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The expansion of global trade in healthcare services, especially the provision of surgical and direct medical practice, referred to in the media as medical tourism, draws on geographically similar patterns to colonialism, raising the specter of colonial history, with Western patients traveling to the developing world. National governments have focused on the advantages of this revenue stream, but do not address cross-cultural contexts, which offer novel ethical dilemmas in resource management and clinical practice. These dilemmas have so far not been resolved – national identity and economic development have been of more public concern. In examining these trends this paper focuses on the particular destination of Manila, Philippines, outlining three categories of evaluation in need of further research: the lack of international healthcare regulation and conflicting expectations for consumer protections, the increasing pressure for equity in medical practice, and the messiness of combining hospitality and healthcare.
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INTRODUCTION

Examining medical tourism, the increasingly accepted practice of international travel of patients seeking care,
 this article outlines the development of the current Philippine national program for international trade in healthcare services. Philippine medical tourism is documented in its contemporary form and historical development as involving a potentially conflicted understanding of the phenomenon as both healthcare and tourism services.  This issue is situated in ongoing international economic ties to the United States and difficulties in determining how best to evaluate and develop this industry in the local healthcare context.  
Since 2004, a Philippine national initiative has aimed at the growth of this market sector with which combines implementation of medical and tourist services that each offer novel forms of cultural contact and ethical challenges
 for an already over-taxed healthcare system.
 It looks at the ways that the broader Philippine healthcare context shapes the institutional development of medical tourism amid increasing neoliberal reform, that are marked by the successes of market driven industry development in other nations. This analysis is intended to lay the ground work for future investigation of medical tourism in light of disparities between linked, yet historically distinct, economies and national healthcare infrastructures. It asks if balancing medical and tourism concerns is plausible, and in which mode appropriate regulation and evaluation of this phenomenon should be primarily structured. Given historical differences in power and distinct national needs (for economic development, and increased quality healthcare services) does medical tourism offer remedy or additional strain around issues of equity and access in already overworked healthcare systems and interlinked economies? The institutionalization of medical travel is shown to challenge the idiom of tourism describing nations and patients constructing an international industry for traveling to see the doctor. 

In approaching these questions, this article is divided into three sections. Part I is an outline of the institutional development of medical tourism as a component of the healthcare and tourism situation in Manila, Philippines.
 Within this section, I focus on boundary work
 in the regulation and promotion of medical tourism governance by the Office of Special Concerns. I ask how medical tourism has become an institutional “special concern” in the Philippines. 
Part II historically situates the contemporary relationship of the Philippines and the United States as part of a trajectory of healthcare policy and practices emphasizing trade rather than service or care within the Philippines itself. In this history, the use of the Philippines by the United States offers one possible explanation for the status as a special concern. 
In Part III the focus centers on the rise of neoliberalism as a shaping factor of the boundary work leading to contemporary institutional formations, while framing the questions suggested in the conclusion for future research. 
PART I – “A SPECIAL CONCERN”
The campus of the National Department of Health of the Philippines (DoH) is surrounded by a tall stone quarantine wall dating from its days as a colonial era infectious disease hospital complex. Dingy and stalwart buildings stand conspicuously apart from each other in the spread out campus compared to the condensed closeness of the city of Manila. Located in Santa Cruz Barangay, it is within walking distance of a famous destination of the ill, the church holding the relic of the Black Nazarene, purported to have miraculous healing powers. This powerful relic remains a target of an older form of health travel amid the growing infrastructure of contemporary medical tourism and the broader healthcare context. I walked to the campus for the first time on a typically hot and humid day and stopped at the gate to put on my pressed shirt and tie. 


