A Cautionary Tale: The ‘New’ Medical
Tourism Industry in Argentina
Cecilia Vindrola-Padros

There are great surgeries all over the world, and there are cheap
destinations. Argentina combines the two (Nwosu-Hope 2010: 2).

Argentina, already a popular player in the medical tourism industry,
will continue to experience a rapid expansion in the delivery of
services to foreign patients if government strategies go as planned.
In 2011, a group of government ministries including Tourism and
Health launched a new initiative to increase tenfold the number of
yearly medical tourists. Promotional material depicting Argentina as
‘The New Medical Tourism Mecca’ has been disseminated across the
media (Nwosu-Hope 2010), but government strategies for monitoring
and regulating this new influx of foreign patients have not been made
available. Theoretically, this initiative seeks to improve the health
conditions of both foreign and local patients. However, in practice this
may mean an already overburdened healthcare system will have to
adapt to suit the needs of foreign, short-term, medical tourists mainly
traveling for elective procedures, potentially at the expense of local
patients.
Argentina currently experiences internal movements of patients
due to the centralisation of medical facilities and personnel in the
capital of Buenos Aires. Furthermore, Argentina’s universal model
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of healthcare and open immigration policies make it a popular
destination for people from neighbouring countries requiring free
medical treatment. The flows of foreign patients and local migrating
patients interact to create a complex system of medical tourism, posing
ethical and legal challenges in the distribution of scarce resources and
regulation of medical care.
The aim of this article is to discuss the ethical issues that will likely
emerge if Argentina achieves its goal of becoming an international
medical tourism destination.1 In this article I analyse the process of
Argentine expansion within this billion-dollar industry in relation to
the challenges currently facing its health care system. When macrolevel phenomena such as the international trade in health services are
explored from a micro-level, site specific lens, complex internal
dynamics are brought to light fuelling academic discussions on health
equity and the regulation of medical practice.

Medical tourism and the destination country
Destination countries such as India, Malaysia, and Thailand have
praised the benefits of medical tourism,2 arguing that this type of
enterprise generates financial profit for the country which then spills
over into the public health sector, improving the lives of the lowest
social classes (Hopkins et al. 2010; Helble 2011). As argued by political
leaders and medical tourism supporters, this industry has the potential
to make a contribution to the development of health services, making
new specialties and technologies available to the local population
(Hopkins et al. 2010; Snyder et al. 2013).
In-depth research on the impact of medical tourism on the
destination country has painted a different picture. Previous studies
in India, Malaysia, and Thailand have indicated that the positive effects
of medical tourism proclaimed in health policies are seldom present in
practice (Alsharif et al. 2010). On the contrary, medical tourism tends
to escalate the cost of health care for local populations (Saniotis 2007),
draws scarce resources such as capital, technology, and personnel
from public medical facilities (Chen and Flood 2013), and shifts the
allocation of resources from primary to tertiary care (Alsharif et al.
2010).
Health care costs in popular medical tourism destinations such
as India, Jordan, and China have steadily risen (Alsharif et al. 2010;
Chen and Flood 2013; Saniotis 2007). The increase in demand for
services by medical tourists allows clinical facilities to charge more
(Snyder et al. 2013). This is certainly the case for private hospitals,
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but medical tourism has also influenced the costs and care available in
public facilities as fee paying patients are often prioritised over patients
entitled to free care (Pocock and Phua 2011). Furthermore, the quality
of care available to medical tourists is not the same as that offered to
local patients, as medical tourists can afford to pay for personalised
attention, senior level clinical staff, and luxurious hospital rooms
(Chen and Flood 2013). This issue raises serious questions about the
principle of equity of care, while also shedding light on the existence
of a ‘dual’ or ‘two-tiered’ health system (Chen and Flood 2013;
Hazarika 2010: 249; Helble 2011: 70; Kassim 2009: 442).
The incentives offered by private hospitals and medical
tourism companies have produced internal knowledge and skill
drain, where medical professionals from public hospitals move
into the private sector, and those from rural areas relocate to urban
areas (Connell 2006; Kassim 2009; Helble 2011). As a consequence, a
significant portion of the local population is left without medical
coverage. Medical professionals leaving the public sector are often
those in senior positions, thus affecting the level of medical expertise
available to local patients (Chen and Flood 2013).
In some instances, the growing medical tourism industry has
led to the expansion of tertiary care and a reduction in focus upon
primary care (usually the care more widely and frequently used by the
local population) (Helble 2011; Leahy 2008). While the expansion of
tertiary care can improve the availability of medical technology,
previous research has shown that the local population requiring access
to specialised equipment is usually asked to pay (Heng Leng 2010).
In addition, specialised personnel and equipment are often found
in private hospitals in large urban areas, and thus are not always easy
to access (Hazarika 2010).
In countries with strong public health systems and universal
models of medical coverage, the expansion of the medical tourism
industry poses particular challenges. According to Kassim, medical
tourism can corrode ‘the basis of national health care systems based on
solidarity and the promotion of shared ethical values’ (2009: 441).
State-led initiatives to promote medical tourism send a contradictory
message when health is portrayed as a free basic service at the national
level, yet simultaneously viewed as a commodity for international
medical tourists (Smith et al. 2009). Furthermore, government
funding is often diverted into paying for services enjoyed by foreign
medical tourists (Crooks et al. 2013).
When looking at the effects of medical tourism on the care
provided to local populations, it is important to consider health care
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reforms and the ways in which models of care might have changed over
time in the destination country. As Ormond has argued:
without negating the impact of ‘medical tourism’ on destinations, in
framing it as an external ‘innovation’ or ‘invasion’, we risk not paying
sufficient attention to the complex political contexts that have enabled
‘medical tourism’ and the selective harnessing of patient-consumer flows
to flourish in particular places (2011: 256).

