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EXECUTIVE SUMMARY

This review offers a structured theoretical mapping of the decision-making processes and
risk assessment behaviours associated with medical tourism (MT). MT decisions are rarely
made through purely rational cost-benefit analysis; rather, they are influenced by heuristics,
emotions, trust cues, and social influences. Under uncertainty, individuals often rely on
mental shortcuts, such as online reviews, influencer testimonials, media portrayals or
perceived reputation of destination countries and facilities, which can distort or oversimplify

risk assessments.

Empirical evidence on how individuals assess or misjudge medical risks abroad is limited and
demonstrates significant fragmentation, with studies emerging from diverse disciplines —
such as behavioural economics, consumer psychology, marketing, and sociology. As a
result, there is limited integrative theory that cohesively explains how individuals weigh risks,

trust sources of information, or engage in pre-travel due diligence.

Critical knowledge gaps include limited empirical data on the role of digital platforms and
influencer culture in shaping decisions; sparse exploration of the psychological and
emotional dimensions of risk tolerance in elective medical travel; and limited theoretical
understanding of how interactions between individual behaviour and MT industry practices

contribute to undesirable outcomes.

The findings highlight the importance of future research in MT to adopt interdisciplinary and
mixed-method approaches, develop theoretically grounded models, and investigate the role
of public health communication activities aimed at improving informed consent and risk
awareness. Greater attention to the social, cultural, and digital ecosystems surrounding MT is
essential to understanding and mitigating the health, ethical, and systemic risks associated

with this growing global phenomenon.

Summary of findings

The decision to seek medical or surgical care abroad is a complex and dynamic process
influenced by a multitude of psychological, social, and economic factors. As individuals
navigate different non-linear stages of the MT journey, they are influenced not only by
rational cost-benefit considerations, but also by deeply rooted cognitive and emotional
processes. This complexity means that there is no universally superior theory for
understanding the MT decision-making process. Instead, this journey is best understood
through an integrated lens of high-level behavioural and social psychological theories
which help to explain why and how individuals make choices at different stages, rather

than reliance on a single dominant theory. The suggested integrated theoretical framework
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helps identify leverage points to support people more effectively throughout their journey,
and is summarised below (see Table 1 on page 21 for the framework presented in a table

format):

1. Need Recognition
People considering medical or surgical tourism are motivated by a complex interplay of
health and esteem needs, value expectations, social influences, and perceived control.
Various motivational theories help us understand why some act on their health concerns and
choose care abroad, while others may not — even under similar circumstances.
At some point within this stage, individuals start seriously considering care abroad. The
theory of planned behaviour emphasizes how attitudes, perceived norms, and control
beliefs shape this intention, while the self-determination theory highlights the internal drive
for autonomy and competence in health decision-making.

2. Information Search and Evaluation
Prospective patients seek and process information about countries, providers, procedures,
and outcomes. Information processing models such as the elaboration likelihood model
and heuristic systematic model explain the balance between fast, intuitive impressions and
slower, analytical thought. Heuristics such as the availability bias also play a key role,

especially when patients rely on testimonials or visuals for information.

3. Evaluation of alternatives
Faced with uncertainty, individuals assess potential risks and rewards. Prospect theory
describes how decisions are framed around perceived gains or losses, while cognitive
dissonance theory explains emotional mechanisms that drive choices under stress and

uncertainty. Trust and communications are important influences at this stage.

4. Commitment and purchase decision.
Ultimately, the individual selects a provider and commits to the journey. Here, concepts like
bounded rationality (e.g., opting for ‘good enough’ rather than optimal) show how limited
information, option framing shape final decisions. Further, cost-benefit calculations are

important considerations at this stage, as explained by consumer marketing theories.

5. Post-Choice Evaluation
After treatment, individuals reflect on outcomes and compare their experience with others.
Theories like social comparison and cognitive dissonance explain satisfaction,

rationalisation, or regret based on how well expectations align with reality.
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Key Finding

Implication / Consequence

Suggested / example intervention

Medical Tourists (MTs) try to make
informed decisions, but rely on mental
shortcuts when overwhelmed with
information that they struggle to
understand.

To ease information overload, there is a
need for the provision of clear, accessible,
and reliable information, as well as support
with understanding information relating to
surgery (media and health literacy).

Provide a reputable information source for MTs, including education and
guidance for MTs for how to navigate information online e.g. online
guides or checklists about what to look for, what questions to ask,
information traps (e.g. misleading ads or celebrity endorsements) in MT
marketing, and how to assess credibility of information.

MTs feel uncertain and are emotionally

motivated, so rely on online reviews and

stories, testimonials, and media
portrayals to choose a destination
country and specific provider.

Leverage trusted online word-of-mouth and
endorsements to encourage safe decision
making.

Regulate online anecdotal evidence to ensure accuracy (e.g. promote
forums that require verified patient reviews), use algorithms to surface
diverse experiences rather than only popular (usually positive) stories,
implement regulations requiring MT providers to clearly disclose when
endorsements are paid or incentivised, and partner with influencers to
share evidence-based information and balanced stories.

