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Abstract
Introduction: Many studies examining the phenomena of medical tourism have identified health equity issues
associated with this global health services practice. However, there is a notable lack of attention in this existing
research to the informal care provided by the friends and family members who typically accompany medical
tourists abroad. To date, researchers have not examined the care roles filled by informal caregivers travelling with
medical tourists. In this article, we fill this gap by examining these informal caregivers and the roles they take on
towards supporting medical tourists’ health and wellbeing.
Methods: We conducted 21 interviews with International Patient Coordinators (IPCs) working at medical tourism
hospitals across ten countries. IPCs work closely with informal caregivers as providers of non-medical personal
assistance, and can therefore offer broad insight on caregiver roles. The interviews were coded and analyzed
thematically.
Results: Three roles emerged: knowledge broker, companion, and navigator. As knowledge brokers, caregivers
facilitate the transfer of information between the medical tourist and formal health care providers as well as other
staff members at medical tourism facilities. The companion role involves providing medical tourists with physical
and emotional care. Meanwhile, responsibilities associated with handling documents and coordinating often
complex journeys are part of the navigation role.
Conclusions: This is the first study to examine informal caregiving roles in medical tourism. Many of the roles
identified are similar to those of conventional informal caregivers while others are specific to the transnational context.
We conclude that these roles make informal caregivers an integral part of the larger phenomenon of medical tourism.
We further contend that examining the roles taken on by a heretofore-unconsidered medical tourism stakeholder
group sheds valuable insight into how this industry operates and that such knowledge is necessary in order to respond
to the health equity debates that surround this particular global health services practice.
Keywords: Informal caregiving, Medical tourism, Global health services, Healthcare providers, Qualitative analysis,
Family caregivers

Introduction
Health care delivery involves many provider groups,
both formal and informal, that address different facets of
patient care. Doctors and nurses are examples of formal
provider groups in that they receive specialized training
specific to the care they deliver, are paid to deliver this
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care, and are commonly licensed professionals [1,2]. Much
social health research has documented the important and
complex responsibilities that formal providers assume in
ensuring patients’ health and general wellbeing e.g. [3-5].
In contrast, informal health care providers include friends,
family, and some volunteers. Members of these groups
provide essential care despite the fact that they are not
formally trained and paid health professionals [6,7]. These
informal care providers, or caregivers, often provide ongoing essential care in the home, such as administering
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medications, managing wounds, and assisting with rehabilitation [8]. Meanwhile in hospitals and other types of
residential care settings, they perform tasks that augment
services provided by on-site formal providers. Examples of
such tasks include monitoring symptoms and articulating
patients’ preferences to health care professionals [9-11].
The roles that formal and informal providers fill and the
responsibilities assigned to each collectively work together
to enable health care delivery. In this article, we examine
the caregiving roles assumed by a specific group of informal health care providers: the friends and family members
that accompany medical tourists abroad for private medical care.
Hospitals, clinics, and individual health care practitioners
who provide medical treatment to privately-paying traveling international patients who do not have a formal crossborder care referral are part of what is often described as
the ‘medical tourism industry’ [12-14]. This industry is
reported to be on a multi-billion dollar scale and involves
the transnational movement of patients to a growing list of
destination countries located on nearly every continent
[13,15-18]. There are a great variety of procedures that
can be obtained in medical tourism facilities, including,
though not limited to, cosmetic surgeries, cardiac surgeries, and orthopedic surgeries [15,19,20]. Significant
concern has been raised that the medical tourism industry is exacerbating health inequities in destination countries through such measures as recruiting formal health
care providers out of public systems and into private
ones, which prices locals out of needed health care [21].
Supporters of the industry meanwhile suggest that the
practice of treating privately-paying international patients
can assist with addressing health inequities through measures such as retaining formal providers who may otherwise have left the country in search of higher pay or more
technologically sophisticated practice and bringing in
capital [21].
Research examining medical tourism has paid some
consideration to numerous health care provider groups
central to this global health service practice. Perhaps not
surprisingly, much of this research examines formal health
care providers rather than informal ones, though sometimes members of the latter category are mentioned in
passing. Although academic studies and industry reports
note that it is common for medical tourists to be accompanied by friends and family members (e.g., [6,16,22-24]),
they are rarely framed as informal health care providers or
as a stakeholder group meriting additional exploration.
Meanwhile, it is widely acknowledged that informal
caregivers provide the bulk of patient care throughout
the life course and across the care continuum and play
an important role in establishing care recipients’ health
outcomes [7,24-26]. Given the importance of informal
caregivers in health care provision, it is surprising that
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their contributions to the care of medical tourists have
not attracted greater scrutiny. Only non-academic work
has addressed the practice of informal caregiving in medical tourism. Two published narratives of medical tourists’
journeys written by their informal caregivers reveal that
significant caregiving responsibilities were assumed by
these individuals [27,28]. Their detailed narratives document numerous instances of making decisions on behalf
of the patient, liaising with formal providers, coordinating
appointment scheduling, offering hands-on care, providing emotional and spiritual support, and taking responsibility for managing care-related finances. These narratives,
although not scholarly in nature, are nonetheless illuminating because they suggest that informal providers can
play a significant role in the practice of medical tourism.
In this article, we aim to identify and explicate the informal caregiving roles that friends and family members assume in the course of a medical tourist’s journey. By ‘roles’
we refer to their key social functions in the maintenance
of medical tourists’ health and wellbeing and the larger
transnational care practice of medical tourism.
Our exploration of informal caregivers’ roles herein is
informed by insights gleaned from interviews with International Patient Coordinators (IPCs) working at medical
tourism facilities. IPCs work at destination facilities; their
task is to coordinate medical tourists’ care. Their responsibilities include arranging ground transportation and local
travel, communicating with doctors, scheduling medical
appointments, and providing support and guidance for patients and their caregivers. Because of the nature of their
jobs, every year they interact with anywhere from tens to
hundreds of medical tourists and their informal caregivers.
Given their function, we believe that by sharing their
observations and experiences they are well positioned to
identify the informal care roles filled by this caregiver
group. In the section that follows we provide an overview
of the study design and a description of the 21 IPCs with
whom we spoke. We then present the findings of a thematic analysis that identified three roles commonly filled
by medical tourists’ informal caregivers: knowledge broker,
companion, and navigator. We subsequently discuss the
findings in light of the existing medical tourism and informal caregiving literatures and offer directions for future
research. We conclude by reflecting on the relevance of
this analysis for providing new insights that have relevance
for the health equity debates that surround the global
medical tourism industry.