In other words, the medical tourism industry can be seen by
government authorities in destination countries as a source of
financial profit and an extension of local models of care seeking to
privatise health services. However, in practice the degree to which
these financial benefits improve the health and living conditions of the
country as a whole will be shaped by the social, political, and economic
processes taking place locally.

Current health care challenges in Argentina
Argentina’s public investment in health care is one of the highest in Latin
America, at 9.6% of its Gross Domestic Product (GDP) in 2008 (Bello and
Becerril-Montekio 2011). However, the country continues to face high
infant and maternal mortality rates when compared to its regional
counterparts, there are evident health inequalities across the country,
and its health system operates under a fragmented and unsustainable
model of care (Bello and Becerril-Montekio 2011; Stolkiner et al. 2011).
The Argentine health care system is divided in three main sectors:
public, private, and social security. The public sector is organised at the
municipal, provincial, and national levels, and provides coverage for
approximately 35% of the population (Soriano et al. 2011: 730). The
private sector provides services to 5–7% of the population through a
series of pre-paid health maintenance organisations (HMOs) (Ibid.).
The rest of the population receives care from the social security sector,
a complex network of care providers, often administered by trade
unions, and including some of the HMOs of the private sector
(Stolkiner et al. 2011). These care providers implement a wide range of
regulatory frameworks and vary in terms of financial administration,
client characteristics, and available medical services (Stolkiner et al).
Communication and coordination of care between the three sectors is
poor and often leads to delays in services (Bello and Becerril-Montekio
2011). The Argentinian government has established a basic health
benefits programme through its Programa Médico Obligatorio (PMO;
Mandatory Medical Programme) to guarantee free access to medical
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attention and medication (over 370 generic medicines) and ensure
that all health care providers maintain a standard level of care (Bello
and Becerril-Montekio 2011; Bertranou 1999).
Current government initiatives seek to expand universal health
coverage, but face profound regional inequalities in the distribution of
medical facilities, equipment, and human resources (Kent Ranson et al.
2010). There are currently 4.1 hospital beds per 1000 people (a high
number from a global perspective), with 53% of these belonging to
the public sector, 44% to the private sector, and 3% to the social security
sector (Bello and Becerril-Montekio 2011:S102). Unfortunately, most
of these beds are in large urban areas, and those in specialised centres
are located in Buenos Aires (Maceira 2003). In the case of paediatric
cancer treatment, for instance, it is estimated that 80% of all cases are
treated within the public health system and 50% of these are treated in
three specialised hospitals (Moreno et al. 2012). This centralisation of
care forces over 40% of children to leave their place of origin and
relocate for treatment (Moreno et al. 2009).
Even though Argentina has a high number of doctors – 38 per
10,000 people – they are not evenly distributed across the country.
Most doctors reside and work in the province of Buenos Aires (which
includes the capital and surrounding area), while extensive regions
such as the north of the country (also one of the poorest areas) suffer
from evident shortages of medical professionals (Williams et al. 2013).
For instance, while in the city of Buenos Aires there is one doctor per
90 people, in Misiones, a northern province, there is only one doctor
per 668 people (Abramzon 2005). Furthermore, while there are
38 doctors per 10,000 people in Argentina overall, there are only
3.8 nurses per 10,000 people (Stolkiner 2011).
Previous research has highlighted Argentina’s ‘hospital-centric’
model of care, where emphasis is placed on the development
of technologically advanced medical centres, the training of highly
specialised medical professionals, and the centralisation of care
(Stolkiner et al. 2011). Primary care, prevention strategies, the
training of general practitioners, and establishment of communitybased clinical teams are often side-lined (Kent Ranson et al. 2010;
Stolkiner et al. 2011). This model leaves a considerable percentage of
the population without proper access to basic medical care.

