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A B S T R A C T

This study analyses the relationships between the origin countries of international patients and their
cultural distance from the destination country in the context of medical tourism. A novel panel dataset is
used, covering 109 origin countries whose citizens came to Turkey and received medical treatment during
2012–2014. After accounting for control variables such as religious similarity, Turkish diaspora in the origin
country, physical distance, GDP per capita and number of inbound tourists, the study finds that cultural
distance has an impact on the choice of destination for medical tourism. This impact persists at the medical
specialty level.

1. Introduction

Medical tourism has grown tremendously in the last decade and
international health care has become a global industry (Connell, 2013;
Horowitz, Rosensweig & Jones, 2007). Factors contributing to the
expansion of this industry are related to the health-care provision
problems of the origin countries, which are mainly high costs of care,
health care users with low income, health care excluded by insurance,
long waiting times and low-quality health care (Connell, 2006; Gan &
Frederick, 2011; Runnels & Turner, 2011). The affordability of air
travel to overseas destinations and favourable exchange rates are also
contributing to the internationalisation of medical tourism (Connell,
2006).

Researchers aspire to better understand the demand factors of
international patients and supply characteristics of destination coun-
tries in the face of the development of the medical tourism market. The
most frequently mentioned demand factors are the relatively high cost
of medical care in the origin country (Connell, 2006; Gan & Frederick,
2011; Heung, Kucukusta & Song, 2010; Smith, Martínez Álvarez &
Chanda, 2011; Turner, 2007) and the quality of medical care in
comparison with that of the destination country (Glinos, Baeten,
Helble & Maarse, 2010). As far as supply factors are concerned,
hospital accreditation (Smith & Forgione, 2007), geographical dis-
tance (Adams & Wright, 1991) and cultural familiarity (Glinos et al.,
2010) emerge as important determinants of destination country
selection in the literature by patients. Geographically and culturally
related issues are often analysed in conjunction with other factors that
affect international medical tourism. For instance, Connell (2013)

shows that this could be the case for medical travel in Europe,
Thailand, India and Singapore through bordering countries with
cultural affinity in order to minimise travel costs. Medical tourism in
China has also attracted international patients, mostly from culturally
and geographically close countries such as Taiwan, Hong Kong and
Macau (Houyuan, 1998). Likewise, India receives patients from nearby
countries such as Bangladesh, Mauritius, Nepal and Sri Lanka, which
share similar customs to those of India (Gupta, Goldar & Mitra, 1998).

Even though culture has been emphasised as being an important
factor in shaping patterns of medical tourism (Glinos et al., 2010;
Jagyasi, 2010; Liu & Chen, 2013), few studies have analysed the effect
of culture on the destination choice of international patients. In
particular, the effect of quantified cultural distance between origin
and destination countries on medical tourism movements remains
mostly unanswered. Some empirical studies (Goodarzi, Takkhvai &
Zangiabadi, 2014; Hanefeld, Lunt, Smith & Horsfall, 2015; Lee,
Kearns & Friesen, 2010; Yu & Ko, 2012; Zhang, Seo & Lee, 2013)
have addressed the effect of culture on medical tourism. However, they
have only explored patient intentions or cross-cultural perceptual
differences on destinations with survey methods using a micro
approach.

Yu and Ko (2012) reported significant cross-cultural perceptual
differences between Chinese, Japanese and Korean medical tourists in
terms of selection of destination, inconveniences and preferred health-
care services. Other studies have confirmed the impact of culture on
medical tourism. For instance, Goodarzi et al. (2014) found that
cultural affinity was an important factor in medical tourist preferences
for visiting Iran. The role of cultural familiarity could also be as
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important as satisfactory health-care quality in the decision of inter-
national patients going to the motherland, such as in the case of the
Korean population living in New Zealand (Lee et al., 2010). In addition
to cultural familiarity with the destination country, Hanefeld et al.
(2015) found that ability to speak the native language of the destination
country and the presence of a family member in the origin country near
the treatment centre can be important determinants of destination
country selection for medical treatment. Although cultural distance is
very important, Zhang et al. (2013) showed that the degree of severity
of the illness can be relatively more important than cultural factors
and, consequently, Chinese patients in their study tended to choose
destinations culturally distant from China in more-developed countries
than their country of residence.

Religion plays a strong role as an important element of cultural
proximity, which can affect the choice of medical tourism destination.
For example, the sensitivity of patients from the Middle Eastern and
Arabic countries to ancillary services (halal food kitchen, Islamic
employee-orientation programme) to medical treatment is taken into
consideration in South Asia to attract international patients from these
places (Bookman & Bookman, 2007; Cohen, 2008). Jordan and
Malaysia, which take these factors into consideration besides having
high-quality medical services, have thus become attractive to Muslim
patients (Bookman & Bookman, 2007; Connell, 2013).

