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ABSTRACT 

This thesis is an analysis of what the discourse of choice enables in the practice of 

medical tourism, an industry providing for travel across national or regional boundaries 

by patients to receive direct medical services. It documents the way that the discourse of 

choice is mobilized as part of the usage of the term “medical tourism” and offers a case 

study of institutionalization of medical tourism in Manila, Philippines and the United 

States. In this case study, I offer an interpretation of the discourse and cultural concepts 

of choice in enabling and shaping medical tourism, and I suggest it is representative of 

the importance of choice in other areas of practice. Choice, as both a vital cultural 

component of neoliberalism and the ongoing consumerization of healthcare,can be seen 

as an active catalyst for the actions of participants in shaping the discourse and practices 

of travel by medical service seekers. Medical tourism can be described in terms of a 

choice between locations of hospital, comparable to a choice between two doctors 

located near each other, and as such the concept of choice obfuscates concerns about 

distance, travel, and differences in medical practices within the ability or access of 

choice of increasingly choice-making patients under neoliberal governmentality. I 

suggest that the discourse of choice in medical tourism serves as a key value legitimating 

cultural shifts across multiple forms of contemporary social life such that it serves as a 

primary regime of justification in the variety of social forms and governing mentalities 

interpreted as neoliberal.  
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1. Introduction 

 

This is a dissertation about two things: medical tourism and the discourse of 

choice. It examines the ongoing development of an industry and individual practice of 

medical tourism but it is also about the role that the discourse of choice plays in enabling 

the institutions of that industry. Medical tourism itself is a discursive construct, a label 

and way of thinking that defines the practice of traveling across borders for medical care 

under that name.  

Medical tourism as a developing discourse formation functioned as a useful name 

for a set of practices which have changed in importance. Medical tourism does not 

necessarily refer to all forms of travel for reception of medical services, that full 

spectrum of travel for health includes an array of practice with ancient historical 

precedents. Those historical forms are distinguished here as ‘health travel’ just as 

geographers distinguish patterns of contemporary care for medical travel rather than 

tourism to differentiate the practice (e.g. Ormond, 2015). Prior to turn of the 21
st
 century 

a variety of practices existed involving travel for health and medical treatment, but it is 

only in conjunction with shifts within the socio-political realm that those various 

practices coalesced into an industry that is called medical tourism. I seek to offer both an 

initial study of how this nascent industry has been forming, and a demonstration of the 

importance and substance of the contemporary discourse of choice as central to 

contemporary life. 

Because the function of the discourse and the transition of practices from long 

standing modes to contemporary ones can be seen longitudinally and becomes visible 

only through practice, the discourse analysis is performed by drawing on historical 

context and ethnographic observation. Key insights are formed from a brief ethnographic 

case study of the development and constitution of the Philippine national initiative for 

medical tourism. Where appropriate, comparisons are made to cases drawn from 

published or brief fieldwork in other national sites.  

Medical tourism is used as a term to distinguish between incidental and 

unavoidable medical care, medical care which occurs while traveling, and intentionally 

seeking medical care across a local border. Thus incidental or unplanned medical care is 
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excluded by practitioners and referred to as “travel medicine,” its name within formal 

medical practice. Because preplanning is required, the majority of medical tourism is for 

mundane forms of biomedicine (non-critical/non-experimental/non-cutting edge). Some 

industry participants over-emphasize exceptional forms of medical treatment, e.g. high 

tech medicine such as stem cell therapy (Song, 2010); organ transplantation (Scheper-

Hughes, 2009); or controversial forms of care such as abortion, euthanasia, and 

experimental drug therapies. Because the formation of the idiom of medical tourism was 

so intrinsically linked to the industry’s development, these boundary distinctions have 

often been explicitly defended. The early importance of Jeff Schult’s book Beauty From 

Afar (2006) and his media presence as a defining force largely had impact because it 

defended the planned aspect as fiscally responsible. As the industry shifted away from 

focus on cosmetic surgery and medicine as definitional practice, the book and Schult 

himself were marginalized in favor of Josef Woodman’s series Patients Beyond Borders 

(2008) which emphasized non-cosmetic medical care and the patient/consumer role.  

During the primary period documented in this study (2005- 2010), by which 

point industry forms and definitions had been formalized, increasing attention from 

general academia had been placed on rhetorics of choice as a component of 

neoliberalism. While a number of elements were initially seen as arising from the 

analysis of the discourse and practice of medical tourism the focus of the dissertation 

analysis centers on the questionability of choice, its naturalization, and the active 

performance of discourses of choice across stakeholder groups and its enactment by 

interlocutors in the research. The frequency and diversity of participants who relied not 

only on their own naturalized value of choice, but also presumed it in all others as the 

justificatory basis for their industry, seemed an important central component. In fact the 

uptake of the term medical tourism itself as positive was based on the perception that it 

emphasized patient/consumer choice by comparing the role to that of a tourist. 

Diverse stakeholder groups, which included patients, public health officials, 

media publications and academics, all emphasized some variation on the positive value 

of choice, and implied that the promotion of increased choice was a goal of all parties 

involved. Despite this cross-group agreement, few of these groups or individuals viewed 

choice, either what constituted choice or what choices were available, in identical terms. 
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This conflict between shared value and unsatisfactory vocabulary suggested a strong 

need to interrogate what was meant by and valued within this replication of a discourse 

of choice. 

A key issue in need of increased discussion within choice is the ability to 

distinguish, linguistically, between action of a choice, and the elements or contexts in 

which a choice is made. Even beyond the choice-themed analysis of decision making 

termed “rational choice theory” or the presumptive conception of choice in formal 

economics based on rational actors, the present literature on choice qua decision making 

assumes a divide I wish to maintain: that of choice as action (making a choice) and 

choice as encompassing the context of decisions or options (choice of). Choice as it is 

commonly discussed refers primarily to the action of choosing, rather than the objects of 

choice; it is in this prioritization that the object or objects of the choice is obfuscated. In 

this prioritization the options chosen between are made less important than the 

individual’s action of choice. This implies that the nature of both the word choice and 

the activity implied are far more importantly defined by the context and object of choice 

than the activity of choosing. The statement that “choice is good,” repeated by 

interlocutors in my research at multiple sites, both reiterates and relies upon the 

importance (symbolic and practical) of the action of choosing rather than on any explicit 

attention to what alternatives there are or options are chosen between. Choice becomes 

within the cultural construction of the discourse of choice the representational act of an 

individual’s sovereign ability to be a chooser rather than by the options chosen between. 

This dominant function of choice is reinforced in the emphasis across groups, positive or 

negative, on exceptional forms of care and circumvention travel within medical tourism. 

Circumvention travel as a sub-category of medical tourism or travel more generally is 

the act of crossing borders to do or get something officially unavailable or proscribed in 

the departure site.  

Despite the small percentage of travelers participating in this kind of travel, the 

focus on illegal or unavailable services is articulated by Glenn Cohen (2012) a lawyer 

and ethicist, in a way that particularly emphasizes the importance of choice as relying on 

a concept of individual choice as individual sovereignty: “I call this form of medical 

tourism ‘circumvention tourism’ because the patient has traveled to the destination 
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country to circumvent domestic prohibitions on accessing services (p. 1312).” 

Particularly where access to services is denied by regulatory barriers, those choices are 

actions and treatments that could not be chosen without travel, and as such reinforce the 

dominant discourse of medical tourism as choice without the challenges associated with 

discussion of medical travel for procedures available at home. Circumvention travel 

becomes the model for medical tourism because, despite controversies, the act of choice 

is simplified and the question of what choice and agency within it are drawn simply. 

 

1.1 Neoliberalism 

 The difficulty of working on the subject of neoliberalism is that it is an open 

signifier, as yet able to describe many different things. To say that neoliberalism “has 

been defined as a political project, an economic science, and ideology, and a ‘bunch of 

nonsense,’ but rarely has it been described as a racial formation” (Mascarenhas, 2012, p. 

59) is only a partial recitation of a potentially much longer list. Within Navigating 

Choice, I use neoliberalism as a centering device to describe a collection of cultural 

changes and the dominant but fluid present state in which those cultural ideas hold a 

prominent position both in academic usage and the U.S. political arena. The above quote 

from Michael Mascarenhas’ recent work on water management, policy and racial justice 

in Canada is meant to remind the reader that the concept of neoliberalism, while offering 

a centering device, is an imperfect one. Neoliberalism is a collection of discursive 

practices encompassing underlying logics and values, as well as specific practices of 

governing–the governmentality (or governing mentality, in the idiom of Michel 

Foucault)–and not a monolithic object (Dean, 1999; Foucault, Burchell, Gordon, & 

Miller, 1991). Within the envelope of conception and practice of governing that 

neoliberalism describes is centrally a shift to a naturalized free-market logic, supporting 

and supported by increasing assumptions of the importance of individualization, 

deregulation, and commercialization of social institutions that may previously have been 

seen as components of the state and/or disparate from those traditionally market driven 

(Dean, 1999; Harvey, 2005; Mascarenhas, 2012).  
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Neoliberalism as a set of shifts within broad social change has enabled the 

increasing prominence of non-state actors and institutions in roles of governing, and has 

actively promoted the mobility of labor and the transfer of social structural prominence 

to corporations and non-governmental organizations (NGOs) as alternatives to 

centralized state actors (e.g. Ong, 2006). Neoliberalism contains a shift in power as 

states’ encouragement of increased governance activity by non-state actors has enabled 

other elements of social change. This is an important step in enabling increasing 

contemporary transnationalism as a system of practices at the global scale (Dean, 1999; 

Harvey, 2005). Similarly through the emphasis on individualization and distribution of 

responsibility for participation in previously cooperative or governmental aspects of 

social life, these cultural tendencies encompassed by the term neoliberalism have been 

instrumental in promoting or accelerating the transition to a biomedical model centered 

on individuals and managed within a strict market logic (Rajan, 2006; Rose, O’Malley, 

& Valverde, 2006). Through its increasing importance in framing expert discourse and 

policy it has developed a prominence as a description of current cultural form. This 

prominence is based on utility as a form of periodization despite a potential lack of 

clarity in exactly what it encompasses (Dean, 1999; Harvey, 2005; Mitchell, 2002).  

 Neoliberalism therefore is a problematic if rich and necessary term, not only 

because it offers a key word to describe social changes that surround and encompass the 

discourse and contested ideas of choice and in which the institutions and practices of 

medical tourism have formed, but particularly because of the aggregation and 

complexity of looking at a system of practices and logics that is imbricated within 

multiple others including biomedicalization (e.g. Clarke, Mamo, Fishman, Shim & 

Fosket, 2003) and transnationalism (Morales-Gomez, 1999; Ong & Collier, 2004).  

Timothy Mitchell’s account of the making of an economy and contemporaneous 

transitions in governmentality in Egypt (2002) links the development of the basic 

contemporary concept of an economy to its ability to enable certain practices of 

government. The individuation of participants and emphasis on “heterogeneity” of 

markets idealized in neoliberalism are the “logics of capital” (Mitchell, 2002, p. 303) 

expressed both as guiding values at the scale of monolithic national economy and as an 

“identity” for individuals (p. 245). The transition of market logics into neoliberalism is 
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an extension and enhancement of cultural logics preceding it, but within this extension 

the contemporary versions are so seductive particularly because they include the 

application of the same market logics ubiquitously across scale. Rather than considering 

consumer/market logics only within certain spheres of life, they have become 

transportable across all walks of life. This discussion of linkage across scale to 

individual identity is important because it is part of the mechanism by which 

neoliberalism links to other cultural shifts. The new forms of identity in the case of 

national identity development in Egypt as Mitchell describes are otherwise often only 

implied (Dean, 1999; Harvey, 2005). Similarly, I hope to emphasize particularly why so 

many groups have participated in medical tourism, and by extension other new 

institutional arrangements characterizing neoliberal forms of life, by looking at how the 

practice of medical tourism relies on these neoliberal identities including the 

development of an idea of the medical tourist as an exemplar. 

 At another time a discursive and rhetorical analysis of neoliberalism itself could 

help to disaggregate the multiple functioning of the word, acting as it does as a master 

narrative name for the post-industrial era (Harvey, 2005); a limited discourse about the 

relationship of individual and governance (Dean, 1999); a specific configuration of 

capitalism (Macewan, 1999); or a name for an assemblage of discourse and practice 

forming a governing mentality (Mascarenhas, 2012). To some degree these different 

definitions or functions, while each metonymic or euphemistic of the whole, reference 

the same set of changes that are both interpretively flexible and empirically measurable 

in the world today.  

Rather than undertaking a rhetorical analysis of neoliberalism I use it in all 

complexity to refer to the context of change; the individual aspects of ongoing social 

ordering; and the practices of governing that rely on both. This reliance is particularly 

intense as the contemporary global system is increasingly sharing contemporary social 

forms, in what can be called the neoliberal era. 
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1.2 Arguments in Brief 

 

Dramatic change has marked healthcare globally in the twentieth century, with 

particular attention paid to the use and emphasis on technological and pharmacological 

intervention and the concurrent shifts in understanding and treatment that accompanied 

these. This dissertation is a comparative discourse analysis of shifting conceptions of 

medicine and development in the US and two destination sites for travel and tourism. 

While the focal point of the dissertation is the case of international medical tourism 

between the United States and Manila, Philippines it is situated in a broad global 

landscape of health travel and examples from other sites are used for comparison. I 

inquire as to the effect of foreign nationals seeking healthcare in a single country and the 

growth of healthcare resources and mechanisms for distribution in that country, but it is 

first necessary to see the external, peripheral, and liminal forces that shape those changes 

to understand the situation. 

Throughout this dissertation several idiosyncrasies will become apparent: first, I 

spend more time talking about the process of research (and in more than one place) than 

many dissertations spend on that subject, and second, I suggest more questions than I 

answer. These are intentional because I believe strongly in an ethical commitment to and 

attempt the practical implementation of reflexivity throughout. I consider the core of 

reflexivity as an imperative to be that the subject and producer of research are both 

present within the research and taken into account during the research process (which 

includes honest revelation of the process by an author). As I developed this dissertation I 

have floundered and made a mess of things and I believe that to wholly erase that 

floundering by simplifying my presence to a minimal statement of my own biases and 

methods fails to live up to the idea of reflexive research. I apologize in advance that my 

presence is an experiment in maintaining reflexive visibility.  

This dissertation is a description and interpretation of the discourses of choice 

and medical tourism, and it describes medical tourism as the institutions and practices 

providing for and promoting the voluntary travel of patients seeking medical treatment 

across borders. I describe the current understanding and forms of travel, termed medical 
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tourism, as distinct from historical practices of travel for health, and I argue that this new 

form of healthcare practice is a direct result of the growth of the discourse of choice (in 

global neoliberal governance) as an underlying way of understanding the world. Along 

with that description the dissertation has been my effort to perform interdisciplinary 

research (including rhetorical theory, traditional social theory, and discourse analysis) in 

rigorous theoretical work grounded in my limited empirically research methods 

appropriate for the current need for rapid and global scale analysis 

My empirical work and research focus is on the period between 2005 and 2010 in 

large part because it was formative of the industry of medical tourism as it currently 

exists. The five year period ending with the 2010 passage of the Patient Protection and 

Affordable Care Act (PPACA) in the United States was the period in which the media 

and industry formalized the meaning and basic industry form of medical tourism, and to 

a great extent it encompasses the years in which popular understanding and controversy 

was resolved. I have often intended to extend this study to situate the practice of medical 

tourism within the history of health care reform efforts (particularly those within in the 

United States) and discuss the way that the PPACA’s provisions and controversies over 

it are framed and predicated on the same concepts of healthcare as choice, and of the 

importance of discourses of choice upon which medical tourism relies. Bracketing the 

period of study focus largely within that five year period is a necessary limitation due to 

the constraints of this dissertation project but it is my hope that the connection of these 

issues with the larger political arena in which healthcare policies are gestated is apparent 

throughout. That the importance and naturalization of choice, unquestioningly perceived 

as positive, as a concept within the liberal philosophical tradition and globally in politics 

is not fully deconstructed here, at least it is an initial step towards longer term research 

on these issues.  

 This work is a critical analysis and while I do not condemn medical tourism as a 

harmful industry, I see it as an unfortunate crutch for an unjust and misguided global 

system of healthcare distribution. This work is critical because I suggest that the 

neoliberal and traditional liberal projects in governmentality have an emphasis on 

systems of individual choice without defining or meaningfully evaluating choice, agency 

and decision making, or their reliance on systems of education and support for the act of 
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choosing. I focus on discourses of choice in this dissertation without crafting it as an 

overtly critical analysis of medical tourism because I believe that the omnipresence of 

choice as a justification and naturalized good is the deleterious factor, while medical 

tourism itself likely performs a useful adjunct damage control function for many 

participants. I am attempting to understand not why patients within a free-market 

healthcare system choose to become medical tourists, but why reasonable people believe 

healthcare service provision should be governed by free-market logics in the first place. 

When I discuss medical tourism, or healthcare reform in general I don’t often agree with 

my political allies, not because I deem medical tourism to be good, but because I believe 

that efforts to challenge it as unethical practice draw attention away from efforts to 

document larger social problems. A direct critical analysis would need to balance the 

harm done by medical tourism against the benefit the participants’ gain, a project I 

choose not to undertake.  