My arrival on the line to enter in my newly donned and not yet sweaty shirt was noticed and I was ushered to the front. The only white face, and the only one dressed formally amid the Manila uniform of short sleeves and sandals, I was waved ahead and started to present my ID. In front of a dozen ID wielding local citizens I was told I did not need to sign in and leave my card, then asked if I needed help finding my destination. After giving the building number I was pointed in the right direction and told it was “just past the chapel”.  I passed the buildings that I would later learn to refer to by disease name “the malaria building”, “tuberculosis”, and then the chapel, and arrived at the Office of Special Concerns (OSC) to which I was heading. The buildings’ names and the workers inside today do not match, although there are units on campus attending to malaria, tuberculosis and other historically present infectious diseases. The names refer only to their historical contents. The OSC was located in the former leper colony and still connected to the chapel itself. The colony of course had been the most stigmatized and closest to the spiritual center. 

The OSC, where my contact worked, was tasked with regulating medical tourism and other orphans of public health in the Philippines. In a country with constitutional separation of church and state, as I entered the office I saw a priest and nuns moving in and out of the still sanctified Catholic chapel. Along with medical tourism the OSC also manages national programs for birth control, AIDS prevention, and drug control - issues that are ethically and politically loaded in this predominantly Catholic country. It administers national specialty hospitals and research centers, such as the Philippine Heart Center, that may draw travelers, and serves broadly as the office in charge of that which is outside the conventional DoH set-up.

The story of how medical tourism ended up overseen as a ‘special concern’ by an office otherwise concentrated on issues of sex and drugs gives some insight into the difficulty of balancing the regulation of medicine and the promotion of tourism. Towards the end of 2004, President Gloria Macapagal-Arroyo issued Executive Order 372, calling for the creation of an initiative to promote Philippine participation in ‘the international trade in health-care services,’ broadly defined.
 The expansion of medical services into an economic sector was discussed widely following the expansion of profits in India and other countries and this expansion had received increasing attention as ‘medical tourism’ in international circles. The executive order postulated that the Philippines were a natural fit for medical tourism with a history of strong international participation in circulation of healthcare labor, widespread English language skills and relatively low medical prices/cost. When issuing the executive order the president publicly called for promotion of medical tourism but framed the potential in terms of international competition. While citing the comparatively greater development of industry and international reputation in Singapore as an already strong regional healthcare hub, her plan was to emulate regional hubs such as Singapore and Thailand as well as the growing Indian healthcare economy. 
 The initiative would therefore be a public-private partnership involving multiple government agencies and businesses.
 The specific implementation plan was left to whichever departments became involved. This began what participants describe as “argument” (or at the Department of Health, “turfing”, borrowing from hospital slang) and negotiation of the components to be covered including medical and wellness tourism. The secretaries of the Department of Tourism (DoT) and Department of Health (DoH) each claimed responsibility for following through on the initiative and discussion commenced. The DoH emphasized a need for the oversight of medical tourism as distinct from wellness or spa tourism, preserving a traditional boundary of authority between the DoH and the DoT, and framing the implementation as a medical issue. At the same time, the DoT moved forward with the planning of tourism and advertising strategy which had always been their purview, but the boundary negotiation continued. In 2007 responsibilities for health care services that were to expand under the order were divided between DoH and DoT. Retirement services, and promotion of the nation as a destination for foreign retirees, continued to be subject to DoT control, as would be spa and wellness care that had even previously been a source of conflict. This division was a victory for the more powerful and well-funded DoT, allowing it to gain control of all aspects that were not directly hospital and clinical medical practice. Clinical and hospital medicine, and the expansion of specifically medical services remained the sole province of the DoH. In the same three year period, India developed a visiting visa category, a system of economic incentives, and an indigenous private sector advertising industry. During the same period the Bumrungrad Hospital in Thailand also increased its international profile, and the estimates of the industry value globally expanded exponentially.