A stream of research underlines the importance of diaspora
populations in international medical tourism in relation with cultural
links for a number of reasons (Connell, 2013; Horton & Cole, 2011;
Macias & Morales, 2001; La Parra & Mateo, 2008; Lee et al., 2010;
Wallace, Mendez-Luck & Castaneda, 2009). First, social and historical
connectedness to a native country can affect people's health-care travel
destination plans (Eyles & Williams, 2008). Second, communicating
with physicians and health-care personnel in their native tongue in the
origin country is often an appealing factor (Bergmark, Barr & Garcia,
2008; Bookman & Bookman, 2007). For example, cultural proximity
and health-care system familiarity have been found to tilt the decision
of Mexicans in the United States, Indians and Middle Easterners
worldwide, Koreans in New Zealand, and British people living in Spain
in favour of their native country (Connell, 2013; La Parra & Mateo,
2008; Lee et al., 2010). The same tendency has been observed among
the second generation of immigrants (Connell, 2013). Finally, personal
ties may be significant when diaspora patients are choosing the clinic or
the physician for treatment (Hanefeld et al., 2015). Not surprisingly,
Middle Eastern patients prefer their native country for gamete dona-
tion during fertility treatment for cultural reasons (Inhorn, 2011).

Geographical proximity seems to be one of the decisive factors in
the decisions of diaspora communities because of travel costs. Most
cross-border medical tourists opt for destinations near their country of
residence rather than distant medical tourism destinations (Ormond,
2008). For instance, Mexicans in the United States prefer Mexico not
only because of their cultural affinity but also because of its low cost
(Horton & Cole, 2011; Macias & Morales, 2001; Wallace et al., 2009).
The fact that the proportion of the diaspora population has been the
largest in the total amount of medical tourists in countries such as
India, Mexico, Turkey and the Philippines (Connell, 2013) shows that
the impact of diaspora on medical tourism should be incorporated in
studies.

To sum up, various factors can exercise influence on the decisions of
international patients in selecting the destination country for their
medical treatment. Of these factors, cultural distance often comes up as
an important determinant in the literature. However, few existing
studies have incorporated this factor into their empirical research.
These studies, typically using small samples, measure cultural distance
qualitatively based on the attitudes, perceptions, intentions and
experiences of international patients. Verbal or written statements
from international patients reflecting on the cultural aspects of their
own personal experiences can be taken as being subjective opinions;
these are not independent from the temporal and contextual factors

present at the time of the survey. Even so, the subjective evaluation of
international patients in choosing medical destinations can offer
valuable insights. However, further studies are needed that incorporate
alternative measures of cultural distance based on secondary data to
show more strongly the presence of the impact of cultural distance on
the choice of destination. A study in this tradition comes from Johnson
and Garman (2015), who estimate determinants of inbound medical
tourists to USA using two variables to measure cultural distance:
fluency of English among the population of the origin country and the
number of outbound travellers from USA to that country. According to
their study, none of these variables had an influence on medical
tourism. Their study excluded Mexico and Canada: two neighbouring
countries; hence they disregarded one of the important factors.
Moreover, despite being informative of destination choices of interna-
tional patients in general, their study provides no information with
respect to destination choices at the specialty level.

The present study differs from that of Johnson and Garman (2015)
in four ways. First, cultural distance is measured based on Hofstede's
cultural framework. Second, the study uses panel data, which can
smooth out the temporary and contextual effects. Third, neighbouring
countries are included in the sample. Fourth, the data were aggregated
at the specialty level in order to explore the effect of cultural distance
on different specialties. Similar to Johnson and Garman (2015), this
study also accounts for other country characteristics, such as national
income per capita, number of diaspora, religious similarity, number of
inbound tourists and physical distance.

The remainder of the paper is structured as follows. The next
section discusses the methods, variables, model and data. The third
section presents the results of the study. The fourth section discusses
the implications of the results and summarises conclusions. The last
section then evaluates the limitations of the data and explores further
research areas.

2. Variables, model and data

There is no consensus as to what variables should be included in a
study that analyses the determinants of destination choices of inter-
national patients. This study will therefore draw on the literature
reviewed above to select the variables that are assumed to affect the
number of international patients from the origin country. Accordingly,
the study specifies the following model to estimate:

lnnumofpat β lnGDPpc β lnCD β lnCDsq β relsim

β lnphydist β diaspora β tourists

= ∝ + + + +

+ + + + ϵ
it i it i i i

i i it it

1 2 3 4

4 5 6 (1)

where lnnumofpatit is the natural logarithm of the number of interna-
tional patients from country i at time t, lnGDPpcit is the natural
logarithm of one year lagged value of purchasing power parity adjusted
GDP per capita of country i at time t−1, lnCDit is the natural logarithm
of the cultural distance between country i and Turkey at time t, lnCDsqi
is the natural logarithm of the squared cultural distance between
country i and Turkey, relsimi is the religious similarity of country i to
Turkey, diasporai is the ratio of Turkish diaspora population residing in
country i to total population of country i, lnphydisti is the natural
logarithm of physical distance between country i and Turkey, touristsit is
the ratio of number of inbound tourists from country i visiting Turkey
to the total of number inbound tourists to Turkey at time t, εit is the
error term and ∝i are the time-constant country effects.

The data set comprises 109 countries (country i) as cross-section
units and three years as the time dimension. The data give rise to panel
data and the study will estimate Eq. (1). The model uses some variables
(e.g. physical distance) that do not vary over time. In the fixed-effects
model, country fixed effects are removed along with other time-
constant variables by de-meaning. Therefore, a random-effects model
is more appropriate than the fixed effects one in estimating Eq. (1).That
countries in the sample are drawn from a larger population further
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justifies the choice of the random-effects model. To be on the safe side,
a test proposed by Hausman (1978) was used to examine the suitability
of the random-effects model. The consistency of the random-effects
model is based on the assumption that country effects (∝i) are not
correlated with the error term (εit). A statistically significant Hausman
test shows that this assumption does not hold and suggests that the
fixed-effects model is appropriate (Wooldridge, 2002).

