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ABSTRACT

Introduction: People are increasingly mobile for
numerous reasons, including healthcare. Patient
mobility has vast implications for individuals,
communities and whole populations and yet, to date,
research on patient mobility has been quite limited.
Only a small body of evidence exists on patient
mobility between low-income and middle-income
countries, instead having focused primarily on
cross-border movement between high-income and
low-income countries. In this paper, we present a
protocol for examining this under-studied
phenomenon.

Methods and analysis: We propose to examine
patient mobility between low-income and middle-
income countries using a realist synthesis
approach. Specifically, we aim to document why
patients from low-income and middle-income
countries cross international borders for healthcare,
by identifying the mechanisms through which
patients decide to cross-borders, and the contextual
characteristics of domestic health markets that
influence this choice. An underlying theory was
established, based on the lead author’s experience
and a brief literature review, which will provide the
basis to analyse search results in a subsequent
paper. Search results will be obtained from
databases (Ovid Medline, EMBASE, Scopus,
EconlLit, Web of Science) and the grey literature. An
expert committee will be enlisted, prior to screening
results, to review search results to ensure
comprehensiveness. Based on this preliminary
theory, we propose that, in some low-income and
middle-income country markets, the interaction
between demand-side and supply-side determinants
results in market imperfections that, in turn, lead to
patient movement across borders.

Ethics and dissemination: The study does not
involve primary research and, therefore, does not
require formal ethical approval; we do, however,
follow the relevant standards of utility, usefulness,
feasibility, propriety, accuracy and accountability.
The standards of realist and meta-narrative evidence
synthesis (RAMESES) will be adhered to in
reporting the findings of the review. Once
completed, the findings of the resulting manuscript
will be published in a peer-reviewed journal.

Strengths and limitations of this study

= The use of realist synthesis, which is specifically
designed for use in complex systems such as
health markets, is ideal for investigating ques-
tions requiring depth of understanding.

= Inclusion of a review group consisting of sector
experts and researchers will help ensure com-
plete coverage of the literature.

= The reproducibility of the review is limited due to
the realist synthesis approach adopted.

Trial registration number: This protocol has
been registered with PROSPERO, registration
number CRD42014014391.

INTRODUCTION

Globalisation and the commodification of
health are contributing to increased patient
mobility as patients cross borders to access
health services in neighbouring jurisdictions.
Within the last decade, this international
trade in cross-border health goods services
has rapidly expanded." * Thus, modern
health systems are a rich and complex
network of interactions that cross national
boundaries.'™ The WHO inclusively defines
health systems as “all the activities whose
primary purpose is to promote, restore or
maintain health,” recognising that the health
system extends beyond that of the public
health sector.* Despite this inclusive defin-
ition, most analyses are limited to an examin-
ation of the public sector within geopolitical
territorial boundaries.” Such an analysis,
while attractive in terms of planning national
healthcare services, distorts our understand-
ing of the health system, which increasingly
does not correspond to the notion of the
health system contained within the ‘nation-
state’. This goes to the core of the issue that
this research addresses.

BM)

Durham J, et al. BMJ Open 2014;4:¢006514. doi:10.1136/bmjopen-2014-006514 1


http://dx.doi.org/10.1136/bmjopen-2014-006514
http://dx.doi.org/10.1136/bmjopen-2014-006514
http://dx.doi.org/10.1136/bmjopen-2014-006514
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2014-006514&domain=pdf&date_stamp=2014-11-18
http://bmjopen.bmj.com

Open Access 8

Most of the research to date has focused on ‘medical
tourism’, which has connotations of a degree of afflu-
ence, holidays and healthcare that may not reflect the
circumstances of all mobile patients.” © Given this ter-
minology, it is not surprising that research has most
often documented patients in higher income countries
(HICs) moving to countries with lower healthcare
costs.” ® Patient mobility for planned healthcare is,
however, also a substantial feature in low-income and
middle-income countries (LMICs), whereby patients
from LMICs cross international borders to HICs to pur-
chase health services and products.” Such cross-border
health-seeking behaviour hides the true burden of
disease, and impacts on domestic health markets, regula-
tion, resource allocation and equity of access. Yet pat-
terns of patient mobility from LMICs to HICs are poorly
understood and under-researched. Further, the research
that is available provides limited guidance for decision-
makers on how to adapt health policies to their objec-
tives, target populations and local contexts, and
promote equitable access.