Methods
This analysis emerges from a large, multi-method study
that explores first-hand accounts of medical tourists’ informal caregivers and those who have worked closely
with them in a professional capacity. Here, we report on
the findings of interviews conducted with IPCs about their
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interactions with and observations of these caregivers.
The findings speak to the roles that caregivers from a
range of home countries fill as they accompany medical
tourists seeking a variety of medical procedures at international health care facilities.
IPC recruitment commenced upon receiving approval
from the Research Ethics Board at Simon Fraser University. We sought participants from a diverse range of countries and facilities using several concurrent methods: (1)
emailing letters of invitation to hospitals and clinics whose
websites mentioned IPCs, IPCs identified in online medical tourism directories, and IPCs who had posted on online forums; (2) snowballing out from initial participants;
and (3) disseminating calls for participants through our
team’s networks and online medical tourism industry forums and magazines. Recruitment materials indicated that
interviews could be conducted in English or French. A
later request for a Spanish-language interview was also
accommodated.
Interested potential participants who contacted us by
e-mail were sent an information sheet that provided
additional information concerning the study and described their rights as participants including confidentiality. Before this sheet was sent, participant eligibility
was confirmed. Because many potential participants did
not use ‘IPC’ as their official job title, they were required
to indicate that: they worked with international patients
who obtained procedures at medical tourism hospitals
or clinics that offered surgical procedures without third
party involvement such as organ transplantation; they were
physically present in the facility with the medical tourist;
they made care and other arrangements; and they assisted
clients in a non-clinical capacity. To capture diversity
among the sample, no more than three individuals from a
single facility were interviewed. We stopped active recruitment and interviewing when we reached our target sample size of 20 interviews, a point that coincided with when
new potential participants were no longer being identified.
Interviews were conducted over telephone or Skype
according to the participant’s preference. They typically
lasted for 45-75 minutes. A semi-structured interview
guide was used, enabling the capture of issues central to
the study’s objectives and topics that were important to
the participants. The first author conducted 19 Englishlanguage interviews while a knowledgeable collaborator
conducted one in Spanish. No French-language interviews were requested.
Verbal consent was obtained before each interview,
and the interviews lasted for approximately 45-60 minutes. As shown in Table 1, the interviews covered
topics such as: (1) informal caregiver characteristics, (2)
interactions between caregivers and medical tourism facility staff, (3) caregivers’ roles and responsibilities, and
(4) the risks to which caregivers can be exposed while
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travelling with medical tourists and providing care to
them.
Twenty interviews were conducted with 21 IPCs (one
interview had two participants) and drew from their experiences working at 16 different medical tourism hospitals or clinics in Bolivia, Costa Rica, Barbados, Mexico,
the United States, Croatia, India, Israel, Thailand, and
Turkey. Twelve IPCs mainly dealt with North American
medical tourists, six mostly serviced Europeans, one primarily saw Australians and another Africans, and the
remaining two did not report a particular regional orientation. The procedures provided at the facilities where
the participants worked included cosmetic surgery, bariatric surgery, orthopedic surgery, oncology procedures,
spinal surgeries, veinoplasty, and cardiac surgery.
All interviews except one were recorded digitally and
transcribed verbatim. Technical difficulties prevented the
exception from being recorded, and detailed interviewer
notes were instead used to document the interview. All
transcripts and notes were loaded into NVivo, a qualitative data management program, after which thematic analysis was conducted.
The thematic analysis involved six steps. First, all investigators reviewed the transcripts and notes. Second,
emerging themes and outliers were identified during a
face-to-face meeting with all investigators. Third, the first
and second authors created a preliminary coding scheme
that identified overall thematic concepts and their components. This involved collaboratively creating tiers of category headings that were manipulated until the authors
were confident that they would entirely capture the study
objectives as well as the themes and outliers identified in
the meeting. Fourth, the first author coded the data in
NVivo, with input on code refinement and interpretation
from the second author. Fifth, the first and second authors
identified emerging trends and patterns relevant to the
themes pursued in the current analysis, namely those pertaining to caregivers’ roles. Sixth, a refined interpretation
of meaning in the coded data was revealed through a
comparison of the trends and patterns with existing knowledge and the study objectives [29]. This comparison was
initially done by the first and second authors and then
confirmed by the full team. Characteristic of thematic analysis, this analytical process enabled common themes to
emerge despite the differences in IPC participants’ work
environments and work histories [30].

Results
All IPCs reported that it was common for medical tourists to bring at least one friend or family member abroad
with them unless they were specifically discouraged from
traveling with a companiona. Family members, especially
spouses, were the most common type of informal caregivers present at the facilities where participants worked.
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Table 1 Selected interview questions
Question

Sub-probes

In your experience, what is the typical relationship between patients
and their travel companions?

What are some of the common characteristics of travel companions?

What are some of the reasons that you interact with travel companions?

Before arrival? While abroad? Upon returning home?

What kinds of responsibilities do you commonly see travel companions
taking on?

In relation to: communication; symptom monitoring; hands-on care;
corresponding with friends and family at home; providing emotional
support to the patient; providing spiritual support to the patient; making
arrangements; travel and tourism activities; other relevant activities?

Have you ever experienced a situation where a travel companion’s
health worsened or improved while they were abroad (both in
hospital or after discharge)?