This work deemphasizes more controversial forms of care by focusing on the 

mundane medicine that comprises the majority of procedures of the medical tourism 

industry. There are extraordinary scholars who focus on a more measurably harmful 

system like the international organ trade and transplant tourism, but those analyses do 

not describe medical tourism more generally. It is up to the reader to consider whether 

my aggregated approach demonstrates the utility of medical tourism within the current 

transnational system, not as healthcare reform, but as a provision adjunct for 

economically privileged nations and as a revenue source for disadvantaged nations. I do 

not answer that question, instead focusing on the reliance of individuals and institutions 

on the concept of choice and I suggest that the widespread agreement on choice as a 

discursive register when interrogated about medical tourism offers a better approach to 

systematic change. Questioning the validity of choice as a concept and naturalized good 

is difficult for anyone inculcated in western society, but I ask the reader to remember 

how often choices and the act of choosing are different things and to question why we 

don’t have a language to understand that distinction better.  

 

Empirically I seek to add to the literature describing the practices of Medical 

tourism and document specific forms of practice. First I will offer a synthetic review. 
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What are different stakeholder/groups talking about as medical tourism? I outline how 

multiple discussions of medical tourism come together around a discourse formation in 

the idiom “medical tourism,” and how medical tourism as a discourse and idiom can 

demonstrate commonly held belief in the concept of “choice” across those diverse 

groups. I offer a partial but substantive description and documentation of the growth of 

the medical industry, which includes a brief case study of the Philippines (otherwise not 

represented in the academic literature) allowing increased comparative analysis against 

documented industrial formation in Thailand and other sites. My study includes a series 

of para-site examples demonstrating the development of the American industry and 

allowing comparison to the Philippine case. 

Theoretically I focus on how examination of the medical tourism discourse can 

illuminate topics of broad interest in the social sciences beyond medical tourism itself. 

Through comparative analysis of multiple stakeholder groups (observer and participant) 

in industry formation, I suggest a common thread is a widely held belief in the 

ethical/paradigmatic importance of the discourse of choice. I attempt to document 

medical tourism as a useful site to demonstrate interconnectedness of socio-political 

change between biomedicine, neoliberalism, and transnationalism as contemporary 

forms of life, particularly that they rely on idea of individual choice, and on notions of 

universality or specificity of place that are distinct from historical understandings. 

 A novel concept of this thesis is the Justificatory Regime. I suggest that a key 

element of diverse understandings of the world is their reference to shared and 

naturalized regimes of justification that comprise an active system of justification prior 

to ethical questioning. By drawing out the importance of an unquestionable discourse of 

choice, I offer a description of its widespread use as warrant or justification for actions 

that serves as basis for other beliefs and practices. Particularly I examine the way that 

the concept of choice effects biomedicine and transnationalism increasing individuation 

that is central to shifting praxis. Particularly I suggest that these changes (shifting 

transnational scale and redefinition of medicine into biomedical forms of practice) are 

reliant on the ethical demand held in the discourse of choice for increasing inclusion 

individual choices, rather than systematic or structural reforms. While both biomedicine 

and transnationalism are suggested to ethically rely on the discourse of choice, I base my 
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analysis on the importance of choice as the central concept of neoliberalism that 

underlies the expansion of what Beck, Giddens and Lash (1994) termed “reflexive 

modernization” and the associated neoliberal forms of governance associated with that 

increasing individuation (entrepreneurship, corporatization, disaggregation of some state 

powers, and attacks on the welfare state and structural governance more generally) (p. 

2).  

I argue the need for researchers to question choice and develop a broader 

typology or expanded language surrounding choice and options. Though an increasing 

literature within the social sciences and popular press has focused on the concept of 

choice as a discourse, I suggest that a key element of its importance and a key hindrance 

to productive deconstruction of choice as a concept broadly or its discursive practice. 

Comparative analysis between the more centralized and targeted development of an 

industry for the treatment of foreign nationals in India, and the more dispersed medical 

tourism infrastructure that is highly integrated with domestic healthcare provision within 

the Philippines, enables this research to compare specific differences in national 

representation and efforts at industrial and economic development. 

Both published accounts and the original interviews and observation performed 

for this dissertation suggest the growing importance of healthcare as a field for the 

demonstration of socio-economic development and societal progress in an active attempt 

to define positive individual and national forms of identity. Both individual practice and 

national policies look at healthcare as a scape in which they may perform status and 

practice identity construction. This identity construction revolves around the ability to 

focus attention on segments of the healthcare landscape, on the action and promotion of 

certain kinds of choice and practice that are exemplary of contemporary market logics. 

Core concepts form around increasing reference to the idea of ‘choice’ its different 

presence than traditional importance of the discourse of ‘care’ within discussion of 

healthcare and medicine. The formation of an industry for medical tourism attempts to 

bridge geographically distant and culturally diverse sites through utilization and 

promotion of what the participants see as the dominant discourse, choice, even within an 

industry traditionally marked by linkage to a central value of care and justification not 

from market logic but from social good. 
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Focused on the meaning of choice and the justification of the practice of medical 

tourism, this dissertation is concerned with the way people involved perceive appropriate 

distribution of healthcare assets and the appropriateness of choices in healthcare seeking 

by patients. Particular emphasis is paid to the institutionalization and self-definition of 

medicine and medical tourism in the destination sites as efforts to connect medicine and 

claims of development.  

The title of this dissertation, Navigating Choice: Medical Tourism, Travel and 

Care in the New Global Biomedicine, provides framing for several key ideas in this 

dissertation. I focus on the possibility and challenges both as an analyst and a participant 

(whether industry professional or patient) of navigating “medical tourism” and a new 

system of practices in medicine at the global scale in light of the ideas of care and 

choice
1
. I will examine what makes the practice of healthcare seeking across distance 

distinct from both the local practice of healthcare and historical forms of travel for 

seeking medical care and how the efforts to make this distinction define medical 

tourism. This definitional process is useful because in looking at one particular discourse 

formation, medical tourism, the general patterns and cultural tendencies in medical care 

and globalized culture can be elucidated. This specific case allows a lens to general 

changes in the understanding of the social world and values that are represented as novel 

and still forming.
 
I suggest that broader cultural changes have caused well documented 

shifts in the organization of social life around medicine now termed “biomedicalization” 

(Clarke et al., 2003; Lock & Nguyen, 2010). I extend the name to “new global 

biomedicine” in part to maintain attention to the fact that the difference is not contained 

simply in the words “global” or “biomedicine,” and to push against the expectation that 

examination of medicine must take place in the scale of the clinic rather than Global. 

With increased emphasis on globalization and transnationalism as shapers of culture, 

biomedicine must be examined as a global and transnational phenomenon.  

Large-scale travel or circulation of medical knowledge, practice and participants 

dates back to the ancient world and though its processes are ongoing, the set of cultural 

shifts marked by the era of biomedicalization began with the formation of scientific 

                                                 
1
 I prioritize choice [as a guiding idiom] because often in interviews and looking at the literatures on 

medical tourism patients and others included the idea of choice as a specific component of what “good 

care” meant to them.. 
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medicine and cultural shifts specific to the nineteenth century. This project examines the 

discursive construction and mobilization of the idiom of “medical tourism” as 

representing a shift from the global practices of biomedicine ten or twenty years ago. 

The concepts and academic treatments of global scale phenomena (both in the idiom of 

globalization, and as transnationalism) as well as the theory of scientization and 

biomedicalization of practices are introduced later in the introduction, and discussed in 

depth throughout this dissertation. Over the course of the research for this dissertation it 

became clear to me that the issues of choice and care were integral, and at times my title, 

focused on the navigation of one or the other, switched. In the end I favor the focus on 

the discourse of choice as a guiding idiom. While the interpretive flexibility of the 

subject allowed me this choice, the problematizing of care would have in turn included a 

discussion of choice and why it was seen as an important element by the various 

participant groups. 

Most writing on the growth of medical tourism centers on the recently visible 

international healthcare market for patient travel. This market at the core of “medical 

tourism” is centered not on the circulation of traditional expertise or experts, nor the 

exchange in technologies and material goods represented in previous eras. This shift 

from transport of product/services to transport of user exists as an object of empirical 

study, not due to any absolute novelty or intrinsic interest, but due to an increased scale 

of participation. This increase in scale, while real, begs two questions: first, why would 

medical tourism, and the international market for traveling patients, increase in recent 

years, and, second, why would such attention have been paid to an increase in scale of a 

preexisting and ongoing phenomena? 

While a generous amount of effort has already been spent in theorizing the 

prominence and increasing participation in global scale phenomena particularly since the 

start of the new millennium, the second question of why this particular aspect of that 

general pattern has been singled out as noteworthy has largely gone unanswered. The 

general trend towards globalization described and regulated in the General Agreement 

on Tariffs and Trade (GATT) and other regulatory policies is quite widespread and 

generally considered to be foundational for the expansion of the international trade in 

services. And yet we do not see news articles warning or extolling the rise in “the 
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international trade in healthcare services.” Rather, we see newspaper, magazine, and 

online works commenting on “medical tourism” using a definition that is both in flux 

and unquestioned. Why medical tourism as a subset of the larger phenomena associated 

with growth in the service industry is noteworthy should be questioned not only because 

it helps us understand the specific phenomenon of medical tourism, but more 

importantly because it tells us about the general field of discourses at play in which 

medical tourism can be discursively constructed. Medical tourism arrived as a concept at 

the height of an era characterized by a shift in governmentality to neoliberalism (Dean, 

1999; Harvey, 2005; Macewan, 1999).  

“Governmentality of neoliberalism” refers to a shift in our ideas about running 

the world and our individual lives away from traditional political and economic models 

and towards a specific system defining ways of thinking about the world in light of 

global concerns, marketization, and individualization as the conceptual frames. 

Sociological work on neoliberalism, which rests on economic models extolling market 

primacy (promoting privatization, deregulation and a diminishing role for traditional 

state apparatus),
2
 has been noted as extending into other realms governing daily life and 

understanding the world(Beck & Beck-Gernsheim, 2002; Harvey, 2005; Aihwa Ong, 

2006). In light of a shift to a neoliberal state and zeitgeist, if one exists, it is no surprise 

that the viability of service provision at the state level is questioned and that nations 

appear to be reevaluating and redefining their claims of development. I delimit three 

primary research questions that respond to gaps in the literature: 

1) What is “medical tourism”? What ideas, institutions and practices are marked 

as part of this phenomenon, and by whom? What practices and varieties of 

medical care are made into “medical tourism” as opposed to inclusion in other 

conceptions of patient care and medicine? 

2) How have the specific ideas of different groups about the travel of patients 

contributed to the making and use of a discourse of medical tourism? 

3) How can the idiom of “medical tourism” and discourses from which it draws 

link traditionally distinct ideas - medicine and associated ideas of care, tourism 

                                                 
2
 A good articulation of the origin story of neoliberalism as an economic ideal and political 

governmentality associated to those market logics can be found in Harvey (2005).  
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and associated ideas of choice - and in what ways can this linkage draw attention 

to general aspects of these broader discourses?  

As a scholar of science and technology studies I attempt to link two specific 

systematic elements to the general trend towards neoliberalism: the place of science and 

technology and the role of expertise. I ask how people and institutions interact with and 

think within the general field of technical artifacts and knowledge, as well as how those 

artifacts, knowledges, and the experts who are authorized by this system are understood 

and active. Thus this dissertation does not simply ask about medical tourism, but 

inquires through it how ideas regarding service provision and development are 

understood not simply as neoliberal but also as technically enabled/constrained and 

mediated. Particularly it looks at the way that medicine and patients demonstrate reliance 

on and mobilization of ideas/discourses of choice, and how these ideas of choice shape 

the field of medical practice. While the connection to neoliberal governmentality and 

medical research has been discussed within STS (J. Fisher, 2008; Rajan, 2006), the arena 

of clinical practice and consumer or clinical level medicine has been less richly 

examined as focus has centered on research and formal knowledge. While work on 

citizenship and personhood in specific locations has engaged with these issues (Petryna, 

2002; Reiter, 1999), the lack of emphasis on medical service provision in larger 

interconnection is largely lacking. 

What constitutes medical tourism in many places is directly connected to 

technology, and the symbols associated with this set of practices reflect that. Airplanes, 

digital imaging technologies, laboratory coats, and medical devices serve alongside 

symbols of place, culture and service in general to help define what it means to 

participate in medical tourism or in the new global biomedicine in general(Sulfikar, 

2007). Since 2006, when I became aware of medical tourism and began this project, 

participation in medical tourism has increased steadily, but the meanings and ways of 

understanding it have changed in light of momentum and audience shifts, as well as a 

global economic crisis, and the transition from a politically dominant centralization to a 

much more open discussion of decentralization and public participation. Contemporary 

neoliberal government has been marked by economic policies towards austerity and 

public outcry for participation and decentralization because of the extension of 
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individualist logics (such as a reformation of traditional liberalism in Mascarenhas, 

2012, p. 60). This shift towards marketization and individualism has supported the state 

sponsorship of medical tourism in many places, neither as an alternative to healthcare 

reform nor as an adjunct to it, but as a good in and of itself. Choice is always already 

assumed to be a good because market forces seem to have demanded markets in all 

things. But in that sentence the word “seem” must loom large, and should be challenged 

by how choices and priorities are made, and what practices and purposes functioned 

underneath the dominant market logics that were advertised.  

 

1.3 Summary of Chapters 

Chapter One having laid out a basic discussion of medical tourism as a discourse, 

introduces the idea of discourse as formative and shaping of practice. Medical tourism is 

described as a set of practices under boundary negotiation as an appropriate response to 

globalization and healthcare delivery.  

Following the introduction, Chapter Two summarizes the methodological 

commitments and elements of research which went into this dissertation, primarily 

focusing on enumerating data sources and discussing reflexivity. The focus in the 

methodology section on the ideal of reflexivity is in part an attempt to instantiate my 

focal interest in the idea of choice by representing choices made in research and writing 

practice. 

In Chapter Three I discuss the focus on the concept of choice, its discursive 

function as a source of justification, and the difficulty in disaggregating the discourse of 

choice from the practical realities of whether choice is present for individuals. A 

theoretical focus here is on the way that choice acts in biopolitics by functioning as a 

theory of agency, and locating and obscuring cultural demand for individual action 

within heavily constrained systems and institutions that often do not offer wide range of 

choice to the individual marked as chooser. This chapter ends with a discussion of the 

idea of choice as a dominant element for justification, or as the regime of justification. 

In Chapter Four I offer an analysis of the way language functions rhetorically and 

semantically to produce medical tourism, in part by a process of imparting value, 
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desirable actions, and identity invested in the value of the individual. It suggests that the 

flexibility of language within the discursive negotiation of choice is a key component 

both of the justifications of medical tourism and the factors used within boundary work 

to delimit medical tourism from other practices.  

Chapter Five extends the discussion of the linguistic and discursive constitution to 

a variety of practical examples, focusing on how representations of medical tourism 

reflect tensions about the appropriateness of medical care as choice, and about 

institutional boundary work in defining and developing medical tourism as a cohesive 

system distinct from broader fields of healthcare and biomedicine.  

Chapter Six outlines the Philippine case study, and contains the core of my 

empirical work; it details the founding and formation of the institutional structures for 

medical tourism and focuses on how the system was developed informed by different 

forms of choices, including especially perceptions of the role of medicine in national 

identity and differential national development. 

Chapter Seven offers a supplementary case study, drawn from para-site 

observations of Americans working on medical tourism and international trade in 

healthcare; it focuses on the uniform acceptance of the value of market-consumer choice 

and extends the discussion of selective focus on some parts of the phenomena from the 

discussion of boundary work in Chapters Four and Five.  

Chapter Eight is a summary conclusion with an emphasis on locating this work 

within my home field of Science and Technology Studies, and suggesting future 

directions of research. In the conclusion I summarize my suggestion that the discourse of 

choice shapes the formations of medical tourism as an example of extensive importance 

in neoliberalism, and rearticulate the theoretical framing of choice as central to a 

justificatory regime. I continue discussing this justificatory function in the conclusion to 

explicitly argue that further attention to neoliberalism and choice as a lynchpin to an 

increasingly powerful contemporary value system needs attention. 
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1.4 Medical Tourism 

Not everyone has yet heard of medical tourism. Many people have not; it appears 

as an idiom in newspapers, magazines, and elsewhere in public discourse referring to 

patients traveling across national (and sometimes regional) boundaries to seek medical 

and healthcare services. Increasingly common since 2004-5, it has been widely 

mobilized and contested as a label for globalization of patient services. In effect, medical 

tourism is a name for people crossing a border to visit the doctor. The extent of this 

practice of extending the zone of healthcare service provision from a local to a global 

arena, and the participation of patients taking advantage of the global zone of service 

provision is considered new in this public discussion. This nascent form of practice is 

alternatively described as common sense or a naturalized component part of 

globalization or an extreme and desperate response to healthcare crises (particularly in 

the United States), as beneficial or risky, as economically valuable or potentially 

damaging to already stressed healthcare systems. In reality, the frequency of patient 

travel, and the reasons for or effects of that travel are still poorly studied. We know little 

more than that the practice and investment in an infrastructure to support it is increasing. 