The data on international patients were obtained from the Turkish
Ministry of Health (MoH) on request. At year end, the MoH oblige the
institutions providing medical treatment to submit the registry data of
international patients for statistical purposes. These data include
international patients' names, their nationality based on the passport
produced at the point of admission to hospital and the specialty area of
medical treatment. In arranging these data, the MoH divides citizens of
other countries who receive medical care in Turkey into two groups.
The first consists of patients who receive medical care because they are
injured or need immediate medical attention during their stay, while
the second consists of those who either came to Turkey to get medical
treatment or decided to receive non-urgent medical care while staying
in Turkey. The present study identified the second group of patients as
international patients, which were then disaggregated at country level.

Turkey was known to be a significant exporter of health services in
2014 (MoH Turkey, 2015). Turkey was the destination for 560,237
international patients from 233 countries during the period 2012 to
2014. Since the components of the cultural distance variable were not
available for all countries, cultural distance was calculated for only 109
countries. Sixty-three percent of these countries belonged to the
European and Asian continents (Fig. 1). The combined share of the
African and American continents was relatively low at 35%.

Table 1 reports the top 10 medical services demanded by interna-
tional patients during the period 2012 to 2014 (three-year average).
Ophthalmology was the highest in demand followed by internal
diseases, orthopaedics and traumatology, gynaecology and paediatrics,
while remaining five specialties had less than 10,000 international
patients.

Purchasing power parity adjusted GDP per capita data were taken
from the World Economic Outlook Database (2015). Obtaining medical
care abroad tends to be rather costly: it is therefore to be expected that
numbers of international patients from countries with high GDP per
capita are likely to be greater than those from countries with low GDP
per capita.

Hofstede's four cultural dimensions of power: distance, individual-
ism, masculinity and uncertainty avoidance were used for the measure-
ment of cultural distance, as used in the model of Kogut and Singh
(1988). The measurement of Hofstede's cultural dimensions depended

on the data gathered from two questionnaire surveys with 116,000
people from 70 countries working in local subsidiaries of IBM
(Hofstede, 1980). Hofstede's cultural dimensions are as follows:

(1) Power distance dimension, which is ‘the extent to which less
powerful members of institutions and organisations accept that power
is distributed unequally’ (Hofstede & Bond, 1984, p.98). (2)
Individualism-collectivism dimension, where ‘individualism is the
tendency of people to look after themselves and their immediate family
only’ and collectivism is ‘the tendency of the people to belong to groups
and collectives and to look after each other in exchange for loyalty’. (3)
Uncertainty avoidance dimension which connotes ‘the extent to which
people feel threatened by ambiguous situations, and have created
beliefs and institutions that try to avoid these situations’. (4)
Masculine-feminine dimensions, where masculinity emphasises ‘a
situation that the dominant values in the society are success, money
and other material goods’ and femininity describes ‘the dominant
values in the society are caring for others and the quality of life’
(Hofstede, 1980).

Kogut and Singh (1988) used these dimensions to calculate the
overall cultural difference between two countries. Their cultural index
has been the most popular tool to measure cultural distance. For
instance, Ng, Lee and Soutar (2007) report that, based on the studies
covered by the Proquest Database, of the 25 tourism studies that
investigate the role of cultural distance on tourist behaviour, 19 use
Kogut and Singh's (1988) index. Kogut and Singh's (1988) index has
the advantage of being easy to calculate from secondary data as it uses
Hofstede's (1980) cultural dimensions (Ng et al., 2007).

Following Kogut and Singh (1988), cultural distance is calculated as
follows:

∑CD In In V= {( − ) / }/4,j
i

ij iTR i
=1

4
2

(2)

where Inij represents the index for the ith cultural dimension and jth
country, Vi stands for the variance of the index of the ith dimension, TR
indicates Turkey and CDj is the cultural difference of the jth country
from Turkey.

By looking at the trends in tourism, it can be observed that there is
a tourist flow between countries that are culturally distant from each
other. Hence, a square term to Eq. (1) is added to test a quadratic
relationship between international patient visits and cultural distance.

It is assumed that religious similarity is a factor that possibly
attracts international patients to Turkey. Religious similarity may
alleviate discomfort associated with staying in a foreign country in
terms of unfamiliarity with values, beliefs and attitudes in the foreign
country. Therefore, it can be expected that countries with a large
Muslim population tend to supply more international patients to
Turkey than those with a small Muslim population. The ratio of
Muslim population of origin country to the total population of that
country was used to measure this. However, it should be borne in mindFig. 1. International patients by continent of origin.

Table 1
Top 10 medical services on demand by international patients in Turkey from 2012 to
2014 (three-year average).

Specialty Number of international patients

Ophthalmology 15,777
Internal diseases 15,498
Orthopaedics and traumatology 13,786
Gynaecology 11,250
Paediatrics 10,261
Otolaryngology 8810
Cardiology 8227
Oncology 8581
General surgery 5977
Urology 6255
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that some religiously similar countries may be distant from each other
on the scale of cultural distance. For instance, cultural distance
between Turkey and Afghanistan, two predominantly Muslim coun-
tries, is the greatest in the sample. In addition, the correlation matrix in
the Appendix (Table A1) shows that the correlation between religious
similarity and cultural distance is only −0.192. Pointing to this
difference, Hofstede (1997, p. 16) claims that ‘if we trace the religious
histories of countries, then the religion a population has embraced
along with the version of that religion seem to have been a result of
previously existing cultural value patterns as much as a cause of
cultural differences’.