Medical tourism in Argentina
Medical tourism is not a new phenomenon in Argentina, as it is
a popular destination for patients seeking cosmetic surgery, dental
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work, and fertility treatment (Smith et al. 2009). It is estimated that
between 8 and 10 thousand people travel to Argentina to undergo
some sort of medical procedure (La Razón 2010). Patients choose
Argentina because it has highly trained medical professionals,
is considered ‘an exotic tourist destination’ (Balch 2006: 2), and
contemporary medical procedures are considerably cheaper when
compared to other destinations since the devaluation of the Argentine
peso in 2002 (Nwosu-Hope 2010; Smith et al. 2009).

Medical tourism for US and European patients
Currently, governmental-private sector agreements are being
established to attract patients from the United States and Europe.
This new initiative, called Medicina Argentina (Argentina Healthcare),
hopes to raise the number of foreign patients to 100,000 per year. This
new strategy seeks to: (1) provide services to patients who might not be
able to access them in their own countries due to high cost,
unavailability, or long waiting lists, (2) increase Argentine tourism
income, and (3) improve the quality of the medical services available to
local populations (interview Gonzalez Prieto 2009). Medicina Argentina
is directed by the Instituto Nacional de Promoción Turı́stica (INPROTUR;
National Institute of Tourism Promotion), a dependency of the
Ministry of Tourism, and it involves other government authorities such
as the Cámara Argentina de Turismo (Argentina Chamber of Tourism)
and the Cámara de Instituciones Argentinas para la Promoción de la Salud
(Argentine Chamber of Institutions for Health Promotion). According
to the director of INPROTUR, medical tourism is ‘an initial pillar in
the development of a product with great potential and can strengthen
the growth of the tourism sector, which has consolidated itself over the
years as a tool of development and inclusion for all Argentines’
(Revista Gran Hotel Turismo 2014: 1).
Promotional material for this new strategy underscores the high
quality of medical professionals in the country, and reminisces about
the work of medical figures such as René Favaloro, Luis Federico
Leloir, and Bernardo Houssay3 (Revista Gran Hotel Turismo 2014).
Furthermore, advertisements in the form of press releases and feature
articles often draw attention to an added quality of Argentine medical
tourism:
[T]he possibility to visit natural wonders such as the Perito Moreno
Glacier or the Iguazu Falls; visit the north of Argentina with its unique
landscape such as the Quebrada de Humahuaca and Salinas Grandes;
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enjoy some of the best wine in the region of Cuyo at the base of the
Cordillera de los Andes; or learn about the culture, tango and
distinguished gastronomy of the country. (Revista Gran Hotel Turismo
2014: 1)

Viladrich and Baron-Faust, analysing the content of marketing
announcements promoting Argentine medical tourism, have found
that this country distinguishes itself from other medical tourism
destinations by projecting the image of a ‘proto-European country
that offers outstanding natural beauty and exceptional sophistication
with top-tier cosmetic medicine’ (2014: 118). This depiction of
Argentine society allows medical tourism companies to create a
feeling of ‘cultural affinity’ between medical tourists and medical
providers (Viladrich and Baron-Faust 2014: 118).

