability of threat associated with a particular purchase choice or 

buying situation) (Mitchell, 1999, Bettman, 1973). In the case of choosing a medical tourism 

destination, prospective consumers usually perceive that both types of risks are high; that is, 

they typically perceive that the risk associated with the decision is high in both intensity and 

probability of occurrence. Moreover, they usually believe that they possess little or no 

capacity to control or cope with the risk consequences of their decision. Prospective medical 

tourists therefore tend to exert a high degree of mental effort and personal resources to 

making the best-possible decision. 

 

Faced with these circumstances, prospective medical tourists typically set ‗decision 

rules‘ (or guidelines) for accepting or rejecting alternatives according to their motivations 

(Purdue and Meng, 2006, Hanlan et al., 2006). Such decision rules can be broadly categorised 

into two types: (i) ‗compensatory rules‘ (which allow for tradeoffs between different 

destination attributes); and (ii) ‗non-compensatory rules‘ (which do not allow for such 

tradeoffs) (Mansfeld, 1992).  
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Choices of a leisure destination are usually decided by compensatory rules; that is, the 

choice is the result of balancing all desirable attributes according to the motivation to travel 

(Moutinho, 1987). In these cases, the chosen destination is the one that yields the highest 

weighted average utility level compared with other alternatives in the consideration set 

(Purdue and Meng, 2006, Mansfeld, 1992). In contrast, non-compensatory rules play a more 

prominent role in choosing a medical tourism destination; in other words, this decision 

involves greater weight being given to non-compensatory attributes (about which no trade-off 

is allowed). Nevertheless, both types of decision rules are utilised in performing this choice 

(Crouch and Louviere, 2004, Mansfeld, 1992). Once alternative destinations have been 

assessed according to the criteria imposed by the non-compensatory rules, compensatory rules 

are then applied in the consideration process (Mansfeld, 1992). For example, quality of care, 

hygiene level, and legal liabilities are typically evaluated first in accordance with non 

compensatory rules. If the alternative destinations in the initial consideration set satisfy these 

non-compensatory rules, the decision-maker then applies compensatory rules (regarding 

travel or leisure opportunities in those destinations) to the evaluation process.  

 

In addition to the external variables (such as risk assessment) that influence the choice 

of a destination, internal and situational variables also play a part (Sirakaya and Woodside, 

2005, Hanlan et al., 2006, Seddighi and Theocharous, 2002, Lee et al., 2002). These factors 

include time, demographic variables (such as income and education), actual experience with 

the destination, and cultural distance (Moshin and Ryan, 2004, Ng et al., 2007, Seddighi and 

Theocharous, 2002). For example, the effects of demographic factors on destination choice 

have been studied by Moshin and Ryan (2004), who contended that age, gender, and income 

all influence the choice of a tourism destination (although it should be noted that the authors 

were unable to demonstrate statistically significant relationships). Seddighi and Theocharous 

(2002), who examined several internal factors in their study, reported that age appeared to be 

the most influential factor in the evaluation of destination attributes and destination choice. 

With regard to ‗cultural distance‘, which refers to the degree of cultural dissimilarity between 

countries, Ng et al. (2007) found that a negative correlation does exist between cultural 

distance and an intention to visit. In explaining this negative correlation, it has been argued 

that a small cultural distance between two countries reduces perceived risk in terms of 

cultural values and idiosyncrasies (Ng et al., 2007, Fletcher and Brown, 2002). However, 

studies have shown that this alleged effect of cultural distance does not apply equally to all 
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groups of travellers; in particular, it would seem that tourists from so-called ‗individualist 

cultures‘ tend to choose to travel to culturally similar destinations, whereas tourists from so-

called ‗collectivist cultures‘ are more likely to visit culturally distant destinations (Ng et al., 

2007). Marketers of medical tourism destinations should therefore be prepared to take a 

variety of approaches when marketing destinations to prospective tourists from different 

cultures.  

 

It is apparent from the above discussion that destination marketers (of both leisure 

destinations and medical tourism destinations) should seek to create an offering that matches 

both the external factors and internal factors that determine destination choice. In doing so 

they should take into account such factors as income, age, cultural distance, and the time 

constraints of target tourists. Figure 2.3 illustrates the whole process of destination choice in 

the case of leisure tourism, incorporating the concept of awareness set. 
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Figure 2.3: General model of traveller leisure destination awareness and choice 
 
 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: (cited from, Woodside and Lysonski, 1989, pp.9) 
 

 

In summary, the choice of a destination begins with a motivation to travel. Prospective 

tourists then collect information about alternative destinations to assist in making a rational 

decision about the choice of destination. In the context of medical tourism, the most 

influential information sought by prospective tourists relates to cost-effective medical care of 

comparable quality to that which they would receive at home. As the process of information 

gathering proceeds, the knowledge obtained from various sources enables decision-makers to 

reduce the risks associated with the ultimate choice. In this process, decision-makers apply 

both compensatory decision rules and non-compensatory decision rules. In particular, non-

compensatory rules are applicable to judgments about alternative medical tourism 
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destinations because attributes related to personal medical care and procedures are too 

important to allow for trade-offs; in the case of medical tourism, compensatory rules about 

leisure-related touristic opportunities are a secondary consideration.  

 

In the ultimate, the choice or rejection of alternative destinations is the result of an 

evaluative perception that takes account of previously stored memory and information from 

various sources. In this regard, the concept of ‗destination image‘ is a key determinant of the 

final destination choice.  

 
2.4 Destination image 
 
2.4.1 Definition of destination image 
 

Although the term ‗destination image‘ has been defined in various ways and there is no 

consensus on the details of the concept (Gartner, 1993), most scholars are in general 

accordance with Hunt‘s (1975) description of ‗image‘ as being constituted by the perceptions 

of prospective tourists about the elements—such as climate, people, and culture—that 

influence the attractiveness of a destination. In a similar vein, Mackay and Fesenmaier (1997) 

described ‗image‘ as a compilation of impressions, and Bojanic (1991) defined ‗destination 

image‘ as the impressions that people hold about a country in which they do not reside. 

(Echtner and Ritchie, 1993)) described a ‗destination image‘ as an impression or perception 

of a place based on a mental representation of the attributes and potential benefits of the 

destination. Other authors have emphasised the selectivity of the concept. For example, Tasci 

and Gartner (2007) described ‗image‘ as a mental representation of a place on the basis of 

selected information cues, and Reynold (1965) stated that the ‗image‘ of a product or service 

is formed from inferences as a result of relatively few message elements from a vast amount 

of information in the message milieu.  

 

 

All of these definitions and descriptions refer to perceptions and attitudes about the 

attributes of a destination. According to Hawkin et al. (2001), perception is formed during the 

first three steps of the information process: (i) exposure; (ii) attention; and (iii) interpretation. 
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According to this view, potential consumers who are exposed to many pieces of information 

in a so-called ‗high-clutter‘ environment cannot attend to all of the information that impinges 

upon them; in these circumstances, they tend to select and retain only the relatively small 

proportion of information that is directly related to the issues that are of interest to them at a 

given time, while disregarding other irrelevant information through a process of cognitive and 

affective interpretation (Hawkin et al., 2001, Belch and Belch, 2001, Leisen, 2001, Reynold, 

1965, Ajzen, 2001).  

 

After forming a perception, people then develop a favourable or unfavourable attitude 

towards the object of their perceptions as a result of various cognitive and affective factors—

depending on the level of involvement and the learning situation (Hawkin et al., 2001, Ajzen, 

2001). The cognitive components of attitude represent an intellectual evaluation of 

destination attributes, whereas the affective components are essentially emotional and related 

to motivation (Sonmez and Sirikaya, 2002). The term ‗conative‘ has been coined to refer to 

the subsequent behaviour as a result of the combined cognitive and affective components of 

image (Sonmez and Sirikaya, 2002).  

 

In terms of medical tourism, the formation of an attitude involves a prospective medical 

tourist with a high level of involvement actively searching for information about several 

potential medical tourism destinations and subsequently making a cognitive and affective 

evaluation on the basis of personal motives and the information that has been found (Hawkin 

et al., 2001). A behavioural inclination or conative attitude is then realised in accordance with 

the attitude that is formed (Hawkin et al., 2001, White, 2005, Um and Crompton, 1990). If the 

attitude sequence about a medical tourism destination is understood in this way, it is obvious 

that information about a destination, both intended and unintended, is a critical aspect of 

image formation and a destination‘s ultimate marketing success.  

 
2.4.2 Role of destination image in choice of destination 
 

Like all images, destination images are formed and stored in the memory of prospective 

tourists as a composite of discursive memories about a stimulus (Philips and Jang, 2007, 

Boush and Jones, 2006) (Chon, 1990, Echtner and Ritchie, 1993). This destination image is 
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then utilised when a decision about choosing a destination is to be made (Echtner and Ritchie, 

1993, Purdue, 2000). In forming such an holistic attribute-based image, discursive memories 

are used to evaluate a destination on the criteria of most importance to the consumer in order 

to form an ‗evoked‘ set of alternatives for consideration (Chon, 1990, Hong et al., 2006) (Chi 

and Qu, 2008). 

 

A destination must manage the elements of its image well if it is to develop a superior 

holistic image that is likely to lure a larger number of higher-paying clients (Echtner and 

Ritchie, 1993, Ibrahim and Gill, 2005). In doing so destinations need to be aware that, 

although prospective tourists are exposed to a large amount of information about various 

destinations, a holistic image is actually inferred from small number of attributes that are 

directly related to the primary motivation to travel (Boush and Jones, 2006, Hankinson, 2005, 

Purdue, 2000). Moreover, as noted by Chon (1991), the image of a destination determines 

favourable or unfavourable behaviour irrespective of the objective reality (Chon, 1991). In 

other words, an adverse (or ‗wrong‘) destination image held by prospective tourists indicates 

ineffective or inappropriate positioning strategies (Sonmez and Sirikaya, 2002, Kotler and 

Gartner, 2004, Baloglu and Brinberg, 1997, Hosany et al., 2007).  

 

For prospective tourists without first-hand experience of a particular destination, the 

image of that destination is formed from various external sources of information, of which 

marketing communication is arguably the most important (Rittichainuwat et al., 2001, Tasci 

and Gartner, 2007) (Baloglu and Brinberg, 1997, Sonmez and Sirikaya, 2002). The strategy 

and materials of marketing communication must therefore be carefully designed to ensure 

awareness of the destination; however, inclusion in the initial consideration set does not mean 

that a destination will necessarily be included in the evoked set. This is especially the case 

with affluent tourists who have more experiences because these people tend to form a much 

smaller evoked set (Hong et al., 2006, Tasci and Gartner, 2007, Crompton and Ankomah, 

1993). In other words, marketing communication can be said to be effective only when it can 

create a definite preference for a destination, rather than mere awareness of it.  

 

In the case of repeat visitors who already have first-hand experience of a particular 

destination, the situation is somewhat different from those without first-hand experience 

(Fakeye and Crompton, 1991). The inclination of such ‗repeaters‘ is heavily dependent on 



59 
 

their previous experience with the destination (Ibrahim and Gill, 2005, Sonmez and Graefe, 

1998). As Fakeye and Crompton (1991) have noted, the level of previous first-hand 

experience has a mutually reciprocal relationship with the image that is held. In general terms, 

the destination image formed by this group of visitors tends to be more complex, accurate, 

and favourable than the image formed by prospective visitors with no experience of the 

destination (Echtner and Ritchie, 1993, Pike, 2005, Tasci, 2006).  

 

According to the ‗disconfirmation paradigm‘, the satisfaction of any consumer with a 

service depends on a comparison of expectation and actual experience; if the actual 

experience is superior to the a priori expectation, satisfaction results (Lovelock et al., 2001, 

Chon, 1990, Sirgy and Su, 2000). Destination image plays a key role in such expectation. 

Visitors, especially first-time visitors, largely base their expectations on the destination image 

that they have previously formed before the actual visit—especially with regard to such 

attributes as the friendliness of the host population and their attitude towards tourism 

(Mackay and Fesenmaier, 1997, Beerli and Martin, 2004, Kim and Yoon, 2003, Gallarza et 

al., 2002). Destination marketers therefore need to portray positive images that are consistent 

with the actual experience that will be enjoyed by visitors (Britton, 1979). If so, the 

satisfaction that results is likely to lead to repeat visits and positive word-of-mouth 

recommendation (Zeithaml et al., 2006). 

 

Given similar motivations among tourists and similar sets of attributes among 

alternative destinations, the destination that is chosen is likely to be the one that portrays a 

positive image with regard to the attributes of particular interest to travellers (Purdue and 

Meng, 2006, Walker and Ben-Akiwa, 2002). In the case of medical tourism, Thailand 

therefore needs to be perceived as being both advanced in medical technologies and offering 

value for money. Thailand already has a positive image as a result of it natural scenery, 

variety of attractions, reputation for value for money, and friendliness of the host population; 

in contrast, negative aspects of its image include crowded cities, heavy pollution, and 

reputation for sex tourism and related businesses (Rittichainuwat et al., 2001, Henkel et al., 

2006). Some aspects of this image pose challenges for the country if it is to position itself as a 

medical tourism destination—because the positive attributes are not directly relevant to the 

desirable image of a medical tourism destination, and the negative attributes diminish the 

likelihood of the country being included in the consideration set of potential medical tourists. 
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Some modification of the image might thus be required if the country is to achieve the new 

position that is envisaged.  

 

To change the image held by tourists, marketing strategies must be carefully considered 

to ensure that convincing positive information is provided through the various marketing 

channels. Research has shown that the greater the discrepancy between the communicated 

information and the previously held image, the higher is the probability that such information 

will actually be remembered (Larsen and George, 2006, Molina and Estebam, 2006, Tasci and 

Gartner, 2007). However, care should be taken because it has also be shown that information 

that does not conform to the core beliefs of recipients is likely to produce cognitive 

dissonance (Kotler and Gartner, 2004, Reynold, 1965). In such a situation, the new 

information will fail to change the attitude because it will not be processed and will 

eventually be forgotten (Tasci and Gartner, 2007, Moutinho, 1987). Marketers must therefore 

be careful not to communicate things that might contradict the core beliefs of recipients 

(Moutinho, 1987, Tasci and Gartner, 2007).  

 
2.4.3 General characteristics of a destination image 
 
Gallarza et al. (2002), who conducted a review of the literature on destination image, 

concluded that all such images can be described as: (i) complex; (ii) multiple; (iii) relative; 

and (iv) dynamic. Each of these general characteristics is discussed in detail below. 

 

2.4.3.1 Complex nature 

 
In analysing a destination image, it is important to appreciate its complex nature. Because 

prospective tourists come from different backgrounds and have had different life experiences, 

they tend to perceive and interpret phenomena, including a destination‘s image, in different 

ways (Baloglu and McCleary, 1999). In addition, their motivations will differ, which adds 

another layer of complexity to a destination image complex (Gallarza et al., 2002, Sirgy and 

Su, 2000).  
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In the context of medical tourism, these differences in background and motivation 

inevitably mean that medical tourists are unlikely to hold the same image of a destination as 

that held by leisure tourists.  

 

2.4.3.2 Multiple nature 

 
A destination image can be formulated with a variety of objectives in mind—including 

destination marketing, sustainable development, and destination management (Gallarza et al., 

2002). Moreover, any analysis of the construct must take account of the fact that a holistic 

destination image is derived from the prospective tourist‘s perception (and discursive 

memories) of various destination attributes ((Chi and Qu, 2008); (Gallarza et al., 2002). The 

way in which each individual attribute is portrayed in constituting the composite image must 

be carefully managed by destination marketers who should be aware of the multiple nature of 

any destination image (Gallarza et al., 2002, Purdue, 2000). 

 

2.4.3.3 Relative nature 

 
Any destination image is relative because it necessarily stands in comparison to the images of 

other destinations (Gallarza et al., 2002, Hong et al., 2006). Moreover, no single object 

(including a destination) is perceived in the same way by everyone because people from 

different backgrounds and motivations take different attributes of the object into account in 

forming their perception of it. Prospective visitors with different lifestyles, interests, and 

opinions are therefore likely to hold different images of the same destination. Image can thus 

be used for psychographic segmentation (Kotler and Keller, 2006).  

 

Moreover, it has been shown that visitors with different images about a destination use 

different criteria and exhibit different behaviours in making a destination selection. 

Destination image can therefore also be used as a basis for behavioural segmentation (Kotler 

and Keller, 2006).  

 

2.4.3.4 Dynamic nature 
Because any destination image is subject to changing influences and circumstances, it should 

be managed to ensure that it responds appropriately to the changing environment and 
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competition (Gallarza et al., 2002, Echtner and Ritchie, 1993). Marketers must be aware of 

these influences and adapt their tactics accordingly (Gallarza et al., 2002). 

 
2.4.4 Components of destination image 
 
Image is a dynamic phenomenon that is developed from the tourist‘s cognitive and affective 

impressions of various image elements (Echtner and Ritchie, 1993, Tasci and Gartner, 2007, 

Walmsley and Young, 1998, Baloglu and McCleary, 1999, Beerli and Martin, 2004, Baloglu 

and Brinberg, 1997). The term ‗cognitive image‘ refers to objective knowledge about the 

destination, whereas an ‗affective image‘ refers to a person‘s feelings about the various 

attributes of the destination and the destination as a whole (Baloglu and McCleary, 1999, Lin 

et al., 2007). The two types of image components interact to form a composite overall image 

of the destination (Beerli and Martin, 2004, Tasci, 2006, Echtner and Ritchie, 1993).  

 

As with attitudes towards all high-involvement purchasing decisions, the cognitive 

components of a destination image act as antecedents to the affective components (Baloglu 

and Brinberg, 1997, Baloglu and McCleary, 1999, Sonmez and Sirikaya, 2002, Beerli and 

Martin, 2004). People thus tend to form an initial evaluative perception of a phenomenon 

according to what they know about it (Ajzen, 2001). If the information about a destination is 

positive and consistent with their core values and personal goals at a given point in time, 

there is a high probability that the image that is formed regarding that destination will be 

strong and positive (Philips and Jang, 2007, Tasci and Gartner, 2007). In other words, if 

prospective tourists receive positive information about the objective reality of a destination‘s 

attributes, they tend to form positive discursive images about those attributes and, eventually, 

a positive holistic image about the destination. 

  

The affective image of a destination is usually based on the motivation to travel 

(Baloglu and Brinberg, 1997). Tourists selectively attend to the cognitive components of a 

destination before forming attitudes about whether the attributes are likely to satisfy the needs 

that have motivated them to travel (Gibson et al., 2008, Philips and Jang, 2007, Baloglu and 

Brinberg, 1997). Prospective medical tourists thus form an affective image by first attending 
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to information about such destination attributes as quality of care and potential for savings, 

rather than opportunities to travel.  

 

According to Tasci and Gartner (2007), not all portrayed images will attract the 

attention of their intended target audiences. This is because ‗information clutter‘ and limited 

information-processing ability induce people to attend only to messages that are consistent 

with their interests and goals (Tasci and Gartner, 2007, Hawkin et al., 2001, Crotts, 2000). In 

view of this phenomenon, Tasci and Gartner (2007) coined the term ‗image capital‘ to refer to 

the need to manage the important aspects of an image prudently by ensuring that all 

marketing communication activities reach the appropriate audiences effectively (Tasci and 

Gartner, 2007, Lovelock et al., 2001). Nonetheless, it is not easy to manage ‗image capital‘ 

effectively. The image of a destination is not easily controlled because all images are complex 

and dynamic (Pike, 2005). According to Beerli and Martin (2004), the two factors that must 

be considered are: (i) information sources; and (ii) personal factors. The former refers to the 

message that determine whether a destination becomes included in the initial consideration 

set, whereas the latter refers to the way in which this information is learnt and interpreted 

(Boush and Jones, 2006, Baloglu and McCleary, 1999).  

 

With regard to information sources, three categories of ‗image agents‘ should be noted: 

(i) induced image agents (marketing communication activities undertaken by the destination 

itself and by other tourism and hospitality organisations located in the destination); (ii) 

organic image agents (social channels of information that provide informal information about 

a destination); and (iii) autonomous image agents (information sources outside the control of 

destinations) (Echtner and Ritchie, 1993, Reynold, 1965, Tasci and Gartner, 2007, Britton, 

1979). The marketing of a destination will be successful only if the information portrayed by 

these three types of image agents is consistent and effective (Baloglu and Brinberg, 1997) 

(Belch and Belch, 2001). However, although content is important, the context in which the 

information is presented by these three types of image agents is even more crucial because of 

the profound effects of mood on ultimate decision-making (Boush and Jones, 2006, Belch 

and Belch, 2001). Each of these three types of image agents is discussed in more detail below.  
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2.4.4.1 Induced components of destination image 

 
Induced image agents portray the image as intended by the destination through all forms of 

marketing communication activities undertaken by the destination itself and by other tourism 

and hospitality organisations located in the destination (Tasci and Gartner, 2007, Britton, 

1979). The information provided by induced agents is thus under the control of the 

destination and presumably in accordance with the overall positioning strategy (Ibrahim and 

Gill, 2005, Foley and Fahy, 2004).  

 

Beerli and Martin (2004) subdivided induced image into two sub-categories: (i) overt 

(which refers to direct marketing communication activities such as advertising and sales 

promotion); and (ii) covert (which refers to associated activities to promote a positive image, 

such as cause-related activities and public-relations exercises).  

 

The problem with induced images, especially overt ones, is that they can suffer from a 

lack of credibility and trustworthiness in the eyes of target audiences (Hawkin et al., 2001). 

Moreover, induced images can also be distorted by various factors—including ineffective 

communication, erroneous decoding of the intended image by recipients, and the intervening 

influences of image agents (Belch and Belch, 2001, Tasci and Gartner, 2007). 

 

An important aspect of induced image is the notion of ‗destination brand‘ (Radisic and 

Mihelic, 2006). A destination brand implies promises given by the destination to tourists with 

a view to inducing certain beliefs to the ultimate advantage of the destination (Tasci and 

Kozak, 2006). Although the concepts of ‗destination image‘ and ‗destination brand‘ are 

similar and interrelated, the two are different in the sense that the image represents the 

perception that the destination wishes to induce, whereas the brand builds upon this 

perception in making implicit promises (Tasci and Kozak, 2006). Like product brands, 

destination brands are thus intended to convey promises of functional and/or emotional 

benefits that mirror the reality (Gnoth et al., 2007, Padgett and Allen, 1997, De Chernatony 

and Dall' Olmo Reiley, 1999). However, branding a destination is a complex task because of 

the multi-dimensional nature of the product, the importance of geographical factors, the 

potential for inconsistency between the portrayed image and reality, insufficient resources and 
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funding (which is a common problem in destination branding), and the variety of stakeholders 

involved (Pike, 2005, Cho and Yong, 2006, Larsen and George, 2006). 

 

According to De Chernatony and Dall‘Olmo Reiley (1999), the most effective way of 

branding a destination is to ensure that the brand really does mirror the reality and thus 

provides satisfaction through the nurturing of customer delight. It is also important to ensure, 

as much as possible, that the brand of the destination makes implicit promises that are 

congruent with the self-image of the prospective tourists (Hankinson, 2004).  

 

Destination branding is usually undertaken by induced image agents with a view to 

attracting prospective visitors who have no first-hand experience of the destination. During 

the pre-visit stage, promotional materials (such as brochures and advertising) are important in 

influencing image formation among those without first-hand experience because they create 

awareness, stimulate desire, and create interest in the destination and activities being offered 

(Molina and Estebam, 2006, Baloglu and McCleary, 1999, Padgett and Allen, 1997, Tasci 

and Gartner, 2007). 

 

Given the distorting and the changing environment in which an image is formed, 

destination marketers must be prepared to adjust the way in which they portray the induced 

image (Tasci and Gartner, 2007, Sonmez and Sirikaya, 2002). They must be adept in sensing 

the signs and quick to take effective actions to correct any negative images that might have 

been projected to prospective tourists (Britton, 1979, Bojanic, 1991). However, images (both 

positive and negative) take time to be established and, once established, are difficult to 

change (Rittichainuwat et al., 2001, Sonmez and Sirikaya, 2002, Chon, 1991); indeed, such 

image change can be time-consuming and costly (Fakeye and Crompton, 1991). In the case of 

Thailand, which has shaped its image around such touristic attractions as inexpensive 

shopping, historical sites, and friendly people, it must be recognised that none of these 

images, except perhaps inexpensiveness, is especially pertinent to medical tourism (Henkel et 

al., 2006). This poses challenges to the country as it strives to change its image in an attempt 

to promote itself as hub for medical tourism in the region.  
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2.4.4.2 Organic components of destination image 

 
The term ‗organic image agents‘ refers to social channels of information that provide 

information about a destination on an informal basis, including information about the 

idiosyncrasies of a destination (Beerli and Martin, 2004, Fakeye and Crompton, 1991). Word-

of-mouth communication from peers and reference groups represents a significant influence 

on the image of a destination, especially for first-time tourists, because such informal 

information is usually judged to be trustworthy by recipients (Fakeye and Crompton, 1991, 

Um and Crompton, 1990, Na et al., 2006, Sonmez and Sirikaya, 2002). 

 

The term ‗organic image‘ is also applied to first-hand experience from an actual visit 

(Tasci and Gartner, 2007, Echtner and Ritchie, 1993). Although a destination image can be 

formed without an actual visit, first-hand experience of a destination makes a previously held 

image more realistic and subtle, thus reducing the stereotyping that is often associated with 

other image components (Echtner and Ritchie, 1993, Fakeye and Crompton, 1991, Tasci, 

2006). First-hand experience with a destination thus allows travellers to become more 

confident in minimising the risk that is associated with making a destination choice (Purdue, 

2000). Several studies have provided empirical evidence of the potential influence of 

destination experience, especially with regard to safety, scenic beauty, shopping 

opportunities, and general attitudes toward the destination as a whole (Chon, 1991). 

 

The number of previous visits and the length of stay of each visit is said to determine 

the accuracy of the image that is formulated by first-hand experience, thus enhancing the 

confidence in choosing the destination for a repeat visit (Beerli and Martin, 2004, Purdue, 

2000, Tasci and Gartner, 2007). However, some scholars have argued that the relationship 

between first-hand experience and the level of the image that is held might be U-shaped, 

especially in the case of long-stay visitors (Fakeye and Crompton, 1991). According to this 

view, visitors are faced with challenges in adapting themselves to the destination in the initial 

stages of their stay (thus diminishing the positive image), but then adapt and feel more 

comfortable in the middle stages of their stay (thus enhancing the image), before perceiving 

more of the negative aspects of the destination as their long-term stay proceeds (thus again 

diminishing the image). However, this ‗U-shape‘ effect is only applicable to long-stay 

tourists, who constitute a relatively small proportion of the whole population of visitors.  
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2.4.4.3 Autonomous components of destination image 

 
Autonomous image agents are information sources that are beyond the control of destinations 

(Larsen and George, 2006). These sources of information include news, documentaries, and 

guidebooks (Beerli and Martin, 2004). In this regard, negative images derived from issues not 

directly related to tourism can result in a negative overall image and a reduced intention to 

visit (Sonmez and Sirikaya, 2002). 

 

Destination image is significantly influenced by autonomous image agents because 

information from these sources can cause some aspects of an image to be formed long before 

prospective tourists even begin to think about visiting a destination (Hanlan et al., 2006, 

Fakeye and Crompton, 1991). For example, the images conveyed in films and documentaries 

can have a positive or negative effect on public perceptions of a destination (Larsen and 

George, 2006). Turkey has been nominated as an example of a country that has suffered from 

a distorted image as a consequence of autonomous image agents, whereas New Zealand has 

gained a more favourable image as a result of being featured in various films (Larsen and 

George, 2006, Sonmez and Sirikaya, 2002). 

 

2.4.4.4 Influence of various image agents 

 
Studies have shown that tourists consider that the information gained from organic and 

autonomous agents is more credible and trustworthy than information from induced image 

agents (Hawkin et al., 2001, Tasci and Gartner, 2007). Autonomous information about 

political unrest and natural catastrophes can be very influential, especially if potential 

travellers lack previous personal knowledge of the destination (Sirakaya et al., 1997). 

However, in marketing Thailand as a medical tourism destination, it is likely that images 

about coup d‘état, for example, might be less injurious to the destination image as perceived 

by prospective medical tourists than would news about, say, medical malpractice for example.  

 

In summary, autonomous and organic image agents provide vital information about 

various aspects of a destination that, even if unintended by the destination or hospitality 

organisations, nevertheless has a significant contributing role in determining how a 

destination image is formed (Echtner and Ritchie, 1993). Indeed, some prospective tourists 
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can begin to assimilate such information even before they begin to think of travelling to a 

destination and before they are exposed to induced images (Hankinson, 2004). The initial 

image might be confirmed or modified (positively or negatively) as travellers are exposed to 

such induced mages and are ultimately directly exposed to the destination itself (Um and 

Crompton, 1990, Fakeye and Crompton, 1991). First-hand experience with the destination 

forms a more permanent attitude or image about a destination—in accordance with operant 

conditioning learning, which posits that the key to learning is reinforcement (either negative 

or positive) (Hawkin et al., 2001). 

2.4.5 Influence of recipient’s characteristics 
 
The characteristics of recipients—including socio-demographic factors, motivation, and prior 

knowledge—can influence the way in which people comprehend and interpret information; 

these factors thus have the potential to affect image formation (Beerli and Martin, 2004, Tasci 

and Gartner, 2007). 

  

However, empirical evidence has failed to establish statistically significant relationships 

between the socio-demographic characteristics of prospective tourists and destination image 

formation (Beerli and Martin, 2004, Moshin and Ryan, 2004, Tasci and Gartner, 2007). Some 

scholars have continued to assert that differences do exist in the destination images formed by 

tourists of different demographic groups; however, it would seem that these assertions merely 

reflect the conventional wisdom about the behaviours of particular groups of tourists (Henkel 

et al., 2006). For example, to illustrate the influence of age and gender on image formation, it 

has been asserted that younger tourists regard adventurous activities as being more important 

than do older tourists, and that female tourists regard shopping opportunities as being more 

important image attributes than do their male counterparts (Rittichainuwat et al., 2001, 

Henkel et al., 2006). 

 

In contrast to the failure to establish any statistically significant findings with regard to 

socio-demographic factors, the country of origin of tourists has been shown to be significant 

in determining destination knowledge and a propensity to travel (Beerli and Martin, 2004, 

Tasci and Gartner, 2007, Hosany et al., 2007). For example, geographic proximity and 

cultural distance have an influence on how a destination image is formed in terms of 
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knowledge and so-called ‗psychic distance‘ (Fletcher and Brown, 2002, Sonmez and Sirikaya, 

2002). When the ‗psychic distance‘ between two countries is not great, the people of the 

countries share certain biases, histories, and preferences—which can influence the whole 

destination-consumption process (Tasci and Gartner, 2007). Moreover, when considering 

country of origin, marketers must also take into account such factors as distance and types of 

travel involved (Tasci and Gartner, 2007). 

 

Culture is another internal factor that appears to influence the formation of a destination 

image. Culture, which can be generally defined as a set of beliefs and ways of life consistently 

held by the members of a society (Hawkin et al., 2001), appears to influence perceptions, 

impressions, and interpretation of information (Tasci and Gartner, 2007). Culture is thus a 

factor to be considered in assessing the images formed by people from different backgrounds; 

however, culture is not believed to be the most important factor that influences the formation 

of a destination image (Tasci and Kozak, 2006). 

 

Other factors that might influence destination image include level of experience with 

the destination, motivation, access to information sources, revisit intention, and so on (Fakeye 

and Crompton, 1991, Rittichainuwat et al., 2001, Beerli and Martin, 2004, Philips and Jang, 

2007). As Martineau (1985) has noted, a destination image consists of many components that 

are psychological or functional—many of which cannot be directly observed (and are 

therefore difficult to measure).  

 
2.5 Summary of medical tourism, destination image, and 
destination choice 
 
The literature review presented above has discussed the concepts of medical tourism, 

destination choice, and destination image. It is appropriate to conclude this chapter with a 

summary of the relationships among these concepts. 
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2.5.1 Motivation of medical tourists 
 
Motivation, which can be understood as the reason for any behaviour, is the key factor that 

determines the whole decision-making process outlined in this chapter—including the 

tourist‘s search for information, the assembling of a consideration set, the formation of a 

destination image, and the evaluation of alternative destinations (Mansfeld, 1992). The 

primary ‗push factor‘ is the intrinsic motivation to attain improved health and well-being, 

given certain economic and temporal constraints (Carter and Kulbok, 2002, Jang and Cai, 

2002).  

 

Prospective medical tourists include the uninsured, the uninsurable, and the 

underinsured, for whom economic factors and the availability of medical services play a 

significant role in their decision to travel to other countries for medical procedures (Awadzi 

and Panda, 2005). 

 

In summary, the motivation of prospective medical tourists is a desire for medical care 

of comparable quality to that available at home, delivered in a cost-effective manner with 

immediate availability. This motivation stimulates the prospective tourist‘s subsequent search 

for information, formation of a consideration set, and evaluation of alternatives (Mansfeld, 

1992). 

 

2.5.2 Information search by medical tourists 
 
Stimulated by the motivation described above, prospective medical tourists engage in an 

extensive information search because the level of involvement for medical procedures is high. 