According to the staff at the DoH, 28,000 people traveled internationally to the Philippines seeking health related services in 2008 amid a sea of almost three million foreign visitors according to the DoT
. In contrast, Indian estimates place medical tourism as a key growth economic sector servicing upwards of half a million visitors per year and, though many are overseas Indians, the scale of growth was incomparable.
 Unlike the expanding Indian industry, hyped in headlines such as ’India turning affordable, quality option for medical tourists’
 the Philippines remain a relatively invisible player. While comparison to technical service, off-shoring, and outsourcing is reflected in headlines about India
, little press covers medical tourism in the Philippines or most other participating nations. Meanwhile, in the Philippines the question is often how to grow the national tourism profile in general. While India’s successes generate revenue, they also opened up a space for critique with headlines questioning the logic of ‘medical outsourcing’.
 

While this boundary negotiation continued, efforts to develop the industry centered on the expansion of the economic development zone category, an existing development plan of limited tax incentives intended to promote cluster investment in industries. Both departments pushed for the approval of medical tourism zones, primarily in order to encourage the growth of new private hospitals. The Philippine Economic Zone Act (PEZA) offered an immediately comparable model for economic growth.  Within this structure an entrepreneurial entity would be granted special considerations (including tax holidays, duty free importation of supplies, subsidized utility rates, etc.) in order to promote investment in healthcare infrastructures. 

In 2007, St Francis Cabrini Medical Center, in Sto. Tomas, Batangas, was built as a PEZ, and in 2008 St. Lukes Hospital, already a leading medical center in the country and a noted player in early Philippine medical tourism, built a third location in the Medical City, in Taguiy near Manila, as an MTEZ (Medical Tourism Economic Zone) and expanded treatment space. And that was that. Questioning the lack of foreign investment in hospitals, as had occurred within India, the conversation reverted to one of international profile and identity, a topic on which the DoT was dominant. Within the DoH medical tourism was placed under the auspices of the OSC, the office otherwise dealing mainly with sex and drugs. While other stronger offices including the Bureau of International Health Cooperation (BIHC) which mostly focused on international relations, offered logical locations for the issue, the contentious nature led it to be considered a ‘special concern’. While interviewed staff may see the OSC as largely an administrative aid, allowing simplicity rather than reforming other offices, the link between this boundary work, segregating ethically challenging and novel problems into one office suggests a site for further unpacking.
The BIHC had grown from an initial role as simply a facilitator of the actions of international aid organizations (i.e., serving as the local contact for the Red Cross, WHO, UN, and USAID programs). BIHC had expanded to a larger-budgeted working section, which itself could influence funding and had a mandate to expand cooperation internationally in the interests of health (for example sending representatives to discussions of SARS and avian flu). Other DoH offices considered medical tourism and the resulting importation and treatment of patients to have less to do with the international relations component and more to do with regulation of medical and technical concerns. While the BIHC would have offered the DoH a particular avenue to challenge the DoT’s claim to dominant expertise on issues of international profile, the OSC offered staff with medical credibility rather than a tourism policy focus. In the end participants describe the placement of medical tourism at OSC as a practical decision, as the OSC staff doctors already served as liaisons and technical consultants for DoT staff. Their authority has been extended to medical tourism. 

Along with the BIHC, the other largest contender for the location of the regulation of medical tourism was also a player in the development of the MT PEZ (economic zone) program, the National Center for Health Facility Development (NCHFD). The NCHFD is responsible for federal investment in infrastructure and arranging the funding and building of new national hospitals. In a nation with approximately 1700 hospitals approximately 700 are part of the federal health system. Despite its national importance, the NCHFD participation seemed at odds with the expressed public-private direction of the initiative, disconnected from the central assumption of a neoliberal market based strategy. 

In 2007 the DoT began to offer accreditation of spas and wellness facilities based primarily on their appropriate image for tourism, and instigated a conflict over the accreditation of sites for medical tourism. The national system of certification for healthcare institutions was seen as inadequate when compared to an expanding use of international accreditations for hospitals in other medical tourism markets. With only two hospitals having applied for the expensive Joint Commission International (JCI) accreditation of British and American origins, it was seen as a priority to develop a recognizable (and by subtext marketable) internal alternative. Looking for a form of accreditation which would preserve their influence, the DoH looked to Philippine groups that offered accreditation beyond the mandatory certification for standalone clinics. This alternative to international accreditation was seen as comparatively easy to influence, and to allow participation in the formation of standards. The use in the Philippines of the United States medical model and associated standards of practice, as a shibboleth of modern development draws attention to the conflict between local and perceived universally appropriate care well studied in bioethics.
 Differently than nationally centered issues of medical practice, medical tourism offers further financial incentives for idealization of Western medical standards due to the need to easily convey the perception of acceptable medical practice to foreign, and particularly American, patients.