How common is this? What could be the cause of their worsened or
improved health? Can you think of any problems, stresses, difficulties
that travel companions face while the patient is in hospital and after
discharge?

Facilities that offered in-patient procedures often had cots
or beds available in patients’ rooms for these informal
caregivers. This arrangement demonstrates the intense
physical proximity of this transnational caregiving practice. Figure 1 provides an example of this kind of patient
room. In the case of out-patient clinics or where cohabitation in the patient’s hospital room was uncomfortable or impossible, friends and family typically stayed at
nearby hotels or rented apartments.
Thematic analysis of interviews conducted with 21
IPCs about their interactions with and observations of
medical tourists’ informal caregivers revealed three roles
commonly adopted by this group: (1) knowledge broker,
(2) companion, and (3) navigator. The knowledge broker
role refers to key functions undertaken by caregivers
around the transfer of information between the medical
tourist and facility staff or others. The companion role
refers to functions around the provision of emotional and
physical comfort or support as well as hands-on care. Finally, the navigator role encompasses functions dealing
with information gathering and care coordination responsibilities assumed by medical tourists’ informal caregivers.
While IPCs observed that many caregivers adopt all three
roles, often simultaneously, we consider them separately
in this section in order to provide detailed accounts of the
distinct features of each role. We include verbatim quotations throughout in order to ‘give voice’ to the participants. Each quotation is followed by a country name and
a number. The name refers to the country in which the
participant worked at the time of the interview while the
number indicates the number of years they had worked as
an IPC at that particular facility.

planning, while those directed at formal providers cover
clinical concerns such as prescriptions, care options, and
advice for after discharge. Second, by seeking clarification
caregivers help to ensure that patients clearly understand
medical information. This activity can be especially helpful
when patient rights are explained, when complications
occur, or when patients are confused about what they have
been told. Third, caregivers help with translation or basic
communication when they are more proficient than the
patient in the language or regional vernacular used by facility staff. “When the patient comes over here, the language
may differ or the accent may differ, [the understanding of]
English between the patient and the [facility] staff may differ slightly, so there needs to be someone who can patiently
communicate with the [facility] staff [if the patient cannot]”
(India, 2.25). Finally, caregivers retain information that has
been conveyed by facility staff to the patients. “Sometimes
when you’re in that position [as a patient], you’re ill, you’re
in a bed, the doctor comes in and says x, y or z, you don’t
remember it… So it’s nice to have someone there with you

Knowledge broker

Participants emphasized that a key role caregivers play is
that of knowledge broker. The facilitation of knowledge
transfer from medical tourism facility staff to the patient
by caregivers is typically done in four ways: inquiry,
clarification, translation, and retention. First, caregivers
commonly make inquiries on behalf of patients. Questions directed toward IPCs tend to be about logistics or

Figure 1 Typical medical tourist patient room. Taken at hospital
in India that treats medical tourists, this photo conveys the close
physical proximity that is experienced between some medical
tourists and their informal caregivers while abroad. The cot on the
left is for the friend or family member providing care while the bed
on the right is for the patient. (Photo credit: authors).
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who will be able to retain that information” (Barbados, 2).
Knowledge brokering by facilitating the transfer of information from facility staff to patients can be demonstrative
of collaboration between caregivers and formal providers
and other facility staff.
Caregivers often engage in knowledge brokering by offering unprompted but useful information about medical
tourists to facility staff. IPCs noted that caregivers frequently offer this kind of information while patients are
at the facility and also following discharge. For example,
caregivers may voice patients’ concerns or articulate complaints when patients are reluctant to make such remarks.
They may also help formal providers obtain correct information when patients are untruthful (e.g., purposely not
reporting their correct weight), do not accurately recall
their health history, or are unwilling to communicate. For
example, one participant reported that she once worked
with a patient who was uncommunicative and therefore
the accompanying caregivers answered her questions instead: “…sometimes the patient didn’t feel like talking and
then his mother or his wife would give me the information”
(Mexico, 3). These types of information exchanges between facility staff and caregivers, ones that are not
prompted by the medical tourist and may not occur in the
patient’s presence, reveal “…the good, the bad, the ugly,
everything [about the patient that may be helpful to facility staff]” (Costa Rica, 2.5). In other words, caregivers may
broker information or share details with facility staff to ensure that they have accurate information with which to
make decisions that affect patients’ health independent of
requests to do so from medical tourists.
Participants observed that caregivers often act as information liaisons between patients and friends and family
members back home. They provide friends and family
members with updates by phone, email, Skype, and even
letters. One participant recounted that caregivers commonly “bring their computer [or] they can borrow our telephones and right after the surgery they…communicate
with people from home just to let them know that everything went okay” (Mexico, 3). Acknowledging the importance of this aspect of caregivers’ roles, some of facilities
even offer them free international calling. This dimension
of knowledge brokering serves to underscore the truly
transnational nature of the roles that caregivers take towards medical tourists as well as within the larger practice
of medical tourism.
Companion

One way that informal caregivers engage in the companion role is by creating a feeling of emotional safety and
security for the medical tourist. A participant reported
that caregivers provide “… emotional support, which was
probably the most crucial [thing that they can do]. It’s
something that a medical tourism company cannot offer”