Medical tourism for neighbouring countries
Even though Medicina Argentina was launched in 2011, Argentina
has been welcoming foreign patients for years. Argentina’s universal
model of healthcare and open immigration policies make it a popular
destination for people from neighbouring countries requiring
free medical treatments. These medical tourists come from nearby
countries such as Bolivia, Peru, and Paraguay. They are often from lowincome households and rural areas, and travel to Argentina seeking
medical attention in public hospitals because they are unable to pay for
services in their own countries (Ledesma 2010; Sala 2002; VindrolaPadros and Whiteford 2012).
The law on migration (law 25.871) guarantees all immigrants
in Argentina free access to medical services under articles 6 and 8.4
Article 23 lists all categories of temporary residents acknowledged
by the State and category 8 recognises individuals who are in Argentina
to obtain medical treatment.5 Basically, the Argentine Migration
Law indicates that documented and undocumented migrants in
the country cannot be denied medical attention. Medical attention
involves a wide range of services (not just emergency care) and, if the
person requiring care is not residing legally in the country, it is the
responsibility of medical personnel to inform them of the procedures
required to change their legal status.
As Sala (2002) has indicated, it used to be customary for patients
from Bolivia and Paraguay to cross the border and seek care in
northern Argentine provinces such as Jujuy and Misiones. However,
patients are also making their way to Buenos Aires (Sala 2002).
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A reason for this could be their search for specialised care, as hospitals
in Buenos Aires have witnessed an increase of Bolivian and Paraguayan
patients requesting treatment for chronic and often complex medical
conditions (Ledesma 2010).
While patients from the United States and Europe are
represented as ‘visitors’ and ‘people needing to re-establish their
health’ (INPROTUR 2014; Revista Gran Hotel Turismo 2014: 1),
Bolivian and Paraguayan migrants are portrayed by Argentine society
as ‘taking what is not theirs’ (Caggiano 2005: 183). Cases of racism
have been documented across the country where Bolivian and
Paraguayan migrants are represented as ‘darker’ than Argentines
(Clarin 2005, 2006: 1; Grimson 2006). Xenophobia takes on medical
connotations when migrants from these countries are blamed for
diseases such as dengue, cholera, and tuberculosis. Sala has argued
that the association between ‘foreigner-temporary worker-dirty and
poor-disease carrier’ is commonly used (Sala 2002: 27).
In addition to these incoming patients, Argentina already has a
high rate of internal migration for treatment produced by its
centralised model of care. Patients with complex conditions are
often forced to relocate to Buenos Aires to seek medical attention from
specialised staff or to access medical technology. Constant flows of
patients from neighbouring countries and Argentine provinces add
another layer to the analysis of medical tourism in Argentina. As a
large volume of medical tourists from the US and Europe are lured
by the State to buy Argentine medical services, the health system will
have to adapt to fulfil the demand for health and social services of
three separate groups of mobile patients (patients from the US and
Europe, patients from neighbouring countries, and local patients). As
discussed in the next sections, this has implications for healthcare
professionals and the quality of care delivered in all sectors of the
health system.

A cautionary tale
The director of INPROTUR recently launched a nation-wide
promotion of medical tourism to show what Argentina has to offer
(INPROTUR 2014: 2). The Chamber of Argentine Institutions for the
Promotion of Health was created and press releases published to
inform the general public of this new government strategy (BaireSalud
2011). However, little information has been made available on
assessments carried out by government authorities to ensure that the
current health care infrastructure has the capacity to treat and house
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the targeted 100,000 patients per year without compromising the
services available to the local population.