Amidst inconsistent and confusing
information from providers, MTs seek
information from trusted sources.

International accreditation and monitoring
are needed to provide a trusted source for
MTs to identify credible providers.

Develop an official certification or accreditation for MT clinics or
information platforms that meet specific transparency, safety, and ethical
standards.

MTs simplify decision making (mainly
focusing on comparing costs).

Addressing cost and emphasising risk should
be a key focus of interventions to reduce
medical tourism and its associated harms.

Ensure that risk information is equally as visible and accessible as
information about (cost e.g. create safety ratings to display on booking
websites), raise awareness of hidden costs, shift framing so that safety is
considered as value for money.

MTs underestimate risks and focus on
benefits, influenced by marketing and
cognitive biases.

"
)
’
"
)

Address the biases that MTs have due to
their emotional investment in surgery.

)
)
’
)
)

Use prompts or campaigns to address biases e.g. prompt MTs to consider
risk and how they would handle it before accessing success stories, to
imagine themselves as if they were experiencing the worst-case scenario,
or present stories of negative consequences
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BACKGROUND

In the last two decades, a large and growing number of UK residents have travelled overseas
for MT (1). While often framed in terms of affordability, convenience, and access to
treatments unavailable or delayed at home, MT is inherently embedded within conditions of
risk and uncertainty. Patients seeking care abroad must navigate unfamiliar clinical,
regulatory and legal environments, often relying on limited or unverified information to make

high-stakes decisions that affect their health and wellbeing.

It is recognised that the standards of healthcare facilities and medical treatments, and the
rigour of regulatory oversight, vary widely across the globe (2). This, in addition to predatory
recruitment tactics, inadequate aftercare and the misleading reassurance of ‘medical
package holidays’, has prompted concerns from various UK governmental and medical
authorities over the dangers posed to UK residents from MT overseas (3). The government
has plans to implement a communication campaign to reduce the risks associated with
outbound MT for UK residents. This is underpinned by the belief that increasing public
awareness of potential dangers of overseas medical and surgical treatment and educating
the public on how to reduce risk throughout the customer journey has the potential to
encourage informed decision-making regarding healthcare options abroad (4). Theories from
behaviour science and psychological theories can help identify the beliefs and attitudes that
should be targeted in persuasive health communications (5). In order to develop evidence-
and theory-informed communication activities to raise awareness of risks of MT, it is relevant
to understand psychological motivations and intentions, risk perceptions and MT decision-
making behaviours. By acknowledging the emotional and cognitive factors that drive these
decisions, stakeholders can develop more effective patient education strategies, ethical
marketing practices, and policies that ensure the safety and well-being of individuals

engaging in MT.

Research Question

What existing theory and evidence concerning decision-making and risk assessment best
aligns with the context of MT?

Objectives

This review critically examines the available theoretical literature on MT decision-making and
risk perception. The specific objective is to identify and map the key theoretical concepts
used to explain how individuals make decisions to engage in MT, particularly under

conditions of risk and uncertainty.
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METHODS
A narrative synthesis of the theoretical literature on medical tourism was conducted. Only
sources that explicitly referenced a theory, theoretical model, or conceptual framework were

included.
FINDINGS

To synthesize the theoretical literature on MT decision-making, we began by considering the
different phases of an individual’s MT journey. The decision to undertake travel abroad to
seek medical treatment is highly involved, complex, multi-faceted, and often emotional in
nature (7). Classical consumer decision-making models such as the Engel-Kollat-Blackwell
(EKB) model provide a foundational understanding of how consumers progress through
stages of decision-making: from problem recognition to information search, evaluation of
alternatives, and final selection (8). There is no widely accepted model of the MT process,
and typical marketing infographics depict several sequential steps to illustrate the process
from beginning to end, depending on the source. From a consumer behaviour perspective
(9), the MT buyer decision-making process describes five non-linear (evolving) stages
(Figure 1). These are: need recognition (e.g., unmet health need in home country),
information search (a sense-making and discovery process to learn about available treatment
options and services), evaluation of alternatives (the preparation phase - compare and
evaluate options regarding healthcare providers based on different factors such as cost and
quality), purchase decision (following commitment to purchase, choose the destination
country as well as healthcare provider which suit best with healthcare needs, personal
preferences, and financial resources), and post-purchase behaviours (evaluate outcomes,

and overall satisfaction; consider revisits as well as become source of information for others).

Need = Information T Evaluation of = Purchase ¢=)| Post- purchase
recognition search alternatives decision behaviours

Figure 1: The non-linear stages of the MT journey, from an individual consumer perspective (9)

The findings below are organized to align with the stages of the MT consumer decision-
making journey as described above. This structured approach aims to provide a perspective
through which to understand the evolving cognitive and behavioural processes of prospective

medical tourists.