In this research, we propose to begin to address this
gap through a rapid realist synthesis of the literature.
The questions we seek to answer are: Why do patients
from LMICs cross international borders for healthcare?
What are the contextual factors that influence this
choice? Such questions are very pertinent for health
systems in developing countries, and underscore the
need to better understand how people behave within
market systems.' ™'

In this rapid review, our outcome of interest is the
decision by patients to cross borders. Although import-
ant, it is beyond the scope of this review to examine the
impact of these decisions on patients themselves, health
services, health financing and health equity outcomes. A
number of insights relating to provision of healthcare
may, however, be gleaned from the current review to be
further built on in future research. A realist synthesis
has been selected because it is specifically designed for
use in complex systems, such as health markets, and is
ideal for investigating questions requiring depth of
understanding."*'® The study is planned to be under-
taken from November 2014 to March 2015.

Realist synthesis

Realist synthesis is a theoretically driven, qualitative
approach to synthesising qualitative, quantitative and
mixed-methods research evidence.'* 2! A realist
review is theory driven. In this review, the key theories
relate to the interaction between the demand and
supply-side functions in a market and health systems per-
formance.!' While most of the realist reviews to date
have focused on specific interventions or cases of inter-
ventions, in contrast, our research seeks to generate, test
and refine a theory on why patients cross international
borders for healthcare. This approach is appropriate, as
it provides a framework to (1) examine the circum-
stances in which patients cross international borders and

(2) provide policy makers with information on which
they can act. While systematic reviews provide evidence
on outcomes and a typology of patient movements, a
realist review provides a method to understand which
patients decide to cross borders, how those decisions are
made, and what contextual factors affect those decisions.
In realist terms, these are referred to as context,
mechanisms and outcomes (C-M-O configuration).

Mechanisms refer to the variables in the decision-
making process and, more specifically, to the resources
oftered by the health market and the reasoning of
patients who choose to seek healthcare outside the
domestic market.'” They include the beliefs, values,
desires and cognitive processes that influence behav-
ioural choices.'* '° These mechanisms are influenced by
the context. Context, in a realist review, generally refers
to aspects of the background (in this case, it is most
likely the health system or health market), people and
research setting that generate outcomes.'” ' Tt is similar
to structure, in that it is social, cultural, historical or
institutional. Context allows or, conversely, constrains
agency.”” Outcomes refer to expected or unexpected
intermediate (mediating) and final outcomes.” They
are the result of the interaction of mechanisms and
context. The C-M-O configurations help ensure external
validity, as they allow the research to extend to a level of
abstraction for the theory/theories to be useful in other
contexts.! '* 17 22 The iterative approach to theory build-
ing and C-M-O configuring will enable us to confirm or
refute our novice theories.

Research aim and objectives

The primary aim of this synthesis is to explain why

patients from LMICs cross international borders for

healthcare by finding underlying theories that explain
this movement. Our objectives are to

1. Document why patients from LMICs cross inter-
national borders for healthcare;

2. Identify the mechanisms generating patient decisions
to cross borders;

3. Investigate the contextual characteristics of domestic
health markets (demand-side and supply-side factors)
that influence this choice;

4. Develop an explanatory framework that synthesises
review findings of why patients cross borders.

We will address these objectives by searching for
studies of cross-border patient movement to identify
C-M-O configurations across studies, to produce a
middle-range theory explaining why, how, for what
purpose and in what circumstances patients choose to
seek healthcare outside of their domestic health system.
For the purpose of this review, we conceptualise health
systems as market systems.