Medical tourism benefits
As mentioned earlier, an important part of the advertisement of
Medicina Argentina has centred on the financial benefits it will bring to
the country in the form of income and availability of novel medical
technologies for local populations. This argument has been used
frequently in other medical tourism destinations (Connell 2006;
Hopkins et al. 2010). Nevertheless, studies measuring the actual
effects of medical tourism on local economies have found that even
though medical tourism represents a 60 billion dollar industry (Eissler
et al. 2013), this money is seldom used to improve the services available
to the populations in the destination countries (Chen and Flood 2013;
Connell 2011).
The principle of trickle-down economics sounds good in theory,
but if it is to be put into practice, it requires: (1) a system for collecting
taxes from medical tourism, and (2) a system for redistributing the
funds obtained from taxation back into the public system (Blouin
2010; Hopkins et al. 2010; Snyder et al. 2013). As several authors have
indicated, this entails direct political action and the transformation of
macroeconomic redistributive policies (Chen and Flood 2013; Helble
2011; Hopkins et al. 2010; Snyder et al. 2013). To date, Argentina has
not produced a definite set of measures designed to guarantee that the
income generated by the medical tourism industry will be fed into the
public sector.
The other potential benefit of increasing medical tourists lies in
access to new medical technologies (Ramirez de Arellano 2007). This
argument has also been used before by other governments, yet local
populations in other countries have not gained the advantages that
were initially promised (Burkett 2007). Most of the time these new
medical technologies have been centralised in a few large cities (Chen
and Flood 2013: 289) and the local population has been charged high
fees for their use (Heng Leng 2010). In the case of Argentina, new
technology brought into the country to deal with the demand
of foreign patients will be located in the institutions that form part
of the Chamber of Argentine Institutions for the Promotion of Health,
as these actors have formed part of the government’s strategy for
promoting medical tourism. These include: Hospital Italiano, Hospital
Alemán, Hospital Austral, Instituto Cardiovascular de Buenos Aires,
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Clı́nica Nano, Clı́nica Robles, Dental House, FLENI, and Calista
Center.6 Not only are these medical facilities part of the private sector,
but they are also located in Buenos Aires.
Public authorities will need to establish and enforce clear legal
frameworks to guarantee free or low cost access to these technologies
for the local population in order to extend the benefits of the medical
tourism industry beyond the private sector. The question that still
remains is how will access be ensured across the country? If mechanisms
are not put in place to deal with this centralisation of new technology,
the medical tourism initiative will continue to reproduce the already
existing inequalities in access to medical services.