The most obvious elements of the story of medical tourism in the United States 

go back to discussions in popular media and political rhetoric, including President 

George W. Bush’s 2007 State of the Union address. This address suggested that 

consumer choice and industry transparency are the natural remedy for contemporary 

shortages and market problems in healthcare access. The public discussion of medical 

tourism increased in parallel to the rise of popular media stories on outsourcing, fiscal 

responsibility, and patient rights. But the extent to which medical tourism actually 

responds to these nominally parallel issues remains debatable. Promotion of medical 

tourism as a new option and a site of greater individual agency
3
 in choosing healthcare 

options has been the subject of a number of popular press books (Bookman & Bookman, 

2007a; P. Carrera & Bridges, 2005; Schult, 2006), and this promotion and its antithetical 

                                                 
3
 Here I am referencing the usage of the frame of self-help or empowerment, the idea of active personal 

agency both as a value and as a presumptive responsibility (e.g. Giddens, 1991), which is distinct from the 

analytic breadth of theories of agency, as negotiative, structural, or material (respectively e.g.: Cussins, 

1996; Farmer, 2005; Latour, 1987). 
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cautionary tale has appeared in television news stories and a plethora of news articles 

that popularized the term since around 2005 when it gained momentum.  

This period of development for medical tourism was concurrent with a period of 

increased attention to the healthcare crisis in the United States. During the period of 

focus for my study the percentage of United States citizens without healthcare coverage 

went up from 14.6% in 2005 to a high of 16.3 % in 2010, decreasing to approximately 

15.7% by the end of 2011 and then to 15.4% in 2012. That decrease followed the most 

notable result of the increased attention to the crisis, the implementation of the initial 

stages of the Patient Protection and Affordable Care Act (PPACA) (DeNavas-Walt, 

Proctor, & Smith, 2013). Though over this period the percentage of Americans with 

health insurance coverage did not increase (to a statistically significant degree) for those 

with private health insurance, those who were and remain most likely to participate in 

medical tourism. By 2014 polling and US Department of Health and Human Services 

data suggested a continued slow decrease in percentage without coverage. Notably 

increased coverage has extended into the population of healthy working adults who had 

been least effected by the PPACA in the first few years.
4
 The largest expansion of those 

now insured, and the largest part of those who remain uninsured are those living below 

the poverty line for whom travel itself is often prohibitively expensive despite cost-

savings for treatment (DeNavas-Walt et al., 2013). Because social service programs are 

more heavily aimed at the elderly and children, the highest percentages of those without 

healthcare are those aged 18-44. While the uninsured remain disproportionately 

Hispanics and African Americans, the largest percentages of the uninsured are 

Caucasian (DeNavas-Walt et al., 2013). Extreme poverty arising from systematic racism 

allows slightly higher rates of access to state provided healthcare decreasing the 

incidence of this particular marker of poverty for those with the fewest economic 

resources otherwise.  

According to the US Department of Commerce, in 2006, more than 63,000 

Americans traveled internationally from the US. While statistics on country of 

                                                 
4
 These numbers draw from Levy and Jenna, US Uninsured Rate Continues to Fall, March 2014; though 

the Kaiser Family Foundation, associated with the Kaiser Permanente, Commission on Medicaid and the 

Uninsured estimates based on the Census Bureau's March 2012 and 2013 Current Population Survey 

(CPS: Annual Social and Economic Supplements) that the current percentage of uninsured was actually 

closer to 15%. 
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destination were maintained, no consistent record was kept establishing how many 

traveled for medical care 
 
(US Department of Commerce, 2007a). Preliminary research 

on health care and broader culture in the US and the history and development of the 

American healthcare industry suggest that despite framing the crisis as new, there is a 

long history of policy conflict around healthcare (Doyal & Pennell, 1979; Dutton, 2008; 

Hoffman, 2001; Murray, 2007; Starr, 1982; Stevens, Rosenberg, & Burns, 2006). This 

perpetual, if cyclic, general healthcare crisis, and the antagonism it forms in public 

discourse, has in fact always compelled a small number of international travelers seeking 

unavailable kinds of healthcare across international borders - for example the foreign 

option sought by those in need of abortion particularly before the passage of Roe Vs. 

Wade.
5
  

The US Department of Commerce (DoC) prepares hundreds of industry 

summaries and information sheets annually, but has only recently begun preparing these 

documents for medical tourism. The few have that have been prepared have maintained 

an assumed direction of travel from outside the US to US healthcare providers as the 

dominant economic model for American business. In a recent market research sheet on 

travel from Mexico to the US, estimates remain tentative, based on the numbers of 

people flying using formal travel agendas through agencies that specialize in facilitating 

medical tourism services (DoC, 2006). These estimates suggest that there are more than 

120,000 annual visits to San Antonio, Texas, and spending in excess of $6 billion 

annually. The DoC data is based on trips that agencies identify as containing a medical 

or dental component. Both these DoC reports and my research suggest only a minority of 

travel is facilitated by these agencies,
6
 and the DoC data likely represents conservative 

estimates of the total number of travelers, while statistics and estimates of the inverse 

phenomenon - travel from the US to Mexico - are even less reliable (DoC, 2006). 

                                                 
5
 Though recent news has focused again on this issue in the US via interstate travel for access to 

reproductive medicine, and internationally it has been at issue in Ireland, those forms of circumvention 

travel are distinct from contemporary dominant use of choice because of stigmatization in an older moral 

model. While the historical use of the term “choice” is very visibly associated with abortion as an issue of 

medical access rights and personal sovereignty, it became part of that political rhetorical landscape 

particularly as an effort to cast abortion as an unexceptional medical procedure, and the self-determination 

of bodily integrity as a general and universally valid form of choice (e.g. Solinger, 2002). For further 

explanation of circumvention travel see Cohen, 2011, Circumvention Tourism. 

 
6
 DoC rates of travel by patients is based on voluntary reporting by facilitators. 
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Though more people may travel across the US/Mexico border, Singapore, 

Thailand and India represent the exemplars of the medical tourism phenomenon. India’s 

national program to establish the industry has led to more reliable accounting, with an 

estimated 100,000 medical tourists visiting India in 2006 (India consular officer, 

Personal communication, 2010). That represents a 20% increase above the preceding 

year and was more than nine times the 10,000 medical tourists in 2001. With an annual 

growth rate estimated at 30 percent, India’s medical tourism industry is approaching the 

scale of Singapore, a long-time international and regional healthcare hub that attracted 

150,000 medical tourists in 2006. The two countries attract consumers from different 

countries. Singapore acts as an Asian regional hub while India is developing an 

increasing market share of American and Western European travelers. The value of this 

market in Singapore is estimated at approximately US $350 million and projections 

suggest this will dramatically increase in the next few years (DoC, 2007b). The difficulty 

in assembling accurate numbers to describe the full extent of medical tourism can be 

seen in the comparison that in 2006, the Philippines launched a major national program 

to encourage medical tourism, but have no official count for that year (DoC, 2007c). 

While the above draws on a strictly quantitative data of the numbers of transits and 

estimates of health insurance, this doesn’t begin to enumerate the forms or experiences 

of travel that are not being counted.  

Tourism studies challenges simple definitions of “tourists” as short term visitors 

and whole collections of essays center on the complexities of the distinction between 

tourists as isolated individuals and the practice or process of tourism as instantiated in 

the act of a single tourist (e.g. Abram, Waldren, & Macleod, 1997). Like tourism more 

generally medical tourism as an individual practice hinges on long term, and structurally 

enabled, patterns of travel arising from transnational communities and institutional 

connections. While the individual trip of a medical tourist may be brief, increasing 

structural support and participation by governments and non-governmental organizations 

have shaped the practice to have lasting impacts on institutions and paths of mobility  

(Connell, 2011; Crooks, Kingsbury, Snyder, & Johnston, 2010; Ormond, 2013).
 7

 The 

                                                 
7
 These informal systems existence within longstanding transnational circuits parallels documented forms 

of informal economy (Ulysse, 2008) and service related tourism (e.g. sex tourism in  Brennan, 2004). 
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literature on medical tourism suggests that structural responses to circuits of patient 

travel are ad hoc, or responsive to informally established transnational patterns, often 

because circuits of travel conform to traditional paths of travel and transnational flows 

(Adams, Snyder, Crooks, & Johnston, 2013; Bookman & Bookman, 2007a; Cooperman, 

2007; Gentleman, 2005). Despite the frequency with which medical tourism fits into pre-

existing patterns, it has developed, through repeated media and intersubjective 

construction, a distinct industry form and established new non-temporary forms of 

contact.
8
  

The work of understanding the growth of this industry requires drawing boundaries 

between the phenomena of medical tourism and other reasons for and forms of travel to 

demonstrate its existence. The demonstration of the existence of medical tourism and 

analysis of the practices starts with a discussion of the phrase “medical tourism,” both 

because it is an identifier used by many of the participants in this arena and because it 

offers an artifact (linguistic as well as material) upon which to center analysis.
 9
   

Scholars researching this nascent arena (or industry) refer to this phenomenon and 

the patterns of practice it enables by a variety of different names emphasizing different 

aspects such as medical travel, health travel, medical mobility, and as healthcare service 

seeking, depending on their discipline and the scale of their analysis. The variety of 

academic nominalism arises in part due to disciplinary or theoretical commitments, 

discussed in the next chapter, and in part in order to have a contrasting frame to the one 

used by participants. This diversity of perspective is useful, but little synthetic work 

across disciplines has been performed. Similarly, various discussions of “medical travel” 

promoted as a term within academic Health or Human Geography focus on the greater 

accuracy of travel relative to tourism as a description. Due to researchers’ concerns for 

spatialization, they refer to the nature of the phenomenon across space as travel, rather 

than interrogating why the term tourism has been widely adopted. For geographers, the 

                                                 
8
 Connecting this to the discussion in “trading” and  “contact zones” in knowledge formation, this is the 

sort of boundary work that occurs in the responses to “friction” as an idiom popularized by Anna Tsing 

(2004). 

 
9
 The materiality of language here is important because statement and text are different (Barthes, 2013). 

This difference draws on the distinction between text, material and polysemic instantiation, versus 

iterative practice of language, the moment of use in which contemporary usage and form shape how one 

hears interactively, which is variable not only over time but by individual (Barthes, 2013; Hall, 1997). 
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nature of medical tourism is an expansion of scale both in distances regularly traveled 

and the variety and number of communities involved, rather than a reconsideration of 

medicine and as such is more accurately defined as medical or health travel.
10

 Despite 

the other options of terminology by which an analyst may describe the travel of patients 

and increasing globalization of medicine, I suggest that the importance of medical 

tourism is specific both as an idiom and a frame or object of analysis. The internal use of 

the term medical tourism has expanded within the last decade both among media and 

facilitation professionals, but also among patients and potential patients, with little 

public criticism of the oddness of the juxtaposition.  

This pair of words, medical and tourism, has been effectively appropriated as a 

specific label by and for the industry itself, and this active selection and use of a pair of 

contradictory terms is in and of itself a core object of this dissertation. The active 

rhetorical functioning of the term medical tourism and its intentional use in public 

statement by individuals serves as an incitement to understand how it has formed as 

discourse, and how its use or presence is distinguished from other terms and conceptions 

of healthcare provision. How does this phrase differ in meaning and represent the 

thinking of participants differently than “global medicine,” “medical outsourcing” or 

“medical travel”? To what degree does this choice exemplify a set of underlying changes 

in how “participants” are considering medical care and travel? I use the possibly 

inaccurate term participants here because the term’s use has become broadly accepted, 

appearing in US congressional hearings, destination site policy documents (including 

those of Indian and the Philippines) though not in formal regulation, as well as among 

patients individually and advocacy or critical institutions such as facilitation and industry 

promotion agencies, hospitals/clinics, and television and media representations. 

What first interested me in working on medical tourism was the colloquial 

antagonism inherent in these two words - the idea of a voluntary and pleasurable 

activity, tourism, combining with what I saw and to a large extent still see as the non-

voluntary and highly unpleasant activity of being a medical patient. This led to other 
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 A good example both of this emphasis on scale as well as a rich concern with the underlying concern for 

care and details of the phenomena is Meghann Ormand (2013). In which the analysis consistently refers to 

the phenomena of medical travel or “medical mobility” despite an empirical focus on the institution of 

“medical tourism.” 



 

 24     

topics, including a fascination with the differences between instantiations of medical 

tourism in local and variegated medical practice and the availability, limits, and 

burdening of local care provision on traditional medicine and healthcare systems that it 

represented. At the time, and to some extent today, a majority of the writing about 

medical tourism and the United States has focused on India as a destination, and in 

initially reading about the broader phenomena I wondered why people would so heavily 

favor this particular destination. This curiosity shifted when I found an alternative site 

that was and, despite my limited efforts, remains largely unstudied - the Philippines. 

I gained a specific interest in the Philippine medical tourism industry after 

reading a Philippines Business Week article published in spring 2005 that described 

President Arroyo’s announcement of the expansion of government efforts to develop a 

market sector in the international trade in healthcare services. It was not this intention 

that surprised me; rather, it was the inclusion in the article of her statements that the 

Philippines would model its program on the Indian program, while specifically 

denouncing the possibility of becoming a regional medical hub with an equivalent 

quality of medicine to Singapore. This was a sharp contrast to American political 

rhetoric at that moment. In the midst of George W. Bush’s second term as President of 

the United States, it struck me as perhaps amazing honesty, but more specifically as a 

brazen disregard for the rules of nationalist rhetoric I expected from a sitting president. I 

wondered what it said about this country that the president would not only acknowledge 

shortcomings in a speech, but would actively describe a neighboring country as better 

and insurmountably ahead in the race to development, at least in the realm of medicine. 

There was something particular in that, an aspect of the politics of the Philippines which 

seemed utterly foreign to me as an American. What comes out in the statement is a 

different perception of national identity, and a rhetorical strategy that expresses 

limitations to the choices the nation can reasonably achieve, a rhetoric contrary to the 

optimistic or unlimited choice expressed in most American political discourse. 

I became interested in the globalization of medicine in the model of medical 

tourism, not only because it tied together the United States’ and Philippines’ different 

political rhetoric, but also because it struck me that something had changed in the 

contemporary American political rhetoric around medicine to allow it to form as an 
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industry given the dominant rhetoric of US medicine as the world’s best. I was 

particularly intrigued by the gap between an increasingly common assumption made in 

print media - that medical tourism was a natural and “no big deal” outgrowth of 

economic and political globalization - versus the sense that this was an extreme practice 

that contained an element of desperation or inappropriateness as patients went such long 

distances to seek care as represented in visual/entertainment media and in my first 

reaction. How these two contending conceptions were negotiated and portrayed inside 

the industry and in public perception seemed to involve active efforts by participants in 

considering competing concepts of appropriate forms of healthcare, regimes of 

governing, and senses of individual rights, particularly as demands for choice and care 

interacted. 

 First and foremost for consideration is the concept of choice, naturalized in the 

consumer market model that has been increasingly prevalent in recent years. “Choice” 

was clearly leveraged by the language of tourism, despite the fundamental constraints on 

choice that often accompany health problems.
11

 This concept of choice is mobilized 

differently to justify participation or to legitimize the practice of travel by patients 

despite concerns in various fields about the dissemination of responsibility and expertise 

in medicine. While it remains impossible to eliminate the importance of doctors and 

other trained personnel in medicine, this ongoing dissemination of aspects of the expert 

role, is central to both the literature on biomedicalization (Clarke et al., 2003), and the 

widespread public discourse on medical reform and the new rights and roles within it.
12

 

These shifts and responses have been part of professional dialogues on malpractice 

reform, patient’s rights, and bioethics since the 1960s and proto-ideas for much longer, 

but seem to have changed in reference to medical tourism. In this figure of the medical 
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 Here I should mention that I share a skepticism towards choice, because of its ability to make invisible 

the marginality of those who do not have a choice available. The invisibility of the limitations on choice 

appears generally associated with neoliberalist choice (Harvey, 2005), as well as in particular in the 

abortion rights debate (Solinger, 2002), and the broader domain of the global women’s health movement 

(Turshen, 2007). 

 
12

 This popular discourse about the place of the individual is discussed more later in this work, but takes at 

least two distinct discursive and practical forms, one centering on patient advocacy (either as an 

institutionalized form, or as self-advocacy) or as a move towards self-help and  personal health efforts as a 

cultural shift.
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tourist presented not as suffering even greater hardships during a time of illness but 

rather as a logical market actor, choice seems to demand close attention.  

There have at different times been a variety of procedures and forms of medical 

care that drew people across borders, one example being plastic and aesthetic surgery. 