Market systems refer to the multiplayer, multifunction
social arrangement consisting of three main sets of func-
tions: demand and supply; rules or regulation; and sup-
porting functions (eg, product development, skills
improvement, research and development, coordination
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and advocacy) that are undertaken by different players,
for example, private sector, government, representative
organisations, civil society and so forth. Within this
forum, system exchange takes place, develops, adapts
and grows.]O 25 Our primary focus is healthcare ser-
vices or healthcare markets.

Healthcare markets are a set of socioeconomic arrange-
ments by which users and providers of health services are
in contact to exchange goods or services, usually through
some kind of formal or informal financial exchange
through the process of demand and supply.24 While basic
services, such as health (which may be considered a
public good) may seem to be different institutions from
markets, with one being seen as primarily a public service
and the other being prominently private, in reality they
share many of the same characteristics. The drawing of
fixed lines between sectors may, therefore, be artificial,
especially given most health markets are pluralistic with a
mix of public and private providers.'" ** *°

In this review, our basic premise is that when domes-
tic healthcare markets are imperfect, some patients
seek healthcare in international markets. Our conten-
tion is that health markets in LMICs are unable to
scale up the supply of healthcare goods and services to
meet demand; that they are unable to meet the
demand for a range of healthcare goods and services
patients seek, for example, non-communicable dis-
eases; and that the prices for healthcare goods and ser-
vices are unpredictable.]o The range of factors that
characterise health market failure, and the underlying
mechanisms and circumstances in which patients seek
healthcare in alternative international markets, will be
identified. Study outcomes will be used to identify strat-
egies for interventions to increase utilisation of domes-
tic health markets.

METHODS AND ANALYSIS

A rapid realist review, as proposed by Saul et al,*® will be
undertaken. The study will be conducted in the follow-
ing iterative steps. We will begin by describing the initial
hypotheses, or relevant candidate theories, before
undertaking a more thorough search of the literature
for pertinent papers, and then extracting and synthesis-
ing the data based on our theoretical framework.

Identifying candidate theories
To identify initial candidate theories, we have under-
taken a preliminary exploration of the theory of how
healthcare markets work, and what contributes to
healthcare market failure in LMICs. The scoping review
revealed a number of key elements on which a domestic
healthcare market may thrive or falter. If these elements,
whether stand-alone, or in conjunction, are (or per-
ceived to be) insufficient, patients may seek alternative
services, which could include going abroad.

A healthcare market is an interactive socioeconomic
institution that works through the process of interactions

of demand and supply.'’ ** ** 27 28 Healthcare markets
should work by stimulating choice and competition so
that providers continually work to improve their effi-
ciency and products, and meet consumer demand.'’ ** *®
When operating under conditions of perfect competition
and perfect information, rational market players respond
to price signals, and this price-regulated, money-based
exchange ensures efficiency and equilibrium between
supply and demand.'” ' ¥ Markets, however, often work
imperfectly, leading to market failure.'” ' * What consti-
tutes ‘health system failure’ is not, however, clear cut.®”
Despite this, we have identified in the literature a
number of health system features that may have adverse
implications for health, including six health systems per-
formance themes, namely accessibility and responsive-
ness; quality; outcomes; accountability, transparency and
regulation; fairness and equity; and efficiency, identified
by the WHO.*

Demand for healthcare is dictated by the demand for
health, which is driven by a number of factors, including
demographic, lifestyle and health.”' Demand-side factors
are those factors that influence demand and operate at
the individual, household or community level.*> One
demand-side barrier is the affordability, or cost, of
healthcare services and products.”*® Costs include
formal and informal charges, as well as opportunity
costs.”® *° Other demand-side barriers relate to accessi-
bility, including distance and access to transport, and
adequacy and acceptability, in terms of perceptions of
quality of care.”® Another demand-side determinant
relates to consumer satisfaction. This refers to consumer
attitudes towards healthcare services, based on past
contact with healthcare services.”” ** It includes per-
ceived convenience of care, coordination and cost, cour-
tesy of health staff, information given to the patient
about dealing with illness, and subjective assessment of
the quality of the care received.”” Demand is also influ-
enced by perceptions of illness and need, and willing-
ness to seek services.” Availability can also act as a
demand-side barrier, particularly in LMICs, where a
patient’s choice concerning the range of healthcare
goods and services is limited by supply creating demand,
rather than vice versa. Availability, however, may also be
a supply-side determinant.'’ *°