Page 5 of 10

(Turkey, 1.5). Caregivers are familiar to patients, they
have established relationships with one another, and bonds
of trust already exist before their journeys begin. These
traits put them in a unique position to offer better quality
support, including moral and spiritual, relative to facility
staff. Caregivers’ trusting relationships with medical tourists often makes them aware of patients’ preferences and
needs. All the IPCs with whom we spoke indicated that
trusting relationships between patient and caregiver can
have emotional benefits for the medical tourist and that
this social bond is a significant reason why they encourage
medical tourists to avoid travelling alone. To a medical
tourist, a caregiver is “someone there who would be able to
share your…experience…you wouldn’t have to…be looking
for words, you would just be able…to flow with this person
because this is someone that you know, it’s someone you
have a history with, so you’d be more comfortable”
(Barbados, 2). According to the participants, the presence
of the caregiver can be beneficial to creating a feeling of
safety and security for the patient.
Many participants noted that caregivers typically try to
address medical tourists’ comfort in their role as companions. This assistance comes in the form of: providing
the patient with wanted or needed items, monitoring
symptoms, and helping the patient deal with the ‘foreignness’ of the destination country. IPCs commonly observed
caregivers obtaining items for medical tourists inside and
outside the facility because, participants postulated, patients were more comfortable asking their companions
than their IPC. For example, patients who dislike the food
served at the facility can send caregivers into the surrounding area on regular food purchasing trips. To ensure physical comfort, nearly all participants noted that caregivers
monitor patients’ symptoms and alert formal providers of
noteworthy changes. A participant explained: “…we provide
them with our extension numbers and they might call us
just to say ‘…my wife is having nausea after the operation,
do you think somebody can give her some medicine’. So we
do quite often see that situation” (Thailand, 6). Caregivers
may further ensure patients’ comfort by being a familiar, reliable figure in an otherwise unfamiliar environment. IPCs
explained that being outside one’s own country can be inherently stressful. Language differences in particular can be
especially difficult for the patient. Patients and caregivers
“really just have each other… I mean the outside world
speaks a different language, different culture. They rely a
lot on each other” (Turkey, 1.5).
Many participants reported that caregivers commonly
provide hands-on care, especially after the patient is discharged from the facility. This care may take the form of
assistance with mobility and everyday tasks and help with
following clinical advice. Patients’ mobility and their capacity to perform everyday tasks after surgery are typically
minimal, and therefore some facilities require that medical
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tourists bring a caregiver to assist them with daily activities following the operation. Caregivers often help patients with dressing, showering, toileting, and mobility at
the facility and after discharge. After discharge “… patients…might need the help of a companion with luggage,
with getting in and out of a vehicle, perhaps getting up to
their hotel room, go out to dinner, things like that” (USA,
8). Caregivers also help patients follow clinical advice such
as taking medications, sometimes offering hands-on care
to ensure this advice is followed. One participant explained that caregivers need to know “what not to do
[when caring for the patient]: do not…bend the knee over
this position if he has a knee replacement, or do not give
him anything to eat besides what the doctor says if he has
a gastric sleeve…” (Costa Rica, 0.6). In some cases, caregivers continue this aspect of their companionship role
after returning to their home country, ensuring appropriate post-operative and follow-up care regimens are
followed.
Navigator

Caregivers fill a navigator role when they guide the patient through various aspects of the medical tourism experience. One such aspect is geographical and cultural
navigation. For example, caregivers typically gather tourist information. As mentioned above, they may do this
by asking facility staff, especially IPCs, questions about
particular destinations in the local area. Some of these
questions may pertain to tourist activities that are suitable for the patient after discharge. Caregivers may also
seek location-specific information from IPCs, such as
“how to take a taxi and…what areas are safe to go to
and what aren’t…” (Mexico, 12). In addition to gaining
familiarity with navigating the destination country or
city, caregivers typically learn how to navigate the destination facility and transmit this information to the
medical tourist. According to one participant, caregivers
are “the ones who read through the instructions [about the
facility] and enforce them [with the patient]…” (Mexico,
1.5, 0.6). Participants also noted that, in their capacities as
navigators, all caregivers familiarize themselves with useful
locations in the facility such as bathrooms and magazine
vendors.
Most participants observed that a large part of a caregiver’s navigator role involves coordinating paperwork
and gathering required documentation. “Usually the companion, to relieve the patient that’s having the surgery, does
all the running around to make it happen” (Costa Rica, 5).
Many IPCs reported that completing paperwork is one of
the first tasks that caregivers must undertake after arriving
at the facility. This task requires completing forms for the
patient and verifying that patient information is accurate.
They also “…tend to want to deal with the finances…
they’re always very worried about [the patient] being
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worried about…the balances or the costs that their stay
incur. They tend to want to shield [the patient] from that”
(Barbados, 2). They typically monitor and complete financial paperwork and may access a bank in person or
electronically to exchange currency, to ensure funds are
available, and to get money for airfare, treatment, and
other expenses. Caregivers also commonly transfer documentation from the facility abroad to patients’ regular physicians and vice versa before departure and upon return
home. These documents include medical records, letters,
prescriptions, and/or test results. IPCs remarked that navigating the coordination of paperwork and documentation
is generally done by caregivers to minimize the number of
concerns or stressors that medical tourists encounter.
Creating plans and ensuring that travel itineraries are
followed are both common responsibilities for caregivers
in their roles as navigators. Caregivers sometimes play a
large role in preparing for the trip abroad. They communicate with IPCs to organize the trip, sometimes as early
as sending the initial inquiry. They continue to fill this
role throughout the stay by arranging lodging, tours, and
food options. They may further help patients by arranging ground transportation and international flight arrangements. “…They get the wheelchair for them and,
you know rent a chair car to transport the patient to and
from the hotel…” (USA, 8). Caregivers also sometimes
create itineraries with the help of IPCs, and typically ensure that these plans are followed by the medical tourists. A key reason for this is because medical tourists
typically look to caregivers “for [information about] the
whole journey, you know: ‘What time are we going to the
doctor? What time is our appointment? What time is the
check-up? When do we go next? Tomorrow’s a day off,
are we going touring? Are we going to the beach? Are we
going shopping?’” (Israel, 3). Caregivers know the estimated length of the patient’s stay in the facility and note
changes in the recovery schedule after surgery so that
they can alter or cancel activities as needed. Even after
they are back in their home country, caregivers often
help patients create and follow an itinerary of follow-up
appointments. The majority of participants noticed that
caregivers generally help patients navigate their experience abroad by making and altering plans as needed,
and that nearly all of them play an important role keeping patients on schedule.