The provision of elective cosmetic surgery across borders began in the 1950s as the 

medical procedures it involved were popularized but stigmatized; thus like forms of 

institutionalization that required travel to avoid stigma, the plastic surgery industry from 

its origin often involved travel to permit the camouflaging of the purpose of travel. This 

plastic surgery travel is still a common form of medical service seeking travel, and was 

once dominant prior to the idiom of medical tourism. But generally the industry 

definition of medical tourism emphasizes non-cosmetic forms of care. Current medical 

tourism industry insiders interviewed prevalently discuss the examples of orthopedic and 

cardiac surgeries or dental work, that use not beauty or self-image as ideals of self-

improvement but ease of symptom or suffering, cures of ailments, and somatic 

experience. Discourses overlap between travel for plastic surgery and medical tourism 

more broadly, but even the discussion of plastic surgery is shifted more explicitly into 

the language of medicine. Seremetakis (2001) has noted how this is a transnational 

extension of  what of Foucault calls “care of the self”  (1988, p. 43). The individual task 

as a consumer and owner of self is seen to extend to the crafting of the body even when 

economic or personal reasons demand travel to accomplish this self-shaping. How could 

the “choice” to travel thousands of miles to seek necessary medical treatment be any 

more a visible example of the structural conditions that constrain subjects' choices?  But, 

the concept of the care of the self does not traditionally apply to the seeking of surgeries 

that can be considered necessary for health, rather for the maintenance of normal or 

betterment. Foucault wrote about self-perfection as part of the ongoing cultural shift 

toward self-discipline, but the project and the making of the self in medical tourism was 

discussed openly not as a disciplining but as an emancipated and empowered subject 

choosing better quality of life. 

Particularly in the United States, the concept of choice has taken on a hallowed 

air, and as a frame has appeared widely mobilized across the political spectrum. But the 

concept of choice is multiply understood, and in some sense the conception of choice as 
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an essential good is reactionary in an era of decreasing political effectiveness of 

democratic participation in the face of increasing stratification of wealth and power in 

the hands of the elite. In essence this dissertation asks whether practitioners of medical 

tourism reify the concept of choice in the face of that choice’s side effects, or by 

conceiving a choice they are allowed to ignore or mask any stigmatization or negative 

side effects of the lack of other choices. Zizek (2012, p. 43) refers to something similar 

as “negative choice.” The concluding chapter focuses on the problems inherent in our 

language of choice, the underlying presumption of sovereign choice by subjects, and the 

possibility of an alternative language articulating different kinds of choices and focusing 

on options as systems for choice making. By making the transition to explicit 

recognition of the options among which choice occurs we can potentially make plain the 

tactical reasons for individual choice more clearly, and we may draw attention to 

structural impediments or lack of options that would be made invisible by the simple fact 

of choice. 

Within the discussion of choice I consider context and negotiation across sites 

essential, preferring not to engage in what is often central in scholarly accounts, namely 

the individual decision making process in which these discourses and practices of choice 

are implemented. In this sense this is a project of identifying competition within 

negotiation of hegemonic power, the competing ideologies of choice at work. The 

individual subject, healthcare seeker or medical practitioner is not central to this work as 

it may be to anthropological literatures cited. The realities of lived experience form and 

practices include the discursive, and it is discourse that is represented in the shared 

aspects of multiple subject experiences, defining their social position and offering a key 

component through repetition of how those individual experiences are formed. My 

decision to focus on choice responds to a longer discussion of agency and structure and 

of the forces that define individual action, but one key point of specificity in medical 

tourism is that the discourse and practice entails global or multi-local scale and contact. 

Medical tourism is characterized, often arbitrarily, as global and distinct from local 

medical practice, as well as distinct from any local variation, or elements that may affect 

choice. This is to say that when proponents describe medical tourism they have access to 
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discourses in the word medicine that permit them to define it as part of high technology 

medicine, the credibility of science as placeless (Clarke et al., 2003; Cook, 2007). 

By disaggregating medical tourism through this discourse from messy local 

practices, the medicine practiced is not that of the local practitioners; instead it is the 

familiar technological medicine represented in all sites. This claim of universality of 

medicine is discussed more in later sections but it forms a particularly important balance 

to the discourse of choice represented in the word tourism. Despite an increasingly 

globalized system of production of knowledge and technologies, local variation in 

medical practice would affect perceived justification for travel as quality of local care 

would be more centrally at issue. Along with the discourse of medicine broadly 

speaking, local practice is largely made invisible by narrow reference to technologies of 

medicine shared between sites. Representations of medical tourism in imagery, or 

descriptions and personal accounts of travel focus on the technologies themselves; 

images of an MRI or X-ray machine are presented as universal to the medical 

experience, especially in the earliest active promoters (20/20 Special Report, 2008; 

Schult, 2006; Woodman, 2008). This is boundary work dependent on the discourse of 

science as universal, written into the trustworthiness of its machines (Knorr-Cetina, 

1999; Latour & Woolgar, 1979). No matter where they are, if they show an MRI or an 

X-ray then that is a familiar symbol. A significant attention is focused on legal and 

regulatory risks to patients as aspects of local variation in different jurisdictions, but 

little is discussed about other variations. Patients ask and are told by facilitators, doctors 

and media representations that language barriers and price are the important differences.
.
 

That, at least, is the dominant public discourse, despite the importance of context and the 

interaction of difference and diversity, which is the subject of vast bodies of study in 

almost every academic field, as well as regulatory and policy arenas. 

I suggest that within this negotiation of uncertainty or difference in medical 

tourism the use of technology to eliminate perceptions of difference and diversity has 

been a widely used strategy that builds on a long tradition in western technoscience of 

the use of what Donna Haraway calls the “god trick” (1991) or the representation of 



 

 29     

technoscience as value-neutral and universal.
 13

 As an STS scholar I am skeptical about 

the dislocation of any system of knowledge and material as something with-out rather 

than with-in culture.
 
Although in the present we do not know what components of 

technoscience will be evaluated as harmful in the future, the nature of technical systems 

and constituent technologies as the product of human consciousness and effort makes it 

inherently linked to social process and systems of power in ways that demand attention 

even as people naturalize and minimize their social constitution in order to support their 

interests. Technology has supported the interests of one group for profit or power too 

often to be accepted as benign and neutral (Mumford, 2010; M. R. Smith & Marx, 1994; 

Winner, 1986). 

Thus following the commitment in Science and Technology Studies to view 

privileged systems of science as culturally embedded, I view medical tourism’s use of 

technology and practice of biomedicine as a component in a widely diverse 

sociotechnical system of healthcare provision. Medical tourism forms an arena in which 

technical and colloquial ideas are negotiated in the push and pull of ideas about choice, 

difference, travel, and technology. Medical tourism is thus also an arena for the 

negotiation of discursive formation, where alternative versions and visions of the world 

clash and converge (Clarke, 2003; Felman, 2003, pp. 21–22). In this sense discussion of 

the discursive constitution and ongoing formation of choice and neoliberalism are 

attempts to fix the evolving or ever-changing. Each incidence of negotiation participates 

through its textual, material, and dialogic efforts in changing the cultural landscape even 

while it uses comparatively stable shared cultural references. As a result of this 

negotiation the texts and statements offer different readings to be reinterpreted and 

different usages in different moments of negotiation. As participants use ideas and 

justifications they encourage or discourage and build up further references that enable 

and constrain the future uses of those ideas. As patients and entrepreneurs sought to fit 

travel for healthcare into the available frames and justifications, they found different 

ones at different moments, redrew boundaries and adopted different meanings as the 
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 While Haraway has touched on this idea of perspectival authority and epistemology (of standpoint) 

across multiple works, an explicit articulation of the referential language of the “god trick” occurs in her 

rhetorical reading of Shapin and Schaeffer and the idea of a modest witness (2005).
 

 



 

 30     

cultural references changed. Early use of medical tourism may have emphasized 

traditional touristic activity, but as its nominal use and justificatory system were 

reiterated, it has changed and in some small way in turn changed the cultures within 

which it is imbricated.  

Promoters of medical tourism are not aware of their use of neoliberal market 

logics, or their leveraging the perception of universality of medicine, but are aware that 

social change has occurred. Many are articulate in the language of globalization. Six of 

my interview interlocutors specifically cited globalization and passage of the General 

Agreement on Tariffs and Trade (GATT) as a key regulatory moment in establishing 

medical tourism because, among the varieties of trade it encourages legally, is the trade 

in healthcare services. Their awareness of globalization and belief that it has caused the 

growth of institutional interaction across sites, offered no clear explanation for 

stimulation of demand for medical tourism among patients, but was clearly seen as 

framing the economic opportunity for it among facilitators and promoters. 

Ten years ago the term “medical tourism”  was used to denote a critique of a 

form of medical philanthropy in which privileged but naive and often poorly prepared 

medical practitioners traveled to care for patients in the developing world (Bishop & 

Litch, 2000). The well-intentioned movement of doctors across borders often failed in 

practice because the doctors had little experience with infectious disease and other 

conditions necessarily connected to poverty and geography. Critiques of that generation 

of medical tourists continue today but fail to draw attention to differential technological 

and social development within medicine. Consumer demands of traveling patients as 

medical tourists who must be served draw attention, within the frame of consumer 

choice, to inequalities without mention of inequity. But the two phrases inequalities and 

inequity or the pairing of medical and tourism in fact denoted the tension between 

medicine and travel in similar ways. They offer a linking of medicine across space, and a 

question of the voluntary nature of the travel by participants in between. In the case of 

contemporary medical tourism, the patient is choosing to participate in medical care 

across distance requiring travel; and in the critical former use, a medical practitioner 

similarly chooses to participate in medical care across distance requiring travel. The 

emphasis in both is placed on the two components of choice and travel through the word 
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“tourism,” and the connection of these two elements within the domain of medicine. But 

between these two usages, the perception of this linkage as negative has shifted to 

positive or neutral.  

In an early phase of my research, I was able to speak to a couple who had 

traveled to South Africa on their honeymoon. In discussing wedding gifts for each other 

they had mentioned their shared desire for Lasik vision correction surgery, and while 

making the choice of honeymoon destination they had selected South Africa in part due 

to the low cost (and perceived) high quality of this medical procedure there. Following 

the majority of their honeymoon, they arranged to undergo this laser eye surgery one day 

apart so that they could serve as nurses to each other. The surgery is an out-patient 

procedure and required little aftercare, allowing them to use the same time off from work 

for relaxation, bonding, and medical service at a price that helped allay the cost of the 

travel. This is an almost paradigmatic logic within discussions of medical tourism by 

providers and organizers: the use of medical care to encourage participation in the local 

tourism economy, and inversely the use of a local tourism economy and marketing to 

grow the medical service industry. This couple may have been unusual by seeking a 

genuinely voluntary form of care or it may be that heart surgery and Lasik are 

comparable. They had heard about medical tourism via news reports and searched the 

internet, finding and arranging the procedure on their own. They did inform their 

primary physicians, but could not recall any specific discussion with their MDs of the 

impact of seeking this surgery overseas (which they had previously discussed getting in 

the United States). For this couple, the terms medical and tourism were accurate, and it 

is discursively constructed role of this sort that form a dominant discursive figure for 

individuals to emulate, within the medical tourism industry. The concept of the 

imaginary, used to distinguish a certain kind of discourse formation, reflects the shared 

nature of an imagined or understood aspect of the world - for example the figure of the 

wise doctor as part of a culturally informed knowledge held by a patient. While practices 

and participants vary, the perception of the practice is well described by this anecdote, 

and it demonstrates that relatively healthy patients will engage in a combination of 

practices that are traditionally conceived and acceptable within the roles and 

infrastructure supporting both tourists and patients. The term medical tourism offers a 
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lens to consider what has changed to allow social acceptance of medicine as increasingly 

planned in the ways one would a vacation, as well as  conceptualization of leisure travel 

as inclusive of medical treatment. The industry and practices that these changes entail 

exist across the use of the term and in discussion of the practice in its absence. The 

following conversation appeared in text between friends on facebook.com:
14

  

Sarah: (32 yr., SWF Planning a trip to California for a new job): “Also, I should 

probably start packing at some point, huh? I have no idea what to bring! And I 

went bathing suit shopping today and HATE everything!!! Is it too late for South 

American liposuction? What do I do for accessories!?!? I could fill the trunk 

alone. HELP. I am officially panicking”.  

Matthew (31 yr., GWM, the intended audience of preceding comment): “you 

should also see this Alice [referring to the mess of half packed goods].” 

Alice (31 yr., WF):  “Yes, you sent this to me and I wasn't quite sure why. It is 

NEVER too late for South American liposuction but I think we should go next 

year, on our trip to Bogota, after the birth when I need a little nip and a tuck.” 

When I asked the person posting about her conception of potentially being a 

medical tourist she responded with two statements, first that it was a joke. She “in fact” 

clearly “wouldn’t do that,” because it is “desperate,” referring to the plastic surgery, and 

then second, she expressed mixed feelings about whether medical care in Bogota would 

be of good quality. The interesting thing to me was that she didn’t dismiss the practice, 

simply that she (a healthy young attractive woman) would need to participate in travel 

for aesthetic surgery. Along with Sarah, an increasing percentage of the population are 

aware of the option of international travel for healthcare, or travel with the additional 

inclusion of healthcare, and believe they know what medical tourism is.  

In its contemporary usage, the term “medical tourism” arose as a media 

construction beginning in the new millennium to describe the voluntary travel of 

individual patients to receive medical procedures across international borders. Medical 

tourism is consistently referred to in media reports and by the inclusion of tourism as a 

reference as a voluntary practice and that for some reason the practice is distinct from 
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 Personal communication, transcribed May 19, 2009. The names of participants have been changed and 

text is used with their permission. 
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the forms of travel for care which preceded it. For example, while medical tourism for 

cosmetic surgery parallels travel patterns that existed before the turn of the millennium, 

the scale and detail of travel infrastructure has shifted. Many facilitators and certainly 

my interlocutors at the Department of Health in the Philippines minimize the import of 

cosmetic and traditionally elective surgery to this new medical tourism industry, and 

emphasize the new patterns associated with primary care procedures that would likely 

historically have been sought locally.  

In the decade from 1999 to 2009 estimates suggest that the number of people 

who traveled internationally specifically for the purpose of seeking healthcare rose by 

many orders of magnitude. For the first time in history, health insurance companies, 

traditionally bound to national borders, began to expand coverage for those who used 

hospital and healthcare facilities outside their national home and in some cases even 

incentivized travel because of cost savings. Lawsuits between labor unions, employers, 

and insurance companies brought minor attention, and the mention of the phenomenon 

in elements of popular culture proceeded to stimulate interest. Drawing on this 

increasing attention and participation, potential and actual destination countries 

attempted to discursively redefine themselves as appropriate targets for practical 

economic reasons as well as well as symbolic and nationalistic ones. This was a 

contributing logic in President Arroyo’s statements in 2005 (mentioned earlier and in the 

formation of the national initiative that is discussed in Chapter Six), the ability of the 

medical to shape national identity.  

For potential American medical tourists, the broad variety of potential destination 

sites presented an opportunity for nations to construct individual identities to appeal, and 

different nations used various techniques in response to a multitude of preceding factors. 

India, which already had infrastructure and international attention for the travel and 

existence of a large émigré community in the US, chose to focus efforts on developing 

the market for Global Indians, and only after that step advertising for non-Indian 

healthcare seekers. Indian national investment in medical tourism was predicated on the 

pre-existence of a private hospital industry providing for foreign and internal travelers. 

Indian healthcare provider Apollo Hospitals was an early adopter of international 

accreditations including the international management ISO 9001 standards certification 
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and Joint Commission International (JCI) at the hospitals they owned. For private 

companies such as Apollo Hospitals, the precedent growth of a private hospital industry 

serving wealthier Global Indians, as well as domestic patients, provided a made to order 

system and advertising for medical tourists along with “global Indian” émigrés who 

already viewed it as an appropriate site for healthcare. Describing Indian-Americans 

perception of healthcare, Saran (1985)points to a repeating theme of care that  “some 

question the wisdom of American doctors and feel they are not as concerned and caring 

as doctors in India” (p. 44) and focus this on identity building and balance through the 

maintenance of active as well as travel ties back to India (p. 37). The comparison of their 

own caring system and the foreign, particularly American, competitors became an 

essential advertising point in medical tourism (20/20 Special Report, 2008; Schult, 2006; 

Woodman, 2008). The successful focus of effort on the advertising and support for a 

preexisting for profit healthcare system led to a much expanded profile without 

reinvestment in the healthcare system per se. By contrast, in the Philippines, where a 

lower international profile and smaller private healthcare system existed (exists), greater 

emphasis has been placed on the general expansion of tourism visibility and the growth 

of administration and oversight for existing services without the development of a 

national healthcare brand. In part due to these general differences, dramatic differences 

in the demographics and viability of the industry have developed. The Indian 

government, working with larger corporate healthcare companies such as the Apollo 

hospital chain, has seen an expanding recognition of the quality of healthcare as a central 

device for the economic growth of the industry, and has encouraged industry growth for 

specific medical tourism. The Philippines has more modestly focused attention on the 

development of a national tourism brand and as a result relies on incidental medical 

tourism from vacationers as the primary form of medical travel.  