They therefore undertake an internal search by consulting their long-term memory regarding 

their product expertise and product familiarity (Zaichkowsky, 1985, Gursoy, 2003). If 

prospective medical tourists possess product expertise (which, in this case, equates with 

destination expertise), they tend to rely heavily on this prior knowledge (Gursoy and 

McCleary, 2004). Similarly, prospective medical tourists who have a moderate degree of 

product familiarity tend to rely on their internal search to a greater extent than an external 

search because they are confident that the knowledge that they have will enable them to make 
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a good choice decision (Gursoy, 2003). However, prospective medical tourists with high 

levels of familiarity tend to rely more on an extensive external search because they are able to 

assimilate a great deal of information from a variety of sources while focusing on the limited 

number of attributes that are especially important to them (Gursoy and McCleary, 2004).  

 

In choosing information sources, medical tourists are likely to rely on information from 

health-care professionals and word-of-mouth advice, although they do also consult brochures 

from destinations and non-commercial information (such as news and documentaries).  

 

In searching for, and processing, information about alternative destinations, prospective 

travellers selectively attend to information about the destination attributes that are directly 

relevant to their motive to travel (Baloglu and Brinberg, 1997). In the case of prospective 

medical tourists, they are particularly interested in information about quality of care, the 

potential for savings, post-operative care, hygiene, security, and accessibility. In forming their 

initial consideration set, prospective medical tourists consider only destinations that appear to 

be comparable with their home countries in terms of these attributes. This initial 

consideration set is then modified as prospective medical tourists continue to engage in active 

information search from external sources—especially from doctors and insurance companies.  

 

2.5.3 Destination image formation by medical tourists 
 
A holistic image of each alternative medical tourism destination is formed as a result of 

prospective tourists choosing to attend to information that is consistent with their motivation 

(Baloglu and Brinberg, 1997). This initial image of a destination, which is formed during the 

stage of assembling the initial consideration set, can be confirmed or modified during 

subsequent active information searches (Crompton, 1992). This confirmation or modification 

of the destination image influences the process of making an ultimate destination choice 

(Crompton, 1992).  
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2.5.4 Evaluation of alternative medical destinations 
 
In evaluating alternatives for a late consideration set, prospective medical tourists assign a 

level of utility to the various attributes in each alternative that pertain to their motivational 

needs (Crouch and Louviere, 2001). It is important to note that prospective medical tourists 

tend to exert significant mental effort to this process because medical tourism is associated 

with a perception of significant personal risk and is therefore characterised by high 

involvement in the purchase decision (Sonmez and Graefe, 1998, Zaichkowsky, 1985). 

 

In so doing, prospective tourists utilise so-called ‗decision rules‘, which involve two 

types of criteria: (i) compensatory decision rules (which allow for tradeoffs between different 

destination attributes); and (ii) non-compensatory decision rules (which do not allow for such 

tradeoffs) (Mansfeld, 1992). In the case of medical tourism, the quality of the medical 

procedures offered by a destination constitute a ‗non-compensatory rule‘, whereas the 

potential for savings constitutes a ‗compensatory rule‘. Other destination attributes that 

conform to compensatory rules include hygiene, safety, and security.  

 

The relationships among the constructs discussed in this chapter are summarised in 

Figure 2.4 
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 Figure 2.4: Salient factors influencing medical tourism destination choice 
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2.6 Research questions and hypotheses 
 
While there has been much discussion of medical tourism and speculation about the reasons 

for its increasing popularity and the factors that influence people considering it for their 

needs, no known empirical studies had been conducted on the medical tourists‘ decision 

making processes at the time of writing. Drawing on the literature reviewed presented above, 

the research questions and hypotheses of this study can therefore be stated as follows. 

 

The primary research question to be addressed in this study is: 

 

 What are the salient factors that influence the destination choice of medical tourists? 

 

This research question can be subdivided into subsidiary research questions (in 

accordance with the phases of the decision process) as follows: 

 

 Subsidiary research question 1.1: What motivates people to engage in medical 

tourism? 

 

With regard to this question, the following hypotheses are proposed: 

 

 Hypothesis H1: People who engage in medical tourism tend to possess a high level of 

internal health locus of control. 

 Hypothesis H2: People who engage in medical tourism think that medical care in their 

countries of residence is financially unaffordable. 

 Hypothesis H3: People engage in medical tourism because they do not want to wait to 

receive medical treatment in their countries of residence. 

 Hypothesis H4: People engage in medical tourism because the desired medical 

treatment is not available in their countries of residence 

 

The second subsidiary research question can be stated as follows: 
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 Subsidiary research question 1.2: What is the nature of the information search 

behaviour of medical tourists when making a 

destination choice? 

 

With regard to this question, the following hypotheses are proposed: 

 

 Hypothesis H5: When choosing a destination, prospective medical tourists place more 

importance on destination attributes related to quality of care and 

potential for savings than attributes about tourism opportunities 

 Hypothesis H6: Prospective medical tourists with a low level of familiarity tend to 

engage in a high level of external search. 

 Hypothesis H7: Prospective medical tourists with a high level of perceived risk tend 

to engage in a high level of external search, especially from doctors 

and insurance companies 

 Hypothesis H8: Induced image produced by relevant medical tourism authorities is 

important in choosing a destination for medical tourism. 

 

The third subsidiary research question can be stated as follows: 

 

 Subsidiary research question 1.3: What are the most important criteria when choosing 

a medical tourism destination? 

 

With regard to this question, the following hypotheses are proposed: 

 

 Hypothesis H9: Quality of care is a non-compensatory rule; that is, prospective 

medical tourists tend to avoid destinations that are perceived to be 

inferior in terms of the quality of medical care that they provide.  

 Hypothesis H10: Potential for cost saving is a compensatory rule; that is, prospective 

medical tourists are willing to sacrifice certain attributes for a greater 

potential for cost saving. 

 Hypothesis H11: The image of a destination with regard to hygiene has a positive 

effect on medical tourists‘ intention to visit 
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 Hypothesis H12: The image of a destination with regard to safety and security has a 

positive effect on medical tourists‘ intention to visit. 

 

The following chapter will now outline how the current study was conducted in order to 

respond to this research agenda. 
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Chapter Three 
Research Methodology 

3.1 Introduction 
 
This chapter discusses the research paradigm and methods adopted to address the research 

questions and hypotheses stated in Chapter 2. This includes consideration of data collection, 

sampling, measurements, and data analysis. The ethical issues related to the research are also 

discussed.  

Following this brief introduction, the remainder of the chapter is divided into six main 

parts: (i) overview and justification of research paradigm; (ii) research design; (iii) survey 

administration and sampling methods; (iv) data analysis; (v) ethical considerations; and (vi) 

conclusion.  

 
3.2 Overview and justification of research paradigm 
 
Every scientific investigation is governed by a chosen research paradigm, which guides the 

actions of the researcher and the method of enquiry (Guba and Lincoln, 1991, Neuman, 

2006b). In general terms, three research paradigms can be identified: (i) constructivist; (ii) 

critical; and (iii) positivist.  

 

The constructivist paradigm is based on the belief that social reality depends on how 

people attribute meaning to the phenomena around them (Guba and Lincoln, 1991). 

According to this view of the world, which Weber termed Verstehen (Neuman, 2006b), any 

behaviour can be explained only by consideration of the complex motivations and 

perspectives of individuals within certain social contexts. Constructivists thus believe in the 

importance of context and the inter-relationships that exist between actors and other factors 

(Guba and Lincoln, 1991). Constructivist researchers are thus concerned principally with 

hermeneutic methodology and the particular idiographic relationship of one aspect of an 

enquiry to a larger whole (Neuman, 2006a).  
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The critical paradigm has certain similarities to constructivism in agreeing that social 

realities are essentially derived from the meaning given to them by the members of that 

society (Esterby et al., 1991). However, the critical paradigm differs from the constructivist 

paradigm in its belief that the world is ‗ill-structured‘ and in need of correction (Neuman, 

2006b). Because such ‗ill-structured‘ societies are said to oppress certain groups within the 

society, critical researchers place supreme importance on the emancipatory direction of their 

research projects. Even if these ‗oppressed‘ members of society do not feel that they are being 

taken advantage of, critical researchers insist that certain social forces blind these people to 

the reality of their oppression; given these circumstances, the critical paradigm holds that it is 

the researcher‘s responsibility to promulgate change (McMuarray, 2005). Critical research 

thus claims to move the abstract to the concrete in bringing about change through 

deconstruction and reconstruction (Lee, 1990). 

 

The positivist paradigm holds that scientific enquiry should be supported by objective 

empirical evidence through the testing of hypothesised relationships, with the implication that 

any findings can subsequently be utilised with confidence at different points in time 

(longitudinal) or with different populations (cross-sectional) (Davis, 2005). According to the 

positivist paradigm, the world exists externally and objectively; as such, the acquisition of 

knowledge about social reality can only be achieved by observation of the external reality in 

which human beings are posited as rational agents who behave in a predictable fashion 

(Esterby et al., 1991). With this world view, which implicitly holds that social reality is 

essentially ‗static‘ in nature, positivists tend to adopt the fact-finding methods of natural 

science whereby things are understood through cause-and-effect relationships (Guba and 

Lincoln, 1991). When analysing mental phenomena that are abstract in nature (such as 

attitude or intention), positivist researchers devise measurable constructs of a more ‗concrete‘ 

nature.  

 

Positivist methodology thus principally involves the testing of hypotheses to confirm 

(or reject) proposed relationships between constructs. However, the findings of any given 

study can never be proved to be true in any absolute sense (Neuman, 2006b). The results can 

always be proved wrong by subsequent research projects using the same theory, which might 

provoke something new about the relationship of the constructs in question (Neuman, 2006b). 

Nevertheless, the findings are expected to serve as a basis for the prediction of future 
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behaviour. In adopting an interventionist approach (Guba and Lincoln, 1991) that aims to 

prove causal relationships, positivist researchers categorise their constructs into two types: (i) 

independent variables (which are essentially ‗causes‘); and (ii) dependent variables (which are 

the ‗effects‘ that are of interest to the researchers).  

 

Because the main purpose of the present study is to analyse the process by which 

medical tourists make decisions about destinations with a view to providing guidance to 

policy-makers who seek to promote medical tourism to their particular destination, the 

generalisability of the findings is clearly a critical issue in the research design of this study. 

The findings should be simple and easy to use, while being comprehensive enough to allow 

effective and astute decisions to be made; parsimony is thus required (Davis, 2005). 

Moreover, the study should be capable of replication when policy-makers seek to attract 

prospective medical tourists from markets not included in this particular study. Taking all of 

these matters into consideration, it can be reasonably argued that a positivist paradigm is the 

most appropriate for this study.  

 

Table 3.1 summarises the ontology, epistemology, and methodology of the three 

paradigms described above, with the chosen positivist paradigm posited as the ‗dominant 

paradigm‘ for this particular study.   
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Table 3.1: Ontology, epistemology, and methodology of three research paradigms  
 
Elements Dominant paradigm Alternative paradigms 
 Positivist Constructivist Critical 
Ontology Objective and external 

reality determined by 
natural mechanisms 

Investigator and reality 
are independent 

Reality constructed by 
people (and 
researchers) 

No objective ‗truth‘ 

Reality shaped by 
social and other 
forces 

Research should 
emancipate the 
perceptions of co-
researchers and 
participants 

Epistemology Disinterested scientist 
(‗one-way mirror 
observer‘) 

Passionate participant Transformative 
intellectual within a 
group 

Methodology Testing theory through 
survey, experiments, 
and verification of 
hypotheses 

In-depth unstructured 
interviews, 
participant 
observation, action 
research, and 
grounded-theory 
research 

 

Focus groups, 
participant 
observation, and 
action research 

Direction of 
research 
enquiry 

Measurement and 
analysis of 
generalisable causal 
relationships between 
variables 

Development of knowledge about reality that is 
difficult to apprehend 

Respondents‘ 
perspective 

Emphasis on outsider 
perspective and being 
distant from data 

Emphasis on ‗insider‘s‘ perspective and being 
part of the research process 

Data-collection 
orientation 

Outcome/verification 
oriented 

Process/discovery oriented 

Source: Adapted from (Neuman, 2006b) 

 

3.3 Research design 
 
3.3.1 Definition and types of research design 
 
A research design is a structure or ‗blueprint‘ that details the procedures to be followed in a 

research project to obtain the desired information (Davis, 2005, Maholtra, 1999). A research 

design involves: (i) identification of the information that is required to address the research 

question; (ii) design of any exploratory/descriptive/ research required before undertaking the 
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substantive research; (iii) definition of constructs, scaling procedures, and measurement 

techniques; (iv) development of appropriate questionnaires; (v) consideration of sampling 

issues; and (vi) plan for data analysis (Maholtra, 1999). In making these decisions, tradeoffs 

are often necessary with regard to reliability and validity as a consequence of economic and 

time constraints and limited access to certain types of information (Davis, 2005).  

 

Research designs can be classified into two types: (i) exploratory research (which aims 

to provide insights and general understanding of the research situation at hand); and (ii) 

conclusive research (which aims to assist decision-makers with the determination, evaluation, 

and selection of tasks in a given situation) (Maholtra, 1999). The present study clearly 

belongs to the latter type as it helps destination marketers in making a better managerial and 

marketing decision regarding medical tourism.  

 

Research designs for such conclusive research can be further subdivided into two sub-

groups: (i) descriptive research designs (which aim to explain or describe something relevant 

to the research questions); and (ii) causal research designs (which aim to identify the causal 

relationships existing between variables) (Maholtra, 1999). This research can also be argued 

that it is a descriptive research as seeks to provide a general description of the decision-

making process of medical tourists in choosing a destination.  

 

In the context of marketing research, descriptive research involves consideration of the 

characteristics of markets, the characteristics of customers, and their perceptions and 

attitudes. According to Maholtra (1999), this involves consideration of the so-called ‗6Ws‘: 

‗who‘, ‗what‘, ‗when‘, ‗where‘, ‗why‘, and ‗way‘. Such descriptive research in a marketing 

context can be undertaken by two survey methods: (i) cross-sectional surveys; and (ii) 

longitudinal surveys (Maholtra, 1999). Cross-sectional surveys collect data from one or more 

samples at a given point in time, whereas longitudinal surveys collect data from one or more 

samples at several points in time (Maholtra, 1999). The present research design adopts a 

cross-sectional approach as the opinions and experiences of a broad group of prospective 

medical tourists was desired, in addition to time and resource constraints. 
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3.3.2 Survey as major data-collection method  
 
Two data-collection methods can be used in descriptive research: (i) observation (which 

belongs to the constructivist paradigm because it aims to collect data that will provide a rich 

description of the situations being examined); and (ii) survey (which belongs to the positivist 

paradigm because it aims to collect data that can be used to establish generalisable findings 

by testing the hypothesised relationships between constructs) (Esterby et al., 1991, Neuman, 

2006b, Scanlan, 2002). Given that the objective of the present study is to provide findings 

that can be utilised by policy-makers to make better strategic decisions in the field of medical 

tourism, survey methods represent the most appropriate form of data collection for this study. 

 

A survey obtains information by addressing relevant questions to an appropriate number 

of qualified respondents about their attitudes, intentions, and behaviour (Maholtra, 1999, 

Neuman, 2006a). Such questions seek information regarding the attributes of the 

hypothesised constructs by utilising appropriate scaling techniques for the measurement of 

each variable (Davis, 2005). For the purposes of the present study, the survey was therefore 

designed to explore the attitudes, opinions, and intentions of prospective medical tourists 

regarding their decision-making process in choosing between Thailand and its key 

competitors as a medical tourism destination. 

 

3.3.3 Survey design 
 
3.3.3.1 Types of variables and measures 
 
The 12 hypotheses proposed at the end of Chapter Two contained 13 variables. Of these 13 

variables: 

 Nine can be identified as independent variables (that is, variables that affect 

other variables): (i) ‗health locus of control‘; (ii) ‗attitude towards health-care 

system in home country‘; (iii) ‗availability of desired medical treatment in home 

country; (iv) ‗importance of destination attributes‘; (v) ‗level of product 



 

83 
 

familiarity‘; (vi) ‗importance of information sources‘; (vii) ‗perceived risk‘; 

(viii) ‗image of hygiene level of destination‘; and (ix) ‗image of safety and 

security of destination‘; 

 Three can be identified as intervening variables (that is, variables that both 

affect, and are affected by, other variables): (i)‗motivation to engage in medical 

tourism‘; (ii) ‗information search behaviour‘; and (iii) ‗consideration sets‘; and  

 One identified as a dependent variable (that is, a variable that is affected by 

other variables): ‗intention to visit‘. 

 

Different types of variables require different scaling techniques. By convention, four levels of 

measurement can be utilised: 

* Nominal scales: These classify objects on a mutually exclusive basis with numbers or 

symbols that serve only as labels. The only statistical techniques applicable to 

nominal scale data are counting techniques (Davis, 2005, Maholtra, 1999). Three of 

the variables in the present study were suitable for nominal scales: (i) ‗availability of 

desired medical treatment in home country‘; (ii) ‗information search behaviour‘; and 

(iii) ‗consideration sets‘. 

 

* Ordinal scales: These enable variables to be compared in cases where unknown 

differences exist between the rankings of items belonging to different variables 

(Davis, 2005). Apart from counting techniques, statistical techniques based on 

percentiles are applicable to ordinal-scale data (Maholtra, 1999). None of the 

variables in the present study were suitable for ordinal scales. 

 

* Interval scales: These enable variables to be compared in cases where known 

differences exist between the rankings of items belonging to different variables. 

Interval scales are usually characterised by numerically equal intervals (and an 

arbitrary zero) (Maholtra, 1999, Davis, 2005). A variety of statistical techniques can 

be applied with interval scales (Maholtra, 1999). Ten of the variables in the present 

study were suitable for interval scales: (i) ‗health locus of control‘; (ii) ‗attitude 

towards health-care system in home country‘; (iii) ‗motivation to engage in medical 

tourism‘; (iv) ‗importance of destination attributes‘; (v) ‗level of product 
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familiarity‘; (vi) ‗importance of information sources‘; (vii) ‗perceived risk‘; (viii) 

‗image of hygiene level of destination‘; (ix) ‗image of safety and security of 

destination‘; and (x) ‗intention to visit‘. 

*  

* Ratio scales: These possess all the qualities of the other scales, plus an absolute zero; 

all statistical techniques are applicable to the data from this type of scale (Maholtra, 

1999, Davis, 2005). None of the variables in the present study were suitable for ratio 

scales. 

 

Table 3.2 summarises the 13 variables and the type of measurement scale used for each 

in this study. A detailed description of the operationalisation of individual variables in the 

present study is provided below. A copy of the final survey is provided in Appendix 1. 

 

Table 3.2: Summary of variables and measurement scales 
 
No. Variable Type of 

variable 
Measuremen
t level 

Source of scale 
for present study 

1  Health locus of control Independent Interval (Wallston et al., 
1994) 

2 Attitude towards health-care 
system in home country 

Independent Interval Self-developed 

3 Availability of desired 
medical treatment in home 
country 

Independent Nominal Self-developed 

4 Motivation to engage in 
medical tourism 

Intervening Interval Adapted from 
(Sonmez and 
Sirikaya, 2002) 

5 Importance of destination 
attributes 

Independent Interval Self-developed  

6 Level of product familiarity  Independent Interval (Sonmez and 
Sirikaya, 2002) 

7 Information search behaviour Intervening Nominal (Gursoy, 2003) 
8 Importance of information 

sources 
Independent Interval (Beerli and 

Martin, 2004) 
9 Perceived risk Independent Interval (Sonmez and 

Graefe, 1998) 
10 Consideration sets Intervening Nominal (Woodside and 

Lysonski, 1989) 
11 Image of hygiene level of 

destination 
Independent Interval Self-developed 

12 Image of safety and security 
of destination 

Independent Interval Self-developed 

13 Intention to visit Dependent Interval (Sonmez and 
Graefe, 1998) 
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3.3.3.2 Individual variables 
 

Variable 1: Health locus of control 

 
If an individual perceives that he or she has control over personal health and well-being, that 

person is said to have an internal locus of control; such a person is more prone to engage in 

healthy behaviour (Callaghan, 1998, Wallston et al., 1994, Carter and Kulbok, 2002). In 

contrast, those who perceive that their health and well-being are determined by external 

factors are said to have an external locus of control (Callaghan, 1998, Wallston et al., 1994); 

such a person is less prone to engage in healthy behaviour (Callaghan, 1998, Wallston et al., 

1994, Carter and Kulbok, 2002). ‗Health locus of control‘ is thus an independent variable of 

motivation to engage in medical tourism. 

 

For the purposes of the present study, this variable was defined as follows: 

Health locus of control is defined as an individual‘s perception of his or her 

ability to control personal health and well-being as a result of: (i) the person‘s 

own internal drive (‗internal health locus of control‘); (ii) the influence of 

significant others (‗people health locus of control‘); and/or (iii) chance 

(‗chance health locus of control‘).  

 

With regard to measuring this variable, Wallston et al. (1978) developed the concept of 

‗health locus of control‘ and a scale called the ‗Multidimensional Health Locus of Control‘ 

(MHLC) for measuring it. This scale, which has been developed and modified by other 

scholars (Moshki et al., 2007), is comprised of three sub-scales: (i) ‗Internal Health Locus of 

Control‘ (IHLC); (ii) ‗People Health Locus of Control‘ (PHLC); and (iii) ‗Chance Health 

Locus of Control‘ (CHLC) (Wallston et al., 1994). The MHLC scale consists of 16–24 items 

that can be adopted or modified to suit specific research needs. Respondents are asked to state 

their degree of agreement with statements pertaining to these items on 6-point Likert-type 

scale (Wallston et al., 1994). The scale has been demonstrated to be highly reliable, with all 

subscales yielding Cronbach‘s alpha values greater than or equal to 0.70 (Wallston et al., 

1994, Manning and Munro, 2007). However, the measurement of health locus of control on 

6-point Likert-type scale does not allow neutral attitude with even number of items with 
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negative and positive attitudes. Therefore,7-point scale was chosen in this study in order to 

allow respondents to express their neutral attitude.  

 

In the present study, 16 statements taken from the MHLC were reworded to enhance 

their relevance to the specific context of motivation to engage in medical tourism. 

Respondents were asked to indicate their degree of agreement with these 16 statements on a 

7-point Likert-type scale (in which 1 = ‗strongly disagree‘; 7 = ‗strongly agree‘). Table 3.3 

lists the 16 items used to measure the variable of ‗health locus of control‘ in this study. 

 
 
Table 3.3: Items used to measure Variable 1 (‘Health locus of control’) 
 
Item Subscale 
I can have better health by engaging in healthier behaviours Internal health locus 

of control 
Whether I have good or bad health is my own responsibility  
I have full control over how my health can be improved  
My current condition is the result of my choice of how I live 

my life 
 

My current health condition is the result of my own unhealthy 
behaviour 

 

I deserve credit if my health gets better and blame if it gets 
worse 

 

If I choose to live a healthier life, I should get healthier  
I am fully responsible for what happens in my life  
  
My imperfect health conditions happen to me by chance Chance health locus 

of control 
If I am to have better health, it is a matter of luck  
  
If I have regular medical check-ups, I am less likely to have 

any health problems 
People health locus 

of control 
Following a doctor‘s advice strictly is the best way to keep 

myself healthy 
 

Other people play a big role in my health condition  
The type of support I receive from other people determines 

how healthy I am 
 

Regarding my health, I should only do what my doctors tell 
me to do 

 

Health professionals are responsible for my health condition  
Source: Adapted from (Wallston et al., 1994) 
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Variable 2: Attitude towards health-care system in home country 

 
People are more likely to be motivated to engage in medical tourism if they believe that the 

cost of medical care in their home country is unaffordable, the waiting time is too long, 

and/or the desired medical treatment is unavailable (Ajzen, 2001, Awadzi and Panda, 2005). 

The more negative a person‘s attitude towards the health-care system in the home country, the 

higher is the likelihood that he or she will adopt medical tourism. ‗Attitude towards health-

care system in home country‘ is thus an independent variable of motivation to engage in 

medical tourism. 

 

 

For the purposes of the present study, this variable was defined as follows: 

Attitude towards health-care system in home country is defined as an overall 

psychological representation of medical care in the home country in terms of 

cost and waiting time.  

 

Because there has been no previous quantitative study of consumer behaviour in 

medical tourism, a 9-item scale for measuring this variable was developed specifically for the 

present study on the basis of the relevant academic literature on medical tourism. 

Respondents were asked to indicate their degree of agreement with the statements shown in 

Table 3.4 on a 7-point Likert-type scale (1 = ‗strongly disagree‘; 7 = ‗strongly agree‘).   

 
Table 3.4: Items used to measure Variable 2(‘Attitude towards health-care system in 
home country’) 
 
Factor Item 
Cost The cost of medical treatment in my home country is very high 
 I might get myself into financial difficulty if I have to pay for my desired medical 

treatment 
 My health-care plan does not cover all the treatment I need 
 I have to spend a fortune to receive certain treatment in my home country 
 Even for a serious illness, if I choose to receive certain treatment at home I have to pay 

part of the cost 
  
Waiting time My health condition will become much worse while I am waiting to receive treatment 

at home 
 Health care in my home country requires a lot of paper work to be done and the system 

functions too slowly 
 The health-care system in my country requires me to take too many steps to receive the 

medical treatment I need 
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Variable 3: Availability of desired medical treatment in home country 

 
Prospective medical tourists are motivated to depart overseas for medical treatment if their 

desired treatment is unavailable in their home country (Awadzi and Panda, 2005, Chinai and 

Goswami, 2007, Jones and Keith, 2006). ‗Availability of desired medical treatment in the 

home country‘ is thus an independent variable of motivation to adopt medical tourism.  

For the purposes of the present study, this variable was defined as follows: 

Availability of desired medical treatment in the home country is defined as the 

availability of a person‘s desired medical treatment in their country of origin. 

 

As with the previous variable, the absence of previous quantitative studies in this area 

means that no pre-existing scale exists for measuring the availability of the desired medical 

treatment in a respondent‘s home country. For the purposes of the present study, respondents 

were therefore asked to state: (i) their desired medical treatment in travelling abroad to 

receive medical care; (ii) whether such treatment is available in their home country; and (iii) 

whether they are covered for this treatment by their respective health plan. The specific 

questions and the alternative responses are shown in Table 3.5. 

 
 
 
Table 3.5: Questions asked to assess Variable 3 (‘Availability of desired medical 
treatment in home country’) 

Question Alternatives 
1. For what reasons do you wish to travel 
abroad for medical treatment? [You may 
tick all alternatives that apply to your 
case.] 

A. To cure an illness 
B. To improve my health 
C. For cosmetic surgery 
D. To have a medical check-up 
E. I would not consider travelling abroad 
for a medical reason 

2. Is such a treatment available in your 
home country/country of residence? 

A. Yes 
B. No 
C. Don‘t know 

3. Is this particular treatment covered by 
your current health plan? 

A. Yes; fully covered 
B. Yes; partially covered 
C. No; not covered 

 

 

 



 

89 
 

 

 

Variable 4: Motivation to engage in medical tourism 

 
The degree to which people are motivated to engage in medical tourism is likely to be 

positively correlated with the health locus of control, attitude towards existing health-care 

systems in the home country, and availability of a desired medical treatment in the home 

country. The level of motivation to engage in medical tourism is thus the dependent variable 

of variable 1 (‗health locus of control‘), variable 2 (‗attitude towards health-care system in 

home country‘), and variable 3 (‗availability of desired medical treatment in home country‘).  

 

Motivation also influences information search for evaluation of alternative destinations 

(Mansfeld, 1992). This variable can therefore also be posited as an independent variable for 

information search behaviour in the evaluation of alternatives. 

 

It is thus arguable that the variable of motivation can be considered to be an intervening 

variable—because it is the dependent variable for the three variables noted above while also 

being an independent variable for search behaviour for evaluation of alternative destinations.  

 

For the purposes of the present study, this variable was defined as follows: 

Motivation to engage in medical tourism is defined as the degree to which a 

prospective medical tourist is motivated to consume medical tourism products.  

 

With regard to measuring this variable, most previous studies of motivation to travel 

have sought to differentiate among various types of motivation by asking respondents about 

the perceived importance of various factors using Likert-type scales, and then analysing the 

data by principal component analysis (Beerli and Martin, 2004, Philips and Jang, 2007). 

However, given that the major motivation for medical tourists to travel is already apparent—

that is, a desire for medical treatment of comparable quality at a more economical cost 

(Connell, 2006)—there is little need to explore the nature of the motivation itself; rather, the 

relevant question in the context of medical tourism is the level of motivation to adopt medical 

tourism. The present study therefore measured the variable of motivation in terms of the level 

of motivation.  
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For this purpose, the study adapted a scale from Sonmez and Sirikaya (2002), who 

measured the likelihood of their respondents‘ visiting Turkey using a Likert-type scale. In the 

present study, respondents were asked to rate their level of interest in travelling abroad for 

medical treatment on a 7-point Likert-type scale (in which 1 = ‗not at all interested‘; 7 = ‗very 

interested‘). Table 3.6 shows the question used to measure the level of motivation of 

respondents in adopting medical tourism. 

 

 
Table 3.6: Question asked to assess Variable 4 (‘Motivation to engage in medical 
tourism’) 
 

Question Alternatives 
How interested are you in receiving 
medical treatment in an overseas 
country? 

1. Not at all interested 
2. Uninterested 
3. Somewhat uninterested 
4. Indifferent 
5. Somewhat interested 
6.Interested 
7.Very interested 

 

Variable 5: Importance of destination attributes  

 
When people are making decisions to satisfy motivation, attributes that are consistent with 

their motivation are cognitively evaluated before the whole destination is affectively 

evaluated as a potential solution (Beerli and Martin, 2004, Philips and Jang, 2007, Hawkin et 

al., 2001). The variable of importance of destination attributes is thus an independent variable 

of information search for evaluation of alternatives. 

 

For the purposes of this study, the variable of importance of destination attributes was 

defined as follows: 

The importance of attributes is defined as the relative degree of importance 

that prospective medical tourists attach to various attributes of a destination 

when making a choice of destination for receiving offshore medical treatment.  

 

There is a vast literature on the measurement of destination attributes. The number of 

such attributes, including functional attributes and psychological attributes, can be vast—
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which poses significant problems for the subsequent analysis of data (Beerli and Martin, 

2004, Chon, 1991, Rittichainuwat et al., 2001). The collected data are therefore usually 

assessed by combining items into factors and conducting a factor analysis (Chon, 1991, Beerli 

and Martin, 2004, Rittichainuwat et al., 2001). 

 

Because most studies in the literature have been conducted in the context of leisure 

tourism, relatively few of the scales are directly applicable to the present study—although 

Goodrich (1994) has asserted that destinations can bundle medical-tourism products with 

conventional tourism products. Nevertheless, attributes such as scenic beauty and cultural 

heritage are barely relevant to the current context. Other attributes—such as those related to 

safety, security and hygiene—are more relevant and can be adopted (with appropriate 

modification) in the present context. For the purposes of the study, it was therefore decided to 

develop an original list of attributes that are genuinely relevant to the motivation to travel for 

medical tourism.   

 

In developing this list of attributes it was noted that Marlowe and Sullivan (2007) 

contended that medical tourists and health-plan sponsors pay attention to quality of care, 

potential for savings, and travel exposure. Sirakaya et al. (1997) claimed that safety and 

security issues can create serious problems for destinations in attracting prospective tourists. 

Sonmez and Sirakaya (2002) noted that destination attributes not directly related to tourism—

including political instability, international conflict, hygiene, prostitution, and military 

intervention—can adversely affect the image of a destination. Chi and Qu (2008) identified 

accessibility as an important factor in forming a destination image. Drawing on these 

suggestions from the literature, it was apparent that potential for savings and quality of care 

are attributes that are directly related to medical tourists; moreover, safety and security, 

hygiene, the accessibility of a destination, and tourism opportunities are attributes that are 

probably of significance for medical tourists in choosing a medical tourism destination.   

 

As a result of this review of the literature, 41 destination attributes were identified as 

being pertinent to medical tourism. These 41 attributes were categorised into six factors: (i) 

quality of care; (ii) potential for savings; (iii) safety and security; (iv) hygiene; (v) tourism 

opportunities; and (vi) accessibility. To validate the proposed scale, expert opinions in the 

field of tourism and medical tourism were solicited. These experts were asked to review the 
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proposed list of attributes and add or subtract any that they believed were missing or 

irrelevant. Both experts found the 6 attributes appropriate for exploring their saliencies to the 

medical tourism destination choice. 

 

Respondents in the substantive study were asked to respond to items on a 7-point 

Likert-type scale (in which 1 = ‗strongly disagree‘; 7 = ‗strongly agree‘). Table 3.7 provides a 

full list of the 41 items (and the six factors into which they were  eventually categorised). 