Physical distance was measured as the distance in kilometres
between the capital cities of sample countries and Turkey. The
CEPII database was used to measure physical distance. Patients from
more distant countries face higher physical burden and probably
higher travelling cost, which are likely to discourage international
patients.

It is estimated that nearly 5 million Turks live abroad, most of them
in Western Europe. The Turkish diaspora's first choice for medical
treatment other than the country they reside in is Turkey. Considering
this factor, the ratio of Turkish population to the total population from
the country of origin was added to Eq. (1). The Turkish diaspora
population data, which excludes those who renounced Turkish nation-
ality, come from the overseas citizens department of the Prime Ministry
of Turkey. Population data was retrieved from World Economic
Outlook (2015). A positive relationship is expected between the
Turkish diaspora population and the number of visits.

Turkey attracts tourists mostly from Germany, the Russian
Federation, France and the UK. It was assumed that tourists visiting
Turkey would spread their knowledge and impressions about the
country and act as trustworthy information providers. Therefore, it
was further assumed that more international patients would come from
those countries whose citizens regularly visit Turkey and had positive
opinions on their visit. Conversely, if they have negative opinions on
their visit, then smaller flows of international patients flows could be
expected from those countries. The tourist variable was measured as
the ratio of visitors from a country to the total visitors in Turkey. The
data on the number of tourists were from the Ministry of Tourism,
Turkey. A correlation matrix and descriptive statistics are provided in
Tables A1 and A2 respectively in the Appendix.

3. Results

Data for all the variables were not available for the entire sample.
To keep the number of countries constant in the regressions, the
analysis began with four variables and 109 countries. From these
countries, 411,933 international patients received medical treatment
from 2012 to 2014. Hence, the data sample covered 73.5% of total
international patients recorded by the MoH. Based on a three-year
average, 95.5% of international patients covered by the sample came
from 25 countries listed in Table 2. Of these, nine countries− Libya,
Iraq, Afghanistan, Kazakhstan, Saudi Arabia, Iran, Uzbekistan,
Albania, Kyrgyz Republic − are predominantly Muslim countries.
Iraq, Iran and Bulgaria have borders with Turkey. It is also worth
noting that Table 2 includes countries with large Turkish diaspora
presence such as Germany, Belgium, Austria, the Netherlands and
Switzerland.

Table 3 presents the regression results. As can be seen in Table 3,
all of the coefficients carry expected signs. According to R-squared
values, the explanatory variables explain 40–60% of the variation in the
number of international patients. Because of unbalanced panel data,
317 observations are available from column (1) to (4). The Hausman
Test results show that the suitability of the random effects model is not
rejected. Furthermore, the Wald Test results imply that the explanatory
variables are jointly significant at the 1% level in each column in
Table 3.

The GDP per capita of origin country is positively related to the
number of international patients as the coefficient estimates for
lnGDPpc are all significantly positive at the 1% level. On average, if
lnGDPpc increases by 1 percentage point, the number of international
patients increases by around 0.5–0.9 percentage points (column (1) to
column (4)) significant at the 1% level, other things being constant
(after rounding). The quadratic relationship between cultural distance
lnCD and the number of international patients is significant, which
means that the number of international patients tends to decrease from
countries that are relatively closer to Turkey in terms of cultural
distance as the cultural distance increases. On the other hand, the
number of patients from relatively more distant countries tends to
increase as the cultural distance increases. As expected, religious
similarity is found to be positively associated with the number of
patients significant at the 1% level. A unit increase in religious
similarity (relsim) leads to an increase of number of patients by around
2.17–2.55 percentage points. Looking at Table 3, we observe a negative
relationship between physical distance (lnphydist) and the number of
patients significant at the 1% level. Clearly, as we move further away
from the destination country, the number of international patients
decline. The number of patients decreases by around 0.42–096
percentage points as the physical distance increases for every percen-
tage point.

The variable diaspora is added to the analysis in column (2). The
larger the number of Turkish citizens in the origin country, the greater
the number of patients as the results show. This relationship is
statistically significant at the 1% level. As the ratio of Turkish citizen
in the origin country increases by one point, the number of patients
goes up by 0.95–1.81 percentage points.

Next, tourists are added to the regression in column (3). At the 1%
level of significance, the results show that tourists are positively related
to the number of international patients. As the number of number of
inbound tourists increases by 10 units, the number of international
patients increases by around 3.4–3.6 percentage points. There is some
correlation between the origin of tourists and presence of diaspora as in
Germany. Despite this correlation, the addition of tourists increases the

Table 2
Top 25 countries of international patients covered by our sample.