A theoretical map of decision making (Error! Reference source not found.) for medical t
ourists builds on multiple theoretical perspectives to understand the complex and dynamic

decision-making processes of individuals seeking healthcare abroad. The figure illustrates
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the mapping of key behavioural and psychological theories to the distinct stages of the MT
decision-making journey: need recognition, information search, evaluation of alternatives,
and purchase decision. Each stage is aligned with relevant theoretical frameworks. This
visual representation helps clarify how different theories contribute to understanding patient
behaviour at each decision point. The theories cover cognitive, emotional, social, cultural,

economic, and environmental factors that are postulated to explain MT decisions.

Need recognition

MT consideration starts with motivation, conditioned by an individual’s perceived needs,
which are mediated by their individual's value and belief system and situational influences,

including promotional information and word-of-mouth discussions.

The MT literature often examines the motivation of potential medical tourists from a
consumer perspective (focusing on factors such as financial considerations, quality of care,
destination image, and the availability of specialized treatments) (7). For example, the “push-
pull” model is frequently used by researchers to categorise factors, elucidating the reasons
and attractions that drive individuals to pursue medical treatment overseas (10-12).
According to this model, “people travel because they are pushed into making travel decisions
by internal, psychological factors, and pulled by external forces of the destination attributes”
(13). As such, motivations that are commonly cited in the literature include avoiding
perceived (and actual) long waiting times for care, reducing costs of elective health care that

must be paid for out of pocket, and accessing domestically unavailable procedures.

Push factors create a desire within an individual to go on a trip, while pull factors help that
individual to select an appropriate destination. Thus, push factors influence the outflow and
pull factors influence the inflow of medical tourists. A ‘MT index’ (MTI) has been developed
based on the concept of push and pull factors from tourism and economic literature (14). The
MTI is a multidimensional construct designed to measure the “attractiveness” of a country as
a MT destination in terms of four dimensions: overall country environment, healthcare costs,

tourism attractiveness, and quality of medical facilities and services.
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Iso-Ahola’s motivational framework

Personal seeking

Inter-personal seeking

[ Self-Comparison theory ][ Self-Discrepancy theory ]

[ Self-Determination theory ]

Personal escape

Inter-personal escape

Elaboration Likelihood Model

Heuristic Systematic Model

1

Need recognition: desire to seek MT

]

Information search and processing of
information

]

Evaluation of alternatives (selection of
provider and destination country

|

Purchase decision

Belief outcomes serve as Push and pull factors

Health Belief Model

Theory of Planned Behaviour

Protection Motivation theory

Risk perceptions

Prospect theory

Cognitive dissonance

Trust transfer theory

Hofstede’s framework of cultural dimensions

Psychological distance

Construal level theory

Theory of consumption values

Expectation confirmation theory

Figure 2. Theoretical model of MT decision-making
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Beyond the above-mentioned practical motivations, psychological factors play a crucial role
in influencing individuals’ decisions to engage in medical and cosmetic surgery tourism. The
psychological motivations for medical/ cosmetic surgery tourism have been analysed in the
literature from a variety of theoretical perspectives. These theories shed light on the internal
and external factors driving people to seek healthcare or aesthetic enhancements abroad.
The motivation to seek a medical procedure may relate to almost all the needs in Maslow’s
needs hierarchy (15). For example, it could be a physiological need or safety need (e.g., a
health condition that requires urgent intervention), a social need (desire to feel accepted),
esteem need (boost self-confidence) or a self-actualisation need (becoming the best version
of oneself post- treatment) (16). To provide a more nuanced examination of the psychological
drivers of medical tourists’ motivations, researchers from Canada (17) employed Iso-Ahola’s
motivation theory (18) to classify MT travel motivations into four different categories (

Figure 3). The four categories are: (a) personal seeking - desire to feel good about oneself in
terms of feeling a sense of accomplishment or mastery, project a certain image of oneself
and experience new things; (b) interpersonal seeking - engaging in activities to meet new
people, to bring together friends/family and to be with people that share similar interests; (c)
personal escaping - desire to change environments and lifestyle, and to avoid stressful
scenarios in one’s home and/or work life; and (d) inter-personal escaping - desire to escape
situations of being an unhealthy person amongst their social networks (for example, to avoid

burdening caregivers).

Inter-personal seeking: desire for
relatedness (need to feel connected and
sense of belonging with others)

Personal seeking: desire for autonomy
and accomplishment, self-actualisation

Inter-personal escaping: desire to avoid
stressful or routine social environments, seek
new social environments

Personal escaping: desire to change
environments and avoid stress

Figure 3. Iso-Ahola’s motivational theory framework (18)

Evidence from qualitative literature (19, 20) and analyses of MT motivators using Iso-Ahola’s
psychosocial lens (17) suggest that narratives of loss of faith (in the domestic health system),
hope (for improved health-related quality of life), and trust (in the services and goods offered
by healthcare providers abroad generated through the recommendations from word-of-mouth
interactions and credentials of the experts) play an important mediating role in medical
tourists’ decision-making. There is concern that current format of MT advertisements that are

designed to evoke positive emotions (e.g., hope), may mitigate risk perceptions and cultivate
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trust and favourable evaluations from potential tourists, with some consumers failing to seek

objective information about the offered services (21-23).