Table 3.7: Items used to measure Variable 5 (‘Importance of destination attributes’) 
 

Item  Factor 
My ideal medical tourism destination has many international standard 

hospitals with certified doctors and surgeons 
Quality of care 

My ideal medical tourism destination has many international standard 
hospitals with high success rates of treatment 

 

My ideal medical tourism destination has surgeons who are educated abroad  
My ideal medical tourism destination has many international standard 

hospitals that specialise in my desired medical treatment 
 

My ideal medical tourism destination has many hospitals that are equipped 
with the most sophisticated medical equipment 

 

My ideal medical tourism destination has many hospitals that are affiliated 
with medical institutions and schools of international repute 

 

My ideal medical tourism destination has hospitals that provide care with a 
high ratio of registered nurses per patient 

 

My ideal medical tourism destination has health-care professionals who are 
fluent in several languages, including my native language 

 

My ideal medical tourism destination has various hospitals that have been 
accredited by institutions of international repute, including Joint 
Commission for Accreditation of Healthcare Organisations (JCAHO) 

 

My ideal medical tourism destination has a high level of infrastructure, such 
as luxurious hotels 

 

My ideal medical tourism destination has hospitals that coordinate with 
health-care providers in my home country so that I can be assured about 
quality of care 

 

My ideal medical tourism destination has hospitals that guarantee results of 
the treatment and are willingness to act in accordance with all relevant laws 

 

  
My ideal medical tourism destination provides the same medical treatment at 

a much lower cost than my home country 
Potential for saving 

My ideal medical tourism destination provides my desired medical treatment 
at a lower cost than other destinations 

 

My ideal medical tourism destination provides accommodation service at an 
affordable cost 

 

My ideal medical tourism destination can be accessed from my home country 
at low cost 

 

My ideal medical tourism destination has much lower cost of living than my 
home country 

 

My ideal medical tourism destination offers overall lower cost (combining 
the costs of medical treatments and all other travel costs) 

 

  
My ideal medical tourism destination is safe to travel to alone Safety and security 
My ideal medical tourism destination has a low crime rate  
My ideal medical tourism destination is safe to walk on the street alone  
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My ideal medical tourism destination is politically stable  
My ideal medical tourism destination has few natural disasters  
My ideal medical tourism destination has good security systems in buildings 

(fire evacuation systems, surveillance cameras, etc.) 
 

My ideal medical tourism destination has a safe environment  
My ideal medical tourism destination has no international conflicts  
My ideal medical tourism destination is not targeted for attack by terrorists  
My ideal medical tourism destination has a safe transportation system  
  
My ideal medical tourism destination has a level of hygiene similar to that of 

my own country 
Hygiene 

My ideal medical tourism destination is safe to buy food and drinks from 
general food vendors 

 

My ideal medical tourism destination has no epidemic diseases  
My ideal medical tourism destination has hygiene levels among health-care 

providers that are comparable with those in my country 
 

  
My ideal medical tourism destination has beautiful beaches Tourism opportunities 
My ideal medical tourism destination has great scenic beauty  
My ideal medical tourism destination has authentic historical sites  
My ideal medical tourism destination has good shopping facilities  
My ideal medical tourism destination has a variety of bars and nightclubs  
  
My ideal medical tourism destination has direct flights from where I live Accessibility 
My ideal medical tourism destination has an easy immigration policy  
My ideal medical tourism destination has a good transportation system  
My ideal medical tourism destination is in convenient proximity to my home 

country 
 

 

Variable 6: Level of product familiarity 

 
There is a ‗U-shaped‘ relationship between product familiarity and the information search 

behaviour of prospective tourists; that is, prospective tourists with high levels of familiarity 

and those with low levels of familiarity tend to rely on external search, whereas tourists with 

moderate levels of familiarity tend to rely on internal search (Gursoy, 2003). The variable of 

‗level of product familiarity‘ is thus an independent variable of the search behaviours of 

prospective medical tourists.  

 

For the purposes of this study, this variable was defined as follows: 

Level of product familiarity is defined as the perception that prospective 

medical tourists have about: (i) their knowledge of the procedures involved 

with their desired medical treatment; and (ii) their knowledge of Thailand as a 

medical tourism destination. 
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Sonmez and Sirikaya (2002) measured the level of familiarity with a destination using a 

one-item scale. Other scholars have measured familiarity with destinations by assessing the 

ability of respondents to recognise and recall various marketing communications (Gursoy, 

2003, Sonmez and Sirikaya, 2002). In the present study, respondents were asked to rate their 

degree of familiarity with the procedures involved with their medical treatment and their 

degree of familiarity with Thailand as a medical tourism destination using two 7-point Likert-

type scales (in which 1 = ‗very unfamiliar‘; 7 = ‗very familiar‘). Table 3.8 shows the 

questions and alternative responses used to measure this variable. 
 
 
 
Table 3.8: Questions asked to assess  Variable 6 (‘Level of product familiarity’ 
 

Question Alternatives 
How familiar do you consider yourself to 
be with the procedures involved with 
your desired medical treatment? 

1. Very unfamiliar 
2. Quite unfamiliar 
3. A little unfamiliar 
4. Unsure 
5.A little familiar 
6.Quite familiar 
7.Very familiar 

How familiar do you consider yourself to 
be with Thailand as a medical tourism 
destination? 

1. Very unfamiliar 
2. Quite unfamiliar 
3. A little unfamiliar 
4. Unsure 
5.A little familiar 
6.Quite familiar 
7.Very familiar 

 

Variable 7: Information search behaviour 
 
Information search refers to an individual‘s self-instruction to retrieve prior knowledge about 

a prospective purchase (internal search) or consult external sources of information about the 

prospective purchase (external search) (Gursoy, 2003, Hawkin et al., 2001). If the prior 

knowledge retrieved from an internal search does not enable individuals to make a confident 

choice decision, they are motivated to engage in external search with a view to refining their 

consideration set. (Gursoy, 2003, Hawkin et al., 2001). ‗Information search behaviour‘ is thus 

an intervening variable between motivation and consideration set. 

 

For the purposes of the present study, this variable was defined as follows: 
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Information search behaviour is defined as self-instruction to engage in 

internal and external searches for information pertinent to: (i) procedures 

associated with particular medical treatment; and (ii) potential medical tourism 

destinations.  

 

To assess whether respondents relied on an internal search or an external search in 

choosing a destination, Gursoy (2003) simply asked the respondents if they had made 

decisions based on their prior knowledge; a positive response signified an internal search, 

whereas a negative response was taken to indicate an external search. A similar assessment 

was adopted in the present study. Respondents were asked if their prior knowledge had made 

them confident in choosing a destination and a health-care provider for their desired medical 

treatment. Three alternative responses were provided: ‗yes‘; ‗no‘; and ‗not sure‘. A ‗yes‘ 

response was taken to indicate an internal search, whereas a ‗no‘ response was taken to 

signify an external search.  

 

Variable 8: Importance of information sources 

 
The initial image of a destination is usually formed by information randomly received from 

organic and autonomous sources (Tasci and Gartner, 2007). This initial image is subject to 

change as prospective medical tourists actively consult information from induced sources to 

assist their decision-making process (Tasci and Gartner, 2007). ‗Importance of information 

sources is thus an independent variable of evaluation of alternatives and intention to visit. 

 

This variable was defined for the purposes of the present study as follows: 

Importance of information sources is defined the relative importance accorded 

by potential medical tourists to various external sources of information 

(induced, organic, and autonomous) that provide information relevant to 

procedures involved with medical treatment and potential medical tourism 

destinations.  

 

Beerli and Martin (2004) measured the relative importance of information obtained by 

tourists from three types of image agents: (i) induced image agents (brochures, advertising 

campaigns, travel agency staff, the Internet); (ii) autonomous image agents (guidebooks, news 
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reports, documentaries, articles); and (iii) organic image agents (friends and family members). 

The relative importance of each was measured on 7-point Likert-type scale.  

 

Because the motivation of medical tourists and the structure of the medical tourism 

industry are different from that of leisure tourism, some modification of the items used by 

Beerli and Martin (2004) is required for application in the present context. Respondents were 

therefore asked to indicate the importance that they attached to various information sources 

using a 7-point Likert-type scale (in which 1 = ‗not at all important‘; 7 = ‗extremely 

important‘). Table 3.9 lists the items used to measure this variable. 

 

Table 3.9: Items used to measure Variable 8 (‘Importance of information sources’) 
 
Image 
agents 

Information source 

Induced Information from brochures about medical tourism produced by 
national authorities of potential destinations 

 Information from brochures produced by medical-care providers in 
potential destinations 

 Advertising campaigns by destinations about medical tourism 
 Personal selling by staff of travel agencies specialising in medical 

tourism 
 Information from health insurance policy providers 
 Information from Internet websites 
  
Autonomous News about medical services in potential destinations 
 Reports about medical services in potential destinations 
 Documentaries about medical services in potential destinations 
 Articles about medical services in potential destinations 
  
Organic Information from family and friends 
 Information from personal doctors 
Source: Adapted from (Beerli and Martin, 2004) 
 

Variable 9: Perceived risk 

 
Because medical tourism involves personal health and well-being, prospective medical 

tourists tend to perceive that the level of risk involved in making a choice of destination is 

high (Zaichkowsky, 1985, Bieger and Laesser, 2004, Hanlan et al., 2006). The level of 

perceived risk is thus an independent variable for information search behaviour. 
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For the purposes of the present study, this variable was defined as follows: 

The perceived risk is defined as the perceived uncertainty associated with the 

choice of a medical tourism destination.  

Most studies of tourism have measured the level and types of perceived risk by asking 

respondents to indicate the level of perceived risk associated with various purchasing 

situations on Likert-type scales (Sonmez and Graefe, 1998, Dholakia, 2000). In the present 

study, the scale of Sonmez and Graefe (1998) was adapted to the context of medical tourism, 

as illustrated in Table 3.10. Respondents were asked to indicate the importance that they 

attached to different types of risk associated with overseas travel for medical treatment on a 

7-point Likert-type scale (in which 1 =  ‗very unimportant‘; 7 = ‗very important‘).  
 
Table 3.10: Items used to measure Variable 9 (‘Perceived risk’) 
 
Type of risk Item 
Functional risk Possibility that the desired medical treatment will not turn out as 

expected 
Financial risk Possibility that overall costs (treatment and other expenses) will 

not provide potential for large savings 
Health risk Possibility that my health condition will worsen as a result of 

travelling to a foreign country 
Physical risk Possibility of physical danger or injury due to accident 
Satisfaction risk Possibility that travelling overseas for medical treatment will not 

provide a satisfactory outcome 
Psychological risk Possibility that travelling overseas for medical treatment will not 

match my self image 
Political instability 

Risk 
Possibility of becoming involved in political turmoil during my 

stay in a foreign country 
Social risk Possibility that my choice of destination will affect other 

people‘s opinion of me 
Time risk Possibility that travelling abroad for desired medical treatments 

will take much longer than I expect 
Source: Adapted from (Sonmez and Graefe, 1998) 
 

Variable 10: Consideration sets 

 
An initial consideration set is formed from prior knowledge about a product or a service of 

interest (Crompton, 1992). As a result of active information search, which is normally the 

case with products with high involvement and high perceived risk, the initial consideration set 

is changed and a late consideration set is formed (Crompton, 1992, Mansfeld, 1992). 
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Consideration set is thus an intervening variable because it functions as an independent 

variable of intention to visit and a dependent variable of information search. 

For the purposes of the present study, this variable was defined as follows: 

Consideration set is defined as a set of destinations of which prospective 

medical tourists are aware as acceptable potential medical tourism 

destinations.  

 

Most previous studies that have examined this variable have simply used open-ended 

questions and free choice by asking respondents to state the names of destinations belonging 

to a consideration set (or different subsets of a consideration set) (Purdue and Meng, 2006, 

Woodside and Lysonski, 1989). Some have also explored the reasons for naming these 

destinations (Purdue and Meng, 2006). In the present study, respondents were asked a single 

open-ended question in which they were requested to state the destinations that first come to 

mind when considering travelling abroad for medical treatment.  

 

Variable 11: Image of hygiene level of destination 

 
Although it is only indirectly relevant to the technical quality of care, the level of hygiene 

does signify the general standard of practice of health-care providers in a particular 

destination and is believed to be a factor in prospective medical tourists choosing to reject 

certain medical tourism destinations (Purdue and Meng, 2006). This variable is therefore an 

independent variable of intention to visit. 

 

For the purposes of the present study, this variable was defined as follows: 

Image of hygiene level of destination is defined as the perception of medical 

tourists regarding the overall level of hygiene that exists in a potential medical 

tourism destination.  

 

Because this variable has not been explored quantitatively in any previous studies, the 

scale for the present context was therefore self-developed. Respondents were asked to rate 

their perception of the overall hygiene levels of Thailand and its competing medical tourism 

destinations (Malaysia, Singapore, and India) on a 7-point Likert-type scale adopted from 
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Strategic and Marketing Magazine (2007) (in which 1 = ‗very unhygienic‘; 7 = ‗very 

hygienic‘). 

 

Variable 12: Image of safety and security of destination 

 
Like the previous variable, the image of safety and security held by potential medical tourists 

might cause a destination to be chosen or rejected because it can impinge on quality of care 

(Purdue and Meng, 2006). This variable is thus another independent variable for intention to 

visit. 

 

This variable was defined for the purposes of the present study as: 

Image of safety and security of a destination is defined as the perception of 

prospective medical tourists about overall safety and security levels in 

potential medical tourism destinations.  

 

The scale for measuring this variable was also self developed. Respondents were asked 

to rate their perception of the safety and security of Thailand and its competing medical tour 

ism destinations (Malaysia, Singapore, and India) on a 7-point Likert-type scale adopted from 

Strategic and Marketing Magazine (2007) (in which 1 = ‗not at all safe and secure‘; 7 = 

‗extremely safe and secure‘).  

 

Variable 13: Visit intention 

 
The destination that prospective tourists intend to visit is arguably the alternative that is 

perceived to be the best solution to satisfy the tourists‘ needs given the situational 

circumstances (Philips and Jang, 2007, Mansfeld, 1992). Because this study is constrained 

temporally and economically, visit intention was used as a surrogate for actual choice 

behaviour.  

 

For the purposes of this study, the variable was defined as follows: 

Visit intention is defined as a prospective medical tourist‘s likelihood of 

choosing a destination for his or her desired medical treatment.  
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Sonmez and Sirikaya (2002) used a 4-point Likert type scale to measure intention to 

visit Turkey. This measure was adapted to the context of medical tourism for the present 

study. Measuring variables of interval measurement which are intangible in natures with even 

number item does not allow neutral attitude (Davis, 2005). Besides, all variables of interval 

measurement in this research are measured by using 7-point item scales which allow precise 

findings and neutral attitudes. Respondents were therefore asked to indicate the likelihood 

that they would visit Thailand and its competing destinations (Malaysia, Singapore, and 

India) for medical treatment on 7-point Likert-type scale (in which 1 = ‗very unlikely‘; 7 = 

‗very likely‘).  

 

Demographic factors 

 
Most studies in the field of tourism and hospitality have failed to demonstrate significant 

associations between demographic factors and destination choice (Moshin and Ryan, 2004, 

Beerli and Martin, 2004, Tasci and Gartner, 2007). For example, Moshin and Ryan (2004) 

examined such variables as age, gender, marital status, income and education, but found no 

significant relationship between destination choice and any of these socio-demographic 

factors except for income. Nevertheless, it was deemed appropriate in the present study to 

include all of these factors, as well as country of residence and employment status. Country of 

residence was included in this study because the research was conducted via four major 

locations where gatekeepers promoted the survey to their database (United Arab Emirates, 

Singapore, Hong Kong, and Australia) (Service Promotion Department, 2007). Furthermore, 

some of the respondents to the online survey actually resided in other countries as will be 

noted in the demographic results in Chapter 4. Employment status was included because 

employment status might be associated with different levels of benefits in health-care plans 

and insurance policies. 

 

3.3.3.3 Validity and reliability of scales  
 
The term ‗reliability‘ refers to the dependability of a scale or the extent to which a scale yields 

consistent results when the measurement is replicated (Neuman, 2006b, Maholtra, 1999). The 

term ‗validity‘ refers to the fit of the measure to the real world or the extent to which different 

scales are mutually exclusive and collectively exhaustive (Neuman, 2006b, Maholtra, 1999). 
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Some degree of validity and reliability was assured for the scales proposed for the present 

study because most of the scales were adapted from previous studies conducted by reputable 

scholars. Self-developed scales were based on a review of the literature and input from 

experts in the field; pilot studies were conducted to assess (and, if necessary, to improve) their 

validity and reliability.  

Reliability 
 
With regard to reliability, it is generally accepted that multivariate scales demonstrate internal 

consistency (or equivalence reliability) if they yield a Cronbach‘s alpha value of at least 0.70 

(Manning and Munro, 2007, Neuman, 2006b). Such ‗internal consistency‘ refers to statistical 

agreement among the constituent items of a composite variable in terms of inter-item 

correlation and item-to-total correlation (Manning and Munro, 2007). A pilot study was 

utilised to assess (and, if necessary, to improve) the internal consistency of all scales (see 

below). Furthermore, reliability of the data in the main study was assessed through the use of 

Cronbach alpha scores. 

 

Validity 

 
With regard to validity, the present study assessed content validity, criterion validity, and 

construct validity. 

The term ‗content validity‘ refers to the extent to which the proposed scales really do 

represent the constructs pertinent to the research question (Maholtra, 1999). Such content 

validity was assessed in the present study by conducting an extensive review of the literature 

and by soliciting the opinions of two experts in the field of medical tourism. The first expert 

was a former Governor of the Tourism Authority of Thailand and senior advisor to the 

Minister for Tourism and Sport. The second expert was a current member of the advisory 

board of ‗Medical Tourism Thailand‘, which is a consortium of Thai health-care providers 

specialising in the provision of medical services to international patients. Appropriate 

adjustments to the proposed scales were made on the basis of this expert opinion. 

 

The term ‗criterion validity‘ refers to the extent to which the scales measuring 

independent variables predict the variation in the dependent variable (Maholtra, 1999, Davis, 
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2005). In the present study, a pilot study was utilised to establish (and, in necessary, adjust) 

the criterion validity of the scales (see below).  

 

The term ‗construct validity‘ refers to the difference between scales measuring different 

constructs (‗convergent validity‘) and the similarity of scales measuring similar constructs 

(‗discriminant validity‘) (Maholtra, 1999, Davis, 2005) (Neuman, 2006b). In this study, the 

proposed scales in the questionnaire were compared for similarities and differences with the 

findings of previous studies measuring similar and different constructs. For the scales 

measuring constructs that have not been previously used quantitatively, principal component 

analysis was conducted.  

 

Pilot study  

 
To assist in the assessment of reliability and validity, a pre-test version of the questionnaire 

was pilot-tested after ethical approval had been obtained. The proposed questionnaire was 

tested in writing with a ‗judgment sample‘ of 30 Australian adults. The responses were 

analysed using Cronbach‘s alpha coefficient, item-to-total correlation, inter-item correlation, 

and principal component analysis. Appropriate adjustments to the questionnaire were then 

made in consultation with the thesis supervisor.  

3.4 Survey administration and sampling methods 
 

Sampling design involves five major steps: (i) defining the target population: (ii) selection of 

sampling frame; (iii) determination of sampling methods; (iv) determination of sample size; 

and (v) selection of sampling unit and survey administration (Zikmund, 2003, Maholtra, 

1999, Davis, 2005). Each of these is discussed in more detail below. 

3.4.1 Target population  
 
The first step of any sampling process is to define a target population from within the wider 

population of potential subjects in accordance with the relevant parameters of a study and the 

potential generalisation of any finding of the research (Maholtra, 1999, Neuman, 2006b) 

(Zikmund, 2003, Maholtra, 1999). Given that the primary objective of the present study was 

to identify the salient factors that determine the choice of a medical destination by prospective 
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medical tourists, the first criterion for inclusion in the target population was people who have 

an interest in medical tourism.  

 

Prospective medical tourists from the major markets for Thailand were prioritised in 

accordance with information from the Service Promotion Department of the Tourism 

Authority of Thailand. These markets included the Middle East, North America (USA and 

Canada), Europe (especially the Scandinavian countries, Germany, Austria, and the UK), and 

the Asia–Pacific region (especially Japan, Korea, Singapore, Hong Kong and Australia). 

Given the economic and time constraints pertaining to this study, the target population was 

limited to people from four of these countries on the basis of two criteria: (i) proficiency in 

the English language; and (ii) geographical convenience. The four chosen markets were 

Australia, Singapore, Hong Kong, and the United Arab Emirates. 

 

3.4.2 Sampling frame 
 
Any sampling frame is subject to potential error by over-representing or under-representing 

the actual population within the given parameters (Davis, 2005, Zikmund, 2003). The 

selection of a sampling frame is thus crucial for any quantitative research project because a 

mismatch of the sampling frame and the actual population could result in distorted findings 

(Zikmund, 2003). 

 

In the present study, the sampling frame was selected on the basis of the fundamental 

parameters noted above; (i) interest in medical tourism; and (ii) fluency in the English 

language. More specifically, the sampling frame for the study was defined as prospective 

medical tourists who had acquired information from travel agencies specialising in medical 

tourism and/or from international the sales representative offices of Thai health-care 

providers in Australia, the United Arab Emirates, Hong Kong, and Singapore. As noted 

above, these four markets were selected on the basis of their geographical convenience and 

the general level of English proficiency of the people in these countries. Because there are 

obviously many other people in the world who would have met the basic criteria but were not 

included in the sampling frame, it is acknowledged that there is potential for the sampling 
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frame to under-represent some groups in the total population. This will be addressed further 

in the limitations section of the concluding chapter of the thesis. 

 
3.4.3 Sampling methods 
 
Sampling methods can be broadly divided into two types: (i) probability sampling (in which 

members of the population have a known chance of being included in the sample); and (ii) 

non-probability sampling (in which members of the population do not have a known chance 

of being selected (Zikmund, 2003).  

 

The results obtained from probability sampling can be confidently generalised to the 

population from which the sample is drawn (Zikmund, 2003, Sekaran, 2000). Examples of 

such methods include: 

 Simple random sampling: whereby elements of the sample from the selected 

sampling frame are included by using mathematical techniques (Maholtra, 

1999). Despite its ability to yield the most accurate findings, simple random 

sampling requires a well-developed sampling frame, which is very difficult to 

develop (Maholtra, 1999, Neuman, 2006b). 

 Systematic sampling: whereby the number of elements in the sampling frame is 

divided by the desired sampling size and the nth element (the nearest integer of 

the division result) is included in the sample (given that the elements in the 

sampling frame are not organised according to predetermined rules) (Davis, 

2005). 

 Stratified sampling: which is more appropriate for populations that are 

composed of various sub-populations (unlike simple random sampling and 

systematic sampling, which are both based on the assumption that the 

population is homogeneous) (Neuman, 2006b). The strata (and their respective 

sizes) are identified in accordance with the composition of the population. 

Sampling elements are then included in each stratum using simple random or 

systematic random sampling methods (Zikmund, 2003).  

 Cluster sampling: whereby the population is divided into clusters and a limited 

number of clusters are chosen for study (usually due to economic constraints) 
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(Neuman, 2006b). Within the chosen clusters, elements are selected by simple 

random sampling (Davis, 2005). Cluster sampling is appropriate for cases in 

which the sampling frame of the whole population cannot be obtained (Neuman, 

2006b).  

*  

The results obtained from non-probability sampling cannot be generalised to the whole 

population; nevertheless, such techniques do yield acceptable results at a much lower cost 

(Davis, 2005). Non-probability sampling methods include: 

 

 Judgmental sampling: whereby personal judgment is used by the researcher to select 

elements that are likely to be informative for inclusion in the sample (Maholtra, 1999). 

Judgmental sampling is appropriate in cases in which the population is difficult to reach 

(such as a product launch or a new market development) (Neuman, 2006b). 

 Convenience sampling: whereby all elements of analysis that are conveniently available 

are included in the sample. This is approach is applicable to research projects in which a 

large sample is required (as in the case of consumer goods) (Zikmund, 2003, Maholtra, 

1999). This sampling method has been criticised for its potential to under-represent 

certain (non-convenient) groups within the population (Zikmund, 2003).  

 Snowball sampling: whereby connections or networks of potential respondents emanating 

from initially selected respondents are used in accordance with the principles of 

judgmental sampling (Neuman, 2006b). Through referrals from the initial cohort of 

respondents, the sample size is expanded until the number of names is exhausted or an 

adequately sized sample is reached (Davis, 2005). Like other non-probability sampling 

methods, snowball sampling has been criticised for potential under-representation of 

certain groups within the whole population.  

 

In the present study, it was obviously impossible to ascertain the exact number of 

people in the world who satisfied the basic criteria (interest in medical tourism and 

proficiency in English). A finite number could not therefore be achieved in the sampling 

frame. All probability sampling techniques were therefore inappropriate. Moreover, 

convenience sampling and quota sampling techniques were not applicable because the general 

population of people conveniently available were unlikely to be those with a strong interest in 
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medical tourism; in addition, appropriate methods for determining a quota within the general 

population was not at all apparent. It was therefore decided that the most appropriate 

sampling method for the present study was judgmental sampling, complemented by snowball 

sampling.  

 

Having made this decision, the international offices of the Tourism Authority of 

Thailand in the four identified markets noted above were approached for assistance. These 

offices served as ‗gatekeepers‘ in these markets to travel agencies specialising in medical 

tourism and the international sales representative offices of Thai health-care providers. These 

agencies agreed to distribute an e-mail invitation to customers on their databases who had 

previously sought information about medical tourism. An e-mail introducing the research 

project was sent to these people by the relevant agency requesting them to visit an Internet 

website on which the questionnaire was posted. To complement the Internet survey, written 

questionnaires with pre-paid postage envelopes were sent to these agencies for distribution to 

people who walked in to the agency and indicated a preference to complete the survey via a 

paper version.   

 

3.4.4 Sample size 
 
In determining the sample size, the three key considerations are: (i) the degree of accuracy; 

(ii) the degree of diversity of the population; and (iii) the number of variables to be examined 

(Neuman, 2006b). In most cases these factors are positively correlated with sample size. 

However, as Maholtra (1999) has noted, this does not necessarily mean that huge sample 

sizes are routinely required; indeed, different purposes require different numbers of 

respondents. Table 3.11 shows conventional sample sizes for different purposes in marketing 

research. 
 
 
Table 3.11: Minimum and typical sample sizes for market research 
 
Research purpose Minimum sample 

size 
Typical sample 
size 

Problem identification 500 1000–2500 
Problem-solving research 200 300–500 
Product test 200 300–500 



 

107 
 

Test-marketing studies 200 300–500 
TV/radio/print advertisement 

(per commercial) 
150 200–300 

Test market audits 10 stores 10–20 stores 
Focus group 6 groups 10–15 groups 
Source: (Maholtra, 1999) 

 

The present study is best represented by the category of ‗problem-solving research‘ in 

Table 3.11. As such, it would seem that a sample of 300–500 respondents would be 

appropriate. A desired sample size of 300 was therefore chosen. In this regard it is noteworthy 

that Manning and Munro (2007) have suggested a ‗rule of thumb‘ regarding sample size, 

whereby 100 is considered ‗poor‘, 200 is considered ‗fair‘, and 300 is considered ‗good‘. It 

would thus seem that a sample size of 300 respondents was appropriate for this study. 

 

3.4.5 Survey administration 
 
The term ‗survey administration‘ refers to data collection using a survey instrument to obtain 

information pertinent to the research question from a large number of respondents (Davis, 

2005) (De Vaus, 1995). When choosing a survey-administration method, five issues must be 

considered: (i) obtaining an appropriate response rate; (ii) obtaining a representative sample; 

(iii) design of a questionnaire; (iv) quality of responses; and (v) implementation problems.  

 

Four methods of survey administration are commonly applied: (i) personal interview; 

(ii) telephone survey; (iii) postal-mail survey; and (iv) Internet survey. 

Personal interview involves interpersonal discourse initiated by researchers with the 

aim of obtaining the required information (De Vaus, 1995). Personal interview usually yields 

the highest response rate of any survey method in a normally distributed sample (De Vaus, 

1995). To conduct an effective personal interview, an interrogation plan should be prepared to 

ensure that appropriate questions are asked to collect all information that is pertinent to the 

research questions. Personal interview enables researchers to ask more complicated questions 

than other modes; moreover, the questionnaire can be somewhat longer than surveys 

administered by other methods (De Vaus, 1995, Davis, 2005). However, personal interview is 

said to be more prone to response and non-response errors because: (i) respondents who are 

busy and those who wish to preserve their privacy might choose not to take part in the survey 
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(Davis, 2005); and (ii) respondents might distort their answers by giving answers that they 

perceive to be socially acceptable or acceptable to the interviewer (Davis, 2005, De Vaus, 

1995). In addition, the cost of conducting personal interviews is usually greater than other 

modes of survey administration (De Vaus, 1995). In view of these problems, personal 

interview was not chosen as the mode of data collection for the present study because the 

sample was geographically dispersed and there were legal issues involved in relation to the 

privacy of respondents.  

 

Telephone surveys offer advantages over personal interviews in terms of speed. 

However, unstructured interviews by telephone are not considered desirable due to the lack of 

personal cues and intimacy between interviewers and interviewees (Davis, 2005). Response 

rates are also questionable because not all people have access to a telephone and not all 

telephone numbers are used for voice communication (Davis, 2005, De Vaus, 1995). Some 

potential respondents might hesitate to cooperate with a telephone survey for security and 

privacy reasons (Davis, 2005). The cost of telephone surveys can also be high in the case of 

an international survey (Davis, 2005). For these reasons, telephone survey was not chosen for 

this study.  

 

Postal mail survey usually provides the lowest response rate; however, a good survey 

design can improve the response rate (De Vaus, 1995). Respondents who are not well 

educated can face problems with the complex content of some written questionnaires. 

However, mail surveys are not as much affected by response errors as other methods because 

there is no physical interaction between the interviewers and respondents.  

 

Internet surveys offer advantages in terms of being easy to administer and usually 

having higher response rates (Davis, 2005). However, it is believed that this mode of survey 

administration is more appropriate for better educated and younger respondents (Davis, 

2005). Online or Internet surveys are therefore considered to be appropriate for collecting data 

in more developed economies where people are generally better educated and have greater 

access to the Internet (Cabanoglu et al., 2001). Respondents tend to complete Internet surveys 

more quickly than postal mail surveys (Cabanoglu et al., 2001). Moreover, web-based surveys 

are the most economical mode of data collection (Cabanoglu et al., 2001).  
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Table 3.12 summarises the advantages and disadvantages of different modes of survey 

administration.  

 
Table 3.12: Advantages and disadvantages of modes of survey administration 
 
 Method 
 Personal 

interview 
Telephone 
survey 

Postal mail 
survey 

Internet 
survey 

Respondent 
identification 

Excellent Good Fair Good 

Flexibility Excellent Good Fair  Good 
Anonymity of 

respondent 
Poor Fair Excellent Fair 

Accuracy on sensitive 
data 

Fair Fair Good Good 

Control of interviewer 
effect 

Poor Fair Excellent Excellent 

Rigidity of scheduling 
requirement 

Poor Fair Excellent Excellent 

Time required Fair Good Fair Excellent 
Response rate Good Fair Fair to Poor Excellent 
Cost Poor Good Good Excellent 
Source: (Davis, 2005) 

 

Taking all of these issues into consideration, it was decided to use a web-based survey 

as the major mode of data collection. This was complemented by some hardcopy 

questionnaires distributed directly to customers of the selected travel offices with return-paid 

postage envelope to the offshore offices of the Tourism Authority of Thailand. Because the 

four proposed markets were geographically dispersed, personal interview and telephone 

survey were not economically viable options. In addition, questions about medical treatment 

can raise sensitive issues which, depending on cultural norms, might lead to distorted 

responses if obtained by telephone or personal interviews. Moreover, in the United Arab 

Emirates, personal interviews between males and females might be considered inappropriate 

(McMuarray, 2007, Bouma, 2000). Internet survey was therefore chosen as the best method to 

obtain a high response rate while preserving the privacy and anonymity of respondents.  

 

Postal mail survey was chosen as the complementary data collection method because 

some prospective medical tourists, especially older respondents, might not be computer 

literate. The whole survey period was conducted over a  three month period from 20 October 

to 29 December 2008, after the completion of the pilot survey.  
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3.5 Data analysis 
 
3.5.1 Data preparation and coding 
 
Data preparation involved five activities: (i) checking questionnaire responses and excluding 

unsatisfactory surveys; (ii) editing of partially incomplete questionnaires; (iii) coding of data; 

(iv) cleaning of data; and (v) statistical adjustment (Maholtra, 1999).  

 

With regard to the first of these, some returned questionnaires were excluded from the 

sample after data collection had been concluded. These included: (i) incomplete 

questionnaires with insufficient data for further analysis: and (ii) disqualified questionnaires 

from respondents who chose option E (‗I would not consider travelling abroad for medical 

reasons‘).  

 

With regard to editing the questionnaires, those with partially incomplete data were 

assigned missing values (as appropriate) and checked for consistency of responses. 

Inconsistent surveys were also disqualified and excluded from the sample (Maholtra, 1999).  

 

Coding then proceeded by assigning values to the responses reported by respondents. 

These were then recorded in accordance with the SPSS (version 14) software statistical 

program.  

 

After coding, each of the variables was checked for a normal distribution. Outliers for 

nominal variables were detected using boxplot, and cases outside the three-box range were 

excluded from the analysis for that particular nominal variable (Manning and Munro, 2007). 

Multivariate outliers for interval and ratio variables were detected by calculating Mahalanobis 

distance; these were fixed as appropriate (Manning and Munro, 2007). 
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3.5.2 Selection of statistical technique 
 
After data preparation had been completed, the scales were transformed as needed according 

to the nature of the items. Composite variables were computed for further analysis and 

checked for reliability and validity. They were also checked for normality of score 

distribution using z-score as the major indicator (Manning and Munro, 2007).  