Supply-side determinants of healthcare services are
those that arise from the healthcare production func-
tion, and that interact to produce effective healthcare
services.'” *% Supply-side factors relate to (1) the quality
of staff, and include whether they speak the same lan-
guage as the target population, their availability to
provide services, and their ability to treat certain condi-
tions; (2) the quality and availability of buildings, tech-
nology and equipment; (3) the price, availability and
quality of consumables and (4) the quality of manage-
ment.”* Together, demand-side and supply-side factors
result in a demand for healthcare of a given quality that
is determined by individual and community factors, and
the cost of healthcare and related goods.'’ ** #*
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Figure 1 Preliminary theory.

Based on the above, we propose that, in some LMIC
markets, the interaction between demand-side and
supply-side determinants results in market imperfections
that, in turn, lead to patient movement across borders.
This working theory is illustrated in figure 1.

The theory will then be examined using a realist
mode of analysis involving the concepts of C-M-O con-
figuration. The outcome of interest is utilisation of
healthcare services across geopolitical state borders.
Based on this preliminary scoping of the literature, we
aim to further elucidate: (1) a theory of domestic
health system failure and its relationship to patient
movement across borders; (2) the identification of the
contextual factors that influence patients to cross inter-
national borders and (3) the effects of patient move-
ment across borders. This will be done in an
exploratory, non-exhaustive and inductive manner.
Through this process, we will develop a framework
based on the C-M-O principle.

Realist review

Following Saul et al,*® a review group consisting of sector
experts and researchers is currently being established.
Identification of articles and documents for inclusion in
the review will include generating a list of relevant docu-
ments with the review group. The next step will be to
undertake a rapid realist review of the literature to
further map the elements of, and approaches to, health
markets and trans-border patient movement, with a view

to further uncovering the underlying theory. This search
will be undertaken using databases such as the Ovid
Medline, EMBASE, Scopus, EconLit, Web of Science
and web-based searches of data available in the public
domain. Combinations of key words in English, and
their truncations, will be entered in these databases; see
online supplementary file 1 for preliminary search
terms. The search terms will be iteratively narrowed
based on the results that are most relevant to the
current review.?

The relevance of the retrieved documents will be
assessed according to exclusion and inclusion criteria,
and how each study clarifies the C-M-O configurations.
Bibliographic references from the included documents
will be reviewed, using the snowballing technique to
identify additional documents as well as reference and
citation tracking.'® ¥ We will continue to identify poten-
tial documents through this procedure throughout the
review process. Only studies written in English will be
included due to budgetary constraints. The search will
be further limited to studies published between 2000
and 2014. The search for new documents will end at the
point of theoretical saturation—in other words, when
the research yields no more sources producing new
aspects of the theory. Working with the review group will
help ensure that we do not omit significant sections of
the literature.’® References will be compiled in
EndNote. To aid in sifting documents, we will be guided
by the following questions:

1. Does the study describe a health services market?

4
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2. Is the study implicitly or explicitly underpinned by
the theory of health services markets and demand
and supply functions?

3. Does the study provide information on demand-side
and/or supply-side context of the domestic market?

4. Does the study provide evidence that will contribute
to the synthesis and our emerging theory?

Following the RAMESES (realist and meta-narrative
evidence synthesis) guidelines for realist synthesis,
quality assessment will be based on how each study clari-
fies the C-M-O Conﬁgurations.38 In realist synthesis, the
criteria for quality assessment are relevance and
rigour.'! Relevance refers to relevance to a specific
aspect of the theory under test. Rigour relates to meth-
odological rigour in relation to the specific finding or
inference which is drawn on in the review (as opposed
to the overall rigour of the whole study).13 The Mixed
Methods Appraisal Tool®” will be used to assist in the
assessment of the quality of studies, but with the criteria
applied to the relevant aspects of the studies, rather
than the studies as a whole."” To ensure a transparent
process, we will develop a summary table specifying the
authors, objectives, type of study, different methodo-
logical aspects and study country.'