The importance of fulfilment of fundamental psychological needs such as feeling a sense of
accomplishment and escaping (autonomy and competence) and connecting with people that
share similar interests (relatedness) is explained in the Self-Determination theory (SDT) (24).
The SDT underlines the importance of the interconnections between intrinsic (e.g., quest for
self-improvement, or wellness) and extrinsic motives (e.g., social pressure, and unrealistic
beauty standards pushed by the industry). Individuals might feel they have the right to make
choices about their health, bodies and appearance (autonomy), believe that the outcomes of
the medical procedure(s) will enable them to feel more confident and capable (competence),
and fit in with social groups or meet perceived expectations of the group (25, 26). While the
SDT offers insights into human motivation, it's not a comprehensive explanation for all
motivations behind medical and cosmetic medical/ surgery tourism behaviours, which are
multifaceted and influenced by factors like body image, social pressure, and personal
aspirations (25, 27).

Attitudes toward MT can be explained by the Social Comparison theory (28). This theory
suggests that individuals evaluate themselves by comparing to others, and internalization,
the process of adopting societal ideals, plays an important role in how these comparisons
impact self-perception (self-concept) and well-being (29). Self-concept is understood as the
cognitive and affective understanding of who and what we are (30). People generally choose
to compare (often influenced by social media, celebrity culture, or peer experiences) with
people who they perceive as superior to them in some way, even in the presence of threat to
self-esteem. A person’s dissatisfaction with any aspect of health or appearance reflects a
discrepancy, a gap between the actual- and the ideal self-concept. This sense of
dissatisfaction can act as an intrinsically driven motivator for cosmetic surgery interventions,
to meet an unsatisfied need (31). The driving force may also be extrinsically motivated
(arising from outside to get an external reward) such as the need to be liked, accepted, and
appreciated by others (32). In addition to the influence of self-concept, certain personality
characteristics may also influence motivations to engage in cosmetic surgery tourism (33).
For example, people who have high levels of social comparison, self-monitoring and self-
consciousness may be more likely to be interested in cosmetic surgery(34, 35). Also, higher
levels of interest in body image (high body orientation) can be a positive predictor for

someone to seek cosmetic surgery (36).

Apart from social comparison theory and internalization, another theory anchored on

cognitive approach that could be used to explain the behaviour towards body image
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satisfaction and motivation for cosmetic surgery tourism is the Self-Discrepancy theory (37).
This theory posits that people hold differing self-perceptions. Ideal self refers to the image of
self that individuals want or aspire to be, the ought self refers to the image of self that they
believe they should be, and actual self represents how an individual sees his or her current
self. When discrepancies arise between these different self-perceptions, they can lead to
psychological discomfort and cognitive dissonance (38). When a person is consistently
reminded of the discrepancy, they may engage behaviours to try to overcome the
discrepancy and relieve the emotional distress. In media and social network sites (e.g.,
Instagram), there exist images that serve to create a cultural standard for body image ideals.
Individuals who place importance on saliency of appearance may become concerned about
the discrepancy between their actual and ideal image. Choosing to alter one’s appearance
means recognizing a perceived self-discrepancy, and this repeated behaviour may drive to
seek cosmetic surgery. There is a body of evidence which shows that body dissatisfaction is
one of the factors involved in the decision to engage with cosmetic surgery, as a means to
obtain both intrapsychic benefits (e.g., higher self-esteem) and social rewards deriving from

appearing more attractive to others (35, 39, 40).

Information search and processing

The decision to pursue MT for an elective procedure is underpinned by a complex interplay
of information processing routes, and models of decision-making involving perceptions of risk
and trust. In the context of MT, the high involvement nature of the decision—due to the
stakes of undergoing a medical procedure abroad—amplifies the depth and intensity of

information search.

Motivations for seeking information include cost comparison, concerns about quality and
safety, availability of specific procedures, and perceived expertise of foreign providers. The
depth and duration of the search are influenced by individual factors like prior healthcare
experiences, digital literacy, and the perceived seriousness of the condition. Two theoretical
frameworks from consumer behaviour and psychology—the Elaboration Likelihood Model
(41) and the Heuristic-Systemic Model (HSM) (42) explain how potential medical tourists

search for and process health-related information.

The Elaboration Likelihood Model (ELM) proposes that individuals process persuasive
information via either a central route—engaging in careful, rational evaluation—or a
peripheral route, relying on superficial cues like branding or celebrity endorsements. Medical
tourists are more likely to use the central route due to the high-stakes nature of the decision,

but low health literacy or information overload can push them toward peripheral cues (43).
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The Heuristic-Systematic Model (HSM) similarly distinguishes between systematic
processing, where individuals deeply engage with content, and heuristic processing, where
decisions are made using mental shortcuts. Common heuristics at this stage of the MT
journey may include trusting a hospital with international accreditation or choosing a

destination perceived as modern or medically advanced.