It was in this context that I found myself directed by professors of public health to the ‘medical tourism guy’ at the OSC, an office that they knew little about besides its participation in AIDS prevention. The OSC as a site for a variety of DoH functions was, only for the first time, shown to be somewhat less visible than would be suggested by its areas of authority in other countries. 



PART II – A PENNY TOUR OF US & PHILIPPINES HEALTH TRAVEL 

The institutional boundary work and development that lead to the specificity of the Philippine medical tourism situation is one aspect of the path to the current state, the national healthcare context as a whole arises from a colonial history and a complex international economic relationship, particularly with the United States. From a special concern, among ethically contentious topics, the particulars of international relations over the last century have formed its participation in a preexisting “international trade in services” to which the national directive proposed expansion. 
The American Colonial Era 1898-1946

Since US President McKinley’s program for “benevolent assimilation” the Philippines has been connected to the United States through networks of healthcare and medical research. While American colonial control lasted from the end of the Spanish American War in 1898 until formal independence following WWII in 1946, the   economic and cultural interconnections initiated in that period continue to dramatically influence the Philippine economy and culture.

During this period the official relationship between the two nations progressed from direct military control to an affiliated commonwealth with rights of self-governance, the unchanging element being the promotion of American cultural influence, which increased even as judico-political power slowly waned. 

In particular, the Philippines simultaneously served as a primary testing site for public health and sanitation research
, and as a military platform.
 This second relationship would continue well past the end of formal colonial rule. The ongoing influence of the American presence and the political influence that was maintained to protect the ‘stability’ of US military assets has had a lasting impact. While the use of the islands as a laboratory for research in tropical and infectious disease ended with the shifting of research to other countries, the use of the nation in the interests of the US continued. 

Throughout this period few Americans traveled to the region except as part of the military forces stationed there; during the colonial era there was a significant intercultural relationship between US military personnel and locals. Early colonial schools were taught by US soldiers, and Army and Navy staff doctors taught nursing and medical skills to develop an indigenous staff to assist them. This military medical education supplemented civilian colleges originally established under Spanish rule. Under Spanish rule the Catholic Church had a prominent role in social governance, and despite US sponsored constitutional separation of church and state conflicts arose between the Catholic-led majority government and religious minorities and continue today.


While American military presence was temporarily removed during Japanese occupation, the interconnection between Philippine citizens and the US armed forces, both as soldiers and as participants in the healthcare system, continued. American expatriates remained present even during Japanese rule, and units of Filipino balikbayans (returnees) who were US residents and citizens joined nationalists fighting against the Japanese occupation. Military service represents a key element in the ongoing medical connection between the US and Philippines. For their service Filipinos were granted US veterans’ rights, and many former military American expatriates reside in the Philippines. As a result, the Philippines hosts the only significant United States Veterans Administration staff and services outside national boundaries. At the end of WWII, the independence movement fought both rhetorically, using the political capital of anti-Japanese resistance, and in some cases violently to remove US colonial rule, finally winning the independence that had been promised since the shared efforts during the Spanish-American War. 

Independence 1946-1965

The post war years were a period of comparative stability, slow growth and development. Despite economic setbacks, scientific and medical infrastructures modeled on American institutions expanded and the nation developed a mixed public and private healthcare infrastructure. Those were the years of an expanding welfare state before the advent of neoliberal policies. In the nineteen sixties the importation of agricultural technologies allowed a period of expanded investment in infrastructure and a shift from a net food importer to an exporter of some staple crops including rice. Despite advances in production and distribution, reliance on external energy sources meant increasing debt and, through long term trade agreements with the United States, an increasingly connected economy. 