  Departing from the United States, to see what form healthcare seeking and 

medical tourism was taking in selected representative destination sites, I had little 

knowledge of the dramatically different formations of the public/private model that 

existed in the two cities I would be visiting as representative of the countries. At first 

glance, Manila, Philippines, the national capital and Chennai, India, the so-called 

“medical city” of India, share many structural aspects both in relation to healthcare 
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provision and appearance. Both are large metropolitan areas that would be described as 

underdeveloped and both have extensive infrastructures (social and technological) that 

are pushed past their carrying capacity by dense and growing populations. Both India 

and the Philippines have national health plans with provision for both public and private 

medical resources, an English language educational system with heavy emphasis on 

American technical advances, and both countries maintain strongly neoliberal policies 

regarding economic development. Both nations have long colonial histories and were 

sites of comparatively recent independence movements. There is a great deal in 

common, but it is the details of these histories that separate them. The formation of 

medicine, of medical tourism, and of national identity that currently inhabits these two 

spots on the globe is a product of who colonized them, of what their religious traditions 

were, and of the political choices made at independence and many other contingent 

moments. These histories are recorded in contemporary discourse and in the cultural and 

material landscapes that form the peoples and social space of these cities and the 

response of experts to differences in development have led to different response and 

opportunities. For example the transformation of ‘underdeveloped’ to ‘treatment naïve 

populations’ that perform vital roles in pharmaceutical research (Petryna, 2009), or the 

prioritization of stem cell therapies (Song, 2010), as well as neoliberal restructuring of 

medical research in hospital settings in India (Valdiya, 2010) all involved leveraging 

ideas of development for business purposes. In particular the desire by nations perceived 

as less developed to appear more developed through promotion and development of 

cutting edge and high tech medicine, while also advertising increased personal care 

affordable because of differential economic development. 

Speaking to a Filipino doctor and an Australian expatriate living in the 

Philippines, nearly the same words appeared: “they just don’t have the technology to 

equal Singapore,” and left unsaid was that in turn there was no comparison to the US for 

the same reason. This conscious comparative use of medical technology to stand in for 

development represents nothing new. Access to technology and control of the means of 

production have been visible tools of colonial power and markers of development since 

the global textile revolution centuries ago or even earlier. But the shift from production 

technology to service economy forms of industry include the medical sphere, and the 
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active attempt by political and business leaders to shape perception using medical 

technology as markers of development seems a response to the shift in priority and 

prominence granted to non-manufacturing economic sectors. 

As the dominant economic form has changed international trade and migration 

patterns have accelerated, this has focused attention on a reconceptualization of the 

world as interconnected. Analytic idioms of globalization and transnationalism focus on 

encompassing the shift in influence that this increasing scale of life has had on social 

systems conceived traditionally as localized. Similarly increasing attention to those 

actors that reach across state borders, including corporate and non-governmental 

organizations are seen as having increasingly broad impacts in 
s
haping social life. This 

broadening view of transnational phenomena has shifted back and forth in its assessment 

of the cause, sometimes primarily seen as the result of emigration and formation of inter-

national populations, or enablement by technologies that allow rapid transit and 

communication (Harvey, 1992; Jameson, 1991; Tsing, 2004). I draw a specific example 

in the reapplication of patterns seen in the globalization of science during the global 

colonial era, particularly in the linkage of science in that historical form to a specific 

colonialist value system (Anderson, 2006; Cook, 2007). Like that earlier era, medical 

science today is exchanged in connection to a value system, in this case based on free 

market logics.  

Important in the development of this further notion of transnationalism is the 

conception that has arisen of a multiplicity of components within previously aggregated 

conceptions and discourse, for example the discussion of multiple “regional 

modernities,” by Sivramakrishnaan and Agrawal who suggest that analytic purchase and 

reevaluation come from disaggregation (2003, p. 2). This active disaggregation as 

strategy conforms to what Bourdieu describes as “regionalist discourse is a performative 

discourse which aims to impose as legitimate a new definition of frontiers” and through 

disaggregation questions values and priorities (Bourdieu, 1991, p. 223). Bourdieu offers 

a modification for the sorts of logic that Sivaramakrishnaan and Agrawal argue for. 

Bourdieu suggests that an alternative conception of localized and heterogeneous 

development/modernity as interlinked and not wholly separate. Bourdieu emphasizes the 

multiplicity of fields within communication rather than in isolation. While Bourdieu’s 
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emphasis is distinct, Sivaramakrishnaan and Agrawal do connect the multiple, the 

disaggregation as technique would provide visibility, and development is then seen as 

“layered acts” that are imbricated in the discursive construction of global modernity and 

development discourse (Sivaramakrishnaan & Agrawal, 2003, p. 5).  

In a later chapter I draw a technique and language from classical rhetoric to 

distinguish one part of the relationship of choice and medical tourism utilizing three 

related rhetorical roles that exist for and within the specific phrase/idiom of “medical 

tourism.” In classical rhetoric these three related concepts may at times be 

interchangeable describing different forms of the same thing: metonymy, synecdoche, 

and euphemism, all forms of metaphor. These form three key narrative/rhetorical forms 

by which the author/rhetor/speaker manages multiplicity of language through the use of 

reference, the use of part for whole, the connection of small to large, and the substitution 

of one for another. In particular I mention this because I use this discussion of rhetorical 

devices to engage with the conflict of emphasis between Sivaramakrishnaan and 

Agrawal or the demand for more integrated languages in Bourdieu. They describe the 

same process of seeing components within a complex field independently, with 

Bourdieu arguing that the smaller component’s analysis adds to understanding of the 

whole, while for Sivramakrishnaan and Agrawal the emphasis is placed on breaking 

open the smaller components without losing referentiality to the whole broad spectrum. 

This distinction of interpretive relationship between part and whole can be seen in the 

use of metonym and synecdoche, in that they offer similar tools to describe where the 

emphasis lies not in an ontological relationship but in a rhetorical one. For Bourdieu the 

emphasis is on understanding of system, the multiplicity of small locals are defined by 

the whole, whereas for advocates seeking to legitimize the local the reference to the 

system as a whole is reversed. In looking at choice and medical tourism I seek to draw 

out this same multiple perspectives on relationship, in each moment the two are linked 

but if emphasis is placed on one side of that relationship the appearance and meaning 

changes. 
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2. Choices in Reflective Research Practice 

2.1 Methods: Reflexivity as Methodological Practice  

The methods presented herein have no more proper name beyond “Discourse 

Analysis,” which in and of itself represents a variety of methods and a diversity of 

theoretical positions. Within the broad category of discourse analysis, the subject of 

analysis is discourse, a social material, which forms in and is reproduced across the use 

of communications interpersonally and within documents or other solidifications 

(Dreyfus, 1982; Foucault, 1977). Discourse is not simply communication, but rather is 

taken as constitutive of systems of meaning and social facts within their activity and 

negotiation. The broader theory of discourse is discussed in the second chapter in order 

to frame the discussion of definitional and linguistic/rhetorical work done with the term 

“medical tourism”. Rather than focus on the theoretical work surrounding discourse 

here, what follows is a brief description of methods as work practices completed in the 

course of my dissertation research. This is not a comprehensive discussion of the actual 

practices of my work and the contingencies, contexts, and choices that brought my 

dissertation from the course paper it began as to the finished product, but it serves as a 

more reflexive and accurate description of methodology in practice than a more formal 

description. 

2.1.1 Reflexivity as Methodological Practice 

But, far from seeking to produce thereby, as one might fear, an effect of closure, 

by imposing my interpretation, I intend to subject that experience, set out as 

honestly as possible, to critical confrontation, as if it were any other object. I am 

well aware that analyzed in that perspective, and as is appropriate all cases, in 

accordance with the ‘principle of clarity’, all the moments of my history, and in 

particular the various choices I have made in matters of research … (Bourdieu, 

2008, p. 1)  

In the spring of 2006, at the end of my first year of graduate study, I accompanied a 

fellow graduate student and a faculty member to lunch where we were to have 
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contemporaneous but separate meetings regarding potential projects. I do not recall the 

project that I wished to discuss, but at that meeting the faculty member mentioned to my 

peer that they might be interested in working on something he had recently seen in a 

headline. “Medical Tourism,” he said, was a new arrangement of travel of patients from 

the United States and other Western sites to less-developed countries and represented 

something novel for those interested in inversions of traditional relations in healthcare. 

He saw medical tourism as a way to look at the connection of alternative and 

complementary medicine with clinical medicine,
15

 an interest of the other students at that 

time. In that meeting I said something akin to “that is neat” and proceeded to forget 

about the whole thing for a while despite the cognitive dissonance that the phrase 

“medical tourism” had inspired in me, seeing nothing related about the two words. A 

semester later, in need of a term project, I recalled the discussion and began a literature 

search of academic databases and media/news sources online. For better and worse I’ve 

lived a significant portion of the years since that time working in, on, and with the idea 

of medical tourism. 

 Having briefly narrated my discovery of medical tourism as an object of study I 

should explain that this sort of narration is not simply an attempt at rhetorical efficacy, 

but also a response to the demand for what Bourdieu referenced as the “principle of 

clarity” - the idea that, much like the ideal of the hard sciences(1992, p. 22), a scholar 

develops the properties within their work to demonstrate its construction and, to 

maintain that work in a way that continues the conversation, rather than develop an 

“effect of closure.” In this section I will describe my research methodology and attempt 

to justify the use of mixed methods within an interdisciplinary project. It is important to 

note that the form of this methodology section is more narrative than is traditionally 

found in dissertations and I would like to begin by explaining the form of the following 

                                                 
15

 I attempt to maintain the more colloquial language of “medicine” in reference to Western medicine 

based on scientific biology, as opposed to the technical distinction of “allopathy” in part to maintain the 

connection to the theoretical language of biomedicalization throughout this work (Clarke et al., 2003). It is 

worth noting at this point that while medicine is less specific and may include a variety of practices, both 

scientifically authorized and those within alternative medicine which reside outside the scientifically 

validated, here medicine refers to its colloquial use, focused on a doctor, usually a specialist, in a certified 

and formal space for clinical practice. This distinction will be discussed more in the section on defining 

medical tourism wherein the scope of my study is explained as narrowed, somewhat artificially, to certain 

kinds of medicine.  
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narrative as a response to the demand for reflexivity and “clarity.” Reflexivity as a goal 

in research is about recognizing the limitations of objectivity as direction from nature, 

recognition that researchers will make choices, and in being open and reflexive about 

those choices, they may minimize falsity. Choice, and the evaluation or analysis of 

choices are made meaningful when the context and options are understood - this is 

central to the scientific commitment to openness/transparency/reflexivity/falsifiability 

(Bloor, 1991; Popper, 2014; Restivo, 1994). Choice is not the language used in science, 

and in science choice presents a key difficulty because a lack of vocabulary and 

articulations for choice works against efforts at reflexivity. It is through our 

understanding of process that choices are made transparent in science, not so much as 

intention, but for outcome to permit replication, process has to permit access to choices 

made. 

In Science and Technology Studies (STS), a founding element drawing on the 

sociology and philosophy of scientific knowledge is a discussion of the place, 

limitations, and importance of reflexivity in the scientific method and scientific writing. 

This turn towards reflexivity in science studies and STS was particularly influenced by 

David Bloor (e.g. 1976) and the Edinburgh school of social scientists with whom Bloor 

was in discussion, who sought to demand “symmetry” in social analysis. By symmetry, 

Bloor meant that in order to be valid and comprehensive, social analysis must be both 

interpretive of failures as well as successes in equal part, as well as balancing interest in 

both the product of research and the context and situation within which research and 

knowledge arise. The ideal of reflexive symmetry offers an ideal of self-reflection in 

STS as well as a methodological concern in the process of research of others. This lack 

of self-reflection is in and of itself a historical product of the need to perform 

“objective,” or at least rhetorically successful, work while critiquing the naturalization 

and mechanisms of objectivity. Bloor in fact distinguishes a bad “personal reflexivity” 

from a good “disciplinary reflexivity” within his 1976 work, and suggests that the  

personal is not necessary, in fact representing something of an aporia or trap leading into 

conversations on relativism and subjectivism. For focus on the difficulties of performing 

reflexivity while establishing objectivity in research, Malcolm Ashmore (1989) draws 

attention to this discord, and comes down on the side of reintroducing personal-scale 
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reflexivity. His book on the subject presents a series of cases in which attempts were 

made, all of which would likely have been better modes than self-referential narrative, 

which regrettably comes most naturally to me. Biagioli (1996) describes contingentism 

as an alternative to consideration of these issues as relativism and my basing the 

following section on the ideas of my choices and their place as contingent upon 

conditions responds to this as an inherent defense from accusations of subjectivism. 

Bourdieu and Wacquant, in An Invitation to Reflexive Sociology (1992) discuss the 

importance of reflexivity in many ways but emphasize the value for the scholar of 

looking at both the object of study and objectivization, the process by which the object 

of study is created or marked. They suggest that the object itself must be considered 

reflectively and that reflexive study is core to the epistemology (and more broadly social 

analysis) of the fields doing the studying and objectivization (e.g. p 254). This dual 

reflexivity about process and reflexivity about content is important because scholars and 

writers were integral to the construction and popularization of the idiom and practices of 

medical tourism. That the producers of documents and discourse about medical tourism 

encompass groups to which I belong could potentially provide a limitation, a blind spot, 

to my analysis of the object of study. Without reflexivity I would likely have been 

writing only about facilitators and newspapers, without meeting the desire for Bloorian 

symmetry of including social scientists into the subjects studied in this dissertation. To 

then make the reflexivity invisible demonstrates a traditional process, but one which 

seems damaging to the validity and ethical acceptability of the product of research. 

Reflexivity is a practice, and while it may or may not require the personalization 

that Bourdieu attempted in the Sketch of Self Analysis (2008), it presents a model which 

parallels in some ways a traditional acknowledgment of the author’s place in the written 

product of ethnography. While I cannot claim to have performed primarily a method of 

participant observation, I believe that the practice of reflexivity in writing, the inclusion 

of the researcher in the text, represents a component of the methodological process as 

outlined by Bourdieu, and in compliance with the best part of sensitivity to participation 

in research design which has become part of the anthropological and ethnographic 

traditions. 
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2.1.2 Choices are made, research is written. 

There is a similarity in substance between a discussion of methodology and an 

apologia in theological writing and historical use. The apologia is a formal explanation 

of the reasons, reasoning, and steps of a position or in defense of actions. If the reader of 

this section chooses to forgive me a priori for my choices, they may choose to skip to the 

next section which offers a schematic of the methodology separated from my narrative 

description or apologia. 

Following my decision to study medical tourism not as a set of practices but as an 

object of discourse, I had the awkward experience of being in conversation with three 

very different faculty regarding potential avenues and methods. Each faculty member 

had been trained in a distinct discipline: a historian with who works within the broader 

category of discourse analysis; a medical anthropologist with some Marxist-feminist 

sensibilities; and an anthropologist who had largely been working in the mode of 

sociology. One point of connection between the variety of fields that my committee and 

I considered was a critical interest in biomedicine and social justice, a connection that is 

frequently articulated as containing urgency because of the direct effects that inequalities 

and power relations can have when linked to medicine. The immediacy of relationships 

around medicine and the traditional understanding as illness as a state of exception 

suggests to authors that “…the dominant ideologies and social patterns in medical care 

are intimately related to hegemonic ideologies and patterns outside of biomedicine” 

(Baer, Singer, & Susser, 2003, p. 37). This immediacy allows medical practice to be 

particularly important as a site to understand society despite increasing complexity and 

globalization of the institutions and subjects of analysis. 

As Marcus and Fischer have described, multi-sited ethnography involves a process 

of following (Falzon, 2012; Fortun, 2001; Marcus & Fischer, 1986). Through the 

concept, money, patients and practices referenced in American media accounts of 

medical tourism between the United States and Philippines, the cultural sites of medical 

tourism combined forms of living culture: online, in print, and in geographic spaces 

across cultures. In order to create what may be a false parity between the material traces 

of these forms of living I do not weight one over the other. Direct observations of 

behavior and recorded utterances (whether from interviews or print sources and media 
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representations) are granted the same status as constitutive elements of discourse. While 

the sources of these elements, and to some extent what field they are drawn from, is 

marked for the reader, the conclusions I reached were based on the acceptance of their 

interconnection in a way more common to historically informed discourse analysis than 

to ethnographic methods. The distinction in that disciplinary sense is in part a matter of 

convention but is also partially a legitimate division between data that has remediated 

and translated through multiple levels of interpretation; this is a potential conflict in this 

dissertation that I cannot resolve. The pattern of practices and the general phenomena of 

medical tourism are worthy of a longer term project, in which discursive elements 

gathered from extended ethnographic work in multiple sites and rigorous 

historiographical study allow the problem to be avoided by providing not parity between 

the methods but full engagement with each. 

To each of my professors, the subject of medical tourism represented a very 

different object, and with each I was able to imagine a different project and 

methodology. While the historian and the anthropologist/sociologist both saw an 

institutional approach with an emphasis on the industry rather than a specific site as a 

possibility, the medical anthropologist suggested I focus on a specific site. The historian 

encouraged my predilection for Foucauldian discourse analysis, while the anthropologist 

suggested that in an institutional analysis I might be better off working within a 

Bourdieuian analysis of fields and the institutional practices themselves. The medical 

anthropologist pushed hard at the time for me to consider the theoretical frame to be a 

participant observation centered critical approach and all three thought because we were 

a department of Science and Technology Studies (STS) I needed to be careful to 

maintain a centering device within the discipline. At the time this was probably an 

examination about negotiation and multiple-constructions of technical and hopefully 

clinical elements. I proceeded to complicate the project by seeking to work on the 

Philippines, as mentioned in the introduction, where my interest in linking the project to 

the idea of development and broader political culture worried all three because it could 

have been a move away from canon STS. In the process of writing funding applications I 

focused on the industry construction, and the importance of medical tourism as a rapidly 

expanding practice placing demands on patient care structures and potentially effecting 
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clinical practice in both the destination and departure sites. At the time I had recently 

completed a methods course with an emphasis on the practices of multi-sited 

ethnography (Marcus & Fischer, 1986; Aihwa Ong & Collier, 2004) and saw the 

emphasis on transit and interconnection within that method as particularly appropriate to 

the study of medical tourism as it was a form on multi-sited trade. At this point I looked 

at a number of methodological theories while planning out an optimistic schedule of 

research and writing. In that idealized plan, two trips were intended for the Philippines (a 

pilot study and a primary study) and two periods of travel and field observation within 

the United States. I planned to use a grounded theory approach, drawing observations 

out of my fieldwork to determine key concepts and areas of investigation and I would 

incrementally work from these to applicable theoretical models as well as novel theory 

derived from observation. 