 

It was decided that the statistical techniques to be adopted in this study would include: 

(i) Pearson‘s correlation coefficient; (ii) analysis of variance; (iii) principal component 

analysis; and (iv) multiple linear regression (Manning and Munro, 2007). Variables of 

interval measurement that satisfied an assumption of normality were tested with parametric 

statistical techniques—including Pearson product moment correlations, analysis of variance, 

and multiple correlation coefficients. Variables of interval measurement that failed to satisfy 

an assumption of normality were treated with non-parametric statistical techniques—

including Spearman‘s rank order correlation, the Kruskall–Wallis test, and the Mann–

Whitney U test.  

 

3.6 Ethical considerations 
 
As a form of social science research, business research deals with human respondents who 

must be treated with respect, justice, integrity, and beneficence 

(Australian_Research_Council, 2007). When potential respondents are asked to participate in 

such research, researchers must be mindful of the fact that they are actually seeking 

permission to intrude on the privacy of these people, and obtaining informed consent to 

participate is therefore crucial. In this regard, Bouma (2000) proposed five ethical principles 

that should guide researchers in conducting a study such as the one reported in this thesis. The 

application of these five principles in the context of the present study is explained below. 

 

 
3.6.1 Principle 1: Dignity and respect 
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The first ethical principle enunciated by (Bouma, 2000) is that all participants must be treated 

with dignity and respect. In designing this research, the physical and psychological well-being 

of all participants, especially with regard to privacy, was a paramount concern. This issue was 

discussed in detail with the supervisor. As a result, the strategy of reaching potential 

participants with the assistance of the Tourism Authority of Thailand was suggested as an 

ethical approach. In addition, the questionnaire was designed in such a way that respondents 

were not required to divulge individual identities.  

 

3.6.2 Principle 2: Literature review 
 
The second ethical principle enunciated by (Bouma, 2000) is that research must be based on 

an extensive literature review under the supervision of qualified and experienced persons. 

Such a literature review enables a researcher to see how other scholars have dealt with similar 

problems in the past. Supervision by a qualified and experienced person ensures that the 

researcher seeks appropriate guidance in dealing with various issues. In the present study, an 

extensive review of previous studies in all fields related to the research has been undertaken 

under the close supervision of a highly qualified and experienced supervisor.  

 

3.6.3 Principle 3: Benefits and risks 
 
The third ethical principle enunciated by (Bouma, 2000) is that the benefits of the research 

must justify the risks involved.  

 

In terms of benefits, no quantitative studies of the behaviour of medical tourists had 

previously been conducted. The potential benefits of the findings for patients, health-care 

providers, and relevant policy-makers were therefore extensive in terms of creating better 

choices for medical tourists and monitoring the quality of the medical services provided to 

them.  

 

In terms of risk, this research can be described as a ‗low risk‘ undertaking because the 

only detriment suffered by participants was the loss of time involved in responding to the 

survey questionnaire (Australian_Research_Council, 2007). The questions included in the 
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questionnaire did not require participants to divulge any confidential information about 

personal or socially sensitive issues. The choice of an Internet survey as the major mode of 

survey administration minimised physical contact between the researcher and respondents. It 

was therefore felt that the benefits to be derived from this research justified the low level of 

risk.  

 

3.6.4 Principle 4: Voluntary and informed participation 
 
The fourth ethical principle enunciated by (Bouma, 2000) is that participation must be both 

informed and voluntary. 

 

Informed consent was ensured with the Internet survey by providing introductory letters 

outlining the nature of the study. These communications indicated: (i) the identity of the 

researcher and the university; (ii) the purpose of the research; (iii) the nature of the questions; 

(iv) the approximate length of time required to complete the survey; and (v) advice on how to 

make a complaint to the university if desired. Copies of these communications can be found 

in Appendix 1. In the case of the hardcopy (postal mail) questionnaire, the same introductory 

letter was sent as a covering document to the written questionnaire. Every effort was thus 

made to ensure that participation in the present study was an informed decision 

(Australian_Research_Council, 2007).  

 

With regard to voluntary participation, there was no coercion of any kind; nor were 

incentives used. The participation of all respondents was thus entirely voluntary. Moreover, 

the introductory communications contained a clause stating that participants were free to 

withdraw from the study at any time.  

 

 
 
 
3.6.5 Principle 5: Public and informative research 
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The fifth ethical principle enunciated by (Bouma, 2000) is that research must be made public 

and must contribute to the knowledge of the scientific community. Copies of the completed 

thesis will be made available in the library of Southern Cross university and the DBA centre. 

Any scholars interested in the topic will have full access to the thesis.  

 

3.7 Conclusion 
 
This chapter has explained that the present research is a quantitative study conducted in 

accordance with the positivist paradigm. The study incorporates 13 interrelated variables that 

were measured to test 12 hypotheses (as noted in Chapter Two). The target population of this 

research includes those who: (i) have a demonstrated interest in medical tourism; and (ii) are 

proficient in the English language. Judgmental sampling and snowball sampling were chosen 

as the sampling methods, and an Internet survey was chosen as the major method of survey 

administration. After data collection, the data were screened and edited before further 

analysis. Throughout the design process, ethical considerations have been carefully taken into 

account.  
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Chapter Four 
Data Analysis 

 
4.1 Introduction 
 
This chapter reports on the analysis of the data collected in accordance with the methodology 

described in the previous chapter. The data-collection process is reported in Section 4.2. 

Respondents‘ profiles are reported in Section 4.3. Variables are discussed in Section 4.4. 

Section 4.5 addresses the hypotheses proposed in Chapter 2. Finally, a conclusion to the 

chapter is provided in Section 4.6. Figure 4.1 outlines the structure of this chapter.  

 
Figure 4.1: Structure of Chapter Four 
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4.2 Data-collection process 
 
4.2.1 Pilot study 
 
After the research was approved by the university‘s Ethics Committee, a pilot study was 

conducted. An introductory message and information sheet about the study was sent from the 

Sydney office of the Tourism Authority of Thailand (TAT) to 268 prospective respondents 

who had enquired about health-care services in Thailand.  

 

Forty respondents completed the questionnaire online. Of these 40 completed 

questionnaires, 8 were identified as invalid because respondents stated that they were not 

considering travelling abroad for medical treatment (option E of Question 1). A total of 32 

valid questionnaires were therefore included in the pilot study.  

 

Composite variables were tested for validity and reliability using item-to-total 

correlations, inter-item correlations, principle component analysis, and Cronbach‘s alpha 

(Manning and Munro, 2007).  

 

For a composite variable to be considered valid, the mean score of the composite 

variable should correlate with all items constituting the variable (greater than 0.50); 

moreover, these constituent items should correlate with each other (greater than 0.30) 

(Manning and Munro, 2007). In addition, principal component analysis should extract only 

one factor (eigenvalue greater than 1.00) from all constituent items (Davidson et al., 2002).  

With regard to reliability, Cronbach‘s alpha value for the constituent items should be 

greater than 0.70 (Manning and Munro, 2007).  

 

All composite variables were checked for validity and reliability in accordance with 

these criteria. As a consequence of the pilot study, some items were deleted, some were 

added, and some were modified to make the scales more valid and reliable. Items that were 

deleted, added, or modified are presented in Table 4.1. Details of these modifications are as 

follows. 
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The variable of health locus of control was measured by three sub-scales: (i) internal 

health locus of control (IHLC); (ii) chance health locus of control (CHLC); and (iii) people 

health locus of control (PHLC). Because the initial scale contained only two items for 

measuring CHLC, it was not surprising that the level of reliability was below the accepted 

criterion (0.70) (Manning and Munro, 2007). Two other items related to CHLC, which had 

been adapted from Form B of health locus of control, were added to the questionnaire to 

make the composite variable more reliable (Wallston et al., 1994).  

 

The variable of information sources was measured by three sub-scales: (i) induced 

image agents; (ii) autonomous image agents; and (iii) organic image agents. One item under 

‗autonomous image agents‘ was re-designated from ‗information from Internet‘ to 

‗information from non-commercial websites‘ (which included websites of professional 

associations, web-boards, and online communities) to make the scale clearer to respondents. 

One item belonging to ‗organic image agents‘ (‗testimonials from those who have received 

medical treatment in potential destinations‘) was added to make this composite variable 

(‗organic image agents‘) more reliable.  

 

According to a senior executive of a Thai health-care provider, respondents who already 

have experience with medical tourism products should be distinguished from respondents 

who have no such experience. An additional question was therefore added to Part 3 of the 

questionnaire: ‗Have you ever visited any of the following countries for medical reasons?‘  

 

The destination attributes were divided into six categories: (i) quality of care; (ii) 

saving potential; (iii) safety issues in potential destinations; (iv) hygiene issues in potential 

destinations; (v) tourism opportunities; and (vi) accessibility. Two items related to quality of 

care (‗my ideal medical tourism destination has surgeons who are educated abroad‘; and ‗my 

ideal medical tourism destination has high levels of infrastructure, such as luxurious hotels‘) 

were deleted from the questionnaire to increase the reliability level. One item related to 

saving potential (‗my ideal medical tourism destination provides accommodation at an 

affordable cost‘) was also deleted because this action increased Cronbach‘s alpha value from 

0.879 to 0.910. Two items related to accessibility of potential destinations (‗my ideal medical 

tourism destination has an easy immigration policy‘; and ‗my ideal medical tourism 
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destination has a good transportation system‘) were also deleted to shorten the questionnaire 

based on feedback from the pilot study participants  

 

The modifications made to the questionnaire as a result of the pilot study are shown in 

Table 4.1. The modified version of the questionnaire was used for data collection for the main 

study. 

 
Table 4.1: Modifications to questionnaire as a result of pilot study 

 

Modified variables Items deleted Items added Items modified 
Health locus of control: 

‗chance locus of control‘ 
(CHLC) 

None I am destined to have the 
health problems which I 
currently suffer from 

None 

  It is no one‘s fault that I 
have my current health 
problem 

 

    
Information source 

(autonomous image 
agents) 

None None Information from non-
commercial websites 
(websites of 
professional 
associations, web-
boards, and online 
communities) 

    
Experiences with 

destinations as medical 
tourism destinations 

 Have you ever visited any 
of the following 
countries for medical 
reasons?  

None 

    
Information source 

(organic image agents) 
None Testimonials from those 

who have received 
medical treatment in 
potential destinations 

None 

    
Quality of care … has surgeons who are 

educated abroad 
None None 

 … has high level of 
infrastructure such as 
luxurious hotels 

  

    
Saving potential  … provides 

accommodation service 
at an affordable cost 

None None 

    
Access … has an easy 

immigration policy 
None None 

 … has a good 
transportation system 
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4.2.2 Data collection for main study 
 
Data collection for the main study occurred between 20 October 2008 and 29 December 

2008. This was conducted with the assistance of certain appropriate gatekeepers: (i) 

international offices of the Tourism Authority of Thailand; (ii) sales representative offices of 

Thai health-care providers in foreign markets; and (iii) travel agencies specialising in medical 

tourism. These gatekeepers sent e-mails to current and prospective customers included in 

their databases inviting them to complete the questionnaire online. These messages contained 

an information sheet (Appendix 1) as well as a message of support for the research from the 

various gatekeepers. 

 

In total, 336 completed questionnaires were collected; of these, 13 incomplete cases in which 

respondents had not answered several parts of the questionnaire were excluded from the 

analysis. Therefore, from a total of approximately 2,300 emails sent to prospective tourists 

inviting them to complete the online survey, 323 valid completed questionnaires were 

returned, which resulted in a response rate of 14.04%. The 14.04 % response rate is 

considered acceptable as no incentive was offered to respondents. Normally, consumer survey 

with no incentive offered to respondents yields lower than 10% response rate while the 

response rate with consumer survey with incentives and follow ups can be as high as 26.54% 

(People Pulse, 2010). As for the written questionnaire, approximately 80 copies of written 

questionnaire were distributed. However, there has been no returned copy.  

 

 

The valid questionnaires were then screened to ascertain whether they met the 

predetermined parameters of: (i) interest in medical tourism; and (ii) proficiency in English. 

Of the 323 questionnaires, 13 respondents had chosen option E (‗I would not consider 

travelling abroad for medical reasons‘) of question 1 (‗For what reasons are you interested in 

medical tourism?‘). These 13 were also discarded, which led to a final total of 310 valid cases 

for inclusion in the analysis (representing a usable response rate of 13.5%).  

 

4.3 Profiles of respondents 
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The demographic characteristics of respondents were assessed in terms of gender, age, marital 

status, country of residence, income, education, employment, and purposes of medical visit. 

Table 4.2 presents a summary of the demographic characteristics of the final sample 

respondents.  

 

 
 
 
Table 4.2: Demographic profile of respondents 
 
Demographic characteristic Number of 

respondents 
Proportion of 
sample 

Male 145 46.8% 
Female 165 53.2% 
   
18–30 years old 62 20.0% 
31–40 years old 116 37.4% 
41–50 years old 80 25.8% 
51–60 years old 38 12.3% 
61–70 years old 13 4.2% 
71 years and older  1 0.3% 
   
Single 134 43.2% 
Married 127 41.0% 
Cohabiting 17 5.5% 
Divorced 17 5.5% 
Widowed 10 3.2% 
Separated 5 1.6% 
   
Australia (country of origin) 53 17.1% 
United Arab Emirates (country of origin) 52 16.8% 
United States of America (country of origin) 32 10.3% 
United Kingdom (country of origin) 31 10.0% 
Hong Kong (country of origin) 28 9.0% 
Singapore (country of origin) 18 5.8% 
Other 96 31.1% 
   
USD$10,000 or less (annual income) 28 9.0% 
USD$10,001–30,000 (annual income) 62 20.0% 
USD$30,001-60,000 (annual income) 129 41.6% 
USD$60,001-100,000 (annual income) 53 17.1% 
USD$100,001-200,000 (annual income) 25 8.1% 
More than USD$200,001 (annual income) 13 4.2% 
 
Educated up to and including high school 21 6.8% 
College diploma 46 14.8% 
Bachelor‘s degree 125 40.3% 
Master‘s degree 100 32.3% 
Doctorate 18 5.8% 
   
Corporate firm employee 124 40.0% 
Business owner 65 21.0% 
Freelance professional 29 9.4% 
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Employed with temporary contract 28 9.0% 
Unemployed 11 3.5% 
Other 53 17.1% 

 

It is apparent that there were slightly more female respondents (53.2%) than male 

respondents.  

The largest group of respondents were 31–40 years of age (37.4%), followed by those 

who were aged 41–50 years (25.8%) and those aged 18–30 years (20.00%).The relative 

under-representation of older respondents is probably explained by the online nature of the 

survey.  

 

In terms of marital status, single respondents represented the largest group (43.2%), 

closely followed by married respondents (41%).  

 

In terms of country of origin, 17% of respondents were from Australia, followed by the 

United Arab Emirates (16.8%), United States of America (10.3%), United Kingdom (10.0%), 

Hong Kong (9%), and Singapore (5.8%). The remainder of the sample (31.1%) chose the 

option ‗other‘ (indicating one or more other countries). 

 

Most respondents (approximately 60% in all) were in either the upper-middle socio-

economic stratum (with 41.6% of respondents earning USD$30,001–60,000 annually) or the 

lower-middle socio-economic stratum (with 20% earning USD$10,001–30,000 annually). 

Another 17.1% of respondents had an annual income of USD$60,001–100,000.  

 

Most respondents were well educated, with 40.3% having obtained a bachelor‘s degree 

and 32.3% having a master‘s degree. In terms of employment status, 40% of respondents 

were employed full-time by corporate firms, whereas 21% owned businesses.  

 

Table 4.3 summarises the respondents‘ objectives in travelling abroad for medical 

reasons. Respondents were asked to choose one or more alternatives that applied to their 

situation. Because they were allowed to state more than one objective, the total number of 

answers is thus greater than the number of respondents (377 answers; 122.8% of valid cases).  

 
Table 4.3: Objective(s) of travelling abroad for medical reasons 
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Objective of travelling abroad Number Proportion of 

responses 
Proportion of 
cases 

To cure an illness 106 28.1% 34.5% 
For cosmetic surgery 96 25.5% 31.3% 
For medical check up 94 24.9% 30.6% 
To improve health 81 21.5% 26.4% 
Total 377 100.0% 122.8% 
 

It is apparent from Table 4.3 that the largest group of respondents were interested in 

curing their illnesses (28.1% of responses), followed by cosmetic surgery (25.5%), and 

medical check-ups (24.9%). The least-reported alternative was health improvement (21.5%).  

 
4.4 Descriptive analysis of variables  
 
Table 4.4 presents a descriptive analysis (and normality of distribution) of all the composite 

variables used in the study. Table 4.5 summarises the same characteristics of the non-

composite variables.  

Table 4.4: Summary of descriptive analysis of composite variables 
 
Variable Mean Standard 

deviation 
Number of 
constituent 
items 

Z-score Cronbach’s 
alpha 

Health locus 
of control 

Internal health 
locus of 
control 

5.91910 0.68332 8  1.297 0.894 

 Chance health 
locus of 
control 

3.2045 1.08654 3  3.913* 0.792 

 People health 
locus of 
control 

3.8642 0.85145 6  3.0797 0.858 

       
Attitude 

towards 
health-care 
system in 
home 
country 

Cost 3.0144 1.12246 5 5.203* 0.810 

 Procedures 3.7607 1.21754 4 1.014 0.859 
       
Information 

sources 
Induced 4.8655 0.88632 5  3.1086 0.832 

 Autonomous 5.1482 0.75625 4  0.1014 0.877 
 Organic 5.5975 0.81914 3 3.2463 0.770 
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Medical 
tourism 
destination 
attributes  

Quality of care  5.6128 0.77149 7 3.0724 0.836 

 Saving potential 5.5395 0.90965 3 2.6811 0.726 
 Safety issues 5.1390 0.87162 9  0.224 0.896 
 Tourism 

opportunities 
4.0603 1.15994 5 2.0144  0.834 

 Hygiene issues 5.5372 0.79142 4 3.1449 0.703 
 Accessibility 4.9447 1.08613 2 2.471 0.715 
* Z-score is higher than 3.29; Transformation is applied 

 

 

Table 4.5: Descriptive analysis of non-composite variables 
 
Variable Mean Standard 

deviation 
Z-score 

Motivation to engage in medical tourism 5.5065 0.85424 0.3116 
Familiarity with procedures 

involved with 
desired medical 
care 

4.05001 1.38531 3.1956 

 with Thailand as a 
medical tourism 
destination 

4.5845 1.75046 4.1159 

Perceived risks Functional risk 5.8304 0.9641 4.43478 
 Financial risk 5.3895 1.01962 2.2174 
 Health risk 5.0098 1.27863 4.0000 
 Physical risk 4.8344 1.37541 3.963 
 Satisfaction risk 5.6578 1.12502 3.9347 
 Psychological risk 3.5537 1.58253 0.9420 
 Political risk 4.0358 1.47756 1.5072 
 Social risk 3.2345 1.49120 1.1449 
 Time risk 4.3420 1.28608 1.9927 
Image of hygiene level of 

potential destinations 
Thailand  5.0675 0.92360 3.1304 

 Malaysia 4.9865 0.98852 3.3188 
 Singapore 6.3265 0.73859 7.3043 
 India 3.0395 1.36949 2.1811 
Image of safety and 

security of potential 
destinations 

Thailand 4.7296 1.21288 4.5507 

 Malaysia 4.8721 1.16865 4.1159 
 Singapore 6.2316 0.83317 7.0144 
 India 3.3684 1.35429 2.2101 
Intention to visit Thailand 5.1246 1.46950 5.86231 
 Malaysia 3.9608 1.91959 2.1014 
 Singapore 4.7410 1.46649 4.9057 
 India 2.1813 1.56865 5.4275 

 
4.4.1 Health locus of control 
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As noted above, the variable of ‗health locus of control‘ was measured on three sub-scales: (i) 

internal health locus of control (IHLC); (ii) chance health locus of control (CHLC); and (iii) 

people health locus of control (PHLC). 

  

4.4.1.1 Internal health locus of control 
 
IHLC was measured by asking respondents to indicate their degree of 

agreement/disagreement with eight items on a seven-point Likert-type scale.  

The scores for these eight items were checked for validity using principal component 

analysis, inter-item correlations, and item-to-total correlations (as shown in Appendix 2). One 

factor was extracted with an eigenvalue greater than 1.00 (KMO = 0.896), and Bartlett‘s test 

for sphericity was significant (χ2 = 1255.143; df = 28; p<0.05) (Manning and Munro, 2007). 

All items were related to each other and the composite variable at satisfactory levels (inter-

item correlation = 0.30; item-to-total correlation = 0.50) (Manning and Munro, 2007). The 

composite variable was thus judged to be valid. The variable was also reliable, as indicated by 

Cronbach‘s alpha value of 0.894, which was greater than the critical value of 0.70 (Manning 

and Munro, 2007). 

 

The mean score for the composite variable was 5.91910 on a scale of 1 to 7 (standard 

deviation 0.68332). It can therefore be argued that respondents had a high level of IHLC.  

 

The score was checked for normality of distribution by using z-score (division of skew 

value by skew error value) (Manning and Munro, 2007). The z-score of this composite 

variable was 1.927, which was within the critical value of 3.29 for a sample size greater than 

300. The scores of the IHLC variable were therefore normally distributed.  

 

4.4.1.2 Chance health locus of control 
 
CHLC was measured by asking respondents to indicate their degree of 

agreement/disagreement with four items using a seven-point Likert-type scale. 

 

The variable was checked for validity using principal component analysis, inter-item 

correlations, and item-to-total correlations. One factor was extracted with an eigenvalue 



 

125 
 

greater than 1.00 (KMO = 0.684), and Bartlett‘s test for sphericity was significant (χ2 = 

292.081; df = 3; p<0.05) (Manning and Munro, 2007, Fox, 1997). The constituent items 

correlated with the composite variable and with each other at satisfactory levels (item-to-total 

correlation = 0.50; inter-item correlation = 0.30) (Manning and Munro, 2007). 

 

The variable was also checked for reliability. It was found that excluding one item (‗I 

am destined to have the health problems I currently suffer from‘) from the composite variable 

would increase its reliability (Cronbach‘s alpha) from 0.739 to 0.792. The composite variable 

CHLC was therefore computed by averaging the scores of the three remaining items. The 

variable was thus both reliable and valid. 

 

The mean score for the composite variable was 3.2045 on a scale of 1 to 7 (standard 

deviation 1.08654), with Cronbach‘s alpha value 0.792. This finding suggests that 

respondents had quite a low level of CHLC.  

 

The z-score, which was used as the indicator of normal distribution of variables of 

interval measurement, was 3.913. This was greater than the acceptable value of 3.29 

(Manning and Munro, 2007). Transformation of the score was thus required to ensure that the 

variable qualified for parametric statistical techniques that require scores to be normally 

distributed. Square root transformation was applied to the composite variable, and the z-score 

of the transformed variable was below the critical value of 3.29 (mean = 1.7647; standard 

deviation = 0.30085; z-score = 0.1231) (Tabachnick and Fidell, 1996, Bryman and Duncan, 

2004). The square root transformation of the composite variable was used for subsequent 

analysis.   

 

4.4.1.3 People health locus of control 
 
PHLC was measured by asking respondents to state their degree of agreement/disagreement 

with six statements on a seven-point Likert-type scale.  

 

The variable was checked for validity by inter-item correlation, item-to-total 

correlation, and principal component analysis to ensure that the six constituent items were 
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homogeneous (Manning and Munro, 2007). One component was extracted with an eigenvalue 

greater than 1.00 (KMO = 0.854), and Bartlett‘s test for sphericity was significant (χ2 = 

759.507; df = 15; p<0.05). Constituent items correlated with the composite variable and with 

each other at satisfactory levels (inter-item correlation = 0.30 and item-to-total = 0.50) 

(Manning and Munro, 2007).  

 

The composite variable was also very reliable, as indicated by a Cronbach‘s alpha value 

of 0.858 (Manning and Munro, 2007, Bryman and Duncan, 2004). Deleting any of the 

constituent items did not make the composite more reliable.  

 

The composite variable PHLC was thus computed by averaging the scores of the six 

constituent items. The mean score of the composite variable was 3.8642 on a scale of 1 to 7 

(standard deviation 0.8515). It can be thus argued that respondents did not really believe that 

other people can influence their health.  

 

The score of the composite variable was normally distributed, as indicated by a z-score 

of 3.07, which was less than the critical value of 3.29 for a sample larger than 300 (Manning 

and Munro, 2007, Tabachnick and Fidell, 1996).  

 

4.4.2 Attitude towards health-care system in home country 

 
Attitudes towards health-care systems in the home country were assessed in terms of: (i) 

attitudes towards cost; and (ii) attitudes towards waiting time and procedures.  

4.4.2.1 Attitude towards cost of medical care  
 
Respondents were asked to indicate (on a seven-point Likert-type scale) their degree of 

agreement/disagreement with five statements about the affordability of the costs of medical 

care in their home country. The scores of the five items were recoded so that low scores 

signified negative attitudes towards the affordability of the cost of medical care in the 

respondents‘ home country whereas high scores indicated positive attitudes.  
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The composite variable was checked for validity by item-to-total correlation, inter-item 

correlation, item-to-total correlation, and principal component analysis. One factor with an 

eigenvalue greater than 1.00 was extracted (KMO = 0.7902), and Bartlett‘s test for sphericity 

was significant (χ2 = 504.320; df = 10, p=0.00). Constituent items were correlated with the 

composite variable and with each other at satisfactory levels (item-to-total correlation = 0.50, 

inter-item correlation = 0.30) (Manning and Munro, 2007, Tabachnick and Fidell, 1996). The 

composite variable was highly reliable, as indicated by a Cronbach‘s alpha value of 0.810 

(Manning and Munro, 2007).  

The composite variable was computed by averaging the scores of the five constituent 

items. The mean score of the composite variable was 3.0144 on a scale of 1 to 7 (standard 

deviation 1.2254). Because low scores indicated an adverse opinion, this finding suggests that 

respondents tended to believe that the cost of medical care in their home country were not 

affordable.  

 

In terms of normality of score distribution, the z-score of the composite variable was 

5.203, which was greater than the critical value of 3.29 for a sample size larger than 300. Log 

transformation was therefore applied to the composite variable (Tabachnick and Fidell, 1996). 

The mean score of the log-transformed composite variable was 1.0322 (standard deviation 

0.3832) and the z-score was 2.4928, which was less than the critical value of 3.29 for a 

sample size larger than 300 (Manning and Munro, 2007, Tabachnick and Fidell, 1996). The 

log-transformed variable was therefore used for subsequent analyses that required variables to 

be normally distributed. 

 

4.4.2.2 Attitudes towards waiting time and procedures 

 
Respondents were asked to indicate (on a seven-point Likert-type scale) their degree of 

agreement/disagreement with four statements about waiting times and administrative 

procedures in the health-care system in their home country. The scores of the four items were 

recoded so that low scores signified negative attitudes. 

 

The composite variable was checked for validity using item-to-total correlation, inter-

item correlation, and principal component analysis. One factor with an eigenvalue greater 

than 1.00 was extracted (KMO = 0.765), and Bartlett‘s test for sphericity was significant (χ2 
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= 643.032; df = 6; p=0.00). Constituent items correlated with the composite variable and with 

each other at satisfactory levels (item-to-total correlation = 0.50; inter-item correlation = 

0.30) (Manning and Munro, 2007).  

 

The composite variable was also highly reliable, as indicated by a Cronbach‘s alpha 

value of 0.859 (Manning and Munro, 2007). Although the deletion of one item would have 

increased Cronbach‘s alpha from 0.859 to 0.860, the improvement would have been trivial 

(Bryman and Duncan, 2004). All four items were therefore retained in the composite variable.  

The mean score of the composite variable was 3.7607 on a scale of 1 to 7 (standard 

deviation 1.2175). This suggests that respondents tended to believe that they had to wait for a 

long time and/or pass through several steps to receive the desired medical treatment.  

 

Scores of the composite variable were normally distributed, as indicated by the z-score 

of 1.014, which was less than the critical value of 3.29 for a sample size larger than 300. This 

composite variable thus satisfied the assumption of normality (Manning and Munro, 2007, 

Bryman and Duncan, 2004, Neter et al., 1998).  

4.4.3 Availability of desired medical treatment in home country 
 

Respondents were asked to state their belief about the availability of desired medical 

treatment in their home country by selecting one of three alternatives (‗yes‘, ‗no‘, or ‗don‘t 

know‘). It was found that 72.3% of respondents believed that their desired medical treatment 

was available in their home country, 16.1% believed that it was not available, and 11.6% did 

not know.  

 

Respondents were also asked whether their desired medical treatment was covered by 

their health-insurance plan. They were asked to select one of three alternatives (‗covered‘, 

‗partially covered‘, or ‗not covered‘). It was found that 51.3% of respondents stated that their 

desired medical treatment was not covered by their health plan, 34.2% stated that it was 

partially covered, and 14.5% stated that it was covered.  

 

4.4.4 Motivation to engage in medical tourism 
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Respondents were asked to indicate their level of motivation (on a seven-point Likert-type 

scale) regarding their involvement in medical tourism. The mean score for this variable was 

5.5065 (standard deviation 0.8542), which indicates that respondents were quite strongly 

motivated to travel abroad for medical reasons.  

 

Scores of this variable were normally distributed, as indicated by the z-score of 0.3166, 

which was less than the critical value of 3.29 for a sample size larger than 300) (Manning and 

Munro, 2007).  

 

4.4.5 Medical tourism destination attributes 
 
Six attributes of medical tourism destinations were measured: (i) quality of care; (ii) saving 

potential; (iii) safety and security issues; (iv) overall hygiene levels; (v) tourism opportunities; 

and (vi) accessibility. 

4.4.5.1 Quality of care 
 
Respondents were asked to indicate their degree of agreement/disagreement (on a seven-point 

Likert-type scale) with regard to 10 items about quality of medical treatment.  

 

The composite variable was checked for validity using item-to-total correlation, inter-

item correlation, and principal component analysis. Three items failed to correlate with each 

other at a satisfactory level (greater than 0.30 for a composite variable) (Manning and Munro, 

2007). These items were: (i) ‗my ideal medical tourism destination has many international 

standard hospitals with certified doctors and surgeons‘; (ii) ‗my ideal medical tourism 

destination has many hospitals that are equipped with the world‘s most sophisticated medical 

equipment‘; and (iii) ‗my ideal medical tourism destination has hospitals that coordinate with 

health-care providers in my home country so that I can be assured about quality of the care‘. 

These three items were excluded from further consideration in this composite variable.  

 

The remaining seven items were checked again for validity using inter-item correlation, 

item-to-total correlation, and principal component analysis. The composite variable and the 

remaining seven items correlated with each other at satisfactorily levels (greater than 0.50) 
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(Manning and Munro, 2007). Inter-item correlations of the seven items were also satisfactory 

(greater than 0.30) (Manning and Munro, 2007, Tabachnick and Fidell, 1996). Principal 

component analysis led to one factor being extracted with an eigenvalue greater than 1.00 

(KMO = 0.869), and Bartlett‘s test for sphericity was significant (χ2 = 680.473; df = 21, 

p=0.00). This factor accounted for 50.779% of variance of the data set.  

 

The composite variable was also checked for reliability using Cronbach‘s alpha. The 

result was 0.870, which indicates high reliability (Manning and Munro, 2007, Maholtra, 

1999). The composite variable was thus both valid and reliable. 

By averaging the seven items, the mean score for the composite variable was 5.6128 on 

a scale of 1 to 7 (standard deviation 0.77149), which indicates that respondents considered the 

quality of medical care in foreign countries to be quite important.  

 

The z-score of 3.0724 indicated that the scores of this composite variable were normally 

distributed (Manning and Munro, 2007).  

 

4.4.5.2 Saving potential 
 
Respondents were asked to indicate their degree of agreement/disagreement (on a seven-point 

Likert-type scale) with four items related to saving potential of travelling abroad for medical 

reasons.  

 

The composite variable was checked for validity using inter-item correlation, item-to-

total correlation, and principal component analysis. Although item-to-total correlations of the 

composite variable and its four constituent items were greater than the 0.50 critical value, one 

particular item (‗my ideal medical tourism destination has a much lower cost of living in 

comparison to my home country‘) did not correlate with two items (‗my ideal medical 

tourism destination provides the same medical treatment at a much lower cost than my home 

country‘ and ‗my ideal medical tourism destination provides my desired medical treatment at 

a lower cost compared to other destinations‘) at a satisfactory level (correlation <0.30). In 

addition, reliability check using Cronbach‘s alpha indicated that the alpha value would 
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increase from 0.701 to 0.726 without this particular item. The item was therefore excluded 

from the composite variable computation.  

 

The new composite variable (with the aberrant item excluded) was checked for validity 

using inter-item correlation, item-to-total correlation, and principal component analysis. The 

constituent items correlated with each other and with the composite variable at satisfactory 

levels (correlation >0.50 for item-to-total correlation, and >0.30 for inter-item correlations) 

(Manning and Munro, 2007, Hair et al., 1998). Principal component analysis extracted one 

factor with an eigenvalue greater than 1.00 (KMO = 0.671), and Bartlett‘s test for sphericity 

was significant (χ2 = 193.03; df = 3; p=0.00).  