Impact on human resources
New technology will be made available, but the initiative does not
provide details on the ways in which medical professionals will be
organised to deal with patient demand. Previous studies on the impact
of medical tourism on destination countries have shed light on cases of
internal brain drain, where medical professionals are lured from the
public to the private sector, thus affecting the care received by the
poorest sector of the local population (Hazarika 2010; Pachanee and
Wibulpolprasert 2006).
As was mentioned earlier, national statistics demonstrate that
Argentina does not have a deficit of specialised doctors, indicating that
it could potentially deal with a certain degree of internal brain drain.
However, the number of doctors should be looked at cautiously as it
obfuscates the current working situation of many medical professionals
in the country. For example, these statistics do not allow us to see:
(1) the number of doctors who split their time between public
and private health sectors, and might also teach in universities, (2) the
distribution of doctors across different specialties, and (3) the actual
working conditions of medical professionals in the public sector
(available resources, opportunities for career development, rates of
stress and burn-out, and so on).
Even though the Argentine health care system is divided into
three main sectors, the lines that divide them are often not clear. This
is evident when we look at the ways in which medical professionals
provide services, as a doctor might be based in a public hospital, but
also hold consultations in the private sector (for another international
example, see Hsiao 2008). This dual appointment allows doctors to
deal with low salaries in the public sector. In an analysis of cardiology
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residencies in Argentina, Grancelli (2011:164) indicates that 63% of
the residents need another job and generally look for posts in other
medical centres (see also Waldman et al. 2009).
A growing medical tourism industry would certainly provide
incentives to bring medical professionals into the private sector,
leading to their abandonment of the public sector and increasing the
workload of remaining professionals who are already experiencing
burden. As Grancelli (2011) mentions, some medical professionals in
the public sector do not receive remuneration for their work (they are
hired ad honorem, or under honorary contracts), but they contribute to
the care delivered at public institutions because they are committed
to the idea of universal health coverage, they see it as an educational
experience, or they want a public hospital affiliation because of the
prestige associated with specific public hospitals across the country.
This honorary model of work is also present in public education
institutions where many medical professionals teach. If stronger
demands are placed on the time of these professionals due to the
massive entry of medical tourists, it is uncertain how their honorary
contributions will be affected.
The rate of qualified doctors in the country does not reflect their
distribution across different medical specialties. Medical training in
Argentina has been oriented towards high, and often unstandardised
and unregulated, levels of specialisation. During the 1990s there
were 240 recognised medical specialties in Argentina, while in other
parts of the world this number ranged from 50 to 70 (Borrell Bentz
2005: 112). Furthermore, most of the specialties do not respond to
the actual health care needs of the population (Ibid: 112). This
situation is felt at the level of primary care which is often not given the
same value as other medical areas (Stolkiner et al. 2011: 2813), and is
not included as an essential part of medical training (Borrell Bentz
2005).
Even though the number of doctors is high, Argentina is
experiencing a tangible shortage of nursing staff (Kent Ranson et al.
2010); an issue that could be exacerbated by the influx of new
patients and affect the care of the local population. Assessments of
this situation have pointed to the need for a rapid programme capable
of promoting nursing training and the insertion of qualified nurses
into the public health sector (Abramzon 2005; Gonzalez et al. 2010).
The working conditions of nurses in the public sector also need to
be improved to prevent them from moving into the private sector.
Currently, nurses encounter a highly stressful working environment
characterised by an excessive workload, lack of autonomy for
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making decisions, lack of stimuli and opportunities for professional
development, double shifts and long working hours, and low salaries
(Diaz Echenique et al. 2010).
Stress and burn-out have also been documented among doctors
and medical students (Dahlin et al. 2013; Doval 2007). In a study on
cardiology residents, Waldman et al. (2009: 298) found that 80.2%
experienced some level of burnout and 71.7% experienced a high level
of emotional exhaustion. Manrique (2006) found a similar situation
among surgeons who felt their specialty did not receive appropriate
recognition, salaries were low, and their work was constantly subjected
to legal threats. The working conditions of medical staff need to be
taken into consideration when exploring initiatives, such as Medicina
Argentina, that could create an even greater demand on their time and
effort.