Discussion
The analysis has found that medical tourists’ informal
caregivers adopt three major roles that complement those
of formal health care providers: knowledge broker, companion, and navigator. As knowledge brokers, they facilitate the transfer of information between the medical
tourist and the formal health care providers, the IPC,
friends and family members back home, and others. As

Casey et al. International Journal for Equity in Health 2013, 12:94
http://www.equityhealthj.com/content/12/1/94

companions they support the medical tourist emotionally
by ensuring their comfort and providing hands-on care.
Finally, in their role as navigators they gain familiarity with
the destination country, coordinate the trip, and handle facility documents. In this section, we examine interconnections between these roles and consider all three in light of
the existing medical tourism and informal caregiving literatures. We also identify future directions for research
emerging from the findings.
Each of the three caregiver roles identified by IPCs encompass several responsibilities. Many responsibilities
are unique to a single role. Handling finances, for example, which is part of the navigation role, has no overlap with other role components, though the outcomes of
this responsibility might have implications for caregivers’
other roles. Other responsibilities might seem less clearly
delineated with regard to the roles to which they contribute because of the similarities of the activities they
involve. For example, there are information exchange aspects to all the roles. The difference is the intermediary
or primary position of the caregiver in the exchange and
the nature of the information. Offering or retaining information on behalf of the patient is characteristic of the
knowledge broker role. Meanwhile, flagging the patient’s
changing health status to staff relates most closely to the
companion role, whereas discussion about travel logistics relates to the navigator role. By both focusing on the
intent of an action being undertaken and having identified the scope of each role it was clear in the analytic
process as to which responsibilities were attributed to
what roles.
A strong relationship exists between the caregiver
roles because the actions, activities, and overall responsibilities undertaken in one role can have implications for
the other two roles. In this way, there is overlap between
all the roles identified in the findings. By helping patients follow clinical advice, which pertains to the companion role, caregivers act on advice they might have
retained in their capacity as a knowledge broker. When
the clinical advice requires arranging medical appointments and ensuring that patients arrive at appointments
in a punctual manner, then there is also overlap with the
navigator role. Knowledge brokering and the companion
role further overlap when caregivers monitor medical
tourists’ symptoms and communicate those observations
to a health care provider; symptom monitoring is identified as part of the companion role, whereas voicing comments or concerns about symptoms to formal providers
is part of the knowledge broker role. These are but a few
of the many examples of the ways that distinctive roles
become interconnected through the practice of informal
caregiving in medical tourism. Although these interconnections can create some overlaps or redundancies between roles, we believe that the distinctions between the
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knowledge broker, companion, and navigator roles remains useful for clearly positioning the friends and family who accompany medical tourists abroad as informal
caregivers, and ultimately unpaid health care providers,
within the industry.
Whereas the existing medical tourism literature does
not discuss informal caregivers’ roles in detail, there are
some mentions of the same activities or responsibilities
discussed by the IPCs with whom we spoke. Solomon
[31] peripherally mentions caregivers’ research responsibilities associated with the initial inquiry as well as the
fact that they have in-facility information seeking interactions with IPCs. These findings from Solomon’s ethnographic study, though not a central part of his analysis,
parallel some of our own research findings. Kangas’ [32]
ethnographic research into the travel of Yemeni patients
to other countries for private medical care confirms the
centrality of family members in making the initial decision
to access care abroad and their knowledge brokering roles.
Kingsbury et al. [33] state that caregivers sometimes need
to assume essential decision-making responsibilities and
that unanticipated changes in medical tourists’ health status can force them to “navigate shifting boundaries of…
[their] roles.” Two autobiographical narratives written by
caregivers about their journeys abroad with medical tourists offer the strongest source of confirmation of the findings reported herein [27,28]. The authors of both narratives
disclosed their active participation in all three of the roles
identified here. Indeed, these former informal caregivers
engaged in most of the responsibilities attributed to each of
the knowledge broker, companion, and navigator roles
(see [33] for greater analytic discussion of these narratives).
With the findings of this article, we assist with putting
discussion of caregiver activities and responsibilities from
these other sources into context by explicitly considering
the roles to which they are contributing.
The existing informal caregiving literature demonstrates that there are indeed commonalities between the
roles filled by medical tourists’ caregivers and those
adopted by other types of informal caregivers. Much of
this literature is focused on the practice of informal
caregiving in the home (e.g., [6,8,10,25,34]). One difference between these caregivers and those discussed in
this article is the person who serves as a first point of
contact and ongoing informational resource. It is the
IPC for medical tourists’ caregivers, whereas homecare
nurses often serve in this capacity for ‘conventional’ (i.e.,
local, non-transnational, long-term) informal caregivers
in the home [35,36]. Furthermore, our findings reveal
that medical tourists’ caregivers sometimes arrange
lodging and tours and transfer documents to and from
the destination country, whereas these are not common
activities for non-transnational caregivers [8,34,37]. Differences such as these can be attributed to the specific
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context of care (i.e., local vs. transnational care and familiar vs. unfamiliar environment). The greatest overlaps
between roles undertaken by medical tourists’ caregivers
and other types of caregivers come in relation to noncontext-dependent functions, such as facilitating information transfer and engaging in symptom monitoring. Many
studies of informal caregiving in the home have found that
informal caregivers in this setting play a pivotal role in
transmitting details on changes in patients’ health status
to formal health care providers, keeping logs of symptom
changes, and other similar activities [11,37-39]. There are
also cases in which the specific activities undertaken by
medical tourists’ caregivers are different from those of
conventional informal caregivers but the overall roles being enacted are identical. For example, finding a wheelchair to aid in a medical tourist’s mobility in an airport is
likely done with the same intent as arranging for a patient’s accessible transit pick-up at home, a common activity undertaken by caregivers in other contexts [34,37]; in
both cases the caregiver functions as a navigator.
Limitations