The composite variable was also checked for reliability using Cronbach‘s alpha. The 

result was 0.726, which indicates that the composite variable was reliable (Manning and 

Munro, 2007, Hair et al., 1998).  

 

The mean score of the composite variable was computed by averaging the mean scores 

of the three constituent items. The mean score was 5.5395 on a scale of 1 to 7 (standard 

deviation 0.90965), which indicates that respondents believed that the saving potential 

associated with medical tourism was quite important in choosing a medical tourism 

destination.  

 

The z-score of the composite variable was 2.6811, which was less than the critical value 

of 3.29 for a sample size larger than 300. This indicated that the composite variable was 

normally distributed (Tabachnick and Fidell, 1996).  

4.4.5.3 Safety and security issues 
 
Respondents were asked to indicate their degree of agreement/disagreement (on a seven-point 

Likert-type scale) with 10 statements regarding safety and security issues at a medical tourism 

destination.  

 

The composite variable was checked for validity using item-to-total and inter-item 

correlations, as well as principal component analysis. Although item-to-total correlations 

between the ten constituent items and the composite variable were satisfactorily (correlation > 
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0.50), one particular item (‗my ideal medical tourism destination is safe to travel to alone‘) 

did not correlate with several other constituent items (‗my ideal medical tourism destination 

has a low crime rate‘; ‗my ideal medical tourism destination is safe to walk on the street 

alone‘; ‗my ideal medical tourism destination has few natural disasters‘; ‗my ideal medical 

tourism destination is not targeted for attack by terrorists‘; and ‗my ideal medical tourism 

destination has a safe transportation system‘) at satisfactorily levels (correlation <0.30). In 

addition, reliability testing by Cronbach‘s alpha indicated that deleting this particular item 

would improve the reliability level by increasing Cronbach‘s alpha from 0.891 to 0.896. The 

aberrant item was therefore excluded from the composite variable calculation.  

 

The composite variable and its remaining nine constituent items correlated satisfactorily 

(correlations >0.50), and the nine constituent items were also correlated at satisfactory levels 

(correlations >0.30). Principal component analysis extracted one factor with an eigenvalue 

greater than 1.00 (KMO = 0.916), and Bartlett‘s test for sphericity was significant (χ2 = 

1296.252; df = 36; p=0.00). This factor accounted for 55% of the variance of the data set.  

 

Cronbach‘s alpha for the composite variable was 0.896, which indicated a high level of 

reliability (Manning and Munro, 2007, Hair et al., 1998). The composite variable was thus 

shown to be valid and highly reliable.  

 

The mean score of the composite variable was 5.1390 on a scale of 1 to 7 (standard 

deviation 0.87126), which indicates that respondents considered safety and security issues to 

be quite important when making a choice of medical tourism destination.  

 

The z-score of the composite variable (0.224) was less than the critical value of 3.29 for 

a sample size larger than 300 (Manning and Munro, 2007, Tabachnick and Fidell, 1996).  

 

4.4.5.4 Tourism opportunity 
 
Respondents were asked to indicate their degree of agreement/disagreement (on a seven-point 

Likert-type scale) with five items relevant to tourism opportunities offered by a medical 

tourism destination.  
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The composite variable was checked for reliability using item-to-total and inter-item 

correlations. The composite variable was correlated with its five constituent items at 

satisfactory levels (correlations >0.50) (Manning and Munro, 2007, Hair et al., 1998). The 

constituent items also correlated with each other satisfactorily (correlations >0.30) (Manning 

and Munro, 2007). Principal component analysis extracted one factor with an eigenvalue 

greater than one (KMO = 0.823), and Bartlett‘s test for sphericity was significant (χ2 = 

575.710; df = 10; p=0.00). This factor accounted for 60.483% of variance of the data set.  

 

Cronbach‘s alpha indicated that the composite variable was highly reliable (α = 0.834) 

(Manning and Munro, 2007, Tabachnick and Fidell, 1996).  

 

The composite variable was computed by averaging the scores of the five constituent 

items. The mean score for the composite variable was 4.0603 on a scale of 1 to 7 (standard 

deviation 1.15994), which suggests that respondents considered tourism opportunities offered 

by potential destinations to be neither important nor unimportant in selecting a medical 

tourism destination.  

 

The z-score of 2.0144 indicated that the scores of the composite variable were normally 

distributed (Tabachnick and Fidell, 1996, Manning and Munro, 2007).  

 

4.4.5.5 Hygiene issues 

 
Respondents were asked to indicate their degree of agreement/disagreement (on a seven-point 

Likert-type scale) with four items related to the hygiene of a medical tourism destination.  

 

The composite variable and its four constituent items correlated with each other at 

satisfactory levels (correlations >0.50) (Hair et al., 1998, Manning and Munro, 2007). All 

constituent items correlated with each other at satisfactory levels (correlations >0.30) 

(Manning and Munro, 2007). Principal component analysis extracted one factor with an 

eigenvalue greater than 1.00 (KMO = 0.728), and Bartlett‘s test for sphericity was significant 

(χ2 = 210.57; df = 6; p=0.00). This factor accounted for 52.994% of variance of the data set.  
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Cronbach‘s alpha value was 0.703, which indicated that the composite variable was 

reliable (Tabachnick and Fidell, 1996, Levin and Rubin, 1991). The composite variable was 

thus both valid and reliable.  

 

The composite variable was computed by averaging the scores of the four constituent 

items. The mean score of the composite variable was 5.5732 on a scale of 1 to 7 (standard 

deviation 0.79142), which suggests that hygiene issues were quite important to respondents in 

choosing a medical tourism destination. 

The z-score of 3.1449 suggests that the scores of the composite variable were normally 

distributed (Manning and Munro, 2007, Tabachnick and Fidell, 1996).  

 

4.4.5.6 Accessibility of destination 
 
Respondents were asked to indicate their degree of agreement/disagreement (on a seven-point 

Likert-type scale) with two items related to accessibility of a medical tourism destination.  

 

The composite variable and the two constituent items correlated with each other at 

satisfactory levels (correlations >0.50) (Manning and Munro, 2007). The two constituent 

items also correlated satisfactorily with each other (correlation >0.30) (Manning and Munro, 

2007). Principal component analysis extracted one factor with an eigenvalue greater than 

1.00, which accounted for 77.871% of variance of the data set. Because there were only two 

items taken into consideration, the Kaiser–Meyer–Olkin (KMO) measure of sampling 

adequacy, which was 0.50, was less than the critical value of 0.60 (Manning and Munro, 

2007, Levin and Rubin, 1991). However, Bartlett‘s test for sphericity was significant (χ2 = 

114.425; df = 1; p=0.00). 

 

Cronbach‘s alpha value for the composite variable was 0.715, which indicates that it is 

reliable. The composite variable was thus shown to be both valid and reliable.  

 

The composite variable was computed by averaging the scores of the two constituent 

items. The mean score of the composite variable was 4.9446 on a scale of 1 to 7 (standard 

deviation 1.08616), which suggests that respondents considered accessibility to be neither 

important nor unimportant in choosing a medical tourism destination.  
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The z-score of the composite variable was 2.4637, which indicates that the scores of the 

composite variable were normally distributed (Manning and Munro, 2007, Tabachnick and 

Fidell, 1996).  

4.4.6 Level of product familiarity 

 
Familiarity with a medical tourism destination was assessed in terms of: (i) familiarity with 

the procedures associated with the desired medical treatment; and (ii) familiarity with 

alternative medical tourism destinations.  

 

4.4.6.1 Familiarity with procedures 
 
Respondents were asked to indicate (on a seven-point Likert-type scale) their degree of 

familiarity with the procedures associated with their desired medical treatment. The mean 

score of this variable was 4.0500 (standard deviation 1.38531), which suggests that 

respondents were neither familiar nor unfamiliar with the procedures associated with their 

desired medical treatment.  

 

The scores of this variable were normally distributed, as indicated by the z-score of 

3.1956, which was less than the critical value of 3.29 for a sample size larger than 300 

(Tabachnick and Fidell, 1996). 

 

4.4.6.2 Familiarity with Thailand as a medical tourism destination 

 
Respondents were asked to indicate (on a seven-point Likert-type scale) their degree of 

familiarity with Thailand as a medical tourism destination. The mean score of the variable 

was 4.5845 (standard deviation 1.7505), which suggests that respondents were neither 

familiar nor unfamiliar with Thailand as a medical tourism destination. 

 

Although there was no outlier detected, scores for this variable were not normally 

distributed, as indicated by the z-score of 4.1159, which was greater than the critical value of 

3.29 for a sample larger than 300 (Tabachnick and Fidell, 1996). This variable was therefore 
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treated with non-parametric statistical techniques in subsequent analyses (Aron and Aron, 

1997, Neter et al., 1998, Lind and Mason, 1997).  

 
4.4.7 Search behaviour 
 

Search behaviour was measured by a proxy variable by asking respondents to indicate 

whether they felt confident in choosing a medical tourism destination, given their current 

level of knowledge. This was assessed by requesting an answer to one question from three 

alternatives (‗yes‘, ‗no‘, and ‗not sure‘). The rationale for the proxy variable was that less-

confident respondents can be assumed to engage in a search for more information. 

 

Approximately one-third of respondents (35%) stated that they were confident in 

choosing a medical tourism destination, and about a quarter (24%) were not confident. The 

remainder (41%) were unsure whether they were confident about choosing a medical tourism 

destination. 

Because it can be assumed that individuals who lack confidence about making a choice 

decision are more likely to engage in external information search, most of the respondents 

(65%) in the present study (that is, the total of those who were not confident and those who 

were unsure) are likely to undertake an active search for information about medical 

procedures and prospective destinations from external information sources.  

 

4.4.8 Information sources 

 
Three external sources were assessed: (i) induced image agents; (ii) autonomous image 

agents; and (iii) organic image agents (Beerli and Martin, 2004).  

 

4.4.8.1 Induced image agents 

 
Respondents were asked to indicate (on a seven-point Likert-type scale) the importance that 

they attached to information from six induced image agents.  

 

The composite variable was checked for validity and reliability. Although item-to-total 

correlations of the composite variable were satisfactory (correlations >0.50), inter-item 
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correlations between one particular item (‗information from non-commercial websites‘) failed 

to correlate with two other items (‗advertising campaigns developed by destinations about 

medical tourism‘; and ‗personal selling by staff of travel agencies specialising in medical 

tourism‘) at satisfactory levels (correlations <0.30) (Manning and Munro, 2007, Hair et al., 

1998). In addition, reliability analysis showed that deleting this particular item would increase 

Cronbach‘s alpha from 0.826 to 0.832. This item was therefore deleted from the composite 

variable.  

 

The new composite variable was computed by averaging the scores of the remaining 

five constituent items. Both item-to-total correlation (>0.50) and inter-item correlation (> 

0.30) showed satisfactory results. Principal component analysis extracted one factor with an 

eigenvalue greater than 1.00 (KMO = 0.779), and Bartlett‘s test for sphericity was significant 

(χ2 = 639.322; df = 10; p=0.00). This factor accounted for 60.387% of variance of the data 

set.  

 

Cronbach‘s alpha (0.832) indicated that the composite variable was highly reliable 

(Tabachnick and Fidell, 1996, Manning and Munro, 2007). The composite variable was thus 

shown to be both valid and reliable. 

  

The mean score of composite variable was 4.8655 on a scale of 1 to 7 (standard 

deviation 0.88632), which suggests that respondents considered information from induced 

image agents to be neither important nor unimportant in choosing a medical tourism 

destination. 

 

The z-score of 3.1086 indicates that the scores of this composite variable were normally 

distributed (Tabachnick and Fidell, 1996, Manning and Munro, 2007).  

 

4.4.8.2 Autonomous image agents 

 
Respondents were asked to indicate (on a seven-point Likert-type scale) the importance that 

they attached to information from four autonomous image agents.  
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Item-to-total correlations of the composite variable and its four constituent items were 

satisfactory (correlations >0.50) (Manning and Munro, 2007, Hair et al., 1998). Inter-item 

correlations also showed satisfactory results (correlations >0.30) (Manning and Munro, 2007, 

Hair et al., 1998). Principal component analysis extracted one factor with an eigenvalue 

greater than one (KMO = 0.807), and Bartlett‘s test for sphericity was significant (χ2 = 

679.796; df = 6; p=0.00). This factor accounted for 73.227% of variance of the data set.  

 

This composite variable was also highly reliable, as indicated by Cronbach‘s alpha 

value of 0.877 (Manning and Munro, 2007, Tabachnick and Fidell, 1996). This composite 

variable was thus shown to be both valid and reliable.  

 

The composite variable was calculated by averaging the scores of the four constituent 

items. The mean score of the composite variable was 5.1482 on a scale of 1 to 7 (standard 

deviation 0.7563), which suggests that respondents considered information received from 

autonomous image agents as being quite important in choosing a medical tourism destination. 

  

Scores of this composite variable were normally distributed, as indicated by the z-score 

of 0.1014.  

 

4.4.8.3 Organic image agents 

 

Respondents were asked to indicate (on a seven-point Likert-type scale) the importance that 

they attached to information from three organic image agents. 

 

The composite variable and its three constituent items correlated with each other at 

satisfactory levels (correlations >0.50) (Manning and Munro, 2007, Hair et al., 1998), and the 

constituent items also correlated with each other satisfactorily (correlations >0.30) (Manning 

and Munro, 2007, Hair et al., 1998). Principal component analysis extracted one factor with 

an eigenvalue greater than one (KMO = 0.666), and Bartlett‘s test for sphericity was 

significant (χ2 = 236.621; df = 3; p=0.00). This factor accounted for 68.695% of variance of 

the data set.  
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The composite variable was reliable, as indicated by Cronbach‘s alpha value of 0.770. 

The composite variable was thus both valid and reliable.  

 

The composite variable was computed by averaging the scores of the three constituent 

items. The mean score of the variable was 5.5975 on a scale of 1 to 7 (standard deviation 

0.8527), which suggests that the respondents considered information from organic image 

agents to be quite important in choosing a medical tourism destination. 

 

The scores of this composite variable were normally distributed, as indicated by a z-

score of 3.2464 (Tabachnick and Fidell, 1996).  

 

4.4.9 Perceived risk 
 
Nine aspects of perceived risk were measured separately by asking respondents to indicate the 

importance that they attached to each on a seven-point Likert-type scale. One item was used 

to measure each element of perceived risk.  

4.4.9.1 Functional risk 

 
The mean score for the variable ‗functional risk‘ was 5.8304 (standard deviation 0.9641), 

which suggests that respondents considered functional risk to be quite important in choosing 

a medical tourism destination.  

 

Although no outlier was detected, the scores of this variable were not normally 

distributed, as indicated by the z-score of 4.4348, which was greater than the critical value of 

3.29 for a sample size larger than 300. This was probably due to so-called ‗ceiling effects‘ 

(Lind and Mason, 1997). This variable was therefore treated with non-parametric methods in 

subsequent analyses (Neter et al., 1998, Sandy, 1990, Levin and Rubin, 1991). 

4.4.9.2 Financial risk 

 
The mean score for the variable ‗financial risk‘ was 5.3896 (standard deviation 1.0196), 

which suggests that respondents considered financial risk to quite important in choosing a 

medical tourism destination.  
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The scores of this variable were normally distributed, as indicated by the z-score of 

2.2174 (Tabachnick and Fidell, 1996).  

 

 

4.4.9.3 Health risk 

 
The mean score for the variable ‗health risk‘ was 5.0098 (standard deviation 1.1250), which 

suggests that respondents considered health risk to be quite important in choosing a medical 

tourism destination. 

 

Although no outlier was detected, the scores of this variable were not normally 

distributed, as indicated by the z-score of 4.00. This variable was therefore treated with non-

parametric statistical methods in subsequent analyses (Vanichbancha, 2006, Lind and Mason, 

1997, Rose and Sullivan, 1993).  

 

4.4.9.4 Physical risk 

 
The mean score for the variable ‗physical risk‘ was 4.8344 (standard deviation 1.37541), 

which suggests that respondents considered physical risk to be neither important nor 

unimportant in choosing a medical tourism destination. 

 

Although no outlier was detected, the scores of this variable were not normally 

distributed, as indicated by the z-score of 3.963, which was greater than the critical value of 

3.29 for a sample size larger than 300. This variable was therefore treated with non-

parametric statistical methods in subsequent analyses (Vanichbancha, 2006, Levin and Rubin, 

1991, Aron and Aron, 1997).  

 

4.4.9.5 Satisfaction risk 

 
The mean score for the variable ‗satisfaction risk‘ was 5.6787 (standard deviation 1.1250), 

which suggests that respondents considered satisfaction risk to be quite important in choosing 

a medical tourism destination. 
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Although no outlier was detected, the scores of this variable were not normally 

distributed, as indicated by the z-score of 3.9347 (Tabachnick and Fidell, 1996). This variable 

was therefore treated with non-parametric statistical methods in subsequent analyses 

(Vanichbancha, 2006, Levin and Rubin, 1991, Neter et al., 1998, Aron and Aron, 1997, Fox, 

1997).  

4.4.9.6 Psychological risk 

 
The mean score for the variable ‗psychological risk‘ was 3.5537 (standard deviation 1.5825), 

which suggests that respondents considered psychological risk to be quite unimportant in 

choosing a medical tourism destination. 

 

As indicated by the z-score of 0.9420, the scores of this variable were normally 

distributed (Tabachnick and Fidell, 1996).  

4.4.9.7 Political risk 

 
The mean score for the variable ‗political risk‘ was 4.03578 (standard deviation 1.47756), 

which suggests that respondents considered political risk to be neither important nor 

unimportant in choosing a medical tourism destination. 

 

As indicated by the z-score of 1.5072, the scores of this variable were normally 

distributed (Tabachnick and Fidell, 1996).  

4.4.9.8 Social risk 

 
The mean score for the variable ‗social risk‘ was 3.2345 (standard deviation 1.4912), which 

suggests that respondents considered social risk to be quite unimportant in choosing a 

medical tourism destination.  

Scores for this variable were normally distributed, as indicated by the z-score of 1.1449. 

(Tabachnick and Fidell, 1996).  

4.4.9.9 Time risk 
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The mean score for the variable ‗time risk‘ was 4.3420 (standard deviation 1.2861), which 

suggests that respondents considered time risk to be neither important nor unimportant in 

choosing a medical tourism destination. 

The scores for this variable were normally distributed, as indicated by the z-score of 

1.9927 (Manning and Munro, 2007, Tabachnick and Fidell, 1996). 

4.4.10 Consideration set 
 
An open-ended question invited respondents to name as many medical tourism destinations of 

which they were currently aware. Table 4.6 shows the destinations that were named by 

respondents on first, second, third, and fourth recalls.  

 

Table 4.6: Medical tourism destinations of which respondents were aware 
 
Destinations First recall Second recall Third recall Fourth recall Total recall 
Thailand 138 51 9 2 200 
Singapore 43 23 15 2 83 
Malaysia 22 23 4 0 49 
USA and Canada 21 8 5 1 35 
Eastern Europe 18 6 4 0 28 
India 17 16 4 2 39 
Korea 10 7 1 0 18 
Europe and UK 7 15 3 3 28 
Latin America 6 8 1 0 15 
Others 28 28 6 0 62 
Total 310 185 52 10 557 
 

Table 4.6 shows that Thailand was the best-known medical tourism destination (200 

recalls), followed by Singapore (83 recalls), Malaysia (49 recalls), India (39 recalls), and the 

USA and Canada (35 recalls). However, according to Woodside and Lysonski (1989), the 

first recall on an unaided basis tends to exert a strong influence on intention to visit. 

Therefore, Thailand, which had the largest number of first recalls (138), should be more 

likely to be chosen as a final medical tourism destination.  

 

However, it should be noted that respondents included in this survey were approached 

by particular gatekeepers, which included the Tourism Authority of Thailand and certain Thai 

health-care providers. It is therefore likely that respondents were already aware of Thailand as 

a medical tourism destination.  
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4.4.11 Images of hygiene level of potential destinations 

 
Respondents were asked to indicate their perception of the hygiene level of Thailand and its 

competing medical tourism destinations (Singapore, Malaysia, and India) on a seven-point 

Likert-type scale.  

4.4.11.1 Image of hygiene level of Thailand 

 
The mean score for this variable was 5.0675 (standard deviation 0.9236), which suggests that 

respondents perceived Thailand to be quite hygienic.  

 

The scores for this variable were normally distributed, as indicated by the z-score of 

3.1304, which was less than the critical value of 3.29 for a sample size larger than 300 

(Manning and Munro, 2007, Tabachnick and Fidell, 1996).  

 

4.4.11.2 Image of hygiene level of Malaysia 

 
The mean score for this variable was 4.9865 (standard deviation 0.98852), which suggests 

that respondents perceived Malaysia to be neither hygienic nor unhygienic.  

 

Although no outlier was detected, the scores for this variable were not normally 

distributed, as indicated by the z-score of 3.3188, which was greater than the critical value of 

3.29 for a sample size larger than 300 (Manning and Munro, 2007). This variable was 

therefore treated with non-parametric statistical methods in subsequent analyses because it 

failed to satisfy the assumption of normality (Manning and Munro, 2007, Vanichbancha, 

2006).  

4.4.11.3 Image of hygiene level of Singapore 

 
The mean score for this variable was 6.3565 (standard deviation 0.7386), which suggests that 

respondents perceived Singapore to be an hygienic destination.  

 

Although there was no outlier detected, the scores for this variable were not normally 

distributed, as indicated by the z-score of 7.3043 (Manning and Munro, 2007). This variable 
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was therefore treated with non-parametric statistical methods in subsequent analyses 

(Manning and Munro, 2007, Vanichbancha, 2006).  

4.4.11.4 Image of hygiene level of India 
The mean score for this variable was 3.0395 (standard deviation 1.3695), which suggests that 

respondents perceived India to be quite unhygienic.  

The scores for this variable were normally distributed, as indicated by the z-score of 

2.1811 (Manning and Munro, 2007).  

4.4.12 Image of safety and security of potential destinations 

 
Respondents were asked to indicate their perceptions of the safety and security of Thailand 

and its competing medical tourism destinations (Malaysia, Singapore, and India) on a seven-

point Likert-type scale.  

4.4.12.1 Image of safety and security of Thailand 
 
The mean score for this variable was 4.7296 (standard deviation 1.2129), which suggests that 

respondents perceived Thailand to be neither safe nor unsafe.  

 

Although no outliers were detected, the scores for this variable were not normally distributed, 

as indicated by a z-score of 4.5507, which was greater than the critical value of 3.29 for a sample size 

larger than 300 (Manning and Munro, 2007, Lind and Mason, 1997, Levin and Rubin, 1991). This 

variable was therefore treated with non-parametric statistical methods in subsequent analyses because 

it failed to satisfy the assumption of normality (Vanichbancha, 2006, Lind and Mason, 1997, Neter et 

al., 1998, Aron and Aron, 1997). 

 

4.4.12.2 Image of safety and security of Malaysia 
 
The mean score for this variable was 4.8721 (standard deviation 1.1686), which suggests that 

respondents perceived Malaysia to be neither safe nor unsafe.  

 

Although no outlier was detected, the scores of this variable were not normally distributed, as 

indicated by the z-score of 4.1159 (Manning and Munro, 2007, Lind and Mason, 1997, Levin and 

Rubin, 1991). This variable was therefore treated with non-parametric statistical methods in 

subsequent analyses because it failed to satisfy the assumption of normality (Vanichbancha, 2006, 

Neter et al., 1998, Aron and Aron, 1997). 
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4.4.12.3 Image of safety and security of Singapore 
 
The mean score for this variable was 6.2316 (standard deviation 0.8832), which suggests that 

respondents perceived Singapore to be a safe and secure destination.  

Although no outlier was detected, the scores of this variable were not normally 

distributed, as indicated by the z-score of 7.0144 (Manning and Munro, 2007, Levin and 

Rubin, 1991). This variable was therefore treated with non-parametric statistical methods in 

subsequent analyses because it failed to satisfy the assumption of normality (Manning and 

Munro, 2007, Vanichbancha, 2006, Aron and Aron, 1997, Neter et al., 1998).  

 

4.4.12.4 Image of safety and security of India 

 
The mean score for this variable was 3.3684 (standard deviation 1.3543), which suggests that 

respondents perceived India to be quite unsafe.  

The scores for this variable were normally distributed, as indicated by the z-score of 

2.2101 (Levin and Rubin, 1991).  

 

4.4.13 Intention to visit 

 
Intention to visit Thailand or its three competing medical tourism destinations was measured 

as a dependent variable by asking respondents to indicate (on a seven-point Likert-type scale) 

the likelihood of their visiting each of the four destinations. 

 

4.4.13.1 Intention to visit Thailand  

 
The mean score for this variable was 5.1246 (standard deviation 1.3543), which suggests that 

respondents were somewhat likely to visit Thailand for medical reasons.  

 

Although no outliers were detected, the scores for this variable were not normally 

distributed, as indicated by the z-score of 5.8623, which was greater than the critical value of 

3.29 for a sample size larger than 300 (Manning and Munro, 2007, Levin and Rubin, 1991). 

This variable was therefore treated with non-parametric statistical methods in subsequent 
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analyses because it failed to satisfy the assumption of normality (Vanichbancha, 2006, Aron 

and Aron, 1997, Neter et al., 1998). 

 

 

4.4.13.2 Intention to visit Malaysia 

 
The mean score for this variable was 3.9608 (standard deviation 1.9196), which suggests that 

respondents were somewhat unlikely to visit Malaysia for medical reasons.  

 

The scores for this variable were normally distributed, as indicated by the z-score of 

2.1014 (Manning and Munro, 2007, Levin and Rubin, 1991).  

4.4.13.3 Intention to visit Singapore 

 
The mean score for this variable was 4.7410 (standard deviation 1.4665), which suggests that 

respondents were neither likely nor unlikely to visit Singapore for medical reasons. 

 

Although no outlier was detected, the scores for this variable were not normally 

distributed, as indicated by the z-score of 4.9057 (Manning and Munro, 2007, Levin and 

Rubin, 1991). This variable was therefore treated with non-parametric statistical methods in 

subsequent analyses because it failed to satisfy the assumption of normality (Manning and 

Munro, 2007, Vanichbancha, 2006, Aron and Aron, 1997, Neter et al., 1998).  

 

4.4.13.4 Intention to visit India 

 
The mean score for this variable was 2.1813 (standard deviation 1.5687), which suggests that 

respondents were unlikely to visit India for medical reasons.  

 

Although there was no outlier detected, the scores for this variable were not normally 

distributed, as indicated by the z-score of 5.4275 (Manning and Munro, 2007, Levin and 

Rubin, 1991). This variable was therefore treated with non-parametric statistical methods in 

subsequent analyses because it failed to satisfy the assumption of normality (Manning and 

Munro, 2007, Vanichbancha, 2006, Neter et al., 1998, Aron and Aron, 1997). 
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4.5 Hypothesis testing 
 
As stated in Section 2.6, the present study proposed 12 hypotheses to be tested against data 

collected from the sample. These 12 hypotheses were proposed under three subsidiary 

research questions as follows.  

4.5.1 Subsidiary research question 1.1 

 
The first subsidiary research was: 

 What motivates people to engage in medical tourism? 

In addressing this research question, Section 2.6 proposed four hypotheses for testing: 

 

* Hypothesis H1: People who engage in medical tourism tend to possess a high level of 

internal health locus of control. 

* Hypothesis H2: People who engage in medical tourism think that medical care in their 

countries of residence is financially unaffordable. 

* Hypothesis H3: People engage in medical tourism because they do not want to wait to 

receive medical treatment in their countries of residence. 

* Hypothesis H4: People engage in medical tourism because the desired medical 

treatment is not available in their countries of residence. 

In testing these hypotheses it was necessary to identify the relationships among five 

variables, of which one was a dependent variable and four were independent variables. These 

variables were as follows: 

 

 independent variables: (i) health locus of control; (ii) attitude towards cost of 

medical care in home country; (iii) attitudes towards waiting times and 

procedures involved with medical care in home country; and (iv) availability of 

treatment in home country.  

 dependent variable: motivation to engage in medical tourism.  
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Each of the independent variables was tested for correlation with the dependent 

variable. The results are summarised in Table 4.7. The testing of each hypothesis is described 

in greater detail below. 

Table 4.7: Factors that influence level of motivation of individuals to engage in medical 
tourism 
 
Dependent variable Independent variables Test statistic Result 
Motivation to engage in 

medical tourism 
Internal health locus of 

control 
Pearson correlation Significant positive correlation 

(Pearson r=0.343; p=0.00) 
 Attitudes towards cost of 

medical care in home 
country (log 
transformed) 

Pearson correlation Significant negative correlation 
(Pearson r=–0.267; p=0.00) 

 Attitudes towards 
procedures involved 
with medical care in 
home country 

Pearson correlation Significant negative correlation 
(Pearson r=–0.203; p=0.00) 

 Availability of treatment 
in home country 

ANOVA Insignificant effect [F(2, 
307)=0.297; p=0.744] 

 

Hypothesis H1 

 
The testing of Hypothesis H1 (which had proposed that people who engage in medical 

tourism tend to possess a high level of internal health locus of control) involved consideration 

of two variables: (i) internal health locus of control‘; and (ii) ‗motivation to engage in 

medical tourism‘. Because both of these variables were of interval measurement and their 

scores were normally distributed, the appropriate test for this hypothesis was Pearson‘s 

product-moment correlation (‗Pearson r‘) (Manning and Munro, 2007, Levin and Rubin, 

1991, Neter et al., 1998). 

 

As shown in Table 4.7, a significant positive relationship was found between the two 

variables (Pearson r = 0.343; p=0.00). It is apparent that a greater health locus of control was 

associated with a greater motivation to engage in medical tourism. Hypothesis H1 was thus 

confirmed.  

 

Hypothesis H2 

 
The testing of Hypothesis H2 (which had proposed that people who engage in medical 

tourism think that medical care in their countries of residence is financially unaffordable) 
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involved consideration of two variables: (i) ‗attitudes towards cost of medical care in home 

country‘; and (ii) ‗motivation to engage in medical tourism‘. Although both of these variables 

were of interval measurement, the z-score of the former indicated that scores of respondents‘ 

attitudes towards the cost of medical care in their home country were not normally 

distributed. Log transformation was therefore conducted and the z-score of the log-

transformed score was satisfactory in terms of normal distribution. Pearson r was therefore 

again chosen as the test statistic (Manning and Munro, 2007, Aron and Aron, 1997, Levin and 

Rubin, 1991, Neter et al., 1998). 

  

As shown in Table 4.7, a significant negative correlation was found between the two 

variables (Pearson r = –0.267; p=0.00). It is apparent that negative attitudes towards costs of 

medical care in the home country (that is, an opinion that the cost of medical care is too high) 

was associated with a greater motivation to engage in medical tourism. Hypothesis H2 was 

thus confirmed.  

Hypothesis H3 

 
The testing of Hypothesis H3 (which had proposed that people engage in medical tourism 

because they do not want to wait to receive medical care in their countries of residence) 

involved consideration of two variables: (i) ‗attitudes towards waiting time and procedures 

involved with medical care in home country‘; and (ii) ‗motivation to engage in medical 

tourism‘). Because both of these variables were of interval measurement and their scores 

satisfied the assumption of normality, the chosen test statistic was again Pearson r (Manning 

and Munro, 2007, Levin and Rubin, 1991, Aron and Aron, 1997).  

 

As shown in Table 4.7, a significant negative correlation was found between the two 

variables (Pearson r = –0.203, p=0.00). It is apparent that more negative attitudes towards 

waiting times and procedures involved with medical care in the home country (that is, a 

perception that people have to negotiate many steps and wait for a long time to receive 

medical treatment) was associated with a greater motivation to engage in medical tourism. 

Hypothesis H3 was thus confirmed.  

 

Hypothesis H4 
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The testing of Hypothesis H4 (which had proposed that people engage in medical tourism 

because the desired medical treatment is not available in their countries of residence) 

involved consideration of two variables: (i) ‗availability of medical treatment in home 

country‘; and (ii) ‗motivation to engage in medical tourism‘). The former was of nominal 

measurement, whereas the latter was of interval measurement. One-way analysis of variance 

(ANOVA) was therefore chosen as the test statistic (Manning and Munro, 2007, Aron and 

Aron, 1997, Lind and Mason, 1997).  

 

As shown in Tables 4.7 and 4.8, no significant difference was found in the level of 

motivation to engage in medical tourism between respondents in different situations with 

regard to the availability of medical treatment in the home country F(2, 307) = 0.297; p=0.774 

(>0.05). Hypothesis H4 was therefore rejected.  