The Marcos Years to the EDSA Movement 1965-1986

With the expansion of social movements and unrest in both countries, the United States would become even more involved in backing conservative Philippine politicians in order to fight a rising communist and socialist reform movement. This period saw the first real tourism to the Philippines, though largely still military. The use of the Philippines as one of the largest rest and recuperation centers for US armed forces personnel in the conflict in Vietnam drew attention and the visit of civilians en route to and from continental south Asia. Perhaps more importantly for the economy of the nation, and the later development of medical tourism, this period saw the founding of Asian National Airlines, and growth in both passenger cruise and cargo shipping. A market-driven approach to tourism, portraying Asian nations as appealing to outsiders, was adopted. This period of expansion of tourism in Asia saw newly independent nations vying for foreign tourism income from the newly internationally mobile Western upper middle class. Tourism under the nationalist rhetoric and increasing political disorder of the later Marcos regime was largely Filipino balikbayans  supplemented with the ongoing presence of a large population of former and current US military personnel. This era saw the expansion of an effort to reclaim national identity by the military supported junta, through emotional pleas to Philippine emigrants to stay connected with the homeland. This effort to build and maintain connection was strained in light of ongoing violent and nonviolent resistance. As the internal Philippine population and broader international community began to question the image arising from the martial law and excesses of the Presidential administration the tone of the return movement changed. With the fall of the Marcos regime and success of the people’s movement (EDSA), efforts at reform began to take shape amid the early years of widespread neoliberal reform. Increased emphasis was placed on tourism income despite an increasingly poor economic situation and growing reliance on the remittances and income from Philippine nationals working abroad. 

Medical Tourism Between The Philippines and United States Today

In 1984 comedian Andy Kaufman traveled from the United States to the Philippines as a medical tourist. Diagnosed with cancer, he traveled to see an alternative healthcare practitioner, a “psychic surgeon” who more recently was arrested for fraud.
 This form of travel, also undertaken by actress Shirley MacLaine and by performer Spaulding Gray as presented in his movie Gray’s Anatomy (1996) is one kind of medical tourism, but one outside the mainstream. This practice of seeking forms of care that are unavailable or marginal in the US continues but is distinct from medical tourism as commonly understood.  On the contrary, the primary expansion of international medical services deemed medical tourism specifically relies on the similarity and equivalence of medical treatment in different nations, and during my fieldwork few interviewees did not refer to the sameness of the treatment - to an apparently ideal ‘American Medicine’. That the specific cultural and historical situation in the Philippines made it a well-known destination for these alternative practices has actually impeded the contemporary development of a national image and identity functional for promoting medical tourism. Other specific recent history makes the promotion of medical tourism a different challenge than in India. One interlocutor (an American nursing student) described the difference as one of television representations: ‘Indian doctors’ and ‘Filipina maids’. Whether generalizable, these perceptions draw on empirically noted patterns, in which medically speaking the Philippines have largely been about export of skilled but not high prestige labor.  Similarly, the expansion of use of materials and personnel in an already inadequate medical infrastructure serves to stress accessibility based on an “accountability of reasonableness” justified by neoliberal conflation of national welfare with increased profitability.
 This development of a systemic understanding of values and their impacts on medicine has traditionally been the productive point of contact between ethnography and bioethics, offering snapshots of practice and cultural value structures.

The discursive and historically literal heterogeneity of the Philippines actually makes the development of a medical tourism industry more difficult. This is because a formation of national identity in the tourism scape/heritage scape draws on historical continuity and formal constructions of identity to shape an international interest.