This analysis has some limitations. First, using semistructured phone interviews to obtain data has some intrinsic limitations. The linguistic diversity of participants,
for example, was limited. The primary interviewer’s ability
to speak only two languages with fluency, French and
English, disqualified potential participants who were not
fluent in either, although one Spanish-language interview
was accommodated. Furthermore, unspoken insights
that may have been gleaned through the interviews were
missed because they were not conducted face-to-face.
The reliability and affordability of phone and Skype interviews (see [40]) outweighed these concerns as conducting
interviews using this medium is what enabled us to recruit
such an international sample of participants.
Second, although interviewing IPCs is useful, it results
in a second-hand perspective on medical tourists’ informal
caregivers. We believe that the strengths of interviewing
this group in the context of this study, particularly that
they were able to comment on trends across many caregivers, outweighed this limitation. Every interview we conducted captured experiences with hundreds of caregivers,
which was necessary to create the broad understanding
that we sought to provide with this analysis. However, our
analysis needs to be complemented with first-hand accounts from caregivers, and we intend on pursuing this in
the next phases of our research. We believe that the limitations we have identified here are acceptable and do not
significantly compromise the rigor of the study or analysis.
Future research directions

Although we provide the first dedicated investigation of
the roles of informal caregivers in medical tourism, this
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article contributes only a small part to our understanding of them. We have not measured the frequency with
which each role is adopted, we have not assessed the
spatiality or temporality of these roles, nor have we considered the effectiveness of these roles in ameliorating or
maintaining patient health or wellness or even offsetting
what is known as ‘caregiver burden’. These all serve as
important directions for future research. For example,
the collective impact of the stressors encountered by informal caregivers in the practice of care is referred to as
caregiver burden [41-43]. Significant burden might lead
to ‘caregiver burnout’ [41,44-46]. In this article, we show
that the friends and family members who accompany
medical tourists abroad are indeed filling informal caregiving roles and it would be valuable to determine if and how
the activities they undertake in their capacities as knowledge brokers, companions, and navigators result in exposure to burden and ultimately burnout. This knowledge
could then be used to assist in identifying interventions to
offset that burden if it is found to exist. The caregiver
group could benefit from, for example, the development
of informational tools that anticipate and address the possibility of caregiver burnout. Although there has been
some discussion of the need to create reliable, evidenceinformed informational tools about medical tourism and
enhance patients’ access to such sources [47,48], there has
been no consideration of whether or not medical tourists’
informal caregivers could similarly benefit from enhanced
access to credible information. Second, any demonstration
of burden or burnout among this group would contribute
new evidence to the health equity debates that exist
around the practice of medical tourism that focus on discerning who ‘benefits’ and who ‘loses’ from the existence
of this health services trade (see, for example, [21,49]). Although informal caregivers are not addressed in contemporary analyses of the health equity effects of medical
tourism, they need to be incorporated into examinations
of this subject.
An important area for future research pertains to our
participant group: IPCs. An enhanced understanding of
the scope and scale of IPCs’ roles and responsibilities as
a whole is very much needed. Such knowledge is critical
given that many aspects of informal caregivers’ roles hinge
on the time, energy, and attentiveness of IPCs. Yet, there
is not an adequate understanding of IPC training regarding interactions with caregivers, or the proportion of their
time allocations or work tasks assigned to dealing with
such interactions. Furthermore, we have shown that IPC
and informal caregiver roles intersect at many points in a
medical tourist’s journey. The implications of these intersections for the roles assumed by each group are unknown, such as the benefits and drawbacks for the health
and wellbeing of the medical tourist. Such research would
not only be important in increasing the knowledge of
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caregiver roles and responsibilities, it would also expand
the existing knowledge of relationships between other
medical tourism stakeholder groups. Dedicated attention
to IPC roles and responsibilities could, for example, be
used to create a schematic that demonstrates the intersection of the roles of IPCs, formal health care providers,
other staff from the medical facility and from hospitality
services such as hotel concierges and airline representatives, caregivers, and medical tourists.

Conclusions
We found that the friends and family members who accompany medical tourists abroad engage in caregiving
roles almost continuously while abroad. They facilitate
and supplement the efforts of formal health care providers at medical tourism facilities to ensure the patient’s
health and wellbeing and shoulder some of the responsibilities that might otherwise be assigned to patients. In
this way, caregivers can act as both amplifiers and
buffers: they amplify the efforts of the facility staff
through facilitation and supplementation while buffering
medical tourists from stresses stemming from responsibilities, anxieties, and discomforts. Although there are
parallels between some of our findings about caregiver
roles and those shared in the existing caregiving literature, the unique transnational care context of informal
caregiving in medical tourism reveals activities and responsibilities assigned to particular roles that are specific
to this particular care practice.
We believe that the knowledge that has been gleaned
about a heretofore neglected medical tourism stakeholder
group, namely patients’ informal caregivers, and the roles
filled by members of this group provides valuable insight
into how the medical tourism industry operates. Given the
integral roles that friends and family members play (and
particularly while they are abroad), the practice of medical
tourism and thus the industry that supports it seems
highly dependent on their unpaid care work. As with
other informal caregivers, these individuals are effectively
overlooked “shadow workers” [50] – unpaid, untrained,
and largely unrecognized care providers - in what is
often reported as a highly lucrative industry. We believe
that adopting this critical perspective in light of the
findings is essential to effectively address the question
‘who ultimately benefits from medical tourism?’ that is
central to the health equity debates that surround the
medical tourism industry. Although this question is far
beyond the scope of this article, we do demonstrate the
value of considering the roles that every stakeholder
group plays in enabling this global health services practice. Without having such knowledge it becomes impossible to effectively determine the full scope of the health
equity impacts of medical tourism, mitigate the negative
ones, and enhance the positive ones, which is a key issue
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currently being discussed in research and policy circles
[6,14,21,51,52].