 

Table 4.8: ANOVA of availability of desired medical treatment and motivation to 
engage in medical tourism 
Availability /Motivation Mean Standard deviation Levene’s 

statistic 
F statistic 

   F (2,307)=1.657; 
p=0.182 

F (2,307) = 
0.297, p=0.774 

Available 5.5089 0.8255   
Not available 5.5600 0.8843   
Do not know 5.4167 0.9964   
 

To explore the combined influence of the independent variables on people‘s motivation 

to engage in medical tourism, multiple linear regression was conducted (Tabachnick and 

Fidell, 1996). Table 4.9 shows the multiple correlation coefficients, analysis of variance, and 

part correlation squared of the three independent variables on the variance of motivation of 

respondents to engage in medical tourism.  
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Table 4.9: Multiple linear regression of factors influencing motivation to engage in 
medical tourism 
 
R2 Adjusted R2 F Statistics Constant 

0.186 0.178 F(3,301) = 22.990 
(p=0.00) 

3.992 

Independent variable Unstandardised 
B coefficient 

Standardised B 
coefficient 

t-test Significance 
level 

Internal health locus of 
control 

0.392 0.313 5.971  0.000 

Attitudes towards cost of 
medical care in home 
country  

–0.486 –0.215 –4.008 0.000 

Attitudes towards waiting 
time and procedures 
involved with medical care 
in home country 

–0.080 –0.144 –2.105 0.036 

 

A standard multiple regression was performed between ‗motivation to engage in 

medical tourism‘ (as the dependent variable) and ‗internal health locus of control‘, ‗attitudes 

towards cost of medical care in home country‘, and ‗attitudes towards waiting times and 

procedures involved with medical care in home country‘ (as independent variables). The 

multiple correlation coefficient (R = 0.432) was significantly different from zero, F(3,301) = 

22.990 (p=0.00), and 17.8% of variation in the dependent variable was explained by the set of 

independent variables (R2 = 0.186; adjusted R2 = 0.178). All three independent variables were 

found to make a significant and unique contribution to predicting the level of motivation to 

engage in medical tourism: (i) ‗internal health locus of control‘: sri
2 = 0.961; t = 5.971, 

p<0.05); (ii) ‗attitudes towards cost of medical care in home country‘: sri
2 = –0.432, t = -

4.008; p<0.05; and (iii) ‗attitudes towards waiting time and procedures involved with medical 

care in home country: sri
2 = –0.012; t = –2.105; p<0.05). The equation of prediction produced 

by this analysis can be stated as follows: 

 

Level of motivation to engage in medical tourism = (0.313 *Internal health 

locus of control) – (0.215* attitudes towards cost of medical care in home 

country) – (0.144* attitudes towards waiting time and procedures involved 

with medical care in home country) + 3.992 
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4.5.2 Subsidiary research question 1.2 
 

The second subsidiary research question was: 

 What is the nature of the information search behaviour of medical tourists when 

making a destination choice? 

 

In addressing this research question, Section 2.6 proposed four hypotheses for testing: 

 

* Hypothesis H5: When choosing a destination, prospective medical tourists place more 

importance on destination attributes related to quality of care and potential for 

savings than attributes about tourism opportunities. 

* Hypothesis H6: Prospective medical tourists with a low level of familiarity tend to 

engage in a high level of external search. 

* Hypothesis H7: Prospective medical tourists with a high level of perceived risk tend 

to engage in a high level of external search, especially from doctors and insurance 

companies. 

* Hypothesis H8: Induced image produced by relevant medical tourism authorities is 

important in choosing a destination for medical tourism. 

 

Testing of these hypotheses required consideration of: (i) medical tourism destination 

attributes; (ii) perceived risks; (iii) familiarity with procedures involved with desired medical 

treatment; (iv) information search behaviour; and (v) information sources (in terms of their 

relative importance).  

Hypothesis H5 
 

The testing of Hypothesis H5 (which had proposed that, when choosing a destination, 

prospective medical tourists place more importance on destination attributes related to quality 

of care and potential for savings than attributes about tourism opportunities) involved 

consideration of medical tourism destination attributes. Table 4.10 shows the mean scores 

and standard deviations for these attributes. 
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Table 4.10: Medical tourism destination attributes 
 

Destination attributes Mean score Standard deviation 
Quality of care 5.6128 0.7715 
Saving potential 5.5395 0.9097 
Hygiene issues 5.5372 0.7914 
Safety and security issues 5.1390 0.8716 
Accessibility 4.9446 1.0862 
Tourism opportunities 4.0406 1.1811 

 

It is apparent from Table 4.10 that quality of care was the most important attribute 

(mean = 5.6128; SD = 0.7715), followed by saving potential (mean = 5.5395; SD = 0.9097), 

hygiene issues (mean = 5.5372; SD= 0.7914), and safety and security issues (mean = 5.1390; 

SD = 0.8716). The two least-important attributes were accessibility (mean = 4.9446; SD = 

1.0862) and tourism opportunities (mean = 4.0406, SD = 1.1811).  

 

Given that hygiene, safety, and security are indirectly related to quality of care, these 

findings demonstrate that the respondents placed more importance on issues related to quality 

of care and saving potential, while being less concerned about accessibility and tourism 

opportunities. Hypothesis H5 was thus confirmed.  

Hypothesis H6 

 
The testing of Hypothesis H6 (which had proposed that prospective medical tourists with a 

low level of familiarity tend to engage in a high level of external search) involved 

consideration of ‗confidence in choosing a medical tourism destination‘, which served as the 

dependent variable (as a proxy for ‗information search‘, because the extent of information 

search is related to the degree of confidence, as discussed in Section 4.4.7). The independent 

variable in the testing of this hypothesis was ‗familiarity‘, which was measured in terms of: 

(i) familiarity with medical procedures involved with desired medical treatment; and (ii) 

familiarity with Thailand as a medical tourism destination. Tables 4.11 and 4.12 show the 

results of the analysis of the relationships among these variables.  
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Table 4.11: Analysis of variance of familiarity with medical procedures and confidence 
in choosing a medical tourism destination 
 
Confidence/familiarity Mean Standard deviation Levene’s 

statistic 
ANOVA (F 
statistic) 

Confident 5.1111 1.1866 F(2,307)=4.838; 
p=0.009 

F(2,307)=21.277; 
p=0.000 

Not confident 3.8313 1.5223   

Not sure 4.4103 1.3063   

 
It is apparent from the ANOVA analysis in Table 4.11 that levels of confidence in 

choosing a medical tourism destination were significantly influenced by familiarity with 

procedures involved [F (2,307) = 21.277; p=0.000]. People who were not confident in 

choosing a medical tourism destination had a lower level of familiarity with procedures 

involved with their desired medical treatment than those who were confident or not sure.  
 

 
Table 4.12: Kruskall-Wallis and Mann-Whitney U tests of confidence in choosing a 
destination and familiarity with Thailand as a medical destination 

 

Familiarity/confidence Not sure Unfamiliar Familiar 
Confident U = 4440.00; 

p=0.000 
U = 1474.00; 

p=0.000 
Median=6.00 

Not confident U = 3192.50; 
p=0.000 

Median = 4.00 df=2 

Not sure Median=5.00 χ2=59.447 Assymp sig=0.000 
 

Because ‗familiarity with Thailand as a medical tourism destination‘ was a variable that 

had failed to satisfy the assumption of normality, a Kruskall-Wallis test was conducted 

between this variable and ‗confidence in choosing a medical tourism destination‘. Three 

groups were found to be significantly different [χ2 (df=2; n=310) = 59.447 (p=0.00)]. Post 

hoc comparisons were conducted using Mann-Whitney U tests with a Bonferroni adjustment 

of alpha to α = 0.017. The median of familiarity with Thailand as a medical tourism 

destination held by respondents who were confident in choosing a medical tourism 

destination was 6.00, which was significantly greater than the level of familiarity with 

Thailand as a medical tourism destination choice held by both: (i) respondents who were not 

sure if they are confident in choosing a medical tourism destination (median=5.00; 

U=4440.00; p<0.017); and (ii) those who were not confident in choosing a medical tourism 

destination (median=4.00; U=1474.00; p<0.017). Moreover, the level of familiarity with 
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Thailand as a medical tourism destination held by those who were not sure if they were 

confident in choosing a medical tourism destination was also significantly different from the 

level of familiarity held by those who were not confident in choosing a medical tourism 

choice too (U=3192.50; p<0.017).  

 

The findings suggest that those with a low level of familiarity with Thailand as a 

medical tourism destination were less confident in choosing a medical tourism destination 

(and thus engaged in an external information search). Hypothesis H6 was thus confirmed.  

 

Hypothesis H7 

 
The testing of Hypothesis H7 (which had proposed that prospective medical tourists with a 

high level of perceived risk tend to engage in a high level of external search, especially from 

doctors and insurance companies) involved consideration of the nine types of perceived risk 

measured in this study. Each of these risks was therefore analysed in relation to level of 

confidence in choosing a medical tourism destination. For perceived risks that had normal 

distribution of scores, ANOVA was conducted (see Table 4.13); for perceived risks that did 

not have a normal distribution of scores, Kruskall-Wallis and Mann-Whitney U Test were 

conducted (see Table 4.14).  

 

 
Table 4.13: ANOVA of perceived risks and confidence in choosing a medical tourism 
destination 
 

Perceived 
risks/confidence in 
choosing a medical 
tourism destination 

Confident Not confident Not sure ANOVA (F statistic) 

Financial risk Mean=5.4480 
SD=1.0433 

Mean=5.5051 
SD=1.1002 

Mean=5.2500 
SD=0.9720 

F (2,307)=1.752; 
(p=0.175) 

Psychological risk Mean=3.4588 
SD=1.5724 

Mean=3.3663 
SD=1.3981 

Mean=3.7422 
SD=1.6801 

F (2,307)=1.627; 
(p=0.198) 

Political risk Mean=3.9633 
SD=1.4972 

Mean=4.2172 
SD=1.3060  

Mean=3.9222 
SD=1.5547 

F (2,307)=0.742; 
(p=0.477) 

Social risk Mean=3.3633 
SD=1.5248 

Mean=2.9928 
SD=1.3903 

Mean=3.2656 
SD=1.5164 

F (2,307)=1.406; 
(p=0.246) 

Time risk Mean=4.1844 
SD=1.3335 

Mean=4.4146 
SD=1.2901 

Mean=4.4297 
SD=1.2402 

F (2,307)=1.188 
(p=0.306) 
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Table 4.14: Kruskall–Wallis test of perceived risks and confidence in choosing a medical 
tourism destination 
 
Perceived risks/Confidence 
in choosing a medical 
tourism destination 

Confident Not confident Not sure Kruskall–Wallis test 

Functional risk Median=6 Median=6 Median=6 χ2 (df=2; n=310) = 4.527 
(p=0.104) 

Health risk Median=5 Median=5 Median=5 χ2 (df=2; n=310) = 5.116 
(p=0.770) 

Physical risk Median=5 Median=5 Median=5 χ2 (df = 2; n=310) = 0.129 
(p=0.938) 

Satisfaction risk Median=6 Median=6 Median=5 χ2 (df=2; n=310) = 5.660 
(p=0.104) 

 

It is apparent from Tables 4.13 and 4.14 that no significant association was 

demonstrated between perceived risks and levels of confidence in choosing a medical tourism 

destination. Because those who are confident about choosing a medical destination tend not to 

engage in extensive search behaviour, it would seem that the respondents‘ search behaviour 

was unaffected by any types of perceived risk. The finding suggests that none of the perceived 

risks has a significant effect on search behaviour.  

 

Table 4.15 shows the relationships between each of the nine types of perceived risk and 

the levels of importance of information from insurance companies and personal doctors. 

Pearson correlation was used for perceived risks whose scores were normally distributed, 

whereas Spearman‘s rank order correlation was used for perceived risks whose scores fail to 

satisfy the assumption of normality.  

 

Table 4.15: Correlations between perceived risks and information from insurance 
companies and personal doctors 
 
Types of perceived risk Test statistic Correlation/coefficient with 

information from insurance 
companies 

Correlation/coefficient with 
information from personal 
doctors 

Functional risk Spearman‘s rho 0.171 (p=0.003) 0.296 (p=0.000) 
Financial risk Pearson r 0.278 (p=0.000) 0.287 (p=0.000) 
Health risk Spearman‘s rho 0.136 (p=0.017) 0.083 (p=0.145) 
Physical risk Spearman‘s rho 0.081 (p=0.153) 0.000 (p=0.998) 
Satisfaction risk Spearman‘s rho 0.194 (p=0.001) 0.245 (p=0.000) 
Psychological risk Pearson r 0.011 (p=0.844) -0.322 (p=0.000) 
Political risk Pearson r 0.090 (p=0.115) 0.025 (p=0.661) 
Social risk Pearson r 0.000 (p=0.995) –0.239 (p=0.000) 
Time risk Pearson r 0.138 (p=0.015) –0.051 (p=0.368) 
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It is apparent that there were significant positive correlations/coefficients between 

certain risks (functional, financial, health, satisfaction, and time) and importance of 

information from insurance companies (p<0.05). Positive correlations were also found 

between certain risks (functional, financial, and satisfaction) and information from personal 

doctors (p<0.05).  

 

In summary, perceived risks of all types were found to have insignificant effects on the 

respondents‘ level of confidence in choosing a medical tourism destination (which was used 

as a proxy for external search in this study). The finding suggests that respondents tend not to 

change their levels of external information search as a consequence of perceived risk. 

However, positive correlations between certain types of perceived risks and information from 

insurance companies and personal doctors suggest that respondents who perceive higher risks 

in certain respects tend to rely more on information from these two sources. Hypothesis H7 

was therefore partially confirmed.  

Hypothesis H8 

 
The testing of Hypothesis H8 (which had proposed that induced image produced by relevant 

medical tourism authorities is important in choosing a medical tourism destination) required 

consideration of types of image agents and intention to visit Thailand as a medical tourism 

destination. Table 4.16 shows the results of this analysis. 

 

Table 4.16: Mean scores of three image agents and correlations with visit intention to 
Thailand 
 
Types of image agent Mean score Standard deviation Correlation with intention to visit 

Thailand (Spearman’s rho) 
Induced 4.8655 0.8863 0.208 (p=0.000) 
Autonomous 5.1428 0.7562 0.159 (p=0.005) 
Organic 5.5975 0.8197 0.218 (p=0.000) 
 

It is apparent from Table 4.16 that respondents considered information received from 

organic image agents (mean = 5.5975, SD = 0.8197) and autonomous agents (mean = 5.1428, 

SD = 0.7562) to be quite important in choosing a medical tourism destination, whereas 

information received from induced image agents (mean = 4.8655, SD = 0.8863) was neither 

important nor unimportant. However, all three types of image agents were positively and 

significantly correlated with intention to visit Thailand. These findings suggest that, although 
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respondents considered information received from organic and autonomous image agents to 

be more important than information from induced image agents, all three types of image 

agents were important to an intention to visit Thailand for medical reasons.  

 

Two specific types of information from medical tourism authorities are worthy of 

consideration: (i) brochures from destination authorities; and (ii) advertising campaigns 

developed by destinations about medical tourism. Correlations between the information from 

these two sources and intention to visit Thailand would signify that respondents considered 

information from these two sources to be important in choosing a medical tourism 

destination. Because intention to visit Thailand did not satisfy the assumption of normality, 

Spearman‘s rho was chosen as the test statistic (Aron and Aron, 1997). As shown in Table 

4.17, brochures from destination authorities correlated significantly with intention to visit 

Thailand (Spearman‘s rho=0.144; p<0.05). Advertising campaigns developed by destinations 

about medical tourism also correlated significantly with intention to visit Thailand 

(Spearman‘s rho=0.162; p<0.05). It can therefore be argued that respondents who placed 

more importance on information from these two sources were more likely to visit Thailand 

for medical reasons.  

 

Table 4.17: Correlations between information from medical tourism authorities and 
intention to visit Thailand 
 
Information source Correlation with intention to visit Thailand 

(Spearman’s rho) 
Brochures from  destination authorities Spearman‘s rho=0.144; p=0.011 
Advertising campaigns by destinations Spearman‘s rho = 0.162; p=0.004 

 

In summary, although the mean score for induced image agents (in general) suggested 

that this source of information is neither important nor unimportant in choosing a medical 

tourism destination, this source of information correlated significantly with intention to visit 

Thailand. Moreover, the results indicate that respondents considered information from all 

three types of image agents (including induced images) to be important in choosing a medical 

tourism destination. Hypothesis H8 was thus confirmed.   

 

4.5.3 Subsidiary research question 1.3 
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The third subsidiary research question was: 

 What are the salient criteria in choosing a medical tourism destination? 

In addressing this research question, Section 2.6 proposed four hypotheses for testing: 

* Hypothesis H9: Quality of care is a non-compensatory rule; that is, prospective 

medical tourists tend to avoid destinations that are perceived to be inferior in terms 

of the quality of medical care that they provide.  

* Hypothesis H10: Potential for cost saving is a compensatory rule; that is, prospective 

medical tourists are willing to sacrifice certain attributes for a greater potential for 

cost saving. 

* Hypothesis H11: The image of a destination with regard to hygiene has a positive 

effect on medical tourists‘ intention to visit 

* Hypothesis H12: The image of a destination with regard to safety and security has a 

positive effect on medical tourists‘ intention to visit. 

 

In testing these hypotheses, it was necessary to consider destination attributes and 

evaluation of alternative medical tourism destinations, as shown in Table 4.18.  

 

Table 4.18: Correlations between destination attributes and visit intentions 
 
Destination 
attributes 

Intention to visit 
Thailand 

Intention to 
visit 
Malaysia 

Intention to visit India Intention to visit 
Singapore 

Quality of care Spearman‘s 
rho=0.017; 
p=0.771 

Pearson‘s 
r=0.031; 
p=0.059 

Spearman‘s rho=–0.142; 
p=0.012 

Spearman‘s 
rho=0.075; 
p=0.186 

Saving potential Spearman‘s 
rho=0.140; 
p=0.014 

Pearson‘s 
r=0.031; 
p=0.590 

Spearman‘s rho=0.091; 
p=0.112 

Spearman‘s rho= 
–0.105; 
p=0.017 

Safety and security  Spearman‘s 
rho=0.058; 
p=0.309 

Pearson‘s 
r=–0.004; 
p=0.939 

Spearman‘s rho=–0.057; 
p=0.317 

Spearman‘s 
rho=0.075; 
p=0.187 

Hygiene issues Spearman‘s 
rho=–0.025; 
p=0.666 

Pearson‘s 
r=0.056; 
p=0.330 

Spearman‘s rho=–0.144; 
p=0.011 

Spearman‘s 
rho=0.023; 
p=0.691 

Tourism 
opportunities 

Spearman‘s 
rho=0.148; 
p=0.013 

Pearson‘s 
r=0.85; 
p=0.153 

Spearman‘s rho=0.085; 
p=0.153 

Spearman‘s 
rho=0.030; 
p=0.622 

Accessibility Spearman‘s 
rho=0.090 
p=0.112 

Pearson‘s 
r=0.032; 
p=0.571 

Spearman‘s rho=–0.088; 
p=0.060 

Spearman‘s 
rho=0.047; 
p=0.409 
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Hypothesis H9 

 
The testing of Hypothesis H9 (which had proposed that quality of care is a non-

compensatory rule; that is, prospective medical tourists tend to avoid destinations that are 

perceived to be inferior in terms of quality of medical care that they provide) involved 

consideration of two variables: (i) quality of care (as the independent variable) and (ii) 

intention to visit Thailand or its three competing medical tourism destinations (as dependent 

variables). Although all of these variables were of interval measurement, only the mean 

scores of intention to visit Malaysia satisfied the assumption of normality. Spearman‘s rank 

order correlation (Spearman‘s rho) was therefore chosen as the test statistic (Manning and 

Munro, 2007).  

 

It was apparent from Table 4.10 (see above) that quality of care (mean = 5.6128, SD = 

0.7715) was the most important destination attribute for respondents in choosing a medical 

tourism destination. However, Table 4.18 shows that this attribute (quality of care) correlated 

significantly with intention to visit only in the case of India (Spearman‘s rho = –0.142; 

p<0.05); that is, respondents who placed greater importance on quality of care were less likely 

to visit India for a medical reason. The insignificant correlations between quality of care and 

intentions to visit Thailand, Malaysia, and Singapore suggest that respondents who placed 

greater importance on quality of care were neither more nor less likely to visit these 

destinations. The findings suggest that, for a destination to be even considered as a medical 

tourism destination, it must reach a predetermined ‗threshold‘ level of quality of care. 

However, providing a quality of care greater than this threshold level would not necessarily 

lead to a greater intention to visit. Hypothesis H9 was thus confirmed.  

 

Hypothesis H10 

 
The testing of Hypothesis H10 (which had proposed that potential for cost saving is a 

compensatory rule; that is, prospective medical tourists are willing to sacrifice certain 

attributes for cost saving) involved consideration of two variables: (i) saving potential; and 

(ii) intention to visit Thailand or its three competing medical tourism destinations. Although 

all of these variables were of interval measurement, intentions to visit Thailand, India, or 

Singapore failed to satisfy the assumption of normality. Spearman‘s rho was therefore chosen 
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to test the correlation between saving potential and intention to visit the three destinations 

(Aron and Aron, 1997, Levin and Rubin, 1991). In the case of intention to visit Malaysia, 

which did satisfy the assumption of normality, the correlation was tested by Pearson product-

moment correlation (Levin and Rubin, 1991, Manning and Munro, 2007).  

As previously noted, Table 4.18 showed that a significant positive correlation existed 

between saving potential and intention to visit Thailand (Spearman‘s rho = 0.140, p<0.05). A 

significant negative correlation was also apparent between saving potential and intention to 

visit Singapore (Spearman‘s rho = –0.105, p<0.05).In the case of intention to visit Malaysia 

or intention to visit India, there was no significant correlation between saving potential and 

intention to visit.  

 

These findings suggest that prospective tourists who were more price-sensitive were 

more likely to perceive Thailand as an appealing medical tourism destination, but less likely 

to perceive Singapore as an appealing destination. These respondents would appear to be 

willing to sacrifice certain attributes of their medical vacation in the interests of greater 

saving potential, while avoiding destinations that are perceived to be expensive. Hypothesis 

H10 was thus confirmed.  

 

Hypothesis H11 
 
The testing of Hypothesis H11 (which had proposed that the image of a destination with 

regard to hygiene has a positive effect on medical tourists‘ intention to visit) involved 

consideration of three variables: (i) hygiene issues; (ii) image of hygiene level of Thailand 

and its three competing medical tourism destinations; and (iii) intentions to visit the four 

destinations. Although all of these variables were of interval measurement, scores for 

intentions to visit Malaysia, Thailand, and India failed to satisfy the assumption of normality. 

In addition, image of hygiene level of Singapore and Malaysia failed to satisfy the assumption 

of normality. Spearman‘s rank order correlation (Spearman‘s rho) was therefore chosen as the 

test statistic (Levin and Rubin, 1991, Aron and Aron, 1997, Neter et al., 1998). Table 4.19 

shows the correlations between image of hygiene level and intention to visit.  
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Table 4.19: Correlations between image of hygiene level and intention to visit 
 
Independent variable Dependent variable Correlation 
Image of hygiene level of Thailand Intention to visit Thailand  Spearman‘s rho=0.372; 

p=0.000 
Image of hygiene level of Malaysia Intention to visit Malaysia Spearman‘s rho=0.338; 

p=0.000 
Image of hygiene level of India Intention to visit India Spearman‘s rho=0.403; 

p=0.000 
Image of hygiene level of Singapore Intention to visit Singapore Spearman‘s rho=0.076; 

p=0.183 
 

As previously noted, Table 4.10 showed that hygiene issues represented the third-most 

important attribute of a medical tourism destination (mean = 5.5372; SD = 0.7914). It was 

apparent that respondents placed significant importance on the hygiene level of a medical 

tourism destination; indeed, this attribute ranked with quality of care, saving potential, and 

safety and security issues as an attribute of considerable importance. This is also reflected in 

Table 4.19, which shows that a significant relationship existed between hygiene level and 

intention to visit Thailand, India, or Malaysia. There was no such significant relationship in 

the case of Singapore, which was rated very high in hygiene level (6.32, see Table 4.5); it is 

likely that this result was due to Singapore‘s reputation for relatively higher prices for 

medical care compared with the other three destinations.  

 

The significant correlations between image of hygiene level and intention to visit 

Thailand, India, or Malaysia confirm Hypothesis H11. 

 

Hypothesis H12 

 
The testing of Hypothesis H12 (which had proposed that the image of a destination with 

regard to safety and security has a positive effect on medical tourists‘ intention to visit) 

involved consideration of three variables: (i) safety and security issues; (ii) image of safety 

and security (of Thailand and its three competing destinations); and (iii) intentions to visit the 

four destinations. Although all of these variables were of interval measurement, several of 

them failed to satisfy the assumption of normality. Spearman‘s rank order correlation 

(Spearman‘s rho) was therefore chosen as the test statistic for all correlations, except those 

involving image of safety and security of India and intention to visit India—for which 

Pearson‘s product-moment correlation was applied (Neter et al., 1998, Aron and Aron, 1997, 
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Levin and Rubin, 1991). Table 4.20 shows the correlations between image of safety and 

security and intentions to visit.  

Table 4.20: Correlations between image of safety and security and intention to visit 
 
Independent variable Dependent variables Test statistic Correlation 
Image of safety and security of 

Thailand 
Intention to visit Thailand Spearman‘s rho Spearman‘s rho=0.388; 

p=0.000 
Image of safety and security of 

Malaysia 
Intention to visit Malaysia Spearman‘s rho Spearman‘s rho=0.313; 

p=0.000 
Image of safety and security of 

India 
Intention to visit India Pearson r Pearson r=0.390; 

p=0.000 
Image of safety and security of 

Singapore 
Intention to visit Singapore Spearman‘s rho Spearman‘s rho=0.053; 

p=0.000 
 

As previously noted, Table 4.9 showed that safety and security issues were the fourth-

most important attribute of a medical tourism destination (mean = 5.1390; SD= 0.8716); 

indeed, this attribute ranked with quality of care, saving potential, and hygiene as significant 

issues for consideration by respondents. This was confirmed in Table 4.20, which shows that 

significant positive correlations existed between images of safety and security and intentions 

to visit in the cases of all four destinations. 

It is thus apparent that image of safety and security is important for intention to visit. 

Hypothesis H12 was thus confirmed.  

4.5.4 Summary of hypothesis testing 

 
This section has addressed the testing of 12 hypotheses (under three research questions). Of 

the 12 hypotheses, 10 were confirmed, one was partially confirmed, and one was rejected. 

Table 4.21 summarises the testing of the 12 hypotheses.  
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Table 4.21: Summary of testing of hypotheses 
Number Hypothesis Result of test 
H1 People who engage in medical tourism tend to possess a high level of internal 

health locus of control 
Confirmed 

H2 People who engage in medical tourism think that medical care in their countries 
of residence is financially unaffordable 

Confirmed 

H3 People engage in medical tourism because they do not want to wait to receive 
medical treatments in their countries of residence 

Confirmed 

H4 People engage in medical tourism because the desired medical treatment is not 
available in their countries of residence 

Rejected 

H5  When choosing a destination, prospective medical tourists place more 
importance on destination attributes related to quality of care and potential for 
savings than attributes about tourism opportunities 

Confirmed 

H6 Prospective medical tourists with a low level of familiarity tend to engage in a 
high level of external search 

Confirmed 

H7 Prospective medical tourists with a high level of perceived risk tend to engage in 
a high level of external search, especially from doctors and insurance 
companies 

Partially 
confirmed 

H8 Induced image produced by relevant medical tourism authorities is important in 
choosing a destination for medical tourism 

Confirmed 

H9 Quality of care is a non-compensatory rule; that is, prospective medical tourists 
tend to avoid destinations that are perceived to be inferior in terms of the 
quality of medical care that they provide  

Confirmed 

H10 Potential for cost saving is a compensatory rule; that is, prospective medical 
tourists are willing to sacrifice certain attributes for a greater potential for cost 
saving 

Confirmed 

H11 The image of a destination with regard to hygiene has a positive effect on 
medical tourists‘ intention to visit 

Confirmed 

H12 The image of a destination with regard to safety and security has a positive 
effect on medical tourists‘ intention to visit 

Confirmed 

The results of the testing of the hypotheses has implications for the model previously 

proposed in Chapter Two (Figure 2.4). A modified model is shown in Figure 4.2. 
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Figure 4.2: Medical tourism destination choice process model 
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4.6 Conclusion 
 
This chapter has described data analysis in the study—including the pilot study conducted 

prior to the main study. After some modifications as a result of the pilot study, data collection 

for the substantive study principally involved an Internet survey, complemented by a 

hardcopy postal mail survey.  

 

Data from a total of 310 valid questionnaires were included in the analysis. All 

variables were tested for validity and reliability before proceeding to the testing of the 12 

hypotheses proposed in preceding chapters. Of the 12 hypotheses, which were tested by 

appropriate statistical methods for the variables involved, ten were confirmed, one was 

partially confirmed, and one was rejected.  
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Chapter Five 
Conclusions and Implications 

 
5.1 Introduction 
 
Chapter 5 concludes this thesis by formally stating the findings regarding the testing of each 

hypothesis (as reported in the previous chapter). The conclusions regarding the hypotheses are 

then utilised to address the research question. The chapter then discusses the implications of 

the research findings for theory and for practitioners. Finally, the limitations of the study and 

the implications for future research are stated. Figure 5.1 illustrates the structure of Chapter 5 

 
Figure 5.1: Structure of Chapter Five 
 
 

 

 

 

 

 

 

 

 

 

 

5.2 Research questions and hypotheses 

 
The twelve hypotheses proposed in Chapter 2 have been tested, as reported in Chapter 4. Ten 

of the hypotheses were confirmed (H1–H3, H5–H6, H8–H12), one was rejected (H4), and 

another was partially confirmed (H7). As previously noted, Hypotheses H1 to H4 were 

proposed under subsidiary research question 1.1, H5 to H8 were proposed under subsidiary 

research question 1.2, and H9 to H12 were proposed under research question 1.3. The 

findings regarding the testing of these hypotheses are formally stated below. 

 

5.2 Research questions and 
hypotheses 

5.4 Implications for practitioners 5.3 Implications for theory 

5.5 Limitations and 
implications for future 

research 

5.1 Introduction 
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5.2.1 Subsidiary research question 1.1 

 
The first subsidiary research question addressed in this study was: 

 

* What motivates people to engage in medical tourism? 

 

The effective promotion of any tourism destination requires a thorough understanding 

of the motivation of prospective tourists (Mansfeld, 1992). Motivation influences the whole 

process of choice behaviour, including information search, consideration set, image 

formation, and evaluation of alternative destinations (Mansfeld, 1992, Um and Crompton, 

1990).  

 

A variety of factors influence the motivation of people to leave their own country and 

travel to foreign destinations to receive medical treatment. These factors include the person‘s 

internal health locus of control and their attitudes towards such issues as cost, waiting times, 

and the administrative procedures involved with the medical systems in their home countries 

(Delinsky, 2005, Awadzi and Panda, 2005).  

 

In the present study, four hypotheses were proposed and tested to address the first 

subsidiary research question. The findings with regard to these four hypotheses are formally 

stated below. 

Hypothesis H1 
 
Hypothesis H1 had proposed that people who engage in medical tourism tend to possess a 

high level of internal health of control.  

 

In testing this hypothesis, the present study demonstrated that a significant relationship 

existed between the health locus of control of the respondents and the level of their 

motivation to engage in medical tourism (Pearson r = 0.343; p<0.05). Hypothesis H1 was 

thus confirmed. 
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In accordance with the contention of Delinsky (2005), the present finding suggests that 

prospective medical tourists with a higher level of internal health locus of control have 

greater motivation to engage in health-enhancing behaviours, including the adoption of 

medical tourism (Delinsky, 2005). 

 

Hypothesis H2 

 
Hypothesis H2 had proposed that people who engage in medical tourism think that medical 

care in their countries of residence is financially unaffordable. 

 

In testing this hypothesis, the present study demonstrated that a significant relationship 

existed between the attitudes of the respondents towards the cost of medical care in their 

home country and the level of their motivation to engage in medical tourism (Pearson r = –

0.267; p<0.05). Hypothesis H2 was thus confirmed. 

 

In accordance with Awadzi and Panda (2005), the present finding suggests that 

prospective medical tourists with more negative attitudes towards the cost of medical care 

provided in their countries of residence have greater motivation to travel to Thailand for 

medical tourism(Awadzi and Panda, 2005)(Awadzi and Panda, 2005)(Awadzi and Panda, 

2005)(Awadzi and Panda, 2005)(Awadzi and Panda, 2005)(Awadzi and Panda, 

2005)(Awadzi and Panda, 2005)(Awadzi and Panda, 2005) .  

 

Hypothesis H3 
 
Hypothesis H3 had proposed that people engage in medical tourism because they do not want 

to wait to receive medical treatment in their countries of residence. 

 

In testing this hypothesis, the present study demonstrated that a significant relationship 

existed between the attitudes of respondents towards waiting times and administrative 

procedures involved with the health-care system in their home country and the level of their 

motivation to engage in medical tourism (Pearson r = –0.203; p<0.05). Hypothesis H3 was 

thus confirmed. 
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The present finding suggests that prospective medical tourists who hold more negative 

attitudes towards waiting times and administrative procedures involved with the health-care 

system in their home country have greater motivation to engage in medical tourism to 

Thailand.  

Hypothesis H4 

 
Hypothesis H4 had proposed that people engage in medical tourism because the desired 

medical treatment is not available in their countries of residence.  

 

In testing this hypothesis, the present study found that the availability of desired 

medical treatment in the home countries of respondents had an insignificant effect on their 

level of motivation to engage in medical tourism [F (2,307) = 0.297; p>0.05)]. Hypothesis H4 

was therefore rejected. 

 

The results thus suggest that the motivation of prospective medical tourists to engage in 

medical tourism to Thailand is not dependent on the availability or unavailability of desired 

medical treatment in their home country.  