The regulation of medical tourism
Another important issue to consider is the current state of medical
tourism regulation in Argentina. This concerns the accreditation of
institutions providing care to foreign patients, the registration of
individuals entering the country to obtain medical treatment (place
of origin, length of stay, type of treatment), and the monitoring and
persecution of cases of malpractice. Tourism for fertility treatments is
common in Argentina, but in their review of fertility clinics offering
assisted reproductive technologies to foreign patients, Smith et al.
(2009) found that clinic accreditation was voluntary and there was no
formal legislation or regulatory body to monitor the quality of the
procedures. According to these authors, ‘non-accredited clinics have
total discretion over how to run their clinics and which services to
offer, and they are free from official oversight’ (Smith et al. 2009: 66).
Lack of accreditation can also be linked to lack of accountability
if procedures go wrong. As Smith et al. (2009) have indicated, in
non-accredited facilities, the doctor’s responsibility ends when the
patient leaves the clinic, and follow-up care is not always considered
a part of the treatment sought abroad. This is an important issue
to consider because previous research in other medical tourism
destinations has pointed to multiple cases of postoperative or postprocedure complications and, in some instances, antibiotic-resistant
infections that must be dealt with by medical staff in the tourists’
country of origin when they return (Connell 2013; Crooks et al. 2013;
Hall and James 2011).
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Ethical issues at stake
The ‘new’ medical tourism industry in Argentina brings to light
existing contradictions and social tensions regarding health equity.
The State publicly defends a universal model of health care, but its
current infrastructure and model of care create a vicious circle of
health inequality where the poorest and most marginalised sectors of
Argentine society suffer the direst consequences. The medical tourism
industry reproduces these inequalities by juxtaposing different types of
medical tourists: patients from the US and Europe, and patients from
neighbouring countries (mainly Bolivia and Paraguay).
These different groups of medical tourists have coexisted for
decades, but as Argentina puts forth a new initiative to bring in ten
times the number of medical tourists from the US and Europe per
year, health inequalities are likely to worsen. The ‘new’ medical
tourism industry will need medical professionals and infrastructure to
grow, and these will probably come from existing resources in the
public and private sector. A dual or ‘two-tiered’ health care model
documented in other medical tourism destinations (Connell 2013;
Lunt and Carrera 2010; Ramirez de Arellano 2007) could emerge,
where medical tourists from the US and Europe receive care in stateof-the art facilities with highly qualified personnel, and medical tourists
from neighbouring countries and the local population receive suboptimal care in overburdened clinics and hospitals. The care wealthier
Argentines receive in the private sector could also be affected as
certain hospital areas might become restricted to foreign patients and
medical resources might need to be diverted to deal with their care
needs. This has been a common trend seen in other medical tourism
destinations such as Thailand and India where hospital wings have
been set aside exclusively for the care of international medical tourists
(Mary 2014).
Another important issue is the establishment of frameworks to
regulate the medical tourism industry. This will entail the establishment
of national accreditation guidelines and the adherence to international
guidelines of medical care (Connell 2013), the development of
legal channels to deal with cases of malpractice in a timely manner,
and the creation of a system of taxation and redistribution where the
financial gains of the medical tourism industry are invested in the
public sector (Blouin 2010; Hopkins et al. 2010; Snyder et al. 2013).
If these measures are not put in place, the medical tourism industry
could sustain uncontrolled growth and fail to improve the living
conditions of the local population.
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Conclusion
In this article I have attempted to present a complex picture of medical
tourism from the perspective of the destination country. This growing
industry needs to be understood in particular social, political,
geographic, and economic contexts. It needs to be studied in relation
to local health care models and policies. The case of Argentina is
interesting in the sense that it allows us to see the process behind
the creation of a ‘new’ medical tourism destination in a context where
the health care needs of all sectors of society are not guaranteed. The
relative novelty of Medicina Argentina, the lack of public dissemination of
plans for its national implementation, and the lack of academic research
on these topics make ascertaining the effects of this growing industry on
the care provided to local populations extremely difficult. This lack
of information should not deter us, however, from exploring the
potential issues that could emerge if Medicina Argentina is implemented
to its fullest extent. The current problems faced by the Argentine health
care system and the past experiences of other medical tourism
destinations highlight the need to exert caution and tread lightly. A
research agenda needs to be developed to grasp this process in its
entirety. Future research could focus on the experiences of care of
different groups of medical tourists, the perspectives of medical
professionals working in different areas of the health system, and the
creation of mechanisms to invest the profit of the medical tourism
industry in the public sector.
Notes
1. I have joined other authors (Sobo 2009; Whittaker et al. 2010) in highlighting the
problems associated with the concept of ‘medical tourism’ and have spoken in
favour of using the concepts of ‘medical travel’ and ‘micro-mobility’ to account for a
wider range of travel needs, experiences, and trajectories (Vindrola-Padros and
Whiteford 2012; Vindrola-Padros and Johnson in press). However in this article I use
medical tourism due to the following reasons: 1) to be consistent with the term that
is used throughout the special issue, 2) to frame the industry in the same light as the
documents describing Medicina Argentina. Even though I use the term ‘medical
tourism’, I believe the way in which this process is presented in the article responds
to the limitations I have highlighted in previous publications. I have made the
attempt to present it here as a complex, multidimensional, and individualised
process.
2. When the term medical tourism is used in this article, it does not include transplant
tourism as this industry has particular characteristics and raises unique ethical
concerns (Bagheri 2010).
3. René Favaloro was a preeminent cardiovascular surgeon. Luis Federico Leloir
received a Nobel Prize for Chemistry in 1970 and Bernardo Houssay shared the
Nobel Prize for Physiology or Medicine in 1947 (Krapp 1998).
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4. ‘Art. 6. The State under all of its jurisdictions, will assure the equal access of
immigrants and their families, under the same conditions of protection and rights as
nationals, to social services, public estates, health, education, justice, work,
employment and social security. [. . .]
Art. 8. The right to health, social assistance, or sanitary attention cannot be negated
or restricted for foreigners regardless of their migratory status. The authorities of the
sanitary establishments must provide orientation and information regarding the
necessary paperwork in order to resolve migration irregularities’ (Senado y Cámara
de Diputados de la Nación Argentina 2011).
5. ‘h) Patients in medical treatment: to deal with health problems in public or private
facilities, have the authorisation to remain for a year, with the option of extension,
with multiple entries and exits. In case of minors, disabled, or ill individuals who due
to their pathology must remain with caretakers, this authorisation will be made
extensive to the direct family members, legal representatives or healers’ (Senado y
Cámara de Diputados de la Nación Argentina 2011).
6. The current list of medical providers advertised on the Medicina Argentina website
include: Hospital Alemán, Hospital Austral, ICBA, Hospital Británico, Clı́nica
Bazterrica, Swiss Medical Center, and Sanatorio Allende. These are all private
medical facilities and most of them provide care in Buenos Aires (with the exception
of Swiss Medical Center which has medical centres distributed across the country)
(Medicina Argentina 2014).
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Salud Pública de México, 53:S2, pp. S96–S108.
Bertranou, Fabio (1999), ‘Are market-oriented health insurance reforms possible
in Latin America? The Cases of Argentina, Chile and Colombia’, Health Policy, 47,
pp. 19–36.
Blouin, Chantal (2010), ‘Trade in health services: Can it improve access to health care
for poor people?’ Global Social Policy, 10, pp. 293–295.
Borrell Bentz, Maria Rosa (2005), La educación médica de posgrado en Argentina: El desafio
de una nueva practica educativa, Buenos Aires, Argentina: OPS/OMS.
Burkett, Levi (2007), ‘Medical tourism: Concerns, benefits, and the American legal
perspective’, The Journal of Legal Medicine, 28, pp. 223–245.
Caggiano, Sergio (2005), Lo Que no Entra en el Crisol: Inmigración Boliviana, Comunicación
Intercultural y Procesos Identitarios, Buenos Aires, Argentina: Prometeo Libros.