Country Three-year average Ratio to total sample (%)

1 Libya 33,956 24.70
2 Germany 33,712 24.60
3 Iraq 21,781 15.90
4 Netherlands 8124 5.90
5 Romania 3843 2.80
6 Bulgaria 3459 2.50
7 Russian Federation 3182 2.30
8 Austria 3164 2.30
9 Afghanistan 2681 2.00

10 France 2590 1.90
11 Belgium 2264 1.60
12 United Kingdom 1673 1.20
13 Kazakhstan 1543 1.10
14 United States 1381 1.00
15 Ukraine 1180 0.90
16 Saudi Arabia 1150 0.80
17 Iran, Islamic Rep. 983 0.70
18 Uzbekistan 842 0.60
19 Kyrgyz Republic 705 0.50
20 Switzerland 582 0.40
21 Denmark 533 0.40
22 Norway 497 0.40
23 Australia 439 0.30
24 Albania 417 0.30
25 Italy 394 0.30

Total 131,076 95.50

Notes: due to incomplete data of GDP per capita this table excludes Syria, from which
4000 international patients came to Turkey over this period.
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explanatory power of our model measured by R-squared from 51% in
column (2) to 58% in column (3) in Table 3, justifying the inclusion of
tourists in the model.

Time dummies are added to the regression in column (4) to capture
trend and cyclical effects. Adding time dummies increases the expla-
natory power of the model by two points changes in R-squared, which
implies that there are trend and cyclical effects.

Overall, no erratic behaviour was observed in the variables in the
regression as more variables were added. This implies that the
relationship between cultural distance and the number of international
patients is robust to the inclusion of the other variables. He results
show that a considerable portion of the variation in the number of
international patients between origin countries and Turkey can be
explained using only the cultural and religion links.

Although it is possible to infer general conclusions from the results
shown in Table 3, these results may mask the differences at specialty
level or vary with the severity of illnesses in concern. Bearing this in
mind, the explanatory power of the model was tested for six specialties.
These included the top five specialties demanded by international
patients, (Table 1), namely ophthalmology, internal diseases, ortho-
paedics and traumatology, gynaecology and paediatrics. In addition to
five specialties, oncology was added on the assumption that faced with
the severity of the illness, international cancer patients might be less
sensitive to the factors in our model than those demanding other
medical treatments. Table 4 presents the number of international
patients under the six specialities travelling from the top ten countries.

The downside of disaggregating data at specialty level is the fall in
the number of observations. For instance, in the case of oncology, only

Table 4
The number of international patients under the six branches from top 10 countries.

Specialty

Country Gynaecology Internal diseases Orthopaedics and traumatology Oncology Paediatrics Ophthalmology

Libya 1.837 4.398 4.948 533 2.225 5.486
Germany 874 4.302 1.927 645 1.353 1.378
Iraq 1.112 2.233 677 481 926 767
Netherlands 317 1.044 1.274 300 969 1.095
Romania 334 124 1.184 321 619 1.732
Bulgaria 234 133 244 772 230 142
Russian Federation 616 174 298 39 174 378
Austria 127 211 310 63 155 440
Afghanistan 221 266 186 539 175 378
France 85 313 94 753 85 71

Table 3
Regression results.

Dependent variables (innumber of patients)

Independent variables (1) (2) (3) (4)

Constant 3.071 3.254 2.299 3.939
(2.873) (2.840) (2.616) (2.577)

lnGDPper capita 0.897⁎⁎⁎ 0.723⁎⁎⁎ 0.659⁎⁎⁎ 0.494⁎⁎⁎

(0.168) (0.158) (0.147) (0.141)
lnCultural distance −0.492⁎⁎ −0.616⁎⁎⁎ −0.571⁎⁎⁎ −0.570⁎⁎⁎

(0.227) (0.211) (0.173) (0.175)
lnCultural distance square 0.221⁎⁎ 0.215⁎⁎⁎ 0.212⁎⁎⁎ 0.220⁎⁎⁎

(0.094) (0.086) (0.073) (0.076)
Religious similarity 2.172⁎⁎⁎ 2.370⁎⁎⁎ 2.430⁎⁎⁎ 2.301⁎⁎⁎

(0.542) (0.532) (0.495) (0.477)
lnphysical distance −0.956⁎⁎⁎ −0.788⁎⁎⁎ −0.627⁎⁎⁎ −0.695⁎⁎⁎

(0.226) (0.221) (0.209) (0.208)
Diaspora 1.808⁎⁎⁎ 0.952⁎⁎⁎ 0.998⁎⁎⁎

(0.197) (0.305) (0.330)
lnnumber of tourists 0.355⁎⁎⁎ 0.366⁎⁎⁎

(0.092) (0.090)
Observation number 317 317 317 317
R-squared overall 40% 51% 58% 60%
Number of countries 109 109 109 109
Hausman test Probability

value
0.18 0.17 0.16 0.36

Wald test Probability value 0.00 0.00 0.00 0.00
Time dummies No No No Yes

Auto-correlation and heteroscedasticity robust standard errors are in parentheses.
⁎ Statistical significance at the 10% level.
Time dummies are not reported.

⁎⁎ Statistical significance at the 5% level
⁎⁎⁎ Statistical significance at the 1% level.
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111 observations over three years remain, down from 317 observations
in the total sample. The corresponding observation numbers for internal
diseases, gynaecology, paediatrics, ophthalmology, orthopaedics and
traumatology, and specialties are 245, 256, 241, 237 and 260 respectively.

The results are presented in Table 5. In column 1, the results for
internal diseases are reported. According to the results, international
patients with internal diseases are not sensitive to income (represented
by GDP per capita). Surprisingly, the coefficient on cultural distance
has a positive sign but it is not statistically significant. Further, there is
no relationship of a quadratic nature between cultural distance and the
origin countries of internal diseases patients. That variable was there-
fore removed from the regression involving internal diseases. The
coefficient on lnphysicaldistance is positive and statistically significant
at the 10% level, implying weak support for the impact of physical
distance on the number of international patients. The coefficients on
remaining variables carry positive signs as expected and are statisti-
cally significant at the 1% level.