Evaluation of alternatives

Several social cognition models describing the key cognitions, and their inter-relationships
have been applied to the understanding of attitudes, beliefs, motivations, intention formation

and decision-making behaviours related to MT.

The Health Belief Model (HBM) uses two sets of health-related beliefs in response to threat
of iliness: perceptions of illness threat and evaluation of behaviours to counteract this threat
(44). Threat perceptions are seen to depend upon two beliefs: the perceived susceptibility to
the illness and the perceived severity of the consequences of the illness, although their effect
is modified by individual differences in demographic variables, social pressure and
personality. The HBM has been shown to predict intention to engage in MT in several studies
(45-47). Findings of these studies suggest that threat perceptions (e.g., perceived
susceptibility to health condition), perceived benefits (faster reception of treatment, higher
quality of care, tourism experience) and perceived barriers (communication issues, concerns
about personal safety, uncertainty about outcomes) predict visit intentions. Further, disease
experience can influence perceived susceptibility and barriers which in turn can impact
attitudes and visiting intentions. For instance, those seeking a medically optional treatment
may be motivated by the opportunity to combine treatment with leisure and vacation activities
(47). Two other variables included in the HBM are cues to action and health motivation (the
value placed by an individual on their health. MT research shows that cues to action may be
internal (e.g. perceived and/ or experienced consequences of the health condition) or

external (e.g., advice from others, word-of-mouth, MT adverts) to the individual (48, 49).

The Theory of Planned Behaviour (TPB) is useful to explain and predict beliefs, motivations
and intentions for MT. The TPB (50) proposes that the two proximal determinants of a
behaviour are intention (e.g., representing a person’s motivation to exert effort to engage in
MT) and perceived behavioural control (PBC), defined as an individual’s perception of the
ease or difficult in performing a particular behaviour (51). Intention is itself determined by
three sets of factors: attitudes, which are the overall evaluations of the behaviour by the
individual; subjective norms (a person’s beliefs about whether significant others think he/she

should engage in the behaviour); and PBC. All three constructs (attitudes, subjective norms,
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and PBC) have been shown to predict MT intentions in diverse contexts (destination country,
health condition), with belief outcomes linked directly to push and pull motivational factors
(45, 52-56). These studies showed that people who had favourable attitudes toward MT
(e.g., MT would be a pleasant experience), believed that their friends and social networks will
support their MT intentions (subjective norms), and believed that they have the resources
knowledge and the ability to travel overseas to receive treatment were more likely to engage
in MT.

Studies that applied extended versions of the TPB to predict intention for MT found that
perceived benefits (perceived quality of medical services, positive tourism experience), and
perceived risks (medical complications, objections from family and friends) significantly
influenced attitude toward MT (57, 58). Further, resource availability (e.g., resources for
collecting and analysing information) can positively influence PBC, whereas perceived
barriers (e.g., money, time, and effort) can have a negative impact on PBC (59). A scale
based on the TPB (the MEDTOUR scale) has been validated by research for its ability to
measure and explain attitudes, beliefs and intentions for MT (52, 60). A modified version of

the scale incorporates measurement of perceived benefits and perceived risks (61).

The Protection Motivation Theory (PMT) has been employed by some researchers to predict
intentions to engage with MT. The PMT describes adaptive and maladaptive responses to a
health threat as the result of two appraisal processes: threat appraisal and coping appraisal
(62). Threat appraisal is based upon a consideration of perceptions of susceptibility to, and
severity of, a health threat. Coping appraisal involves the process of assessing the
behavioural alternatives which might diminish the threat. This process is assumed to be
based on the individual’s belief that carrying out a behaviour can remove the threat
(response efficacy) and a belief in one’s capability to successfully perform the recommended
actions (self-efficacy). One factor that is part of adaptive coping appraisal in MT behaviours is
the response cost (such as expenses, complexity of travel, and additional effort and time
required (63). The components of susceptibility, severity and response-efficacy components
all originate from the HBM, and self-efficacy originates from Bandura’s self-efficacy theory
(64). Employing the PMT, researchers demonstrated that the interplay between perceived
threat and coping appraisal (perceived self-efficacy and response efficacy) positively
influence protection motivation, thus developing push factors for international tourists’
intentions for MT in Malaysia (58, 63, 65). Further, high response costs negatively influenced
MT intention (63).

Risk perceptions
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There is concern that people often underestimate the risks of MT (66). MT decision making
involves value seeking and decision making under conditions of risk and uncertainty (67).
There are several possible theoretical mechanisms that can help explain the psychological
and cognitive biases, as well as social and informational influences that influence MT

decision making.