Contemporary medical tourism arrives in light of a variety of past international healthcare moments that occurred between the United States and the Philippines. From the sixteenth century introduction of Spanish colonial rule, missionary medical personnel serving in the Philippines were a key component of the colonial encounter between these two nations: medicine fulfilled a common role as the primary daily face of science and progress.
 The slow transition under the Spanish colonial presence from a traditional healing system influenced by elements of Chinese and South Asian medicine to Western medicine was intensely linked to the general belief about the development of the people.
 With the transition in 1898 from Spanish to American governorship of the colony there developed a Western style infrastructure centered in urban areas for the provision of hospital care, basic research, and sanitation, while much of the provincial medical service was still an informal and hybrid mix of medical systems. The demand for knowledge of tropical disease in maintenance of US colonial control, as well as the importance of instituting development motivated the use of the nation as a laboratory for public health practices and experimentation. The country provided an important opportunity for American scientists who established the Philippine Health Service, and numerous research stations to establish a ‘voluminous’ element in modern knowledge of infectious disease and public health.
 This use of distant resources by American doctors established a significantly improved healthcare infrastructure. While conversely conceiving of the Philippines as a usable resource with minimal protections for the population and establishing a legacy perception that increased scientific presence translated to development, the American colonial healthcare infrastructure development and the opportunity for migration the colonial status granted Filipinos led to lasting labor patterns including the predominance and public awareness of the icon of the ‘Filipina Nurse’.
 Even after the 1946 independence of the Philippines the exchange of healthcare staff, largely nurses, has continued.

PART III – REGULATION: TOURISM OR HEALTHCARE

As is demonstrated in preceding sections, in the case of the Philippines the ongoing conflict between constructions of medical tourism as either medical or touristic has led to difficulties in regulation and promotion. Among the effects is the lack of specific knowledge of the scale and details of the phenomenon. Medical tourists remain an aggregate component in general tourist statistics rather than being tracked in morbidity and other healthcare statistics distinctly. The ongoing struggle over the ability to regulate medical tourism in the Philippines, and I would argue internationally, arises in part from its construction as tourism, or voluntary care, and the denial of a need to restructure existing healthcare resources. This logic promotes the maintenance of local control relying on existing practices of healthcare regulation. Even as increased public sector participation in the form of insurance coverage, business investment and tourism industry promotion offer incentives there has been little formal regulation by the United States or the Philippines. This lack of regulation stems from the framing of medical tourism as tourism, and thus voluntary activity subject to consumer choice and susceptible to regulation by market forces. 

The primary exception to the lack of regulation is the growth of international hospital accreditation companies such as the Joint Commission International (JCI), an outgrowth of a British and American hospital accreditation service, and a for-profit business which defines its own standards, limiting transparency. One physician informant described it ‘a useful advertising device’ but ‘it does not affect the running of the hospital, except by costing so much money.’ In contrast, the Canadian national hospital accreditation process, which requires the same facility and practice standards internationally as at Canadian hospitals has begun to expand outwards as medical tourism has expanded, but has yet to take hold in the public awareness of Americans despite its greater connection to meaningful standards. 

Medical Tourism and Neoliberalism

Global issues such as the trend toward neoliberal governance, and economic globalization
 draw together places and phenomenon that might otherwise appear distinct, allowing this analysis of medical tourism in the Philippines to also speak to the realities and growing ethical quandary of international services and medical tourism as they interact with healthcare in the United States. Because discursive practices and encompassing cultural beliefs in these distant places serve as justification and allow persuasive articulation
 the details of how medical tourism forms in one, may cause harm or allow harm to be done across cultural divides.
Globally and in the United States, healthcare is increasingly understood in reference to two competing frames - the demand for quality of care, a debate familiar within bioethics, and the expansion of logics of choice for the consumer, often labeled as a part of neoliberal reform. What is perhaps special about medical tourism is that in reframing a historically ongoing phenomena of travelers seeking improved health as tourism it is so thoroughly framed as a matter of choice. Despite efforts within the industry to distinguish primary care and travel for life saving procedures as the markers of medical tourism, it also encompasses the modern version of the travel for genuinely voluntary care such as plastic surgery or spa treatment within the same discursive device. Popularly viewing medical tourists as wise consumers makes invisible the reasons that make those ‘choices’ increasingly popular. In the increasingly global practices of medical research and service delivery, the medical tourist represents perhaps the most obvious version of the consumer logics increasingly prevalent in the United States and the destinations of travel. 
 While efforts to invigorate domestic medicine through price shopping, transparency and service models derived from other industries are often linked to inequality of care, the medical tourist is publicly described as making choices in terms of cost savings. This framing is apparently not embraced by any of the patients I interviewed, or the majority of self-published travel narratives available on the Internet,
 but in the media it is virtually unquestioned.