There are similarities and differences between the results for
internal diseases and gynaecology reported in column (2).
Insensitivity to income is also the case for gynaecology patients. The
other similarities concern statistically significant impacts of religious
similarity, number of inbound tourists and physicaldistance. As for
differences between two specialties, diaspora is found to have no effect
on international gynaecology patients while a statistically significant
relationship was observed between cultural distance, cultural distance
squared and international gynaecology patients.

As far as paediatrics is concerned, all the medical paediatric
treatments provided to children were compiled to augment the sample
size. For the paediatrics specialty, a similar picture to the general
analysis presented in Table 3 can be seen, except for the diaspora and
lnphydist variables (column (3)). Although these variables carry the
expected signs, they are not statistically significant. When it comes to
paediatrics, the Turkish diaspora appear to prefer to get medical
treatment for their children in the country of residence as the diaspora
variable is no longer statistically significant. Physical distance (lnphy-

dist) does not deter those seeking medical care for their children, as no
statistical evidence can be found. Concerned for their children's health,
parents are probably willing to travel long distances.

Ophthalmology treatment results are presented in column (4). It
differs from paediatrics and oncology treatments as it is generally not
provided under insurance policies and hence a costly treatment for
individuals. The results are similar to those of column (4) in Table 3.
The quadratic effect of cultural distance on the dependent variable,
lnopthalmology, is still observed. The model explains the variation in
the international number of patients for ophthalmology better than the
other specialties as the R-squared for ophthalmology is greater than
those of others except internal diseases. However, it should be borne in
mind that the sample size for oncology patients is half that of
ophthalmology and paediatrics. Similarly, the country coverage of our
sample decreases considerably for oncology patients.

The results concerning the orthopaedics and traumatology specialty
(column (5)) are virtually the same as ophthalmology specialty,
implying that sensitivity of international patients of both specialties
to factors included in the model are similar. However, there are small
differences in magnitudes of the coefficients on the variables. For
instance, diaspora effect is in ophthalmology specialty is slightly bigger
than in orthopaedics and traumatology specialty as the coefficient on
diaspora is greater by 0.39 points for ophthalmology than orthopaedics
and traumatology.

In column (6), the results for oncology are presented. They are
similar to the results obtained for internal diseases: no relationship of a
quadratic sort between the origin countries of oncology patients and
cultural distance. Hence, the squared term of lnCD was removed from
the regression. While tourists is statistically significant at the 1% level,
weak evidence was found for the effect of cultural distance and religious
similarity on the number of international patients. As the treatment for
cancer is necessary rather than optional, international patients are
probably less sensitive to other determinants in the model.

Overall, the cultural distance effect persists at the specialty level.
The religious similarity effect is visible throughout the analysis, which

Table 5
Regression results at specialty level.

Dependent variables

Independent variables lninternal (1) lngynaecology (2) lnpaediatrics (3) lnophthalmology (4) lnorthopadeics and traumatology (5) lnoncology (6)

Constant 1.477 4.720 −0.693 0.617 0.582 4.879
(2.288) (2.517) (2.391) (2.185) (2.089) (4.645)

lnGDPper capita 0.226 0.060 0.412?⁎⁎⁎ 0.316⁎⁎⁎ 0.325⁎⁎⁎ −0.034
(0.147) (0.147) (0.136) (0.124) (0.114) (0.213)

lnCultural Distance 0.019 -0.462⁎⁎⁎ −0.303⁎⁎ −0.346⁎⁎⁎ −0.319⁎⁎ −0.339⁎

(0.103) (0.183) (0.149) (0.128) (0.145) (0.199)
lnCultural Distance square 0.182⁎⁎ 0.121⁎ 0.149⁎⁎ 0.108⁎

(0.808) (0.066) (0.066) (0.065)
Religious Similarity 1.730⁎⁎⁎ 1.504⁎⁎⁎ 1.749⁎⁎⁎ 1.579⁎⁎⁎ 1.615⁎⁎⁎ 1.501⁎

(0.454) (0.479) (0.476) (0.494) (0.492) (0.880)
lnphysical Distance −0.322⁎ −0.489⁎⁎⁎ −0.265 −0.331⁎ −0.328⁎ −0.453

(0.172) (0.198) (0.189) (0.178) (0.175) (0.393)
Diaspora 0.963⁎⁎⁎ 0.332 0.486 1.311⁎⁎⁎ 0.923⁎⁎⁎ 0.264

(0.332) (0.333) (0.308) (0.300) (0.318) (0.307)
Number of tourists 0.324⁎⁎⁎ 0.386⁎⁎⁎ 0.352⁎⁎⁎ 0.316⁎⁎⁎ 0.326⁎⁎⁎ 0.341⁎⁎⁎

(0.079) (0.074) (0.067) (0.062) (0.078) (0.067)
Observation number 245 256 241 237 260 111
R-squared overall 57% 46% 47% 56% 49% 37%
Number of countries 86 98 95 95 101 55
Hausman test Probabiliy value 0.29 0.07 0.16 0.08 0.96 0.34
Wald test Probability value 0.00 0.00 0.00 0.00 0.00 0.00
Time dummies Yes Yes Yes Yes Yes Yes

Auto-correlation and heteroscedasticity robust standard errors are in parentheses.
Time dummies are not reported.