The Prospect theory explains how people make decisions under in risky or uncertain
situations (68). Two core concepts of this theory may explain complex decision making when
considering MT. They are the certainty effect (people tend to give more weight to features
that are perceived as certain relative to features that are merely probable, leading to risk
aversion when faced with sure gains, and risk-seeking when facing sure losses); and the
isolation effect (people tend to simplify their choice-making by isolating and focusing on
features that differ across alternatives). These two psychological effects can lead to irrational
decision-making when considering traveling abroad, as people simplify their options by
isolating certain aspects (69). From the perspective of this theory, medical tourists are
viewed as value maximisers who are likely to overlook shared risks (e.g., post-surgery
complications, travel risks, quality of care). One study found that people are likely to ignore
the risks of MT (risk aversion) because of the lower monetary costs of treatments abroad
(seen as a sure gain) (70). In addition to cost differentials, medical tourists may also ignore,
or underestimate known risks by focusing on MT features that are regarded as gains (e.g.,
ability to access treatments that are restricted or unavailable at home, avoid long waiting
times) and willing to take risks to avoid losses (e.g., the prospect of ‘missing out’ on a desired

procedure).

The MT literature highlights the role of consumer psychology, particularly in the framing of
cosmetic surgical procedures as lifestyle choices rather than purely medical necessities by
commercial MT marketing websites (71, 72). Framing effect refers to the influence of how
information is presented changes risk perception and decision-making. Medical tourists are
deemed to be a vulnerable patient population because they often have limited knowledge of
the specialized health care treatment and services they seek (73). They are more likely to
pay attention to ‘soft’ information (subjective opinions and interpretations available on the
internet, and through informal network of friends and peers) than ‘hard’ clinical information
(74). The Cognitive Dissonance theory posits that individuals experience psychological
discomfort when they hold conflicting beliefs, values, or attitudes; to reduce this discomfort,
people tend to prefer decision-consistent over decision-inconsistent information (75). This
can lead to the use of heuristics (mental shortcuts) and making quick judgments and

decisions without fully analysing the situation. Professional looking commercial MT websites
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often use strategies aimed at reducing medical tourists’ cognitive dissonance at the pre-
purchase stage (76). Marketing strategies emphasize transformational narratives, highlight
positive outcomes and downplaying risks, reinforcing the idea that undergoing surgery
abroad can lead to enhanced confidence, improved quality of life, and personal fulfiiment (77,
78). There is concern that such approaches can fuel cognitive comfort (i.e., lower risk
perceptions) during the decision-making process, potentially exerting a favourable impact on
MT visit intentions (79).

The pre-surgery belief that the procedure will bring significant benefits together with the
financial investment, time allocated, and discomfort endured, can lead patients to judge the
outcome as worthwhile in order to avoid the psychological discomfort of post-procedural
regret. Cognitive dissonance helps explain patient satisfaction levels following medical/
surgical treatment abroad. Studies (80, 81) have shown that when a patient considers there
to be a basic mismatch between degree of investment (in terms of financial and other costs)
and the perceived unfavourable outcome, they may exaggerate the value of the outcome (by
expressing high degree of post-surgical satisfaction) to justify their decision to go for

treatment abroad.
The role of trust

Online word-of-mouth (e-WOM) (digital sharing of user-generated content, opinions,
recommendations, and ‘evaluations’ about MT products, services or experiences) has
emerged as one of the most influential sources of information for people considering MT (82).
The use of the Internet as an information source is believed to have considerable social,
epistemic and functional value by people considering MT (83). One factor that is considered
crucial in mitigating risk perceptions of MT and intention is trust (49, 84-86). The Trust
Transfer theory proposes that if someone trusts a particular source (e.g., a website, a brand,
or a person), they are likely to extend that trust to entities or contexts associated with that
source (87, 88). Transfer of trust in MT decision making may occur through cognitive
(potential consumers’ understanding of the relationship between the trusted source and the
healthcare provider organisation and using this knowledge to form an opinion) and
communicative processes (the endorsement or recommendation from a trusted source such
a celebrity influences the level of trust)(89). Research informed by the Trust-transfer theory
indicates that e-WOM is positively related to intention to engage in MT and destination trust,
and destination trust is positively related to intention to engage in MT (48, 82). There is some
evidence of differential impact of e-WOM, destination trust, and MT intention formation in
men and women. One study (48) reported that the impact of eWOM on destination trust was

stronger for men than women whereas the impact of destination trust on travel intention was
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stronger for women than men. Another study found that the impact of eWOM on destination
trust and intention to revisit a MT destination was higher in men than in women; on the other
hand, the influence of destination trust on revisit intentions was higher in women than men
(90).

MT purchase decision-making

To help understand how medical tourists’ expectations about MT goods and services,
including the quality of care they expect to receive, mediate the relationship between their
perceptions and purchase decisions, some researchers have applied the Expectation
Confirmation Theory (ECT)(91). Rooted in social and cognitive psychology, the ECT posits
that individuals' expectations influence their beliefs, attitudes, and behaviours towards an
event, product, or service. Drawing on the ECT and other theories mentioned in earlier text
(namely, TPB, SDT), studies have shown that factors such as perceived cost, perceived risk,
perceived quality of medical facilities, and sustainable tourism features (e.g., health
promoting natural resources at destination country), are vital in attracting the visit intentions
of people considering MT (57, 92-94).