83

Somatechnics
Chen, Y Brandon, Colleen Flood (2013), ‘Medical tourism’s impact on health care
equity and access in low-and middle-income countries: Making the case for
regulation’, Journal of Law, Medicine, and Ethics, 41:1, pp. 286–300.
Clarin (July 27, 2005), Racismo en Argentina: Pocos inmigrantes lo denuncian, muchos
lo sufren, Retrieved December 2011, http://edant.clarin.com/diario/2005/07/27/
conexiones/t-1021627.htm
Clarin (July 22, 2006), Denuncia por discriminación en Escobar, Retrieved December
2011, http://edant.clarin.com/diario/2006/07/22/sociedad/s-05401.htm
Connell, John (2006), ‘Medical tourism: Sea, sun, sand and . . .surgery’, Tourism
Management, 27:6, pp. 1093–1100.
Connell, John (2011), ‘A new inequality? Privatisation, urban bias, migration and
medical tourism’, Asia Pacific Viewpoint, 52:3, pp. 260–271.
Connell, John (2013), ‘Contemporary medical tourism: Conceptualisation, culture and
commodification’, Tourism Management, 34, pp. 1–13.
Crooks, Valorie, Leigh Turner, Glenn Cohen, Janet Bristeir, Jeremy Snyder, Victoria
Casey, and Rebecca Whitmore (2013), ‘Ethical and legal implications for the risks of
medical tourism for patients: A qualitative study of Canadian health and safety
representatives’ perspectives’, BMJ Open, 3:2, pp. 1–8.
Dahlin, M, A Ursberg, and B Runeson (2013), ‘A comparative study of stress and mental
health among Argentinean and Swedish medical students’, The Internet Journal of
Medical Education, 1, pp. 1–12.
Diaz, Echenique, Maria Sara, Maria Ines Stimolo, and Norma Patricia Caro
(2010), ‘Satisfacción laboral y sı́ndrome de desgaste laboral en enfermeros de
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