⁎ Statistical significance at the 10% level.
⁎⁎ Statistical significance at the 5% level.
⁎⁎⁎ Statistical significance at the 1% level.
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can be explained by the intensified efforts of the Turkish government to
strengthen ties with Muslim countries in the last decade.

4. Discussion and conclusions

The empirical evidence provided by the baseline model in Table 3
indicates that cultural distance should be incorporated in marketing
and management strategies and policy planning in medical tourism.
There is a quadratic relationship between cultural distance and number
of international patients, which eliminates the possibility of implica-
tions based on a linear relationship. To explain the nature of this
relationship clearly, possible mediating factors should be considered by
policy makers and concerned parties. However, empirical results at
specialty level present evidence that cultural distance, physical dis-
tance, GDP per capita and diaspora are not relevant for all the
specialties as presented in Table 6 below. The implications of these
results are particularly important in developing customised strategies
to address differences across specialties.

Variations in results across specialties can be associated with
differences in the sensitivity of patients to familiarity, follow-up care,
physical burden, severity and privacy concerns. Along with number of
inbound tourists and religious similarity, the cultural distance variable
may be related to the degree of familiarity with a foreign country.
Familiarity has positive attitudinal influence on medical tourists'
loyalty towards medical tourism destinations (Mechinda, Serirat,
Anuwichanont, & Gulid, 2010). According to the results of the present
study, familiarity seems to be important in the decisions of interna-
tional patients at specialty level.

The relationship between cultural distance and international pa-
tients may be partially explained by the diaspora effect and interna-
tional tourism flows from culturally distant countries. This finding is in
agreement with that of Connell (2013), who finds that the diaspora
population is the largest group of medical tourists in Turkey. This
positive relationship may be due to the number of inbound tourists
from culturally distant countries who adopt the destination country
either as a second home or visit for the long term and demand health-
care services during their stay.

Although cultural distance and religion similarity are important
factors in the specialty of gynaecology, no evidence was found in favour
of diaspora. This could be due to the tendency that females of Turkish
origin would like to keep gynaecological problems private.

Treatments related to some specialties may require follow-up care.
Necessity of follow-up care increases the sensitivity of international
patients to travel time and cost (Johnson & Garman, 2015). Physical
burden caused by long-distance travel may also deter international
patients from visiting distant countries for medical treatment (Connell,
2006). Except for paediatrics and oncology specialties, the relationship
between physical distance and number of international patience in the
other four specialties was negative and statistically significant.

In line with prior research (Zhang et al., 2013), when the severity of
the illness increases, as in the case of paediatrics and oncology, the

effect of geographic distance disappears: international patients are
willing to travel to distant countries for care. In contrast, ophthalmol-
ogy patients with a low-severity illness prefer culturally and geogra-
phically close countries. This implies that ophthalmology patients are
more sensitive to the cost of treatment than are paediatrics and
oncology patients given the possibility of co-movement of physical
distance and travelling cost.

This study observed a high correlation between the welfare level of
countries and medical tourism in paediatrics, ophthalmology and
orthopaedics and traumatology. Lantz et al. (2001) report that patients
with low income have poor health status and low health mobility.
Countries with high GDP per capita present a big potential market for
the health-care export products of the destination country. Health-care
services are internationally non-traded; therefore they are likely to be
expensive in countries with high GDP per capita. Hence, cost-minded
patients may prefer to seek medical treatment abroad. It can be
observed the only negative relationship between GDP per capita and
the number of international patients was in the case of oncology
specialty. This could be due to international patients choosing coun-
tries more developed than their country of origin (Zhang et al., 2013).
By the same token, Turkish diaspora may have decided to receive
oncology treatment in countries of residence rather than Turkey as the
study did not observe a statistically significant positive relationship
between diaspora and number of international patients.

In case of the possibility of saturation in existent markets and
countries developing their domestic medical infrastructure, health care
providers should search for new target markets. Furthermore, provi-
ders should consider countries with similarity of religion and high
number of inbound tourists for the six specialties analysed here. On the
other hand, countries with high GDP per capita should be targeted for
ophthalmology, paediatrics and orthopaedics and traumatology.
Moreover, countries with large diaspora presence are particularly
important in the case of internal diseases, ophthalmology and ortho-
paedics and traumatology. Distant countries should be avoided in
searching for markets in the case of internal diseases, gynaecology,
ophthalmology and orthopaedics and traumatology. When oncology is
considered, countries with low cultural distance should be targeted as
well by health-care providers. For gynaecology, paediatrics, ophthal-
mology and orthopaedics and traumatology, cultural distance should
be considered along with other factors.

In light of these empirical results, a number of strategies can be
developed regarding, familiarity with respect to cultural distance,
religion and number of inbound tourists, diaspora and physical
distance.

Cultural competency, which refers to the proper cross-cultural
behaviours, attitudes, understanding, empathy and policy understand-
ing, is needed among health-care personnel (Betancourt, Green,
Carillo, & Park, 2005; Johnston & Herzig, 2006; Liu & Chen,
2013). Whittaker and Chee (2015) emphasise the possible tensions in
hospitals due to cross-cultural misunderstandings and prejudices
between hospital staff and patients, and between patients from

Table 6
Summary of empirical results with respect to specialties.