Perceived value is regarded as a subjective and dynamic construct that represents the trade-
off between benefits and costs associated with MT services and goods, as assessed by
medical tourists (67). The Theory of Consumption Values represents the construct of
perceived value, focusing on how consumers evaluate the worth of a product or service
based on multiple dimensions; perceived value is measured on four dimensions: emotional,
social, quality/ performance and price/ value for money (95). Studies show that decision
making of MTs is affected by factors such as perceived (and experienced) quality of facilities
and perceived value of the services (84, 85, 96, 97). Further, hospital rating and hospital
brand image may affect the perceived value of MT (98). There is some evidence that
personal factors (self-esteem and risk attitude) and word-of-mouth (as information source)
can increase the influence of the hospital related factors on perceived value of MT (99). A
study that investigated the role of trust, perceived value of MT services, and behavioural
intention for MT showed that perceived value mediated the direct relationship between trust
and behavioural intent. Additionally, the effects of trust and perceived values on intentions
were found to be significant and positive for people with an optimistic outlook (belief that
negative events are less likely to happen to them) than those with a pessimistic outlook

(belief that negative events are more likely to happen to them (100).

MT destination choice decision-making
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The importance of perceptions about culture, language, economic condition, and political
system in the destination country has been reported by several studies (101-103) that
examined factors influencing selection of MT destination country. In the MT literature,
destination image (the perceptions held by potential visitors about a country and/ or a health
service provider) relates to terms such as “impressions, perceptions or mental
representations” of the destination and is formed by at least a cognitive and an affective
component (104, 105). The cognitive component refers to the sum of beliefs or knowledge
about the attributes of a certain destination (including beliefs and knowledge about the
healthcare provider, the ‘medical component’) while the affective component refers to
intangible attributes related to feelings produced by the place. Researchers propose that
both elements are hierarchically related and that affective responses are based on cognitive
assessments (106). These elements form the overall general image of a MT destination,
which indicates the positive or negative assessment that one can make about a destination

The Construal level theory (CLT) explains how psychological distance (a subjective
experience that something is close or far away from the self) influences individuals’ thoughts
and behaviours (107). According to the CLT, different dimensions of psychological distance
(e.g., social, spatial, temporal, and hypothetical) affect the mental construal (i.e., a subjective
interpretation) of a situation, person, or event, and that these construals, in turn, guide
prediction, evaluation, and behaviour. A study on the influence of psychological distance on
selection of a MT destination country (108) reported that rather than geographical distance,
components of the psychological distance (culture, language, economic and political climate)
exerted greater influence on destination choice. A study on the relationships between
destination image, health beliefs, psychological distance, and behavioural intentions for MT
(46) found that an increased psychological distance correlates with heightened risk
perceptions in the MT destination under consideration. Additionally, psychological distance

mediated the relationship between destination image and tourists’ MT intentions.
Diasporic MT

The social dimension of psychological distance is evident in the growing recognition of the
significance of the diasporic dimension of MT in countries with migrant populations, including
in the UK (109, 110). Diasporic MT refers to individuals traveling to their country of origin or a
culturally similar country for medical treatments (111). Motivations for diasporic MT are
seemingly multifactorial - cultural familiarity and the ability to speak the native language of
the destination country can be as important as the perceived quality of healthcare in the

destination country in decision-making regarding destination choice (112, 113).
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Cultural distance and cross-cultural differences

Research has shown that significant cross-cultural perceptual differences may exist between
medical tourists from different countries in terms of selection of preferred MT destination (96,
104, 114). Hofstede’s framework of cultural dimensions comprising of four value dimensions
on which societies would differ (power distance, uncertainty avoidance, masculinity-
femininity, and collectivism-individualism) is regarded as a suitable framework to measure
cultural distance and investigate the impact of cross-cultural differences on information
seeking behaviours and destination choice(115). The dimensions of ‘uncertainty avoidance’
and ‘collectivism— individualism’ appear to be related to destination image formation,
perceptions about risks, information acquisition process and act as moderators between
information sources and destination image formation (105, 114-116). The UK scores low
interest in uncertainty avoidance and highly for individualism (117). ‘Uncertainty avoidance’
refers to the extent to which people feel threatened by uncertainty and try to avoid these
situations and relates to risk-aversion. Given that MT decision making takes place under
some risk and uncertainty, it is reasonable to assume that individuals’ perceptions and
behaviours toward MT differ by their tendency toward avoidance of uncertainty.
‘Individualism’ is the tendency of people to look after themselves and their immediate family
only and ‘collectivism’ is the tendency of the people to belong to groups and collectives and
to look after each other in exchange for loyalty. MT research (105, 114, 116) examining
cross-cultural differences in MT destination image formation and visiting intentions reveals
that ‘individualism-collectivism’ and ‘uncertainty avoidance’ have a moderating effect on
cross-cultural differences related to the degree of importance given to information sources,
destination image perceptions and intentions. Extrapolating the findings of this body of
research to the UK implies that generally speaking, UK people are less likely to use various
information sources such as WOM, advice from doctors or other patients both offline and
online (through social networks or non-commercial websites) and mass media in making
decisions about destination choice and intentions to visit. At the same time, they are less
likely to hold favourable affective, cognitive and medical cognitive images of a particular MT

destination, as well as likely to have revisit intentions.