Necessity demanded that only a brief period of time be spent in the field, thereby 

offering incentive for a methodology that required or permitted shorter periods of travel 

and foreign study. I left for my pilot work in the Philippines optimistic but slightly 

unprepared, still imagining a traditional ethnographic process in which slow entry into a 

community allows cultivation of primary relationships with interlocutors, that would 

then snowball into a larger network of contacts through which a broad picture of the 

foundation and practices of medical tourism as an institution in the Philippines would be 

possible. On that trip I had plans to spend time in Chennai “the medical city” in southern 

India, as well as Bumrungrad Hospital in Bangkok, which is one of the highest profile 

medical tourism destinations.  

I moved into a guest house equidistant between a) the historical Intramuros b) the 

University of Philippines Manila Campus, and c) the US Embassy on the edge of the 

bay. This site seemed central for my purposes, and the neighborhood, Ermita/Malate, 

was symbolically appropriate as it was a tourist and expatriates neighborhood and 

therefore an appropriate trading zone in which to be engulfed.  
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I had not counted on the fact that the forms of tourism I intended to study were 

centered in the Baranguy of Makati,
16

 a significant distance away, nor that the processes 

of slowly cultivating informants and snowballing research is not at its easiest when one’s 

research period is abbreviated. In relatively short order, while still finding out the depth 

of corporate disinterest in complying with my requests for observation and interview in 

private hospitals, I was able to begin gaining access to interlocutors within the margins 

of the national government. I slowly worked my way through a number of tangentially 

connected functionaries, while desperation grew and I began interviewing anyone who 

was participating in the “tourism” industry. This meant primarily nurses and nursing 

students who did not work in a clinical setting with foreigners, and local neighborhood 

folks including members of a local Australian expatriate and transient community who at 

least were foreign and healthcare consumers. The age of the Australians within this 

community was between 45 and 80, which resulted in a more active group of healthcare 

users, significantly more active in seeking out local medical resources than the younger 

demographics of Australians who tended to cluster in beach areas rather than urban 

Manila. 

A fortunate connection through my sister-in-law led to a geneticist who knew a 

member of the public health community at the university, who led in turn to the staff at 

the department of public health. Around the time I was scheduled to depart Manila for 

the first time to see Bangkok and Chennai I was able to interview a number of lower 

level staff at the department of tourism which added an important symmetry to the 

framing of the work on medical tourism. (The more comprehensive contact with the 

department of health is mentioned again in a subsequent chapter.) Unable to find 

sufficient contacts at Bumrungrad to make it relevant, it is not represented in the final 

dissertation. Chennai, which was supposed to be more prominent as a counter-example 

case study for comparative analysis to the Philippines in the final dissertation proved 

difficult and a month was clearly not long enough to build a network of informants. 

While there I did find a number of professionals in the tourism industry, and a few 

doctors at clinics that served tourists, but the idea of a whole case study of original work 

                                                 
16

 The term Baranguy, often translated as neighborhood, is distinct and includes both a level of 

administrative district parallel to the U.S. level of county, as well as part of the cultural localism of 

neighborhood. 
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in Chennai was quickly eliminated as I returned to Manila to conclude the pilot study. A 

series of brief interviews later I was on my way back to the US, not quite sure what had 

been learned on my pilot study. 

In arriving back, taking into account financial and temporal constraints, I 

reconsidered the methodology of the dissertation and took stock. Over all I would tally 

up the trip: 

 

3.3 Months in Manila 

Semi-structured Interviews (Manila): 

2 groups of 4 nursing students- all desiring to work internationally 

6 MDs or Hospital based Nurses- all with experience of foreign patients but not  

  acknowledged as medical tourism practitioners 

2 National level Administrators (one an MD at the Dept. Public Health, one 

 at the department of Tourism with a background in marketing) 

5 Tourist industry professionals/business owner or managers 

1 medical tourism professional- low level  

3 Related professionals (Expat Lawyer working with the VA; and two retired  

College Professors with connections to international bio-sciences) 

Non-Structured/Conversational Interviews (Manila): 

 15 Expatriate Australians with patient experiences 

 12 Service Staff in the Tourism sector (primarily hotel workers) 

 + notes on conversations with many tourists and local residents who had no  

formal connection to tourism, medicine, or medical tourism. 

 

Just less than 1 Month in Chennai 

 Semi-Structured Interviews (Chennai): 

  2 Doctors in private practice 

  2 Guest house operators 

  1 Nurse who had worked at the Apollo hospital with medical Tourists. 

 Non-structured/Conversational Interviews (Chennai): 

  3 Taxi Drivers 
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  3 Tourism sector employees 

  1 temporary resident from New Zealand who had been to both Apollo 

 Chennai and Apollo Delhi Hospitals. 

  + notes on conversations with a number of other local residents. 

 

It became clear to me in the summer of 2010 that without external funding, my pilot 

study would be my primary fieldwork. I was fairly confident that I needed to shift the 

focus of my dissertation from being primarily about the Philippines and India to using 

the Philippine case as a contrast to what would be centrally a study of American industry 

formation. I had planned to rely on published work on the United States to supplement 

original work on the Philippines, but I had to reconsider. Without more funding I looked 

into potential field sites in the US if I was going to maintain participant observation as 

my method. It rapidly became apparent that the same problems of access, both 

bureaucratic and geographic, held true in the US, where few of the medical tourism 

facilitators were in New York State or easily accessible. There were no public records of 

patient travel, and no easy way to define or access the population of medical tourism 

participants in general.  

Now that I had determined I would not be able to return to destination sites to do 

participant observation in clinical and administrative spaces overseas, I had to decide 

what to do. The fundamental nature of the decentralization and transnational structure of 

the industry presents a form of barrier to participant observation, particularly within the 

departure nations in which little infrastructure is involved in the industry. What we do 

have in the United States are scholars interested in studying medical tourism. I attended 

conferences, returned to an early part of my research on public discourse and media 

representations, and began examining in greater depth the professional/scholarly 

literature out of business and marketing on medical tourism. To my tally of overseas 

work I now added: 

 

Interviews done in the United States: 

 Structured, but brief interviews: 

  3 Medical tourists  
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  2 Patients who opted for traditional locally sited care 

+1 granddaughter because the patient was not an English speaker 

 Semi-Structured Interviews (US) 

  2 Doctors 

 Non-structured/Conversational interviews (US) 

  Conference Attendees and organizer at the medical tourism conference 

  Entrepreneurs considering starting a medical tourism facilitation website 

  2 NGO workers at organizations involved in global health 

 

I had to consider again what method would link these diverse pieces of research, 

and found myself returning to discourse analysis, which emphasizes a parity of 

evaluation between elements of discourse that can be brought together from multiple 

contexts. What the utterances, writing, and behavior of all these preceding sections had 

in common was that they mobilized and participated in making “medical tourism.” I had 

been monitoring media representations and discussion in newspapers, blogs, industry 

web-pages, online communities and the slowly increasing academic literature, and had 

access to a huge volume of documentary data, which could be supplemental to fieldwork 

or central to a redefinition of the project. 

My interviews in the Philippines, as well as the few substantive ones in Chennai, 

had all managed, it turned out, to emphasize aspects of development politics, national-

identity and institutionalization as an intentional response to situational and structural 

considerations, both local and global. The Medical Tourism Research conference which 

emphasized marketing and the definition of medical tourism as a product of voluntary 

travel based on consumers desire to take advantage of price variability for services, and 

the insistence of the few patients I spoke to that they had not been “forced” into it, all led 

me to consider the primary category of research to be expanded from the original focus 

on medical tourism in the clinic.  

The rest of this dissertation represents a discussion of these discourses, culled from 

media, interviews and observation, asking how these observed statements about choice, 

development and the specific definitions of medical tourism are interacting. But a 
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dissertation is etymologically first a participation in an ongoing discussion, and here I 

claim only to initiate what can be an ongoing project.  

The discursive construction of medical tourism should not necessarily draw a hard 

distinction between a contemporary ethnographic study of practices today and a 

genealogical historical one. Thus I switch back and forth between the (re)construction of 

a history of the industry and the specifics of the discourse as they shifted in use. Because 

of the contingencies of research, the discourse analysis represented here includes 

elements of multi-sited ethnography as I followed the business and administration of 

medical tourism through multiples sites, and followed one of the many pathways 

traveled by practitioners between the United States and Asian nations. In physically and 

discursively following the participants between sites I attempt to construct a picture of 

this transnational practice.  

2.1.3 Formal Synopsis of Methods 

This project links macro level analysis of medical tourism as a source of 

discourse, connecting international trade within a framework of political economy that is 

integrated within local cultural change and practice at the scale of an individual subject. 

In linking these levels of analysis, the use of mixed methods was chosen to construct a 

more holistic picture of the social formation of medical tourism. In applying substantive 

attention to the elements of negotiation of meaning and permissibility of action as 

hallmarks of discourse this dissertation examines the language and practices through 

which medical tourism is distinguished from globalized medicine in general. Through 

the use of ethnographic case studies, interviews, and discourse analysis (Clarke & Star, 

2008; Dreyfus, 1982; Fairclough, 2005) this multi-sited project will sketch the 

transnational formation of medical tourism between individuals and institutions (Marcus 

& Fischer, 1986).  

Ethnography’s ability to interpret and translate the emic experience of cultures 

has generally been localized, and in order to approach a transnational phenomenon, I 

focused on a framework of multi-sited analysis by paying particular attention to the 

circulation of symbols and discourse as the products of strategic action by participants. 

This follows the work of Marcus and Fischer (1986) who state “Not only is the cultural 
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construction of meaning and symbols inherently a matter of political and economic 

interests, but the reverse also holds – the concerns of political economy are inherently 

about conflicts over meanings and symbols” (p. 85). Because this project hypothesized 

that industry participants attempt to control perception and definition of medical tourism, 

triangulation between observation and textual analysis was necessary to determine 

cultural barriers to understanding and form a combination of emic/etic perspective. 

Ethnography is well suited to examination of social components at the local level and 

allows me as researcher to observe that which would be processed out of strategically 

produced documents. While I did not perform the depth of ethnographic work that forms 

the paradigm within anthropology, the use of participant observation, rather than simply 

interviews and documentary analysis, was vital to accessing the reasoning of as opposed 

to the product of professionals. 

Discourse and practice was observed in public spaces of hospitals, as well as 

tourism sites, and interviews were conducted with participants in medical tourism and 

local cultural experts on healthcare and tourism in both the United States and 

Philippines. The fieldwork component was used to triangulate and frame key concepts 

that were then applied to an extensive review of published materials on medical tourism 

and healthcare systems and policy, as well as the history and ethnography of healthcare 

and culture in India and the Philippines. Approximately 40 semi-structured, 

ethnographic interviews were conducted, primarily among professionals or travelers 

within these two sites, with some supplementary interviewing and observation 

performed in a tourist district of Chennai, India. 

Data sources of documents include federal records from both the US and 

Philippines, published travelogues, internet community forums, newspaper and 

magazine articles, industry promotional material, and NGO documents. These 

documents were coded by hand for reference to purpose/choice of travel, quality/ form 

of medical care, and the subtleties of definition and use of the language of “medical 

tourism” itself. Fieldwork and documentary data was subdivided by site to allow a 

limited form of comparative analysis between the two geographically distinct sites of 

destination and departure. The contrasting of ethnographic case studies has a long 

methodological tradition in STS (Knorr-Cetina, 1999; Traweek, 1988). 
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Within the framework of multi-sited ethnography, the parsing of “core concepts” 

and categories from qualitative data allowed the discourses of “choice,” “care,” and 

“development” to be drawn from fieldwork. These core concepts were used to identify 

important categories for observation within documentary analysis and a revision of 

categories applied to the work such that vocabularies and themes within were considered 

in light of George Herbert Mead’s definition of social worlds as “universes of mutual 

discourse” (Mead, Morris, Brewster, Dunham, & Miller, 1938, p. 518). These social 

worlds were analyzed as complex situations marked by cultural interaction and 

communication (Clarke & Star, 2008), p. 165) providing an index for interpretation of 

the larger field of practice that the industry forms.  
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3. Choice, Choices, and Justification 

3.1 Why Choice  

Given the title of this dissertation one would reasonably expect to be reading about 

the empirical study of the nascent industry supporting practices of travel for medicine 

known as “medical tourism,” but the core of this work is to suggest that medical tourism 

is in fact an appropriate lens through which to investigate how notions of choice and 

worldview are changing. Specifically therefore, this is an initial attempt to analyze how 

medical tourism shows a shift in the conceptions of choice that are mobilizing and 

mobilized by actors in the global healthcare industry as markers of broader discursive 

and ideological constructions of choice and worldviews. This chapter documents the 

conception of choice and the form of participation in the discourse of choice associated 

with neoliberalism within the development of medical tourism as an industry. In this 

chapter I examine the reliance on a shared idea of choice as a naturalized value and 

structuring discourse by industry founders in the Republic of the Philippines; researchers 

presenting at a conference on medical tourism in the US; and several groups of 

entrepreneurs involved in the formation of the industry formalizing the US as a market 

for patient-travelers. Across dramatic cultural differences, these participants share 

reference to the idea that consumer/individual choice is a primary social good, without 

deeply questioning the function and availability of choices or alternatives to open 

healthcare market systems. 

That individuals are free, capable of sovereign action and choice has shaped 

political and conceptual ideas central to the modern era. This idea shapes the value 

systems of traditional and neo-liberalism. Despite the importance of the link between the 

concept of freedom and the idea of individual choice, the concept has been problematic 

in its promotion and practice. Within the social sciences, choice has been a central object 

of analysis in the form of agency, and the study of limitations upon individual choice in 

the forms of equitable social structure, for example governmental structures 

(totalitarianism vs democracy), privilege or prejudices structuring availability of choice 

in critical analysis (e.g. feminist analysis). Since Marx initiated social analysis on 

materialist control of individual choice through social reproduction, and shifted this from 
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a philosophical to a social science question, these issues have been central to the 

importance of understanding how social order, social structure, and culture function. 

However, this early generation of work did not interrogate the central concept of choice 

itself. Marx, Durkheim, and diverse inheritors such as Althusser, Derrida, and Foucault 

all sought to understand the mechanisms by which individuals made choices or had their 

choices/agency limited. Their work conceptually retained at its conceptual core the 

philosophical concept of the sovereign individual as a central object.  

The word and concept of choice has three meanings: the “act” of choosing, the 

“power” to choose, or the set of “available choices,” all of which are included in same 

word/concept. The human “power” of sovereign choice has been enshrined in 

contemporary culture as an absolute ability to decide; it does not designate the 

distinction of choices available to one, but is linked in the modern form to historically 

situated theological ideas of free will. In art there is often a clean line between negative 

space and positive but both are required to determine form. The same interconnection is 

true of the concept of choice. One may academically distinguish the power to choose 

from the context of available choice, but in the western tradition the interconnection is 

established in the conceptualization. The conception of choice as the sovereign choice of 

theology denies the limitations to the available choices in a concept, and as such 

establishes an internal tension between belief in choice and acceptance of limitations in 

context. 

This dissertation is about how “choice” is conceived, and how what may be 

considered choice changes, not simply in a change of list of possible choices, but 

through a modification of a whole regime of choice that defines what choice may be and 

the limits of it. This work is distinguished from theoretical approaches that interpret how 

choice is made or constrained such as the interpretation of decision making strategies 

like Rational Choice Theory, or feminist theories of Marginality that focus on the 

structural boundaries to choice, but instead draws out multiple interpretations and 

emphases on the agency of actors and suggests they are distinct epistemological modes, 

not dissimilar to Foucault’s governmentality (Foucault, Burchell, Gordon, & Miller, 

1991) or the thought styles of Ludwig Fleck (Fleck, 2012). In doing so, the uses and 

interpretation of that which is taken for granted is seen to be documented in discourse, 
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and focus on the discourses and language of choice is seen as a starting point for an 

analysis of the underlying ideological and epistemological formations. 