 

Summary of findings: Subsidiary research question 1.1 (Hypotheses H1–H4) 

 
The findings of the study with regard to subsidiary research question 1.1 show that three 

factors (health locus of control, attitudes towards cost in home country, and attitudes towards 

administrative procedures in home country) uniquely and significantly contribute to the levels 

of motivation of prospective medical tourists in accordance with the following equation: 

 

(0.313 *internal health locus of control) – (0.215* attitudes towards cost in 

home country) – (0.144* attitudes towards procedures in home country) + 

3.992 

 

In summary, the present study concludes that three factors increase the motivation of 

prospective medical tourists to engage in medical tourism to Thailand. First, individuals with 

higher levels of internal health locus of control are more likely to engage in health-enhancing 
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behaviours (Wallston et al., 1994), including medical tourism. Secondly, individuals are more 

motivated to seek medical treatment outside their countries of residence if they believe that 

the cost of medical care in their home country is too high (Awadzi and Panda, 2005). Thirdly, 

the motivation to engage in medical tourism is enhanced if waiting times are perceived as 

being too long (Awadzi and Panda, 2005). In contrast, the unavailability of desired medical 

treatment in the home country does not appear to influence the motivation of people to 

engage in medical tourism (Caballero-Danell and Mougomba, 2006). 

 

5.2.2 Subsidiary research question 1.2 

 
The second subsidiary research question addressed in this study was: 

 

* What is the nature of the information search behaviour of medical tourists when 

making a destination choice? 

 

Medical tourism destinations that wish to provide effective information about the merits 

of their destination need to understand the nature of the information search behaviour of 

prospective medical tourists. According to several authors, the external information search 

behaviour of tourists is influenced by the individual‘s level of product knowledge, familiarity 

with the product, and perceptions of risk (Gursoy, 2003, Beatty and Smith, 1987, Sonmez and 

Graefe, 1998). In addition, heightened perceptions of certain risks have been associated with 

reliance on certain types of information sources (Bieger and Laesser, 2004).  

 

Because the level of risk associated with the choice of a medical tourism destination is 

greater than that associated with choosing a general tourism destination, prospective medical 

tourists are more likely to rely on information from specific sources—such as medical 

tourism professionals, their personal doctors, and medical insurance companies. In addition, 

as suggested by the above findings with regard to motivation, medical tourists are more likely 

to attach more importance to information that is related to medical care and potential for cost 

savings than to information about other destination attributes (Hanlan et al., 2006, Moutinho, 

1987).  
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In the present study, four hypotheses were proposed and tested to address the second 

subsidiary research question. The findings regarding the testing of these hypotheses are 

formally stated below. 

 

Hypothesis H5 

 
Hypothesis H5 had proposed that, when choosing a destination, prospective medical tourists 

place more importance on destination attributes related to quality of care and potential for 

savings than attributes about tourism opportunities 

 

In testing this hypothesis, the present study compared the mean scores of six attributes 

of medical tourism destinations. It was found that the respondents attached substantial 

importance to quality of care (mean score 0.56128) and saving potential (0.5395). They also 

considered hygiene issues (5.5372) and safety and security issues (5.1390), which are 

indirectly related to quality of medical care, to be quite important. Hypothesis H5 was thus 

confirmed. 

 

Hypothesis H6 

 
Hypothesis H6 had proposed that prospective medical tourists with a low level of familiarity 

[with medical procedures and with Thailand as a medical tourism destination] tend to engage 

in a high level of external search. 

 

In testing this hypothesis, one-way analysis of variance (ANOVA) detected a significant 

relationship between the respondents‘ level of confidence in choosing a medical tourism 

destination and their level of familiarity with procedures involved with medical treatment [F 

(2,307) = 21.277 (p<0.05)]. Post hoc comparisons (Turkey HSD) found that there was a 

significant level of familiarity with medical procedures among three groups of respondents: 

(i) those who were confident (mean = 5.1111, SD = 1.1866); (ii) those who were not 

confident (mean = 3.8313, SD = 1.5223); and (iii) those who were not sure whether they were 

confident (mean = 4.4103, SD= 1.3063). These results show that respondents who were not 

confident in choosing a medical tourism destination also had the lowest level of familiarity 

with procedures involved with their medical treatment.  
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With regard to the level of familiarity with Thailand as a medical tourism destination, a 

Kruskall Wallis test was conducted to test the relationship between familiarity with Thailand 

and level of confidence in choosing a medical tourism destination. Three groups were found 

to be significantly different [χ2 (df=2, n=310) = 59.447 (p=0.00)]. Post hoc comparisons were 

conducted using Mann-Whitney U Tests with a Bonferroni adjustment of alpha (to 0.017). 

The median of familiarity with Thailand as a medical tourism destination held by respondents 

who were confident in choosing a medical tourism destination was 6.00, which was 

significantly greater than the level of familiarity held by respondents who were not sure 

whether they are confident in choosing a medical tourism destination (median=5.00; 

U=4440.00; p<0.017), and those who were not confident in choosing a medical tourism 

destination (median=4.00; U=1474.00; p<0.017). Moreover, the level of familiarity with 

Thailand as a medical tourism destination held by those who were not sure whether they were 

confident in choosing a medical tourism destination was also significantly different from the 

level of familiarity with Thailand as a medical tourism destination choice held by those who 

were not confident in choosing a medical tourism destination (U=3192.50; p<0.017). The 

results showed that respondents with a low level of familiarity with Thailand as a medical 

tourism destination were also less confident in choosing a medical tourism destination (and 

thus more likely to engage in external information search).  

 

Taken together, these results confirmed Hypothesis H6. 

 

Hypothesis H7 

 
Hypothesis H7 had proposed that prospective medical tourists with a high level of perceived 

risk tend to engage in a high level of external search, especially from doctors and insurance 

companies. 

 

In testing this hypothesis, no significant effect of any types of perceived risk was found 

on the level of confidence of prospective medical tourists in choosing a medical tourism 

destination. This finding was in apparent contradiction to the commonly accepted view that 

tasks with higher levels of risk and involvement (such as choosing a medical tourism 

destination) are usually associated with higher levels of external information search (Bettman, 
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1973) (Hawkin et al., 2001). It is likely that the explanation for the present finding is that 

information regarding medical care tends to be too complex for most prospective medical 

tourists to digest. As a consequence, people therefore tend to rely on information from 

particular information sources, such as personal doctors and insurance companies.  

 

Evidence for this explanation was found in the present study, which demonstrated that 

certain risks (functional, financial, health, satisfaction, and time) correlated significantly with 

the level of importance attached by respondents to information from insurance companies. 

Significant positive relationships were also found between functional, financial, and 

satisfaction risks and the importance attached to information from personal doctors.  

 

Taken together, these results provided partial confirmation for Hypothesis H7.  

 

Hypothesis H8 

 
Hypothesis H8 had proposed that induced image produced by relevant medical tourism 

authorities is important in choosing a medical tourism destination. 

 

In testing this hypothesis, significant correlations were found between three types of 

destination image agents and intention to visit Thailand for medical tourism. With regard to 

induced image agents, two items (brochures from tourism authorities and advertising 

campaigns by destinations) were found to correlate positively and significantly with intention 

to visit Thailand for medical tourism.  

 

The findings indicate that all three types of image agents, including induced image 

produced by medical tourism authorities, are important in choosing a medical tourism 

destination. Hypothesis H8 was thus confirmed. 
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Summary of findings: Subsidiary research question 1.2 (Hypotheses H5–H8) 

 
The findings of the study with regard to subsidiary research question 1.2 reveal that 

prospective medical tourists attach most importance to four destination attributes: (i) quality 

of care; (ii) potential for cost savings; (iii) hygiene issues; and (iv) safety and security issues.  

 

Moreover, the study finds that product familiarity—both familiarity with medical 

procedures and familiarity with a country as a medical tourism destination—exerts a strong 

influence on information search behaviour. Prospective tourists who perceive that they 

possess a low level of familiarity with procedures and destinations tend to engage in a higher 

level of external information search.  

 

Although perceived risks (in general) do not appear to exert a strong influence on 

external search behaviour, there are certain risks that increase reliance on information from 

insurance companies and personal doctors.  

 

Finally, when searching for information, prospective medical tourists rely on 

information from a variety of sources, but they do tend to attach more importance to 

information from organic and autonomous agents.  

5.2.3 Subsidiary research question 1.3  

 
The third subsidiary research question addressed in this study was: 

 

* What are the salient criteria in choosing a medical tourism destination? 

 

This question was addressed by testing four hypotheses regarding certain destination 

attributes and so-called ‗decision rules‘—which can be categorised as ‗compensatory decision 

rules‘ and ‗non-compensatory rules‘ (Mansfeld, 1992, Moutinho, 1987). 
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Hypothesis H9  

 
Hypothesis H9 had proposed that quality of care is a non-compensatory rule; that is, 

prospective tourists tend to avoid destinations that are perceived to be inferior in terms of the 

quality of medical care that they provide.  

 

In testing this hypothesis, a significant negative relationship (p<0.05) was found 

between quality of care and the respondents‘ intention to visit India; however, no significant 

relationship (p>0.05) was found between quality of care and intentions to visit other proposed 

destinations. Given that quality of care was considered by respondents to be the most 

important destination attribute when choosing a medical tourism destination, it is apparent 

that medical tourists expect medical tourism destinations to provide an acceptable standard of 

medical care; however, the provision of a higher quality of care beyond this threshold 

standard does not appear to make a destination even more attractive. These results confirmed 

Hypothesis H9. 

 

Hypothesis H10 

 
Hypothesis H10 had proposed that potential for cost saving is a compensatory rule; that is, 

prospective medical tourists are willing to sacrifice certain other attributes for cost saving.  

 

In testing this hypothesis, a significant positive relationship was found between saving 

potential and intention to visit Thailand (rho = 0.140; p<0.05). A significant negative 

relationship was also found between saving potential and intention to visit Singapore (rho = –

0.105; p<0.05). However, there was no significant correlation between saving potential and 

intentions to visit Malaysia or India.  

 

These results suggest that price-sensitive medical tourists tend to choose Thailand (and 

avoid Singapore) as the preferred medical destination. This is in accordance with the general 

perception that Singapore is known for its relatively higher prices for medical care (Choo, 

2002, M2Presswire, 2008), whereas Thailand has relatively lower costs than other 

destinations (M2Presswire, 2008). 
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Given that potential for saving was ranked by respondents as the second-most important 

destination attribute, the results show that the respondents were willing to sacrifice certain 

attributes to benefit from the greater saving potential offered by certain destinations; in other 

words, saving potential represents a so-called ‗compensatory rule‘. Hypothesis H10 was thus 

confirmed.  

 

Hypothesis H11 

 
Hypothesis H11 had proposed that the image of a destination with regard to hygiene has a 

positive effect on medical tourists‘ intention to visit. 

 

In testing this hypothesis, the present study found that the images of Thailand, 

Malaysia, and Singapore (with respect to hygiene) correlated positively and significantly 

(p<0.05) with respondents‘ intention to visit these destinations. This result confirmed 

Hypothesis H11. 

 

Hypothesis H12 

 
Hypothesis H12 had proposed that the image of a destination with regard to safety and 

security has a positive effect on medical tourists‘ intention to visit. 

 

In testing this hypothesis, the present study found that the images of Thailand, 

Malaysia, and India (with respect to safety and security) correlated positively and significantly 

(p<0.05) with respondents‘ intentions to visit these countries. Hypothesis H12 was thus 

confirmed. 

 

Summary of findings: Subsidiary research question 1.3 (Hypotheses H9–H12) 

 
The findings of the study with regard to subsidiary research question 1.3 reveal that 

prospective medical tourists apply certain ‗decision rules‘ to particular destination attributes 

that are directly or indirectly related to their motivation to travel (Gnoth, 1997, Mansfeld, 

1992, Hanlan et al., 2006). These destination attributes are quality of care and saving 

potential (which are directly related to the motivation to travel) (Marlowe and Sullivan, 2007, 
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Awadzi and Panda, 2005) and hygiene and security/safety (which are indirectly related to the 

motivation of medical tourists) (Sonmez and Sirikaya, 2002).  

 

In accordance with (Moutinho, 1987), the present study has shown that quality of care is 

assessed by a ‗non-compensatory‘ rule; that is, medical tourists eliminate alternative medical 

tourism destinations that are unacceptable in terms of quality of care. However, the provision 

of medical care of a higher quality than the threshold level does not lead to increased 

intention to visit. In contrast, potential for saving is assessed by a ‗compensatory rule‘; that is, 

medical tourists tend to ‗trade off‘ other attributes for greater saving potential (Mansfeld, 

1992). Taking these two findings together, it is apparent that medical tourism destinations 

should therefore promote an acceptable quality of care and greater saving potential.  

 

The images of destinations with regard to hygiene and safety/security also influence 

intentions to visit for medical reasons. Although these attributes are only indirectly related to 

medical tourism, prospective medical tourists who perceive a destination as being hygienic 

and safe are more likely to choose that destination for medical tourism. Medical tourism 

destinations should therefore manage their images with regard to hygiene and safety/security 

because these images have a demonstrable positive effect on intention to visit. 

  

5.2.4 Restatement of the research question 

 
The three subsidiary research questions addressed above represent specific aspects of the 

substantive research question: 

 

* What are the salient factors that influence the destination choice of medical tourists? 

 

In addressing this substantive research question it is therefore appropriate to synthesise 

the findings regarding the various aspects of the problem as expressed in the three subsidiary 

questions. 

 

Subsidiary research question 1.1 referred to various aspects of the motivation of 

medical tourists to engage in medical tourism. The factors that were found to exert an 
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influence on the level of motivation to engage in medical tourism included: (i) health locus of 

control; (ii) attitudes towards the cost of health care provided in the tourists‘ countries of 

residence; and (iii) attitudes towards waiting times and administrative procedures involved 

with the health-care systems in the medical tourists‘ countries of residence.  

 

The first of these, health locus of control, has previously been identified by Carter and 

Kulbrok (2002) as a factor that motivates people to engage in health-enhancing behaviour, 

including medical tourism. This was confirmed in the present study, which found that a 

significant positive correlation exists between health locus of control and level of motivation 

to engage in medical tourism. However, having an internal health locus of control would 

seem to be a necessary but not sufficient factor in motivating people to engage in medical 

tourism. If people are to seek access to medical treatment in another country, it seems that 

they must not only have an internal health locus of control but also a belief that the cost of 

medical treatment in their home country is too high and/or that the waiting time is too long 

(Connell, 2006, Marlowe and Sullivan, 2007). This contention was also confirmed in the 

present study, which found that attitudes regarding both cost and administrative procedures 

involved with the health-care system in the prospective medical tourists‘ home countries were 

negatively correlated with their level of motivation to engage in medical tourism. In summary 

therefore, it can be concluded that individuals with an internal health locus of control who 

hold negative attitudes about the health-care system in their countries of residence (regarding 

both costs and waiting time) tend to be more motivated to engage in medical tourism.  

 

It is thus apparent that destinations wishing to pursue medical tourism markets should 

focus on people who are not only health conscious but also dissatisfied with the current 

health-care system in their home countries with regard to cost and administrative procedures. 

Although prospective medical tourists have been characterised as ‗uninsured‘, ‗underinsured‘, 

and ‗uninsurable‘ (Awadzi and Panda, 2005, Cosh, 1997), such people might not necessarily 

possess an internal health locus of control; conversely, those who do possess health insurance 

might still choose to receive their desired medical treatment abroad because they do not want 

to wait a long time to receive such treatment in their countries of residence. The present study 

thus suggests that characterising prospective medical tourists as ‗uninsured‘, ‗underinsured‘, 

and ‗uninsurable‘ can lead to over-representation and/or under-representation of the true 

population of prospective medical tourists. Rather, prospective medical tourists should be 



 

180 
 

identified as people with an internal health locus of control who hold negative attitudes about 

the prevailing health-care system in their home countries with regard to cost and 

administrative procedures.  

 

Subsidiary research question 1.2 referred to the information search behaviour of 

medical tourists when choosing a destination. It has been suggested that prospective medical 

tourists tend to seek for more information from external sources when they feel that they are 

unfamiliar with the procedures involved with their medical treatment and/or unfamiliar with 

the alternative destinations that are available (Gursoy, 2003, Wirtz and Mattila, 2003). 

Moreover, because the choice of a medical tourism destination concerns a person‘s personal 

health and well-being, it has been suggested that prospective medical tourists are likely to 

engage in more extensive external information search behaviour in order to reduce the level 

of perceived risk to a manageable level (Sonmez and Graefe, 1998, Sirikaya and Woodside, 

2005). However, in the present study, none of the perceived risks had a significant effect on 

prospective medical tourists‘ confidence in choosing a destination. This can perhaps be 

explained by the Elaboration Likelihood Model (Hawkin et al., 2001), which postulates that 

two factors influence individuals to exert different levels of mental effort in processing 

information about products and services: (i) level of involvement; and (ii) ability to process 

the information. In certain circumstances, such as when the information is very complex, 

individuals choose to process information about a product or service on the basis of its 

‗presentation cues‘, rather than its content, even when the level of involvement with a product 

or service is high. This model might explain why perceived risks did not have a significant 

effect on the respondents‘ confidence in choosing a destination. Because medical tourism is 

inherently complex, prospective medical tourists might thus rely on certain ‗presentation 

cues‘, rather than focusing on the content of the information—which would normally be the 

case when processing information about a high-involvement product or service. Nevertheless, 

although risks did not influence the level of external information search of respondents in the 

present study, such risks did influence their reliance on information from certain trusted 

sources—namely, personal doctors and insurance companies.  

 

When searching for information, it has been suggested that prospective medical tourists 

tend to attend only to information that is related to their motivation to travel (Phelps, 1986, 

Mansfeld, 1992, Gnoth, 1997). In the present study, six destination attributes were included 
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for analysis; of these, four attributes (quality of care, saving potential, hygiene issues, and 

safety and security issues) were found to be important when searching for information about 

alternative medical tourism destinations.  

 

With regard to information sources, the respondents in the present study attached 

greatest importance to information from organic image agents (personal doctors, friends, and 

family) and autonomous image agents (news, documentaries, and non-commercial 

information about destinations) than information from induced image agents (that is, 

intentional marketing communication activities). However, all three types of information 

sources were found to have some influence on the choice of Thailand as a medical tourism 

destination. More specifically, medical tourists who had greater perceptions of certain risks 

(functional, financial, health, satisfaction, and time) tended to rely more on information from 

insurance companies in choosing a medical tourism destination, whereas those with greater 

perceptions of functional, financial, satisfaction, and social risks tended to rely more on 

information from personal doctors. 

 

Subsidiary research question 1.3 referred to the evaluation of alternative medical 

tourism destinations. In making such an evaluation, it has been suggested that medical 

tourists assign levels of utility to various attributes in accordance with the propensity of those 

attributes to satisfy the tourists‘ needs or motivations (Crouch and Louviere, 2001). As noted 

above, the present study found that four attributes were important for respondents in 

evaluating alternative destinations: (i) quality of care; (ii) saving potential; (iii) destination 

image regarding hygiene; and (iv) destination image regarding safety and security. In 

particular, for a medical tourism destination to be considered as a viable alternative, it must 

be perceived as providing an acceptable quality of medical care; medical tourists will not 

consider any destination that does not provide this threshold level of care, even if the 

destination offers other benefits—such as saving potential or tourism opportunities. 

 

Saving potential is directly related to the motivation of medical tourists (Marlowe and 

Sullivan, 2007). Indeed, medical tourists are willing to sacrifice certain attributes, such as 

quality of care above the threshold level, to benefit from greater saving potential. In the 

present study, price-sensitive medical tourists were likely to find Thailand more appealing 

than Singapore. Medical tourism destinations should therefore seek to capitalise on their 
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relatively greater saving potential, but in doing so they must first ensure that they provide an 

acceptable quality of medical care.  

 

Destination image with regard to hygiene also positively influenced the desirability of a 

medical tourism destination. Prospective medical tourists in the present study were more 

likely to choose destinations that were perceived as being more hygienic. Medical tourism 

destinations should therefore promote an hygienic image, while being mindful of the need to 

provide an acceptable quality of care and relative saving potential.  

 

Destination images with regard to safety and security were also found to exert a positive 

influence on the desirability of a medical tourism destination. In addition to providing an 

acceptable quality of care, greater saving potential, and a positive image with regard to 

hygiene, potential destinations should therefore promote their image with regard to safety and 

security if they wish to succeed as a medical tourism destination.  

 

5.3 Implications for theory 

 
Although this research was conducted to address a research question that is primarily of 

managerial concern (‗What are the salient factors that influence the destination choice of 

medical tourists?‘), the findings also have theoretical implications. The implications of the 

study for theory can be considered under three headings: (i) the theory of tourists‘ external 

information search behaviour; (ii) the theory of tourists‘ reliance on information sources; and 

(iii) the theory of evaluation of alternative destinations. Each of these is considered in greater 

detail below. 

5.3.1 Tourists’ external information search behaviour 

 
As previously noted, the choice of a medical tourism destination tends to be high-

involvement task with a high perceived risk. As a consequence, the literature suggests that 

medical tourists are likely to engage in extensive information search to minimise the inherent 

risk (Crotts, 2000, Mansfeld, 1992, Zaichkowsky, 1985) (Bieger and Laesser, 2004, Sonmez 

and Graefe, 1998, Crotts, 2000). Prospective medical tourists also tend to solve their complex 
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decision-making problems by setting certain ‗decision rules‘ for assessment of particular 

attributes (Decrop, 2000, Hawkin et al., 2001). 

 

A significant factor that influences the external search behaviour of tourists is their 

knowledge of tourism activities and alternative destinations (Wirtz and Mattila, 2003, Gursoy 

and McCleary, 2004, Beatty and Smith, 1987). Tourists who lack confidence about their 

knowledge of these matters tend to rely more on external information search and less on 

internal information search (Hensher et al., 1999, Gursoy, 2003). Information can thus be 

understood as a risk minimiser (Mansfeld, 1992, Bettman, 1973).  

 

Against this theoretical background, the present study has demonstrated that the 

respondents‘ familiarity with medical procedures and/or with Thailand as a medical tourism 

destination had a significant, positive influence on their confidence in choosing a destination 

(and thus on their lack of reliance on external information search). However, although the 

respondents rated certain types of perceived risk as being quite high, none of these risks was 

found to exert a significant effect on confidence in choosing a destination (and thus on the 

need to engage in search behaviour). The present study has thus made a contribution to theory 

by demonstrating that other factors (such as the complexity of the issues) must be taken into 

consideration when determining antecedent factors of external search behaviour in medical 

tourism. Because medical procedures tend to be complex, medical tourists are more likely to 

process information by using presentation cues, rather than the core content of the 

information in accordance with the Elaboration Likelihood Model of (Hawkin et al., 2001). 

 

5.3.2 Tourists’ reliance on information sources 

 
The second theoretical implication derived from the present study concerns reliance on 

information sources. As previously noted, information sources can be divided into 

autonomous image agents, organic image agents, and induced image agents (Hankinson, 

2004, Beerli and Martin, 2004). Autonomous image agents and organic image agents 

generally have greater credibility than induced image agents, who are often questioned in 

terms of trustworthiness and expertise (Hawkin et al., 2001, Fakeye and Crompton, 1991). 

However, tourists use all three information sources in combination, while tending to rely on 

one particular source of information (Mansfeld, 1992). Although greater access to 
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information has meant that travel intermediaries are declining in importance as a source of 

information, tourists who are considering visiting remote destinations or destinations 

associated with higher perceived risks still rely on information from travel professionals 

(Bieger and Laesser, 2004, Mansfeld, 1992).  

 

Against this theoretical background, the present study has shown that prospective 

medical tourists tend to rely on information from professionals such as personal doctors and 

insurance companies. Nevertheless, although respondents considered information from 

induced image agents (marketing communication activities) to be neither important nor 

unimportant compared with information from autonomous image agents and organic image 

agents (both of which were considered to be quite important), all information sources were 

shown to correlate significantly with intention to visit Thailand.   

 

In short, the present study has shown that it is not always appropriate to assume that 

higher risk and limited knowledge are always associated with greater external information 

search. The complexity of the issues associated with the choice of destination should also be 

taken into consideration. In terms of medical tourism, travellers tend to rely more on 

information from personal doctors and insurance companies, as well as marketing 

communication activities undertaken by prospective medical tourism destinations.  

 

5.3.3 Evaluation of alternative destinations 

 
The third theoretical implication derived from the present study concerns the evaluation of 

alternative medical tourism destinations. As previously noted, prospective tourists assess the 

utility of the attributes of alternative destinations on the basis of their consistency with the 

tourists‘ motivation to travel (Erasmus et al., 2001) (Erasmus et al., 2001, Purdue and Meng, 

2006). In such evaluations, prospective tourists set ‗decision rules‘, which can be either: (i) 

‗compensatory‘ (rules that allow ‗trade offs‘ among destination attributes, such that tourists 

are willing to sacrifice a given attribute to benefit from other attributes); or (ii) ‗non-

compensatory‘ (rules that do not allow such ‗trade-offs‘, such that a destination will be 

rejected if it fails to deliver the expected level of certain attributes) (Mansfeld, 1992).  
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Against this theoretical background, the present study has shown that prospective 

medical tourists considered quality of care, saving potential, hygiene issues, and issues related 

to safety and security to be quite important in choosing a destination. Quality of care, as the 

most important destination attribute, was the subject of a non-compensatory decision rule; 

that is, destinations that were perceived as failing to deliver care of an expected level (such as 

India) were rejected. However, in the case of intentions to visit Thailand, Malaysia, and 

Singapore, improving quality of care beyond the threshold level did not necessarily lead to 

greater appeal because other factors (such as saving potential) are also important to 

prospective tourists in choosing a destination.  

 

Saving potential was found to be the second-most important destination attribute when 

choosing a medical tourism destination. However, this followed a compensatory decision 

rule. The positive correlation between saving potential and intention to visit Thailand 

suggests that medical tourists who place more importance on saving potential are more likely 

to choose to visit Thailand for medical tourism; in contrast, the negative correlation between 

saving potential and intention to visit Singapore suggests that price-sensitive medical tourists 

tend to avoid visiting Singapore for medical tourism. The present study has thus shown that 

medical tourists tend to choose one destination (and avoid another), depending on the 

importance that they attach to saving potential.  

 

The present study has also identified other destination attributes that are indirectly 

related to the motivation of medical tourists—including hygiene issues and safety & security 

issues. These were, respectively, the third- and fourth-most important destination attributes 

when respondents were choosing a medical tourism destination. The study found significant 

correlations between intention to visit and perceived levels of hygiene in Thailand, Malaysia, 

and India. The findings demonstrate that prospective medical tourists find higher perceived 

levels of hygiene in prospective destinations more appealing. The insignificant correlation 

between the perceived level of hygiene in Singapore and intention to visit can be explained by 

Singapore‘s image of being more expensive than other destinations. With regard to safety and 

security, the study found significant correlations between these issues and intention to visit 

Thailand, Malaysia, Singapore, and India. The findings demonstrate that safer and more 

secure destinations are perceived as being more appealing by medical tourists.  
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5.4 Implications for practitioners 

 
The findings of this study also have several implications for practitioners in promoting 

Thailand as a preferred medical tourism destination. These implications for practitioners are 

presented under two headings: (i) the use of information sources for communication; and (ii) 

leverage points for promotional message. 

 

5.4.1 Use of information sources 

 
As previously noted, the study found that medical tourists consider information from all types 

of image agents (induced, autonomous, and organic) to be important in choosing a medical 

tourism destination. Tourism promotion practitioners should therefore utilise both overt 

marketing communications and covert marketing communications to promote the country to 

prospective medical tourists.  

 

Overt marketing communications, which include brochures and advertising campaigns 

undertaken by medical tourism authorities, were found to have a positive influence on 

intention to visit Thailand for medical tourism. The Tourism Authority of Thailand, the 

Department of Export Promotion, and the Ministry of Tourism and Sport should therefore 

utilise these types of marketing communication activities to promote Thailand as a medical 

tourism destination.  

 

Covert marketing communication activities, which include news and documentaries, 

can also be utilised to create awareness and credibility of the country as a medical tourism 

destination; indeed, these types of information sources have been shown to enjoy high 

credibility among consumers (Tasci and Gartner, 2007). The study found that information 

from autonomous image agents correlated significantly with intention to visit Thailand. It is 

thus apparent that public relations and publicity about quality of care and saving potential can 

certainly help promote Thailand as a medical tourism destination.  

 

The study also found that medical tourists with high perceptions of certain risks 

(functional, financial, health, and satisfaction) tend to rely more on information from 
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trustworthy social channels, such as insurance companies and personal doctors. This finding 

is in accordance with the view that relatively higher levels of trustworthiness and expertise 

are antecedents of information credibility (Belch and Belch, 2001). Medical tourism 

promotion practitioners should therefore target personal doctors and insurance companies to 

ensure that they have adequate knowledge and positive attitudes about Thailand as a medical 

tourism destination. Such information should focus on quality of care, saving potential, 

hygiene, and safety and security—which were shown to be the four most important 

destination attributes in choosing a medical tourism destination. Incentive schemes could also 

be devised to encourage insurance companies to recommend their patients/policy-holders to 

receive medical treatment in Thailand. Familiarisation trips for doctors, insurance companies, 

and media to visit Thailand could also be arranged. These trips could include visits to health-

care providers of different price ranges, familiarisation with the qualifications of Thai medical 

staff, and enhanced awareness of the sophistication of Thai medical technologies, the quality 

of the medical service, the attractive price of medical care, the high level of hygiene, and the 

safety and security of the country as a whole.  

 

The results of the study have also shown that the provision of a quality of care beyond 

the threshold level does not lead to a higher appeal. Because medical tourists place more 

importance on saving potential, they tend to choose to visit Thailand and avoid Singapore, 

which also has an image of providing high quality of care, hygiene, and safety. Practitioners 

should note that medical tourists are willing to sacrifice other destination attributes for greater 

saving potential, given an acceptable quality of medical care.  

 

The study also found that images regarding hygiene and safety/security do positively 

influence visit intention, even though these destination attributes do not directly relate to 

medical service. Practitioners should therefore be aware that these factors do influence the 

image formation of medical tourism destinations.  

 

5.4.2 Leverage points for promotional message 

 
With regard to promotional messages, the study finds that medical tourism practitioners 

should concentrate on promoting the fact that Thailand provides a quality of care that is 

comparable with the acceptable standard in developed countries, while accentuating the 
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saving potential of medical-care services in Thailand. In addition, the promotional message 

should portray Thailand as a hygienic and safe country.  

 

Because Thai health-care providers tend to utilise clinical excellence to compete with 

each other, and with health-care providers from other countries, enormous funds are routinely 

invested in the latest medical technologies and luxurious facilities. However, this inevitably 

adds costs and thus increases the price of medical treatment offered to medical tourists. Given 

that this study has found that medical tourists assess quality of care as a ‗non-compensatory‘ 

decision rule while assessing saving potential as a ‗compensatory‘ rule, it can be argued that 

the provision of a quality of medical care greater than the threshold standard is unlikely to 

increase the appeal of a destination; indeed, the study has shown that tourists find Thailand 

more appealing (and Singapore less appealing) because they place more importance on saving 

potential. Health-care providers should therefore seek a balance between improving the 

clinical excellence of their operations and offering greater saving potential to prospective 

medical tourists.   

 

5.5 Limitations of the study and implications for future research 
 

5.5.1 Limitations of the study 

 
As with all research, this study has certain acknowledged limitations. These limitations can be 

summarised as follows; 

 

* The sampling frame was based on a database of prospective travellers made available 

through the Tourism Authority of Thailand. While accessing participants more 

directly through health-care providers may have been more desirable, this would 

have breached ethical and confidentiality protocols of their clients and therefore did 

not allow the researcher to gain direct access to their customer databases. 

Respondents were therefore reached indirectly through ‗gatekeepers‘, who sent 

invitational message to potential respondents. It is therefore possible that many 

potential respondents might not have even opened the invitational messages sent by 

the gatekeepers.  
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* Because the potential respondents included in this study were approached by 

gatekeepers who represented Thailand, it is likely that the respondents were more 

likely to be aware and familiar with Thailand as a medical tourism destination. 

Intention to visit and awareness might, therefore, have been biased.  

* Because there has been no quantitative research undertaken in the field of the 

decision-making processes of medical tourists, some of the measurement scales used 

in the present study were self-developed, based on non-research literature about 

medical tourism. It is therefore possible that the scales used in this study might not 

have covered all of the destination attributes that are important to prospective 

medical tourists.  

* Data collection for this study was undertaken in a three-month period before 

significant political turmoil occurred in Thailand (April 2009). This might have 

influenced Thailand‘s safety and security image, as well as the respondents‘ 

intention to visit the country. The research findings might thus not be fully 

applicable to the current situation in Thailand, where significant political unrest 

continues.  

Despite these limitations, it is the contention of this study that the findings remain 

valuable for medical tourism promotion organisations and health-care providers in Thailand.  

 

5.5.2 Implications for future research 

 
The limitations and findings of the present study provide several implications of interest to 

future research in this area. The following suggestions for future research are made. 

 

 Because each developed country has a different health-care system, separate 

studies of potential medical tourists from various countries should be conducted 

to establish research findings relevant to the effective marketing of medical 

tourism in various source markets.  