Conclusion
The MT decision-making process is best understood using an integrated frameworks that
describe different aspects of the MT journey, as opposed to selecting one superior theory.

This integrated framework is summarised in Table 1.
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Table 1: Integrated theoretical framework for Decision-making under risk in Medical Tourism

Stage Decision focus Psychological phenomena influencing the decision-making process Theories/ concepts that explain the
decision-making
Need “Do | need to acton  In addition to the health need, the desire to escape from perceived barriers and Ahola’s motivational framework
recognition this health concern?  stress, restore agency and control, and receive care drives motivation. (escape and reward)
(Motivation to (sense making and The need to reduce psychological discomfort due to perceived gap between actual  Self- Discrepancy Theory; Self-
engage in MT discovery phase) self and ideal self-image (internal ideals or socially constructed comparisons) drives comparison theory
begins with an motivation.
unmet health Perceived severity of and susceptibility to the health condition trigger motivationto Health Belief Model;
need) act. Protection Motivation Theory
“Should | consider Attitudes about MT, subjective norms (others are doing it), and perceived control Theory of Planned Behaviour
going abroad?” (belief that they can successfully complete the journey) shape intention.
Motivation to plan is driven not just by the health need but also by the desire for Self-determination Theory

autonomy, to reclaim control, and find meaning in their healthcare journey.

Information ~ Where should | go? Based on motivation and ability, people process persuasive information either in a Elaboration Likelihood model

search and Who should | trust?”  careful, analytical manner or by relying on peripheral cues (heuristic processing)

evaluation: such as stories, visuals, or first impressions. Heuristic Systematic Model
this is both Easily remembered stories (testimonials) are often judged as more credible, even

strategic and without rigorous evidence.

emotional Intuitive thinking drives fast judgments based on appearance and ease of processing

(e.g., professional-looking website), not medical statistical data.

Evaluation of “Is the benefit worth  People appraise risk in terms of potential gains versus losses; averse to losses in face Prospect Theory

alternatives  the risk?” of ‘sure’ gains Cognitive Dissonance Theory
Decision is shaped by the desire to avoid future regret (e.g., missing out on a Heuristics (mental shortcuts)
‘promising’ offer) and resolve internal conflict about risk (by downplaying it) Trust transfer Theory

Framing of risks/ gains affects destination choice

Commitment “This is where andto People choose ‘good enough’ (satisfactory) rather than optimal; mental short cuts  Bounded rationality

to MT whom | will go.” shape judgments under uncertainty

(purchase Cost-benefit calculation is often decisive Expectation Confirmation theory
decision) Theory of Consumptive Values
Post-MT “Was this the right The person rationalises their decision to reduce post-choice discomfort. Cognitive Dissonance Theory
evaluation decision?” Validation through peer feedback reinforces satisfaction and identity affirmation.  Social Comparison Theory
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Limitations of this research

Efforts to develop a comprehensive theoretical map of decision-making in MT are hindered
by the fragmented nature of empirical, theory-informed literature. Existing research is
scattered across different disciplines, lacking cohesion and continuity. Additionally, significant
evidence gaps limit a full understanding of how patients navigate the various stages of MT,
from initial consideration to post-treatment experiences. These challenges make it difficult to

create a unified framework that captures the complexities of decision-making in this field.

Implications for Policy and Practice

Enhancing transparency and information accessibility: Given the complexity of information
search and the high perceived risk, policymakers should ensure that accurate, comparable,
and easily accessible information on international providers, costs, risks, and accreditations

is publicly available to support informed decision-making.

Supporting media literacy: As online information plays a central role, initiatives to improve
media literacy can help patients critically evaluate sources and reduce reliance on potentially

misleading content.

Developing patient-centred decision-making tools: Governments, and healthcare
organizations can create decision tools that align with the stages of the decision journey,

helping patients assess options based on personalised needs and risk tolerance.

Strengthening quality assurance mechanisms: The importance of trust and risk mitigation
underscores the need for robust international accreditation standards and monitoring

systems to validate provider quality and patient safety.

Cross-Border legal and ethical frameworks: Addressing legal uncertainties—such as
malpractice recourse and post-treatment care—is essential to reduce perceived risk and

build confidence among prospective medical tourists.
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