Endnote
a
Informal caregivers to patients recovering from cosmetic or bariatric surgeries were sometimes noted to be
problematic to patients’ wellbeing because they can become visibly distressed by a patient’s appearance. Therefore, some IPCs who worked at facilities specializing in
these procedures advised medical tourists to travel unaccompanied. See [53] for further examination.
Competing interests
The authors declared no potential conflicts of interest with respect to the
research, authorship, and/or publication of this article.
Authors’ contributions
VC conducted the interviews, led the coding, and played a leadership role in
writing this article. VAC is lead investigator on the study that funded this
research and developed the protocol. She contributed to all aspects of the
study and was heavily involved in preparing this manuscript. JS and LT
contributed input to the data collection instrument, participated actively in
the face-to-face analysis meeting, and provided feedback on drafts of this
paper. JS also aided in recruitment. All authors reviewed and approved the
submitted manuscript.
Acknowledgements
We would like to thank those who participated in this study for sharing their
experiences and views with us. Thank you to Alejandro Ceron for
conducting the Spanish language interview. The study was funded by an
Operating Grant from the Canadian Institutes of Health Research (funding
reference #115692). VAC is also funded by a Scholar Award from the Michael
Smith Foundation for Health Research.
Author details
1
Department of Geography, Simon Fraser University, Burnaby, British
Columbia, Canada. 2Faculty of Health Sciences, Simon Fraser University,
Burnaby, British Columbia, Canada. 3Center for Bioethics, School of Public
Health, and College of Pharmacy, University of Minnesota, Minneapolis,
Minnesota, USA.
Received: 12 August 2013 Accepted: 27 November 2013
Published: 1 December 2013
References
1. Martin R: Clark Howard Discusses His Cancer Diagnosis With Dr. Randy Martin.
Atlanta: WSB-TV; 2009. http://www.wsbtv.com/news/news/clark-howard-discusses-his-cancer-diagnosis-with-d/nFBhr/.
2. Smeltzer SC, Bare BG, Hinkle JL, Cheever KH: Health care delivery and
nursing practice. In Brunner and Suddarth’s Textbook of Medical-Surgical
Nursing: In One Volume. 12th edition. Philadelphia: Lippincott Williams &
Wilkins; 2010:9–10.
3. Schein C, Gagnon AJ, Chan L: The association between specific nurse case
management interventions and elder health. J Am Geriatr Soc 2005,
53:597–602.
4. Schoenborn NL, Arbaje AI, Eubank KJ, Maynor K, Carrese JA: Clinician roles
and responsibilities during care transitions of older adults. J Am Geriatr
Soc 2013, 61:231–236.
5. GG Van Bruchem-van de S, van der Arend AJG, Huijer Abu-Saad H,
Spreeuwenberg C, van Wijmen FCB, ter Meulen RHJ: The role of nurses in
euthanasia and physician-assisted suicide in The Netherlands. J Med
Ethics 2008, 34:254–258.
6. Connor S, Adams J: Caregiving at the end of life. Hastings Cent Rep 2003,
32(Suppl 2):S8–S12.
7. Karimli L, Ssewamala FM, Ismayilova L: Extended families and perceived
caregiver support to AIDS orphans in Rakai district of Uganda.
Child Youth Serv Rev 2012, 34:1351–1358.

Casey et al. International Journal for Equity in Health 2013, 12:94
http://www.equityhealthj.com/content/12/1/94

8.

9.

10.

11.

12.
13.
14.

15.

16.
17.

18.

19.

20.
21.

22.
23.

24.

25.

26.
27.
28.

29.

30.
31.
32.
33.

Ussher JM, Wong WKT, Perz J: A qualitative analysis of changes in
relationship dynamics and roles between people with cancer and their
primary informal carer. Health 2011, 15:650–667.
Halvorsen K, Førde R, Nortvedt P: The principle of justice in patient
priorities in the intensive care unit: the role of significant others. J Med
Ethics 2009, 35:483–487.
Lam RC: Contradictions between traditional Chinese values and the
actual performance: a study of the caregiving roles of the modern
sandwich generation in Hong Kong. J Comp Fam Stud 2006, 37:299–313.
Sinding C: Informal care – two tiered care? the work of family members
and friends in hospitals and cancer centres. J Sociol Soc Welfare 2004,
31:69–86.
Connell J: Contemporary medical tourism: conceptualisation, culture and
commodification. Tourism Manage 2013, 34:1–13.
Ehrbeck T, Guevara C, Mango PD, Cordina R, Singhal S: Health care and the
consumer. McKinsey Quart 2008, 4:80–91.
Lunt N, Smith R, Exworthy M, Green ST, Horsfall D, Mannion R: Medical
tourism: treatments, markets and health system implications: a scoping review.
Geneva: OECD Directorate for Employment, Labour and Social Affairs; 2012.
http://www.oecd.org/els/health-systems/48723982.pdf.
Deloitte Center for Health Solutions: Medical tourism consumers in search of
value. New York: Deloitte; 2008. http://www.deloitte.com/assets/DcomunitedStates/Local%20Assets/Documents/us_chs_MedicalTourismStudy(3).
pdf.
NaRanong A, NaRanong V: The effects of medical tourism: Thailand’s
experience. Bull World Health Organ 2011, 89:336–344.
Pocock NS, Phua KH: Medical tourism and policy implications for health
systems: a conceptual framework from a comparative study of Thailand,
Singapore and Malaysia. Global Health 2011, 7:12.
Tourism Research and Marketing: Medical tourism: a global analysis. Arnhem:
Association for Tourism and Leisure Education; 2006. http://www.atlaswebshop.org/Medical-tourism-a-global-analysis.
Alleman BW, Luger T, Schacht Reisinger H, Martin R, Horowitz MD, Cram P:
Medical tourism services available to residents of the United States.
J Gen Intern Med 2011, 26:492–497.
Burkett L: Medical tourism: concerns, benefits, and the American legal
perspective. J Legal Med 2007, 28:223–245.
Johnston R, Crooks VA, Snyder J, Kingsbury P: What is known about the
effects of medical tourism in destination and departure countries? a
scoping review. Int J Equity Health 2010, 9:24.
Kangas B: Hope from abroad in the international medical travel of
Yemeni patients. Anthropol Med 2007, 14:293–305.
Yeoh E, Othman K, Ahmad H: Tourism management understanding
medical tourists: word-of-mouth and viral marketing as potent marketing tools. Tourism Manage 2013, 34:196–201.
Yu JY, Ko TG: A cross-cultural study of perceptions of medical tourism
among Chinese, Japanese and Korean tourists in Korea. Tourism Manage
2012, 33:80–88.
Bevan JL, Pecchioni LL: Understanding the impact of family caregiver
cancer literacy on patient health outcomes. Patient Educ Couns 2008,
71:356–364.
Molloy GJ, Johnston DW, Witham MD: Family caregiving and congestive
heart failure: review and analysis. Eur J Heart Fail 2005, 7:592–603.
Grace M: State of the Heart: A Medical Tourist’s True Story of Lifesaving Surgery
in India. Oakland: New Harbinger Publications; 2007.
Rose DA: Larry’s Kidney: Being the True Story of How I Found Myself in China
with My Black Sheep Cousin and His Mail-Order Bride, Skirting the Law to Get
Him a Transplant–and Save His Life. New York: William Morrow; 2009.
Fereday J, Muir-Cochrane E: Demonstrating rigor using thematic analysis:
a hybrid approach of inductive and deductive coding and theme development. Int J Qual Method 2006, 5:80–92.
Braun V, Clarke V: Using thematic analysis in psychology. Qual Res Psychol
2006, 3:77–101.
Solomon H: Affective journeys: the emotional structuring of medical
tourism in India. Anthropol Med 2011, 18:105–118.
Kangas B: The burden of pursuing treatment abroad: three stories of
medical travelers in Yemen. Global Soc Pol 2010, 10:306–314.
Kingsbury P, Crooks VA, Snyder J, Johnston R, Adams K: Narratives of
emotion and anxiety in medical tourism: on state of the heart and
Larry’s kidney. Soc Cult Geogr 2012, 13:361–378.