 

 The dependent variable of this study was intention to visit, which was treated as 

a surrogate for actual choice behaviour. However, because intention might not 

be translated into actual action, a longitudinal experimental design could be 
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developed in which actual choice behaviour is observed. This would enable 

researchers to observe situational factors that might cause actual behaviour to 

deviate from intention.  

 

 To gain a more comprehensive understanding of the image of Thailand as a 

medical tourism destination, further research is required with regard to all six of 

the destination attributes included in this study (quality of care, saving potential, 

tourism opportunity, accessibility, image regarding hygiene, and image 

regarding safety and security). In addition, the image of Thailand with regard to 

these factors should be compared against its competing medical tourism 

destinations.  

 

5.6 Conclusion 
 
This chapter has restated the research questions (and related hypotheses) of the study, and has 

summarised the findings with regard to each. In addition, the chapter has presented the 

theoretical and managerial implications of the findings of the study. Finally, the limitations of 

the study and the implications for future research have been discussed. 

 

The study finds that medical tourists with lower levels of familiarity (with medical 

procedures and with Thailand as a medical tourism destination) tend to engage in greater 

external search behaviour by consulting brochures and advertising campaigns developed by 

medical tourism promoters. They also seek information from insurance companies and 

personal doctors. 

 

Moreover, to evaluate alternative medical tourism destinations, the study finds that 

prospective medical tourists set certain ‗decision rules‘. In this regard, quality of care is 

assessed on a ‗non-compensatory‘ rule, which means that medical tourists avoid visiting 

destinations whose quality of care is lower than their threshold level. However, the provision 

of a higher quality of care than this threshold level does not significantly enhance the appeal 

of a destination. In contrast, saving potential is assessed by a ‗compensatory‘ decision rule, 
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which means that medical tourists are willing to ‗trade off‘ certain other destination attributes 

for greater saving potential.  

 

Despite their indirect relationship to medical tourism, images regarding hygiene and 

safety/security are also found to influence the desirability of a medical tourism destination.  

 

In summary, the study has answered the substantive research question stated in Chapter 

1, and has done so by testing the 12 hypothesised relationships of 13 variables, as stated in 

Chapter 3.  
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Appendix 1: Information sheet and survey questionnaire 

SOUTHERN CROSS UNIVERSITY  
INFORMATION SHEET 

 

 

Salient Factors Influencing Medical Tourism Destination Choice 
 
 
You are invited to participate in a study focusing on the destination choice decision of prospective medical 
tourists. This research forms a part of a Doctor of Business Administration being conducted by Nuttapong 
Jotikasthira, the candidate, and Dr. Carmen Cox, the supervisor.  
 
As the medical bills in developed countries are very high and the healthcare system is very expensive resulting 
in a very long waiting time to receive a desired medical treatment, many people, therefore, seek opportunities 
for compatible quality of medical treatments at a much lower cost than in other countries. Medical tourism is 
therefore on the rise. At present, many countries strive to pursue the medical tourism market. However, no 
study has been conducted to explore factors that influence the destination choice process of prospective 
medical tourists. As a result, the survey aims to uncover factors that influence the destination choice process of 
prospective medical tourists with the aim to assist decision making of healthcare providers and medical tourism 
destinations 
 
Procedures to be followed 
 
It only takes 10-15 minutes to complete this survey. The survey mainly comprises of questions about your 
attitudes, opinions regarding health behaviour and medical tourism. The survey also comprises some general 
information questions which will not personally identify you in any way.  You are asked to complete the online 
survey by clicking  on the following weblink  
http://www.surveymonkey.com/s.aspx?sm=1YGepKhIeU4vCGc_2fEnLUTQ_3d_3d 
 and completing the questions asked online.  
 
Alternatively, If you prefer, you can complete a hard copy version of the written survey which is available at 
travel agencies specialising in medical tourism and sales representative offices of Thai healthcare providers 
which is of the same content as the online survey. If completing the written response, kindly put the completed 
questionnaires in the reply paid postage envelope provided and mail back to your local Tourism Authority of 
Thailand office where you collected the survey from. 
 
Participation is purely voluntary and no financial remuneration or incentive will be offered for taking part in this 
research. There are no travel expenses nor are there any costs associated with participation in this research. 
There is no cost to you apart from your time. 
 
Possible Discomforts and Risks 
 
There are no foreseeable risks or discomforts above those associated with general computer usage. 
You will be required to sit and concentrate on a computer screen, so if you have eyesight problems you will be 
required to provide your own glasses to complete the survey. 
 
Responsibilities of the Researcher 
 
It is our duty to make sure that any information given by you is protected. The questions included in the survey 
do not request any personal information that could identify you on any way. By agreeing to complete the 
survey, your informed consent is assumed. However, you are free to withdraw from completing the survey at 
anytime.  
 

http://www.surveymonkey.com/s.aspx?sm=1YGepKhIeU4vCGc_2fEnLUTQ_3d_3d
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After the research is complete, the results of the research will be available at the library of Southern Cross 
University at Tweed Gold Coast Campus.  
 
Responsibilities of the Participant 
 
Please respond to all questions contained in the survey as honestly as you can. There are no right or wrong 
answers. You may leave the survey questionnaire voluntarily without explanation of such factors.  
Freedom of Consent 
If you decide to participate, you are free to withdraw your consent and to discontinue participation at any time.  
 
 
Inquiries 
This form is yours to keep for future reference. If you have any questions, we expect you to ask us.  If you have 
any additional questions at any time please ask: 
 
Researcher  Supervisor 
Nuttapong Jotikasthira Dr. Carmen Cox 
Graduate College of Management Graduate College of Management 
Southern Cross University Southern Cross University 
PO Box 42 PO Box 42 
Tweed Heads   NSW   2485 Tweed Heads   NSW   2485 
 
Email: n.jotikasthira.10@scu.edu.au  Email: carmen.cox@scu.edu.au  
Phone: 04-01-633-901 Phone:  
 
The ethical aspects of this study have been approved by the Southern Cross University Human Research Ethics 

Committee. The Approval Number is ECN-08-080. If you have any complaints or reservations about any ethical 

aspect of your participation in this research, you may contact the Committee through the Ethics Complaints 

Officer: 

 
Ms Sue White 
Ethics Complaints Officer and Secretary 
HREC 
Southern Cross University 
PO Box 42 
Tweed Heads, NSW, 2485 
Telephone (07) 55069303 or fax (07) 5506 9202 
Email: sue.white@scu.edu.au 
 

 
 
All complaints, in the first instance, should be in writing to the above address. All complaints are 
investigated fully and according to due process under the National Statement and this University. Any 
complaint you make will be treated in confidence and you will be informed of the outcome. 

mailto:n.jotikasthira.10@scu.edu.au
mailto:carmen.cox@scu.edu.au
mailto:sue.white@scu.edu.au
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Factors Influencing Medical Tourism Destination Choice 
 
Part One: Attitudes towards health 

 

1. For what reasons are you interested in travelling abroad for medical treatments? (Please  tick all that 

apply)  

 

 A.  To cure an illness  B. To improve my health 

 C.  For cosmetic 
surgery 

 D. To have a medical check up 

    E.  I would not consider travelling abroad for medical 
reasons 

     (Please go to Question 4) 
 

2. Is such a treatment available in your country of residence? 

 

 A. Yes 

 B. No 

 C.  Don’t know 
 

3. Is that particular treatment covered by your current health plan? 

 A. Yes- Fully covered 

 B. Yes- Partially covered 

 C.  No-Not covered 
 

4. Please indicate your level of agreement with the following statements on the 7 point scale provided.  

 

 

 

 

 

Statements 

S
tro

n
g

ly d
isag

ree 

D
isag

ree 

T
en

d
 to

 d
isag

ree 

N
eith

er A
g

ree  

n
o

r d
isag

ree 

T
en

d
 to

 A
g

ree 

A
g

ree 

S
tro

n
g

ly A
g

ree 

I can have better health by engaging in healthier behaviour 1 2 3 4 5 6 7 

My imperfect health condition happened to me by chance  1 2 3 4 5 6 7 

If I have regular medical check-ups, I am less likely to have any 
health problems 

1 2 3 4 5 6 7 

Whether I have good or bad health, it is my own responsibility 1 2 3 4 5 6 7 

If I am to have better health, it is a matter of luck 1 2 3 4 5 6 7 

Strict following of doctor’s advice is the best way to keep myself 
healthy 

1 2 3 4 5 6 7 

My current health condition is a result of the choices I make in 
life 

1 2 3 4 5 6 7 
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I have full control of how my health can be improved 1 2 3 4 5 6 7 

I am destined to have the health problems which I currently 
suffer from 

1 2 3 4 5 6 7 

Other people play a big role in my health condition 1 2 3 4 5 6 7 

My current health condition is a result of my own unhealthy 
behaviour 

1 2 3 4 5 6 7 

I deserve credit if my health gets better and blame if it gets 
worse 

1 2 3 4 5 6 7 

The type of support I receive from other people determines how 
healthy I am 

1 2 3 4 5 6 7 

It is no ones fault that I have my current health problem 1 2 3 4 5 6 7 

Regarding my health, I should only do what my doctors tell me 
to do 

1 2 3 4 5 6 7 

If I choose to live a healthier life, I should get healthier 1 2 3 4 5 6 7 

Health professionals are responsible for my health condition 1 2 3 4 5 6 7 

I am fully responsible for what happens in my life 1 2 3 4 5 6 7 
 

 

 

 

 

5. Please indicate your level of agreement to the following statements on the 7 point scale provided.  

 

Statements 

S
tro
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ly d
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D
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 d
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The cost of medical treatments in my home country is 
very high 

1 2 3 4 5 6 7 

I might get myself into financial difficulty if I have to pay 
for my desired medical treatment in my home country 

1 2 3 4 5 6 7 

My healthcare plan does not cover all treatments I need 1 2 3 4 5 6 7 

I have to spend a fortune to receive certain treatments in 
my home country 

1 2 3 4 5 6 7 

Even for a serious illness, if I choose to receive certain 
treatments, I have to partially pay for such treatments at 

home 

1 2 3 4 5 6 7 

Even if a treatment is fully covered by my health plan, I 
must wait a long time to receive that treatment in my 

home country 

1 2 3 4 5 6 7 

Until I can receive the treatment, my health condition will 
get much worse 

1 2 3 4 5 6 7 
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There is a lot of paper work to be done and the system 
functions too slowly in my home country 

1 2 3 4 5 6 7 

The healthcare system in my country requires me to take 
too many steps in order to receive the medical treatment 

I need  

1 2 3 4 5 6 7 

 

6. Please select an appropriate response to the following question: 

  

 N
o

t 

in
terested

 at 

all 

U
n

in
terested

 

S
o

m
ew

h
at 

u
n

in
terested

 

In
d

ifferen
t 

S
o

m
ew

h
at 

in
terested

 

In
terested

 

V
ery 

In
terested

 

How interested are you in receiving medical 
treatment in an overseas country? 

1 2 3 4 5 6 7 

 

Part Two: Information Search Behaviour 

 

7. Please indicate your level of familiarity with the following: 

 

 

Statements 

V
ery u

n
fam

iliar 

Q
u

ite u
n

fam
iliar 

A
 b

it u
n

fam
iliar 

U
n

su
re 

A
 b

it fam
iliar 

Q
u

ite fam
iliar 

V
ery fam

iliar 

How familiar do you consider yourself to be with the 
procedures involved with your desired medical 

treatment? 

1 2 3 4 5 6 7 

How familiar do you consider yourself to be with 
Thailand as a medical tourism destination? 

1 2 3 4 5 6 7 

 

 

8. Please indicate how important each of the following risks are to you when making your decisions about 

overseas travel for a medical treatment: 

 

 

 

Statements 

N
o

t at all im
p
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t 

V
ery u

n
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p
o
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t 

U
n

im
p

o
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t 

N
eith

er im
p

o
rtan

t n
o

r  

u
n

im
p

o
rtan

t 

Im
p

o
rtan

t 

V
ery im

p
o

rtan
t 

E
xtrem

ely im
p

o
rtan

t 

Possibility that the desired medical treatment does not 
turn out as expected 

1 2 3 4 5 6 7 

Possibility that the overall cost (treatments and other 
expenses) will not provide a large savings potential 

1 2 3 4 5 6 7 

Possibility that my health condition will get worse due 
to travel to a foreign country 

1 2 3 4 5 6 7 
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Possibility of physical danger or injury due to 
accidents 

1 2 3 4 5 6 7 

Possibility that the medical treatment will not provide 
a satisfactory outcome 

1 2 3 4 5 6 7 

Possibility that travelling overseas for medical 
treatments does not match my self image 

1 2 3 4 5 6 7 

Possibility of becoming involved in political turmoil 
during my stay in that country 

1 2 3 4 5 6 7 

Possibility that my choice of destination will affect 
other people ‘s opinion of me 

1 2 3 4 5 6 7 

Possibility that travelling abroad for medical 
treatments will take much longer than I expect 

1 2 3 4 5 6 7 

 

9. Given your current knowledge about the procedures involved in your desired medical treatment, do you 

think you can confidently choose a destination and health care provider to supply the required 

experience?  

 

Yes   No   Not sure  

10. Please rate your attitude towards the importance of information from the following sources when 

deciding what country you will travel to for medical treatments : 

 

 

 

Statements 

N
o

t at all im
p

o
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t 
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o
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t 
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n
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p
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p
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n
o

r u
n

im
p

o
rtan

t 
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p
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t 

V
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o
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t 

E
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Im
p

o
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t 

Brochures from potential destinations’ tourism 
authorities about medical tourism 

1 2 3 4 5 6 7 

Brochures from medical care providers (e.g. hospital) 
of potential destinations 

1 2 3 4 5 6 7 

Advertising campaigns developed by destinations 
about medical tourism 

1 2 3 4 5 6 7 

Personal selling by staff of travel agencies specialising 
in medical tourism  

1 2 3 4 5 6 7 

Information from health insurance policy providers 1 2 3 4 5 6 7 

Information from non-commercial websites  (e.g. 
Websites of professional associations, webboards and 

online communities) 

1 2 3 4 5 6 7 

 

 

 

Statements 

N
o

t at all im
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p
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News stories about medical industries in different 
destinations 

1 2 3 4 5 6 7 

Reports about medical industries and medical tourism 
in potential destinations 

1 2 3 4 5 6 7 

Documentaries about medical industries in potential 
destinations 

1 2 3 4 5 6 7 

Articles about medical industries and medical tourism 
in potential destinations 

1 2 3 4 5 6 7 

Friends and Family 1 2 3 4 5 6 7 

Personal doctors 1 2 3 4 5 6 7 

Testimonials from those who have received the 
medical treatments in potential destinations 

1 2 3 4 5 6 7 

 

Part Three: Selection of medical tourism destination 

 

11. When you think about countries where you can receive your desired medical treatment, what countries 

first come to mind? (please name all countries that apply) 

 

 
 

12. Have you ever visited any of the following countries for medical reasons?   

Thailand Yes No 

Singapore Yes No 

Malaysia Yes No 

India Yes No 

Other Country (Please Specify) Yes No 

 

13. When considering your ideal medical tourism destination, please indicate your degree of agreement or 

disagreement with these statements on the 7 point scale provide 

 

 

 

My ideal medical tourism destination… 

S
tro
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ly d
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 d
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g
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g

ly A
g
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…has many international standard hospitals with board certified doctors & 
surgeons 

1 2 3 4 5 6 7 

…provides the same medical treatments at much lower cost than my home 
country 

1 2 3 4 5 6 7 

…is safe to travel to by oneself 1 2 3 4 5 6 7 

…has a level of hygiene similar to my own country 1 2 3 4 5 6 7 
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…has beautiful beaches 1 2 3 4 5 6 7 

…has direct flights from where I live 1 2 3 4 5 6 7 

…has many international standard hospitals with high treatment success 
rates 

1 2 3 4 5 6 7 

…provides my desired medical treatment at a lower cost compared to other 
destinations 

1 2 3 4 5 6 7 

…has low crime rates 1 2 3 4 5 6 7 

…is safe to buy food and drinks from general food vendors 1 2 3 4 5 6 7 

…has wonderful scenic beauty 1 2 3 4 5 6 7 

…has many international standard hospitals specialising in my desired 
treatments 

1 2 3 4 5 6 7 

…has many hospitals that are equipped with the world’s most sophisticated 
medical equipment 

1 2 3 4 5 6 7 

…is safe to walk on the street by oneself 1 2 3 4 5 6 7 

…has no epidemic diseases 1 2 3 4 5 6 7 

…has authentic historical sites 1 2 3 4 5 6 7 

…has many hospitals that affiliate with reputable medical institutions and 
schools 

1 2 3 4 5 6 7 

…has hospitals that provide care with a high ratio of registered nurses per 
patient 

1 2 3 4 5 6 7 

…has healthcare professionals that are fluent in several languages including 
my native language  

1 2 3 4 5 6 7 

…can be accessed from my home country at low cost 1 2 3 4 5 6 7 

...is politically stable 1 2 3 4 5 6 7 

…has a low incidence of natural disasters 1 2 3 4 5 6 7 

…has good security systems in buildings (e.g. fire evacuation system, 
surveillance cameras etc.) 

1 2 3 4 5 6 7 

…has a safe environment 1 2 3 4 5 6 7 

…has hygiene levels in healthcare providers which are compatible with the 
hygiene level in my country 

1 2 3 4 5 6 7 

…has good shopping facilities 1 2 3 4 5 6 7 

…is a convenient proximity to my home country 1 2 3 4 5 6 7 

…has various hospitals that have been accredited internationally from world 
reputable institutions including JCIO (Joint Commission for Accreditation of 
Health Care Organisations) 

1 2 3 4 5 6 7 

…has a much lower cost of living in comparison to my home country 1 2 3 4 5 6 7 

…has no internal conflicts 1 2 3 4 5 6 7 

…has a variety of good bars and nightclubs 1 2 3 4 5 6 7 

…has various hospitals that coordinates with healthcare providers in my 
home country so that I  can be assured about quality of the care 

1 2 3 4 5 6 7 
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…is not target for terrorists’ attacks 1 2 3 4 5 6 7 

…has a safe transportation system 1 2 3 4 5 6 7 

…offers lower overall costs when combining the costs of medical treatments 
and all other travel costs 

1 2 3 4 5 6 7 

…has various hospitals that guarantee the results of the treatment and are 
willing to legally abide by relevant laws 

1 2 3 4 5 6 7 

 

 

14. Please indicate how hygienic you perceive the following countries to be: 

 

 

 

How hygienic do you think these countries 
are? 

V
ery u

n
h

yg
ien

ic 

U
n

h
yg

ien
ic 

S
o

m
ew

h
at 

u
n

h
yg

ien
ic 

N
eith

er h
yg

ien
ic 

n
o

r u
n

h
yg

ien
ic 

S
o

m
ew

h
at 

h
yg

ien
ic 

H
yg

ien
ic 

V
ery h

yg
ien

ic 

Thailand  1 2 3 4 5 6 7 

Malaysia 1 2 3 4 5 6 7 

Singapore 1 2 3 4 5 6 7 

India 1 2 3 4 5 6 7 

Other country (please name) _____________ 1 2 3 4 5 6 7 

 

15. Please indicate your perception about security and safety in the following countries:  

 

 

How safe and secure do you think these 
countries are? 

N
o

t at all safe 

an
d

 secu
re 

U
n

safe an
d

 

in
secu

re 

S
o

m
ew

h
at 

u
n

safe an
d

 

in
secu

re 

N
eu

tral 

S
o

m
ew

h
at safe 

an
d

 secu
re 

S
afe an

d
 

S
ecu

re 

H
ig

h
ly safe an

d
 

secu
re 

Thailand  1 2 3 4 5 6 7 

Malaysia 1 2 3 4 5 6 7 

Singapore 1 2 3 4 5 6 7 

India 1 2 3 4 5 6 7 

Other country (please name) _____________ 1 2 3 4 5 6 7 

  
 

Part Four: Destination appeal and visit intention 

 

16. Please indicate how likely you are to travel to the following countries to receive your desired medical 

treatments: 
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Country 

V
ery u

n
likely 

U
n

likely 

S
o

m
ew

h
at u

n
likely 

N
eith

er likely n
o

r 

u
n

likely 

S
o

m
ew

h
at likely 

L
ikely 

V
ery likely 

Malaysia 1 2 3 4 5 6 7 

Thailand 1 2 3 4 5 6 7 

India 1 2 3 4 5 6 7 

Singapore 1 2 3 4 5 6 7 

Other country (please name): 
__________________ 

1 2 3 4 5 6 7 

 

 

 
 

17. Please explain your responses to Question 15 

 

 

 
 

Part Five: Demographic factors  

 

Please tick the appropriate box for each of the remaining questions. 
 

18. What is your country of residence? 

 

19. Please indicate your gender: 

    

Male   Female    

 

20. Which of the following age groups do you belong to? 

 A.  18 - 30 years old  B. 31-40 years old 

 C.  41-50 years old  D. 51-60 years old 

 E.  61-70 years old    F. 71 years old and above 
 

21. What is your marital status? 

 A.  Single  B. Cohabiting 

 C.  Married  D. Separated 

 E.  Divorced  F. Widowed 

 

22. What is your country of residence? 

 A.  United Arab Emirates  B. Australia 
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 C.  Singapore  D. Hong Kong 

 D USA  E UK 

 F. JAPAN  G GERMANY 

 H INDONESIA  I MALAYSIA 

 J CHINA  K TAIWAN 

 M Other  (Please Specify) __________________________ 

 

23. Please state your annual personal income in  US Dollar 

 A.  10,000 and below  B. 10,001-30,000 

 C.  30,001-60,000  D. 60,001-100,000 

 E 100,001-200,000  F More than 200,001 
 

24. Education  

 A.  Up to and including High School  B. College Diploma 

 C.  Bachelor’s Degree  D. Master’s Degree 

 E.  Doctorate Degree  F. Other (please specify) 
______________ 

 

25. Employment Status 

 A.  Unemployed  B. Employed with temporary contract 

 C.  Freelance Professionals  D. Corporate Firms Employees 

 E.  Business Owners  F. Other (Please Specify) __________ 

 

Thank you very much for agreeing to complete this questionnaire. Kindly name any person whom 
you think he/she is interested in medical tourism as well as his/her telephone number or e-mail 

address 
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Appendix two: Inter-item and item to total correlations of composite 
variables 
 
Appendix 2.1: Item to total and inter item correlations of Internal Health of Control 
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Internal health of 
control 

1 0.682 0.751 0.839 0.793 0.766 0.784 0.730 0.745 

I can have better health 
by engaging in 
healthier behaviour 

0.682 1 0.694 0.598 0.458 0.346 0.333 0.574 0.518 

Whether I have good 
or bad health, it is my 
own responsibility 

0.751 0.694 1 0.569 0.551 0.467 0.512 0.480 0.521 

My current health 
condition is a result of 
the choices I make in 
life 

0.839 0.598 0.569 1 0.639 0.593 0.616 0.558 0.570 

I have a full control of how 
my health problems which I 
currently suffer from 

0.793 0.458 0.551 0.639 1 0.497 0.601 0.530 0.514 

My current health condition 
is the result of my own 
unhealthy behaviour 

0.766 0.346 0.467 0.593 0.497 1 0.668 0.510 0.493 

I deserve credit if  my 
health gets better and 
blame if it gets worse 

0.784 0.333 0.512 0.616 0.601 0.668 1 0.452 0.492 

If I choose a healthier 
life, I should get 
healthier 

0.730 0.574 0.480 0.558 0.530 0.510 0.452 1 0.457 

I am fully responsible 
for what happens in my 
life 

0.745 0.518 0.521 0.570 0.514 0.493 0.492 0.457 1 
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Appendix 2.2: Inter-item and item to total correlations of Health Locus of Control 
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Chance health locus of control 1 0.799 0.758 0.754 0.551 
My imperfect health condition 
happened to me by chance 

0.799 1 0.664 0.383 0.517 

If I am to have better health, it 
is a matter of luck 

0.758 0.664 1 0.351 0.496 

I am destined to have the health 
problems which I currently 
suffer from 

0.754 0.383 0.351 1 0.350 

It is no one‘s fault that I have 
my current health problem 

0.551 0.517 0.496 0.350 1 

 
Appendix 2.3: Inter-item and item to total correlations of people health locus of control 
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People health locus of control 1 0.768 0.818 0.769 0.728 0.759 0.753 
If I have a regular checkups, I 
am less likely to have any 
health problems 

0.768 1 0.687 0.453 0.470 0.478 0.425 

Strict following of doctor‘s 
advice is the best way to keep 
myself healthy 

0.818 0.453 1 0.540 0.479 0.596 0.473 

Other people play a big role in 
my health condition 

0.769 0.470 0.540 1 0.490 0.476 0.533 

The type of support I receive 
from other people determines 
how healthy I am 

0.728 0.470 0.479 0.490 1 0.420 0.495 

Regarding my health, I should 
only do what my doctors tell 
me to do 

0.759 0.478 0.596 0.476 0.420 1 0.539 

Health professionals are 
responsible for my health 
condition 

0.753 0.425 0.473 0.533 0.496 0.539 1 
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Appendix 2.4: Inter-item and item to total correlations of Attitudes towards cost of medical 

care 
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Attitudes towards cost of medical care 1 0.745 0.795 0.681 0.787 0.638 
The cost of medical care in my home country 
is very high 

0.745 1 0.643 0.400 0.481 0.415 

I might get myself into financial difficulty if I 
have to pay for my desired medical treatment 
in my home country 

0.795 0.643 1 0.383 0.621 0.404 

My healthcare plan does not cover all 
treatments I need 

0.681 0.400 0.383 1 0.478 0.359 

I have to spend a fortune to receive certain 
treatments  in my home country 

0.787 0.481 0.621 0.478 1 0.419 

Even  for a resinous illness,  if I choose to 
receive certain treatments, I have to partially 
pay for such treatments at home 

.638 0.415 0.404 0.359 0.419 1 

  
Appendix 2.5: Inter-item and item-to-total correlations of Attitudes towards procedure 

involved with medical care  
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Attitude towards  procedures involved with 
medical treatments 

1 0.834 0.768 0.889 0.866 

Even if a treatment is fully covered by health 
plan, I must wait a long time to receive that 
treatment in my home country 

0.834 1 0.564 0.621 0.592 

Until I can receive the treatment, my health 
condition will get much worse 

0.768 0.564 1 0.546 0.492 

There is a lot of paper work to be done and the 
system functions too slowly in my home 
country 

0.889 0.621 0.546 1 0.816 

The healthcare system in my country requires 
me to take too many steps in order to receive 
the medical treatment I need 

0.866 0.592 0.492 0.816 1 
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Appendix 2.6: Inter-item and item to total correlations of induced image agents 
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Induced Image agents 1 0.800 0.803 0.807 0.733 0.622 0.569 
Brochures from potential 
destinations‘ national authorities 
about medical tourism 

0.800 1 0.673 0.648 0.466 0.381 0.310 

Brochures of medical care 
providers in potential destinations 

0.803 0.673 1 0.563 0.408 0.491 0.373 

Advertising campaigns attempted 
by destinations about medical 
tourism 

0.807 0.648 0.563 1 0.661 0.353 0.272 

Personal selling by staff of travel 
agencies specialising in medical 
tourism 

0.733 0.466 0.408 0.661 1  0.341 0.251 

Health insurance policy providers 0.622 0.381 0.491 0.353 0.341 1 0.387 

Information from Internet websites 0.596 0.310 0.373 0.272 0.251 0.387 1 

 
Appendix 2.7: Inter-item and item to total correlations of autonomous image agents 
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Autonomous Image agents 1 0.801 0.896 0.900 0.821 
News about medical industries of 
different potential destinations 

0.801 1 0.658 0.661 0.468 

Reports about medical industries 
and medical tourism in potential 
destinations 

.896 0.658 1 0.759 0.645 

Documentary about medical 
industries in potential destinations 

0.900 0.661 0.759 1 0.701 

Articles about medical industries 
and medical tourism in potential 
destinations 

.821 0.468 0.645 0.701 1 
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Appendix 2.8: Inter-item and item to total correlations of organic image agents 
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Organic image agents 1 0.857 0.874 0.797 
Friends and Family 0.857 1 0.678 0.482 
Personal doctors 0.874 0.678 1 0.536 
Testimonials from those who have 
received the medical treatments in 
potential destinations 

0.797 0.482 0.536 1 
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Appendix 2.9: Inter-item and item-to-total correlations of quality of care 
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QUALITY OF CARE 1 0.632 0.732 0.671 0.703 0.700 0.723 0.678 0.717 0.613 0.711 
…has many international 
standard hospitals with 
board certified doctors & 
surgeons (CARE1) 

0.632 1 0.497 0.436 0.371 0.355 0.351 0.365 0.400 0.245 0.420 

…has many international 
standard hospitals with 
high treatment success 
rates (CARE2) 

0.732 0.497 1 0.494 0.459 0.447 0.435 0.427 0.427 0.351 0.495 

…has many international 
standard hospitals 
specialising in my desired 
treatments (CARE3) 

0.671 0.436 0.494 1 0.530 0.360 0.417 0.329 0.337 0.313 0.387 

…has many hospitals that 
are equipped with the 
world‘s most sophisticated 
medical equipment 
(CARE4) 

0.703 0.371 0.459 0.530 1 0.450 0.466 0.313 0.432 0.287 0.458 

…has many hospitals that 
affiliate with reputable 
medical institutions and 
schools (CARE5) 

0.700 0.355 0.447 0.360 0.450 1 0.557 0.326 0.506 0.326 0.423 

…has hospitals that 
provide care with a high 
ratio of registered nurses 
per patient (CARE6) 

0.723 0.351 0.435 0.417 0.466 0.557 1 0.374 0.448 0.375 0.551 

…has healthcare 
professionals that are fluent 
in several languages 
including my native 
language (CARE7)  

0.678 0.365 0.427 0.329 0.313 0.326 0.374 1 0.402 0.334 0.325 

…has various hospitals 
that have been accredited 
internationally from world 
reputable institutions 
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Commission for 
Accreditation of Health 
Care Organisations) 
(CARE8) 

0.717 0.400 0.427 0.337 0.432 0.506 0.448 0.402 1 0.464 0.469 

…has various hospitals 
that coordinates with 
healthcare providers in my 
home country so that I  can 
be assured about quality of 
the care (CARE9) 

0.613 0.245 0.351 0.313 0.287 0.326 0.375 0.334 0.464 1 0.363 

…has various hospitals 
that guarantee the results of 
the treatment and are 
willing to legally abide by 
relevant laws (CARE10) 

0.711 0.420 0.495 0.387 0.458 0.423 0.551 0.325 0.469 0.363 1 
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Appendix 2.10: Inter-item and item-to-total correlations of saving potential 
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SAVING POTENTIAL 1 0.814 0.821 0.340 0.608 
…provides the same 

medical treatments at much 

lower cost than my home 

country 

0.814 1 0.530 0.204 0.472 

…provides my desired 

medical treatment at a 

lower cost compared to 

other destinations 

0.821 0.530 1 0.251 0.514 

…has a much lower cost of 

living in comparison to my 

home country 

0.340 0.240 0.251 1 0.388 

…offers lower overall costs 

when combining the costs 

of medical treatments and 

all other travel costs 

0.608 0.472 0.514 0.388 1 
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Appendix 2.11: Inter-item, and item-to-total correlations of safety and security issues 
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SAFETY AND 
SECURITY 
ISSUES 

1 0.503 0.671 0.696 0.791 0.788 0.751 0.737 0.681 0.756 0.742 

…is safe to 
travel to by 
oneself 

0.503 1 0.240 0.235 0.383 0.223 0.375 0.438 0.196 0.263 0.279 

…has low crime 
rates 

0.671 0.240 1 0.509 0.483 0.490 0.409 0.370 0.397 0.428 0.439 

…is safe to walk 
on the street by 
oneself 

0.696 0.235 0.509 1 0.492 0.547 0.392 0.472 0.447 0.422 0.459 

...is politically 
stable 

0.791 0.383 0.483 0.492 1 0.631 0.557 0.513 0.478 0.567 0.489 

…has a low 
incidence of 
natural disasters 

0.788 0.223 0.490 0.547 0.631 1 0.555 0.474 0.534 0.554 0.556 

…has good 
security systems 
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surveillance 
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0.751 0.375 0.409 0.392 0.557 0.555 1 0.644 0.355 0.518 0.555 

…has a safe 
environment 

0.737 0.438 0.370 0.472 0.513 0.474 0.644 1 0.373 0.504 0.570 

…has no internal 
conflicts 
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…is not target 
for terrorists‘ 
attacks 
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…has a safe 
transportation 
system 
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Appendix 2.12: Inter-item and item-to-total correlations of hygienic issues 
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HYGIENIC ISSUES 1 0.715 0.672 0.781 0.738 
…has a level of hygiene 
similar to my own country 

0.715 1 0.387 0.415 0.404 

…is safe to buy food and 
drinks from general food 
vendors 

0.672 0.387 1 0.439 0.358 

…has no epidemic diseases 0.781 0.415 0.439 1 0.389 
…has hygiene levels in 
healthcare providers which 
are compatible with the 
hygiene level in my country 

0.738 0.404 0.358 0.389 1 

 
Appendix 2.13: Inter-item and item-to-total correlations of accessibility of medical tourism 

destinations 
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ACCESSIBILITY 1 0.889 0.875 

…has direct flights from where I live 0.889 1 0.557 

…is a convenient proximity to my home 
country 

0.875 0.557 1 
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