Statistically significant relationships

Independent variables Ophthalmology Internal disease Orthopaedics and traumatology Gynaecology Paediatrics Oncology

GDP per capita + + +
Cultural distance − − − − −

Cultural distance squared + + + +
Religion similarity + + + + + +
Physical distance − − − −

Diaspora + + +
Number of tourists + + + + + +

Notes: + sign represents a positive relationship while a – sign represents a negative relationship between specialties and independent variables.
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different nationalities. Transcultural nursing practices (Andrews &
Boyle, 2012) that provide services sensitive to cultural and linguistic
needs of patients from foreign countries should be established to
overcome these possible problems. To overcome these obstacles,
health-care staff can be recruited from the target origin countries for
health-care marketing and health-care personnel can be trained to
become familiar with the cultural needs of their international patients.

While a destination country can be attractive for those who belong
to the same religion, it may pose challenges in providing health-care
service for international patients from other religions. The need for
medical-care services to be aware of the religious beliefs of interna-
tional patients who belong to other religions should be considered by
government agencies and hospital managers in developing marketing
and management strategies. In doing so, as Liu and Chen (2013)
suggested that training and education should be given to increase the
awareness of medical personnel about the different religious customs
and traditions.

Since tourism has a positive effect on medical tourism, government
agencies should incorporate health marketing into their international
tourism strategies. The significant role of word-of-mouth marketing in
the selection of medical destination (Yeoh, Othman & Ahmad, 2013)
should be considered in tourism marketing strategies. As such, in
contemplating tourism strategies, spill-over effects of tourism on
medical tourism should be considered.

The results of this study indicate that there is a positive correlation
between demand for medical treatment and Turkish diaspora. An
important problem faced by the Turkish diaspora is to obtain com-
pensation for medical expenditures made in Turkey after they return to
their country of residence. Solving this problem calls for efforts on the
part of policy makers in Turkey. Such action is likely to increase the
affordability of health-care services in the native country given that
diaspora is sensitive to health-care costs (Glinos et al., 2010) and.
Hospital managers and agencies should also emphasise these effects
and related facilities for these citizens in their marketing efforts in
countries with a large diaspora population.

Given the discomfort related to long flights and long travel time to
distant medical destinations, efforts to determine target markets for
health marketing should initially concentrate on markets in neighbour-
ing countries. The importance of physical distance for international
patients may provide guidance for hospital managers to segment target
markets geographically. Using geographical segmentation for medical
marketing is easy to implement compared with psychographic or
behavioural segmentation.

Apart from the study of Johnson and Garman (2015), the patients'
intentions or cross-cultural perceptual differences on medical destina-
tions have been the unit of analysis of previous studies. The present
study departs from previous studies in placing the emphasis on country
characteristics affecting the selection of destination for medical treat-
ment at specialty level. By doing so, this study refrains from inferring

conclusions from intentions and perceptions based on the subjective
evaluation of international patients. This study examines the relation-
ships between the origin countries of international patients and
cultural distance, along with other variables of interest. The study
used a novel dataset provided by the MoH, Turkey, covering 109
countries for the period 2012 to 2014. Using panel data methods, the
study analysed the impact of cultural distance on the number of
international patients from origin countries at aggregate as well as
selected specialty levels. Cultural distance, probably in the form of
familiarity, was found to influence the choice of destination for medical
treatment. Furthermore, this effect was also visible at a specialty level.
In addition, the findings show that the effects of religion, diaspora,
physical distance, GDP per capita and the number of inbound tourists
on the number of international patients can vary across specialty levels.

5. Limitations and further research

There are a few limitations of this study. First Hofstede's cultural
dimension scores were not available for all the countries. This draw-
back decreases the number of countries in our sample. Second,
Hofstede's scores do not change over time. This assumption rules out
cultural interaction. Third, because of data availability, it was assumed
that the proportion of religious groups and the proportion of Turkish
population abroad do not change. As these two variables are not likely
to change considerably over three years, this approximation is not
unrealistic. Fourth, it would be desirable to distinguish international
patients of Turkish origin from other nationalities based on interna-
tional patients' names. However, it is not possible to relate some names
to nationalities, because some names include a Turkish name and
foreign surname, or vice-versa. Therefore, any classification based on
names would cause a bias. Fifth, the study assumes away any
differences in perceptions and intentions of individuals coming from
the same country with respect to choosing destination for medical
treatment. Lastly, data availability limited the scope of the analysis to
fewer factors than initially planned, which restricted the number of
countries in the sample.

While this study supports the effect of cultural distance along with
other relevant variables, the incorporation of more country character-
istics such as medical costs and the quality of health-care services along
with measuring travel costs more directly would certainly enrich our
knowledge with respect to the destination choices of international
patients. Apart from country characteristics, the demographic char-
acteristics of international patients such as gender and age could be
included in future analyses. In this study, the severity of illness was
associated with specialties. Further studies could classify the severity of
illness according to diagnosis. As far as country coverage of the sample
is concerned, studies with an increased number of destination coun-
tries would strengthen the generality of the results.

Appendix

See Tables A1 and A2.

Table A1
Correlation matrix.

lnGDP per capita lnCultural distance Religious similarity lnphysical distance Diaspora Number of tourists

lnGDP per capita
lnCultural distance 0.116
Religious similarity −0.317 −0.192
lnphysical distance −0.171 0.185 −0.199
Diaspora 0.321 0.216 −0.151 −0.149
Number of tourists 0.264 0.028 −0.084 −0.242 0.516
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