Page 10 of 10

34. National Alliance for Caregiving, AARP: Caregiving in the U.S. Bethesda,
Washington: National Alliance for Caregiving, AARP; 2004. http://www.
caregiving.org/data/04finalreport.pdf.
35. Mezey M: Nurses and their changing relationship to family caregivers. In
The Cultures of Caregiving: Conflict and Common Ground Among Families,
Health Professionals, and Policy Maker. Edited by Levine C, Murray TH.
Baltimore: The John Hopkins University Press; 2004:70–86.
36. Neufeld A, Harrison M: Nursing and Family Caregiving: Social Support and
Nonsupport. New York: Springer Publishing Company; 2010.
37. Donelan K, Hill CA, Hoffman C, Scoles K, Hollander Feldman P, Levine C,
Gould D: Challenged to care: informal caregivers in a changing health
system. Health Affair 2002, 21:222–231.
38. Petronio S, Sargent J, Andea L, Reganis P, Cichocki D: Family and friends as
healthcare advocates: dilemmas of confidentiality and privacy. J Soc Pers
Relat 2004, 21:33–52.
39. Weinberg DB, Lusenhop RW, Hoffer Gittell J, Kautz CM: Coordination
between formal providers and informal caregivers. Health Care Manage
Rev 2007, 32:140–149.
40. Laws S, Harper C, Marcus R: Telephone interviews. In Research for
Development. Thousand Oaks, CA: SAGE; 2003:298–299.
41. Lee H, Singh J: Appraisals, burnout and outcomes in informal caregiving.
Asian Nurs Res 2010, 4:32–44.
42. Ray RA, Street AF: The dynamics of socio-connective trust within support
networks accessed by informal caregivers. Health 2011, 15:137–152.
43. Roth DL, Perkins M, Wadley VG, Temple EM, Haley WE: Family caregiving
and emotional strain: associations with quality of life in a large national
sample of middle-aged and older adults. Qual Life Res 2009, 18:679–688.
44. Murphy NA, Christian B, Caplin DA, Young PC: The health of caregivers for
children with disabilities: caregiver perspective. Child Care Health Dev
2007, 33:180–187.
45. Takai M, Takahashi M, Iwamitsu Y, Oishi S, Miyaoka H: Subjective
experiences of family caregivers of patients with dementia as predictive
factors of quality of life. Psychogeriatr 2011, 11:98–104.
46. Yılmaz A, Turan E, Gundogar D: Predictors of burnout in the family
caregivers of Alzheimer’s disease: evidence from Turkey. Australas J Age
2009, 28:16–21.
47. Lunt N, Hardey M, Mannion R: Nip, tuck and click: medical tourism and the
emergence of web-based health information. Med Inform J 2010, 4:1–11.
48. Penney K, Snyder J, Crooks VA, Johnston R: Risk communication and
informed consent in the medical tourism industry: a thematic content
analysis of Canadian broker websites. BMC Med Ethics 2011, 12:17.
49. Chen YYB, Flood CM: Medical tourism’s impact on health care equity and
access in low- and middle-income countries: making the case for regulation. J Law Med Ethics 2013, 41:286–300.
50. Armstrong P, Armstrong H, Coburn D: Unhealthy Times: Political Economy
Perspectives on Health and Care. London: Oxford University Press; 2001.
51. Forgione DA, Smith PC: Medical tourism and its impact on the US health
care system. J Health Care Financ 2007, 34:27–35.
52. Hopkins L, Labonté R, Runnels V, Packer C: Medical tourism today: what is
the state of existing knowledge? J Public Health Pol 2010, 31:185–198.
53. Casey V, Crooks VA, Snyder J, Turner L: “You’re dealing with an
emotionally charged individual…”: an industry perspective on
challenges posed by medical tourists’ informal caregiver-companions.
Global Health 2013, 9:31.
doi:10.1186/1475-9276-12-94
Cite this article as: Casey et al.: Knowledge brokers, companions, and
navigators: a qualitative examination of informal caregivers’ roles in
medical tourism. International Journal for Equity in Health 2013 12:94.