In order to ground and clarify discourse the analysis of meaning is co-constituted 

of historical and ethnographic observation within medical tourism and the American 

medical field, and more broadly in the academic analysis of the globalization of 

healthcare and biomedicine. Within this larger questioning of the globalization of 

healthcare, three particular threads of academic conversation are both engaged with, and 

used as data. 1) Sociology of “choice” and social theoretical approaches to agency and 

choice, particularly as a conversation about shifting conceptions of atomistic 

individualism and the binary of choice and social structure. 2) Ongoing discussion of 

consumerism and individualism as it pertains to medicine in critical analysis, particularly 

in bioethics, critical medical anthropology, and my home discipline of Science and 

Technology Studies (STS), in which the globalization of biomedicine and healthcare is 

largely seen as a threat or imposition on individual health and local diversity while 

simultaneously offering examples of “circumvention” travel that are counter-hegemonic 

or at least demonstrative of some space for choice despite imposition of a system counter 

to the benefit of marginalized people. 3) The academic literature on the growth and 

transmission of neoliberalism, which centers on its rapidly expanding enrollment of 

individuals and institutions within ideologies of atomistic individuality and idealization 

of consumerism and market logics. Within this discussion of neoliberalism, tension still 

exists despite depictions of its monolithic nature, and in these tensions the potential 

threats, constraints, affordances, and enablements reflect an already widespread 

conception of the individual and their role. This presupposed conception of individual 

and system or context ranges from a quasi-cabalistic recounting of the growth of 

neoliberalism by David Harvey, to Foucauldian scholars; descriptions of the marionette-

like control of individuals that remove personification and agency which are thus 

castigated as disempowering by some Marxist and critical scholars who balance the 

nature of choice by individual, collective, and structure differently. 

Within these different epistemological and ideological constructions of “choice,” 

I focus on internal ethical commitments, and their formations as serving as classification 

or sorting mechanisms for emphasizing potential actions and sorting what actions may 
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be chosen. This sorting mechanism and its connection to underlying worldview has an 

inherent ethical dilemma in that the construction of right action and the mechanisms for 

evaluating actions in general are implicated in its makeup. In an effort to demonstrate the 

differences between these worldviews and the alternative meanings that choice is 

deemed to contain I suggest a typology of terminology that distinguishes within the 

conception of choice and not choice, by distinguishing social structural and individual, 

ontological and epistemological boundaries of “possibility” as well as differing 

emphases or conceptions of “intention.” Among other possible theoretical framings of 

these alternative constructions of choice I suggest that in their tactical function as 

framing and legitimation devices they form a component in what may be termed a 

“regime of justification” within the functional worldview of governmentality and 

ideology. 

 

3.2 Response to Adam Reich: Choice in Neoliberal Biomedicine 

 In discussing medical tourism as a subject, I choose to situate the discussion 

within the broader context of analyses of neoliberalism and its central shift to a 

prioritization of market logics and privileging of those as central cultural values. In that 

framing I argue that medical tourism is justified by recourse to the naturalization of 

market logics, particularly the application of consumerization and commodification to 

healthcare despite associated values of care and social good. 

In Adam Reich’s book, Selling Our Souls: The Commodification of Hospital 

Care in the United States (2014), he provides a simple summary of the negotiation of 

conflict between values of care and choice in three hospitals in the same city. For Reich, 

a fundamental conflict between care and choice became apparent is applied in an 

analysis of the differing practices of three hospitals serving the same consumer market. 

How those hospitals negotiated economic and value demands represents individual 

responses to a general tension brought about through commodification and the 

application of the thought style of markets and customers to a previously privileged set 

of healthcare provision practices.  
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“Commodification of hospital care in the United States remains uneven and 

incomplete. At the same time that hospitals compete in a competitive 

marketplace, many hospitals - and the people within them - work to sustain social 

values that sit in uneasy tension with this market (Reich, 2014, pp. 3-4).” 

Reich draws a careful line between the commodification of health itself and services 

provided by hospitals. The commodity at question is not patient health, which is still 

governed by the social value of care, but instead the work product of hospital staff and 

infrastructure. These services are the commodity, mirroring the language of trade in 

healthcare services central to the governance of medical tourism in national initiatives 

and the GATT. For Reich this distinction is vital because it is perceived as a central 

component source of the tension for participants. I suggest that the tension is not 

institutionally present so much as perceived in light of different institutional structures 

by healthcare practitioners who have personal commitments is at odds with the 

unquestioned use of the logic at the administrative level. Despite this, his analysis 

highlights the historical sources and practical effects of different responses to this 

tension as present within the structure of the institutions themselves. While focusing on 

the subject level of the hospital staff he organizes the study in part by the distinction he 

finds in a survey of academic analyses already present: 

“A contradiction [between commitment to quality of care and market logic as 

value] implies a problem, which begs the question: Why might it be problematic 

for us to buy and sell hospital care? While no one, so far as I know, has spelled 

out these different problems as they pertain to the hospital, sociologists, 

philosophers, and other thoughtful people have suggested three separate reasons 

why the commodification of certain goods and services might cause problems 

(Reich, 2014, p. 6).” 

Reich (2014) expands on three themes of the literature on commodification. First is "The 

Problem of Social Rights," (p. 6) that commodification inherently contradicts "social 

protections or social rights" (p. 6) inherent to the broader social contract. Second is "The 

Problem of Debasement," (p. 7) the ethical concern that inherent to commodification is a 

diminishing or debasement of the concept of care. While this is similar to the ethical 

concern of a breach of social rights, which devolves to a question of access and practices 
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of care, the question of debasement is an ethical concern that there is a fundamental 

conflict between maintenance of the social value and its marketization. Thirdly, he 

describes "The Problem of Uncertainty," (p. 8) the difficulty in marketizing healthcare 

services which cannot or should not have dollar costs, particularly in economic valuation 

of healthcare services in "establishing a market in the first place" (p. 8). Rather than the 

relationship between market values and social values associated with healthcare, this 

problem focuses on the inherent difficulty of detailing costs and market values for 

services in a complex system providing for the profound needs of patients. This question 

of market valuation is a technical or practical difficulty specific to health as a market 

commodity.  

 The difficulty identified by Reich in part relies on distinguishing between the 

conflicts as it is present for individual practitioners and for institutions. The problem of 

the social good or rights is an institutional one - is market logic and its reliance on the 

values of neoliberal choice a legitimate basis for institutional form? This question which 

he finds central to Reich’s interlocutors’ personal tension is answered in the affirmative 

by the presence of hospital administrative structures and the broader market. But because 

he frames the interrogation of the institutional and individual separately as opposed to 

integrated into the reliance of participants on that certainty, a second problem, the 

problem of debasement, is seen as fully separate. While the presence of the hospitals 

within a functioning and accepted market system may be self-justifying at the 

institutional level, it doesn’t decrease tension felt by individuals that the demands of 

market logics and values are inherently at odds with the social value of care and the 

historically privileged position of healthcare. These two problems are fascinatingly 

distinct for the participants who do not question the market as a whole but do see 

firsthand the dynamic tension produced by their participation in meeting demands based 

on contested values, or at very least on an infrastructure that doesn’t meet both values 

adequately.  

      In part these three problems relate to general questions about neoliberalism, and 

specifically the question of whether its presumption of market logics value can 

legitimately rest on basic theoretical underpinnings. Within political economic theory the 

free market relies on certain assumptions about the world in order to produce a market 
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that is beneficial, and Reich’s distilled questions about this particular market map onto 

more general concerns about market logics. He draws attention to the question of 

markets as providing the best mechanism for the benefit of individuals or “Social Good” 

as Reich labels it. The primary purpose of markets is to allow and maintain participation 

of individuals dependent on a perception of liberal choice as a social good. This in turn 

may be universalized, but only by being universal does it resolve the question of 

“Debasement” - that markets are functional systems of trade in services appropriate to 

trade in health services like any services. But that question of debasement in part relies 

on the answer to the question of “uncertainty”- how and when to assign costs and 

economic values to healthcare related services based on the traditional laws of supply 

and demand, among a population that dependent on them, and in which different actors 

are very questionably deemed the sort of rational and informed self-interest parties that 

political economics maintains as the base subject of a market for it to function. If we 

maintain a value of healthcare as a public good for the benefit of those who are not 

equitably prepared to participate in the market as healthcare providers, then this again 

requires questioning the acceptability of market logic being applied to healthcare in the 

first place. I suggest that building upon Reich’s analysis and particularly his restraint 

from generalizing tensions noted within sites his work offers a starting point for 

understanding biomedicine. Much like Reich’s hospitals medical tourism and medicine 

in general is characterized by the negotiation of changes in values that traditional 

structure medical practice. 

Reich’s analysis clearly demonstrates the complex conflict of values within the 

practice of market healthcare at these hospitals. Despite the focus on a specific site 

within the United States, the confluence between these three problems offers a clear 

statement of the core concerns causing a widespread unease about medical tourism. Is 

the market for healthcare services acceptable as a market? Does treatment of this market 

as if it was any other market degrade or debase healthcare as an industry with strong 

association to a non-market value system? If it is a market, how can we fairly price and 

regulate those services when we have strong doubts about participants’ freedom of 

choice, rationality in decision making, and education for participation?  
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Within the three hospitals that Reich studies, the policies and institutional 

infrastructures vary in how they balance demands arising from market concerns and 

commitments to provide high quality healthcare. The tension is unresolved; the 

healthcare providers themselves are left to negotiate their roles as care providers and 

employees in a commodity industry. The healthcare industry’s transition to market 

logics over the last half century makes the construction of healthcare as a market 

unquestionable because the general dominance of market logics, the triumph of the 

regime of choice, has made it hard to even imagine an alternative. Differences in 

practice arise from prioritization and development of management systems that 

recognize or dismiss the idea of healthcare as a social right, or the importance of care as 

a limitation on individual choice (Mol, 2008). What Reich describes is the contemporary 

administrative or governing logic within healthcare, an institutionalization of biopolitics.  

 

3.3 Patient / Consumers: The Biopolitics of Choice 

Throughout this dissertation, medical tourism is documented as a discourse and 

the site of negotiation of contending discourses (particularly those of choice), as well as 

a series of practices and activities by patients and industry members. While those 

individual stakeholders are participants, the focus of those groups is not uniform. Rather 

than describing the emic, or personally held beliefs of meanings of choice, this 

dissertation inserts a concern for the way that the forms of choice adopted by 

stakeholders are interconnected with development, industry form, epistemology, and 

ethics. Because so many of the participants interviewed or read maintain a naturalized 

and self-evident use of “choice” with dominant reference to underlying market idioms 

and logics like neoliberalism, the social possibilities of choice and the functions of 

medical tourism are unquestioned by participants.  

According to Foucault the core of biopolitics is aimed to bring “life and its 

mechanisms into the realm of explicit calculations and made knowledge-power an agent 

of transformation of human life” (Foucault 1979, p. 143). Within this overarching 

political process, Foucault distinguished between two co-constitutive and distinct aspects 

that govern “power to life”: first the disciplining of the individual body, and second the 
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social and structural understandings and control of bodies by way of aggregation into a 

“population.” This remaking of the meaning of people and life in the world was a key 

epistemological element of the historical transition to modernity. These two ways of 

understanding life and people marked themselves onto other aspects of modern culture, 

and were particularly powerful in reshaping the regulation of medicine, health, ethical 

evaluations of behavior, risks and political governance. The ability to construct the 

discipline of individuals in certain ways while simultaneously diminishing the 

importance of those individuals for techniques of governing (qua governmentality) was a 

necessary element of the industrial and by extension post-industrial modernities that 

followed.  

Medicine’s role as a vital system of shaping, understanding and interpreting 

biopolitics has now become an important element in the global social landscape, and is 

in turn a lever by which to understand the formation of practices and discourse that arise. 

However, the literature on biopolitics (Fassin, 2005; Petryna, 2009, Rabinow, 1996) is in 

no ways limited to medical and health matters; the interpretation of labor, work, play, 

and security, all of which refer to the role of bodily subjects at the level of the individual 

and population, are implicated in this system. Placed in the theoretical gaze of 

biopolitics, medical tourism is almost unimaginably easy to document in light of  the 

expanding literature on the extension of the self-disciplining of individuals identifying 

an increased demand for self-creation and personalization of responsibility for risk and 

other aspects of life (Beck & Beck-Gernsheim, 2002; Brumberg, 1997; Foucault, 1988; 

Goffman, 1959). With the comparatively well-established literature on the importance of 

the sublimation of individual bodies into aggregate populations within study of 

transnational forms of life, medical tourism becomes an almost expected product of the 

neoliberal and transnational era. If, as scholars following Foucault, such as Hardt and 

Negri in their work Empire (2000) suggest, there has been a shift in the relationship of 

the individual and traditional institutions, the personalization of the structures for 

healthcare provision are necessarily transformed as well. Even ignoring the more 

extreme versions of techno-optimism, including the widely read “Flat World” of Thomas 

Friedman (2005), we may still easily observe that technological and social change has 

increased the level to which daily activity of life extends across national boundaries 
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today. If medical tourism is a predictable outgrowth of globalization than the context in 

which it develops determines which version of it takes root. Biopolitics and other 

theories offer insight into the component steps of the transformation.  

Biopolitics has become a widely used theoretical frame for interpretation of 

contemporary phenomena, especially where direct and literal reference is made to 

subjects as bodily entities.
 
Thus while Hardt and Negri (2000) respond to biopolitics as a 

dismantling of traditional barriers between aspects of the political world, they draw from 

the notion of biopolitics an idiom to suggest a more complicated interplay of these 

formerly distinct strata:  

“The subjectivity of living labor reveals, simply and directly in the struggle over 

the senses of language and technology, that when one speaks of a collective 

means of the constitution of a new world, one is speaking of the connection 

between the power of life and its political organization. The political, the social, 

the economic, and the vital here all dwell together (pp. 405-6).”  

In Hardt and Negri’s view, the core of biopolitics is not that it allowed the simultaneous 

transformation of bodies into self-disciplining and aggregate populations, but rather it 

offered a new formulation of the means by which bodies are used. From their 

perspective, the key aspect of biopolitics is that it relocates the locus of the application 

of power (of capital) rather than changing the way that subjectivities are formed. Their 

focus is on the increased integration of bodies (albeit using new methods) into traditional 

power relations, rather than the shifting mechanisms by which power constitutes and 

redefines the participants both from the dominant and the historically subjugated classes 

in new definitions of personhood and the body. While for Foucault, biopolitics describes 

an ongoing pattern of change, Hardt and Negri see the role of biopolitics as a means with 

which to isolate mechanisms at work in the contemporary implementation of power. 

Their version of a neo-Marxist perspective on the body as product and labor source 

parallels common concerns in critiques of medical tourism; these often focus on 

consumerization and the potential diminution of medical service quality due to business 

considerations. These critiques of the translation of medical subjects into business 

terminology are often articulated in both popular media and descriptive literature on 

medical tourism – wherein colloquially patients are “outsourced” and doctors are 
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“service providers” (Adams et al., 2013; Wachter, 2006). Despite those critiques, 

participants use an increasingly consumer-market language to describe medical tourism. 

This language appears in the Philippines in the national initiative and similar language is 

used non-critically in the General Agreement on Tariffs and Trade (2005). For Hardt and 

Negri (2000), the obvious conflict lies within the individual, between their position as 

patient and consumer. 

The expected outcome of these reorganizations of trade in healthcare would be 

an increasingly visible tension between the beneficiaries of the biopolitical rationality 

and those subject to it. This is to say that because current biopolitics are inequitable, 

Hardt and Negri’s (2000) perspective is that participants would eventually see the 

inequality, and in a general sense display  resentment. They do not suggest that there 

may be counter-forces in our culture that either act as blinders or shift the tension to 

another site. I suggest that the ability to see inequity around healthcare is limited by 

people’s broader adoption of market-values, and their assumption that inequality is a 

necessary or natural side effect of the market system. While Hardt and Negri allow for 

tension to be defused internally, they do not offer a broadly applicable answer of the sort 

that I suggest in the ethos of choice. Because the form of order implied in Empire (2000) 

does not need to be couched in choice, it can be imposed, and hence the need to rely on 

popular acceptance of general choice is unaccounted for as either a tactic or a real 

difference in the way that power operates through the multitude. For Hardt and Negri, 

the transition from “imperialism” to “empire” was the moment at which a postmodern 

world evolved a global pool of bodies as labor. They saw a form of biopolitics that 

unified the levels of discipline and population. Because the dominant form of biopolitics 

for Hardt and Negri is the conception of population, its interpellation into the individual 

notions of risk, responsibility and governance is no longer needed to distinguish between 

people and the population they composed. The conception of individual bodies as 

elements of population so strongly participates in the subject level that the use of bodies 

within contemporary governmentality becomes the whole of biopolitics. Thus our 

current biopolitics is the use of bodies within political economy as capital, and the 

commodification of people as an effect of biopolitical governance has certainly been 

noted by others as an important component but not as the whole (Andrews & Nelkin, 
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1998; Escobar, 1995; Scheper-Hughes & Wacquant, 2002; Sharp, 2007). Hardt and 

Negri emphasize the top-down population component of biopolitics because the scope of 

their analysis is centered on state power and their focus is on biopower as a function of 

dominant social groups and states. Biopower relies on the invisibility of individuals 

(Foucault, 1976, p. 140). One way in which the operation of biopower works is by 

obscuring its microscale mechanisms. The biopolitical and macro-political in Hardt and 

Negri (2000) in essence subsumes bodies into capital and institution, which is exemplary 

of the very sort of population thinking to which Foucault referred. Interestingly, Hardt 

and Negri’s prioritization of population matches a pattern seen as harmful by many 

critical scholars, for example sociologist Alejandro Portes’s discussion of the 

overemphasis of large scale conceptions of population in a development (1997). Portes 

argues that the micro-scale analysis of social phenomenon has been less effective at 

countering/correcting development discourse which is dominated by demographic 

population scale rationales, arguing not for a critical appraisal of population scale 

biopolitics as do Hardt and Negri, but rather for a “taking back” of population scale 

analysis and an active work on the redefinition and discursive reconstruction of 

populations.  