Cultural logics are important analytic categories because they represent a key tool for people’s experience and choices, serving as a vital form of ‘common sense’ through replicated and repeated exposure. In myriad local practices individuals repeat these cultural logics in daily life and no less in the construction and enacting of policies. 
 The presumed importance and transparency of the notion of choice as a cultural logic presents a useful rhetorical device and creative fiction not only because participants are not engaged in choice but also because by using this register of consumerism the understanding of what choice means supports the very invisibility of the alternatives and consequences entailed in their practices. These consumer logics at work in medical tourism are the substance of what Paul Farmer terms ‘structural violence’
: the inescapability and harm to individuals in some positions created by political contexts formed outside of their choice. While structural violence is more transparent in the lack of choice Farmer describes in third world poverty, the general hiddenness of structure that it entails, the equations of power relations of choices, rights and a sense of the inescapable are precisely what is enmeshed with these specific concepts of choice. Farmer’s attack on social somnambulism suggests that structures, and the suffering they can entail, are in part a choice and conversely a lack of choice in ability to respond to economic and social rights or their denial. Among the dramatic structures of social inequality that perform and perpetuate violence one must consider the discourse structure of American idealized ‘choice’. Within attacks on national healthcare in the United States, and conceptions of the promise of medical tourism in the Philippines the idealization of choice obviates consideration of what choice means, obfuscates structure itself and demonstrates the fetishization of individualism. The fundamental construction of choice as individual action outside of consideration of situation and extended relationships has been a marker of the shift to neoliberalism. Whether in development discourse that Farmer marks around the shift from “aid” to “trade” in international relations, rise of participation in domestic medical practice, responses to health insurance choices, or the increasing conception of medical tourism, the extension of consumer models of choice offers a vital subject for bioethical concerns as a rising extension of what Michel Foucault termed regimes of  biopolitics
- the relationship between the individual and the state in controlling and determining the individual’s body.

CONCLUSION
Twenty years ago the term “medical tourism” denoted a critique of a form of medical philanthropy
, privileged and often poorly prepared medical practitioners traveling to care for patients in the developing world. The very well intentioned choice was shown to fail in practice because the doctors had little experience with infectious disease and other conditions necessarily connected to poverty and geography. These critiques of that generation of medical tourists continue today but fail to draw attention to differential technological and social development within medicine as do the consumer demands of traveling patients as medical tourists who must be served and draw attention within the frame of consumer choice to inequalities without mention of inequity.

Many questions are outstanding in the understanding of the current growth of medical tourism, among these I suggest three are of particular importance.


First, we should evaluate the validity of the claim that development of a lucrative private healthcare system in developing nations offers benefits to the nation as a whole despite focus on foreign patients as a revenue source. This is of particular importance due to the use of federal funding in the form of incentives or tax relief and influence of this growth on foreign investment paths that concentrate limited resources away from public health measures in developing nations.


Second, we should evaluate the relationships and quality of care offered in this circumstance, to look at the way that cultural logics and the commodification of healthcare have changed preexisting practices and expectations of care.


Third, we should evaluate whether the use of the tourism idiom is an effective and accurate one, and view the effects of legitimating the transposition of medical practice into the frame of tourism, as well as in some cases the more literal transfer of healthcare administration to an international tourism infrastructure.
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