Data extraction

The documents included in the review will be compiled
in Excel. The variables extracted will be (1) author and
year of publication; (2) patient sending and receiving
countries; (3) the socioeconomic and political context-
ual variables influencing decisions to seek healthcare
abroad (at country, health system and individual level);
(4) beliefs, values, desires and cognitive processes influ-
encing behaviour (mechanisms) and (5) outcomes.

Data synthesis

The analytical framework developed in the first step will
be used to analyse the data, and will be further specified
in an iterative manner, in order to integrate new
explanatory elements categories. Each primary study will
be examined for evidence based on how it supports,
refutes, reinterprets or refocuses the novice theories
developed in the first step, looking at how each study
contributes to refining the initial theory. In this way,
using an abductive approach, that is combining methods
of inductive and deductive analytical processes to devel-
oping theory, it will be possible to specify C-M-O config-
urations, with each study helping to clarify or
reformulate the C-M-O configurations, in order to take
into account potential contradictory elements. Following
the RAMESES guidelines, the intent will not be to
provide a quantifiable summary of the abstracted vari-
ables but rather to interrogate the interaction between
context, mechanism and outcomes.

Validity
The construction of explanations to make ‘sense’ of
patient mobility, through an iterative process between

empirical data and construction of C-M-O configurations,
enhances internal validity, as does the use of an appraisal
tool for quality assessment. The inclusion of context in
our analysis increases the generalisation potential of the
study. Further, the theories generated by the review will
be examined by the review group, and will help to fill any
gaps in the published literature.”® An audit trail will be
maintained to help ensure transparency.

ETHICS

As the study does not involve primary research, it does
not require formal ethical approval. The study will,
however, follow the relevant standards of utility, useful-
ness, feasibility, propriety, accuracy and accountability.40

DISCUSSION

Significance of the proposed research

Cross-border healthcare has implications for health
equity. While there have been several studies looking at
medical tourism, few studies have considered how
market failure contributes to patient cross-border move-
ment in LMICs. The results of the proposed research
will be useful to health policy makers in increasing util-
isation of domestic health services. Further, while realist
reviews are increasing, their use by public health
researchers is relatively new.*'

Dissemination

The standards of RAMESES will be followed in reporting
the findings of this review.”® The findings will also be
published in a peerreviewed journal that specialises in
health policy, and with a particular focus on LMICs.

Limitations

As with all research methods, realist reviews have some
limitations. One is that, compared to systematic reviews,
realist reviews are harder to reproduce, as selecting
papers and following candidate theories require judge-
ment, often based on a mixture of experience, intuition
and prudence, to identify those with greatest rele-
vance.”® In order to ensure transparency, however, we
will include a summary table and methodological details
of papers included in the review. It could be argued that
a limitation of a realist review is that it does not provide
certitude in terms of findings. From a realist perspective,
however, this is not seen as a limitation, as there is no
such thing as final truth or knowledge. Rather, a realist
review aims to offer insights into how decisions might be
made or how interventions might fare in certain circum-
stances, and what the outcomes might be for whom.?® A
limitation of our study is that only studies written in
English will be included and this may introduce an
element of language bias. The cost of translation,
however, is beyond the scope of this study and the feasi-
bility and accuracy of free web-based translation tools
has not yet been determined for the purpose of realist
reviews.
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Conclusion

Health systems are complex, and even more so in an
increasingly globalised world. In this paper, we present a
protocol for conducting a realist synthesis on patient
mobility between LMICs, which has important, but
under-studied, implications for healthcare systems. We
have formulated an initial theory of cross-border health-
care use, based on domestic health system (perceived)
inadequacy, in terms of supply-side and demand-side
factors. This theory will inform an analysis of inter-
national cross-border patient mobility by patients from
LMICs for healthcare, the results of which may better
inform health policy makers (to be presented in a subse-
quent paper). Understanding ‘real world’ health system
use is imperative for optimal outcomes, health and
otherwise, for individuals, communities and populations
in the country of origin and abroad.
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