 In contrast to Hardt and Negri, anthropologist Didier Fassin (2006) focuses on 

the negotiation by individuals of the biopolitical as containing valuation, moral, and 

legitimation effects which he terms “biolegitimacy.”  This negotiation of a “moral 

economy” is largely discursive though embedded in legal and other frames at the 

population level. Fassin’s theory is that the negotiation of biopolitics decides, or 

participates in, the decision of right and wrong, in which a co-constitution of governance 

at the individual and larger scale organizes both body and the discourses of the body that 

allow it to be meaningful. This moral economy performs at both the level of individual 

expectation and practice of the body, that of discipline, and in the way rules and 

institutions structure the relation of bodies and practice the stigma and norms of bodies 

at the level of both small groups and population. In particular, Fassin’s biolegitimacy 

and biopower as described in Hardt and Negri differ in what part individual choice plays 

and to what degree it is limited or modified by governmentality or external structural 

conditions. And despite this emphasis on value structure, Hardt and Negri do not discuss 
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a variety of broadly held values, maintaining focus on the specific form of 

commodification that characterizes their description of contemporary biopolitics. 

I would like to suggest that in part this construction of the medical tourist is a 

response to the ongoing rewriting of the identity of patient identity as a specific form of 

consumer in line with that commodification, wherein each individual is a capital asset, 

and wherein all functions are driven by market logic. In ongoing movements that are 

actively promoting consumerization and individual participation in medical identity, a 

process that Foucault identified in his discussion of the “technology of the self,” the 

relationship between experts and patients is shifting. In constructing patients as self-

directed consumers and/or independent of traditional forms of biomedical expertise 

practiced by doctors, the form of expertise is no longer stable. Traditional models of 

medical-patient relationships allowed for expertise to be held as part of social and 

cultural authority in the doctor’s role, but as patients become consumers and decision 

makers it challenges the mechanisms and authority structures of the medical system 

(Carrera & Bridges, 2006; Starr, 1982). 

Through the transition away from a thoroughly divided expertise, a new space 

has opened for a category of “facilitators” and “agents” to assist in the implementation 

of the new ideal “patient.”  While not replacing medical authority, they assume the role 

of process experts in contrast to the physician who is a medical expert, or the patient 

who is an expert consumer or self-construction expert. In that there were far more active 

efforts to construct institutional and economic roles for these process experts, they 

exceed the traditional professional standing of travel agents and access a compound 

identity as a form of health care provider. The facilitators work in concert with patients 

to construct the medical tourist identity. Patients rely more on pre-existing ideas about 

consumers and models for good economic citizenship to form this alternative form of 

patient identity, whereas industry effort was spent on developing not only the networks 

and tools to be used by facilitators, but also their independent role and identity apart 

from doctors and travel agents. The emerging industry suggested that all patients were, 

or could become, medical tourists. Their use of the language of the hospitality field, and 

the predominant focus on their role as network nodes for self-educated patients, 

reinforced the adoption of consumer roles for patients. Patients who were at odds with 
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the local systems of healthcare provision were presented with an option in which they 

were asked to use familiar ‘shopping’ skills, enabling them to counter the stigma of 

illness by adopting a mien of savvy customer. This proffered transformation of role was 

based on a shared perception of the importance of their agency as choosers despite the 

demands of the illness role (Brown et al., 2004; Sontag, 1978). 

Broadly speaking, the efforts of those within the medical tourism industry 

mobilize components of a developing or shifting set of justifications and arguments, but 

there is a near ubiquitous reference to the beneficence of choice. I suggest that the 

central element of the consumer/commodity transition surrounding healthcare is that a 

widespread shift allows overriding legitimacy market-logic choice as a value - what I 

discuss later in this chapter as a regime of justification. That is to say that rather than the 

general biopolitical, or specific forms of governmentality, I draw attention to the ability 

of a shared value - that of choice - to serve as a guiding warrant for other components of 

the biopolitical. The discourse of choice is widely used and may be considered in part 

through examination of constructions of individualism and of the relationship of 

individuals to markets that drives an array of cultural shifts and programs. Not only does 

individuation serve as an obvious component of neoliberalism wherein it shares 

consilience with profit motive and marketization, but it remains integral to popularly 

conceived hegemonic movements and in many cases their counter-hegemonic 

subcultural antagonists (as is the case with the commodification of sustainability and 

Green movements). 

The figure of the medical tourist is a discursive construct that serves both as a 

figure for outside reference and a role that can be enacted as an identity (Cohen, 2013; 

Ozan-Rafferty, Johnson, Shah, & Kursun, 2014). Once the practices of a medical tourist 

are performed within the cultural space following the construction of this discourse as an 

identity, the practitioner in fact becomes that identity. The delineation of an invented 

identity demands an interpretation of the historical/contextual reasons that active efforts 

went into its construction, as well as the resistances to that construction. It is in part the 

need to account for our choices as elements constitutive of our identity that promotes 

shared regimes of choice. The production, through discourse, to form shared roles and 

prescribed figures both denies and makes possible the process of biolegitimacy as well 
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as enrolling in the structural biopolitics of Hardt and Negri. What is common to both 

Fassin and Hardt and Negri, is that there are unnamed commonalities to the forms of 

subject role or position formation that they do not describe. They identify different 

aspects of the identity available today: for Fassin a general system arising that dictates 

self-behavior; for Hard and Negri (2000, p. 255) the commoditized consumer system; 

and for me, the central justificatory function of choice at the individual level. I suggest 

that not only is it a shift to the level of the subject of the assignment of the market logic, 

but that individuation makes choice a justification that counteracts other social values 

that rely on cooperative or communal determination. What is most central to the 

arguments of both Fassin’s writing and the work of Hardt and Negri is that the systems 

by which people make meaning of their lives relies on core values. Those core values 

moderate their subject positions and their ongoing engagement with changing social 

form by shaping both their ideal and practiced relationship to others, and as those values 

are increasingly individualized and commoditized they rely more heavily on the idea that 

subject positions are defined by choice.  

 

3.4 Perceiving Choices: Tactical and Strategic Levels of Analysis 

Scholars widely varied, from Noam Chomsky to Andrew Lakoff, to the 

philosophy of metaphors in the work of George Lakoff, all note both the political 

importance of framing and referentiality of meaning and suggest that the working of 

communication is political and strategic (Bhaya Nair, 2011; A. Lakoff, 2008; G. Lakoff 

& Johnson, 2003). The use of choice as a central tool of cultural authority and power 

may or may not be intentionally constructed by individuals, but its presence in culture 

presents a powerful resource for tactical mobilization. This is by no means an originary 

response to discussions of discourse and framing of choice as limited. Zizek (2012) 

discusses the ‘seeming’ of choice, and the inability to articulate choices that aren’t 

available. That is to say that we have no epistemological tools to see what is not there, 

and frequently there is direct effort to prevent approach to those denied or absent 

activities and ideas that would otherwise be choices. Zizek draws the example of the use 

of “red ink” as a way to circumvent prison censorship by its meaning of the opposite of 
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that which is written, because only prisoners know to read the red as producing opposite 

meaning. Zizek describes the capitalist cultural problem as one in which consumers are 

given the choice of everything except “red ink, ” or mechanisms and ideas of life outside 

of the dominant mode (Zizek, 2012). What Zizek suggests is that it is an essential 

technique of capitalism to direct attention toward the choices it provides and to prevent 

apprehension of those aspects and choices that it seeks to deny. 

Borrowing from Michel de Certeau, an analytic distinction should be made 

between the tactical and strategic aspects of practice, and between the mode and 

formalities of practices of life (1984). Strategies are negotiated out of opportunities 

offered within the structures of social relations and institutions, and the preexisting and 

learned ways of navigating a specific complex of situations. Strategies are used by 

participants to “create place in conformity with abstract models” (De Certeau, 1984, p. 

29). Strategy is enacted through the choice between multiple available ways that 

participants can conceive of and practice within a situation. We have all had the 

experience of entering a situation and not being sure how to proceed because we weren’t 

sure what the situation was. This moment of uncertainty is the event enabling strategic 

practice, because all social situations are made meaningful by our interaction with 

others’ practices. Seeing uncertainty, the participant must do something and chooses 

between available interpretations combine appropriate practice and discourse in making 

such choices, they form the situation itself. A simple example would be the entry of a 

teacher into a classroom, walking to the front, with his/her very presence demanding 

attention. This practice constructs the situation for the students who know how to read 

educational practices. At the same time the class would not be convened if the teacher 

did not enter. The situation may have become a conversation if the teacher sat among the 

students and talked casually, or could become a fire drill if the student or staff had pulled 

an alarm. Within the realm of institutional and structural consideration these may seem 

different situations, but in a momentary decision, the teacher has the option between 

them. That choice shows others in turn how to react and so in strategic decision making, 

the activity of participants actually enacts the situation. In this sense strategies are 

constitutive elements of the situation. Because discourse is/entails practice, the same 
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process of situational setting, and limiting the potential practices of others involved, can 

stem from discourse. 

Tactical decisions are small scale choices/practices within a situation that is 

already defined. In the scenario, once the teacher is within the room standing ahead of 

the students, there is little chance that participants fail to understand that they should 

interact as students in a classroom. This understanding establishes situational agreement 

between the participants but allows choices in response, and these choices can be 

tactical. Whether the student sits quietly and respectfully, or makes noise and voices 

resistance, gets up and walks out, or throws something depends on a variety of 

considerations on who and how the student may want to be constituted in that situation. 

This distinction between tactics and strategy is important because it is part of 

understanding how discourse works at the institutional and group level as well. Consider 

the laugh track on a televised show: a tense scene happens that might possibly be 

interpreted as funny or awkward, and the show’s producers and writers instigate the 

direction of situation with a laugh track. A politician and speech writer selects language 

for a speech that shapes the public sphere of the nation by introducing connections 

between concepts, by offering definitions, and by making the presence within one out of 

many possibility seem powerfully self-evident. At the same time, printed materials, laws, 

street signs, technology design and other parts of our situation push the selection of path 

at the strategic or institutionalized level. A classic work by Langdon Winner (1986) 

showed the political analysis of a bridge design as a way of sorting and therefore 

strategically controlling practices within multiple situations. The bridge served long after 

the initial process of design to influence and participate in the actions of individuals in 

part through its physical barrier, and in part through the set of ideas the designer 

presupposed and connected to it (Winner, 1986). This lasting connection between 

concepts, discourses and objects is often ignored because we like to idealize decision 

making as free will. The mechanisms of strategy may be simple or complex rhetorical 

practices; they may be technological design and engineering, the construction of 

scientific theory, or the posting of signs. Likewise, mechanisms of directing practice 

may change over time as they are interpreted and practiced by new individuals. 
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Bourdieu and Wacquant (1992) making reference to Marx, state that "what exist 

in the social world are relations – not interactions between agents or intersubjective ties 

between individuals, but objective relations which exist 'independently of individual 

consciousness and will’" (p. 98). That social relations exist outside of any one 

individual’s action in what are analytically recognizable elements that form society is 

important because it defines mechanisms of interaction (i.e. specific relations defining 

the exchange and valuation of capital, social, economic, cultural). Each of these semi-

independent or at least analytically separable fields of relations is performed/practiced 

through cumulative interactions of individuals guided by lasting environmental elements 

(material, technical, linguistic, discursive). Their movement through these fields, as well 

as other definable systems of social relations like a sports game or shopping at a store is 

maneuvered through habitus, the negotiated collection of practices/knowledges that act 

to both make meaning and allow participation in the world around them. The concept of 

habitus, first used by Pierre Bourdieu in 1967, is described as arising from the Greek 

notion of “hexis” or “state,” qua condition (Wacquant, 2009), but arose earlier in the 

writings of Norbert Elias (1939) and Marcell Mauss (1973), in which habitus served as 

the connecting device for the individual within the social world. The habitus, however, is 

difficult to describe, serving for Bourdieu as a centering device for the logic of practice 

as well as idiomatically describing a specific complex within the sublimina of the 

individual. Bearing in mind the use of the idioms of capital in connection to his work, 

Bourdieu frames habitus as the social bodily process, both cumulative and substantive. 

 Habitus encompasses more strictly structural and more flexible elements of 

practice, and this distinction was approached as a central component of De Certeau’s 

analysis in The Practice Of Everyday Life (1984) distinguishing strategic and tactical 

mechanisms of action and interaction. Like de Certeau, though very different in 

theoretical origin, the work of critical discourse analysts such as Teun Van Dijk attempt 

to form a discursive analytic that looks at discourse as both actively employed and 

participating culturally outside of individual use. Van Dijk’s work on the importance of 

“context” of discourse (2009) draws on interdisciplinary work to suggest that discourse 

takes meaning from the “set of relevant properties of the communicative situations” (p. 

vii). To suggest that the problem with considering discourse as only in usage, is that 
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meaning depends on context, “and the overall definition of context is formulated in 

terms of the shared knowledge of the participants (a set of propositions)” (2009, p. 19). 

For participants the use of discourse is always responsive to the situation. Like de 

Certeau, Van Dijk suggests that this situationalist account is hard for most people to 

understand, and like him the either-or of individual agency or situation that is often 

expressed in other scholarly approaches prevents real integration of the two. For Van 

Dijk, discourse and its use are “mediated by the socially based but subjective definitions 

of the communicative situation as they are construed and dynamically updated by the 

participants (2009, p. vii). Van Dijk looks at the action of discourse in operation not as 

how resources and contexts of use may shape discourse over time but in comparatively 

less fundamental ways than the direct meaning construction that Foucault’s theories 

suggest (Dreyfus, 1982; Foucault et al., 1991). While Foucault suggests that discourses 

outside of instances of use contain rules and definitions by which a user can understand a 

context, for Van Dijk, the user is active in selecting discourses and shaping meaning 

through their assembly in context of a mental model. So while Van Dijk emphasizes the 

difference between context and situation as entailing the use of mental models or shared 

resources, he makes the context the tactical moment or site of selection and enactment of 

these shared resources, underscoring the selection and agency of the individual, 

articulated as an intentional moment of flexibility within the discursive system: 

“That is, social actors can participate in talk at all levels of social structure, 

because they are able to model such structures. The problem of the macro–micro 

link becomes a pseudo-problem as soon as one introduces the minds of social 

actors as the obvious level of mediation (2009, p. 26).”  

This is to say that he places the question of when or how to use discourse within the 

tactical decision making, conscious or unconscious, of the individual. While the 

responsiveness of the individual to the mediation of the everyday, i.e. the situation, is 

central to de Certeau it thus remains an unresolved balance for Van Dijk. The two 

authors diverge in emphasizing different aspects of the context/situation in the extent of 

individual choice.  
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3.5 Neoliberalism and the Dominance of Choice 

 Biomedicine, or more broadly healthcare, is marked by its perpetual state of 

exception. Biomedicine is defined (contemporaneously and historically) by a state that is 

apart from the normal (or healthy) state of life. The endeavor is marked by its link to the 

state of illness, conceived in modern times as one of exception. This has two effects: first 

that biomedicine is almost always in crisis, and second that despite these crises, it is 

always a privileged domain. Since the constitution of healthcare upon the foundational 

tenets of germ theory and scientific medicine, the origin of contemporary biomedicine, 

this institution has been seen as an exceptional market through a combination of broad 

cultural construction and active development by participants.  

Health, as opposed to many cultural figures, has a dual nature as a commodity 

and as an aspirational ideal. Thus the mechanism by which people access or exercise 

their right to health, the system of healthcare delivery, has often served as a battleground 

in which cultural ideologies are debated. Though this battleground function of medicine 

to debate basic rights has been more institutionally recognized in Europe, it has played 

out in the United States as well. The debates over entitlements and reform were 

marketized in the United States during the Nixon administration and Congress’s shift to 

a mode of managed care. That shift was legitimated by precursor logics to those of 

current neoliberalism. In the United Kingdom, political concerns following a decade of 

rhetoric about popular participation and military service during World War II provided a 

strong frame with which to justify social reforms based on the right to healthcare, 

resulting in the National Health Service. While I don’t suggest that rhetoric of these two 

healthcare systems was causative, the arrival of contemporary market logic forms in 

neoliberalism stemmed from the experiments in privatization of this earlier era 

(Altenstetter, 1991; Reich, 2014). The period of transition in governing logic of 

healthcare represented a dramatic shift away from the basis in concept of public good 

and communal benefit of the founding of biomedicine at the turn of the twentieth 

century (Berg & Mol, 1998; Lock & Nguyen, 2010; Starr, 1982).  

In the founding of the medical system, healthcare quality was debated and 

scientism won out over other ontological bases for healthcare, but this was linked tightly 
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to modernist conceptions of the functional state for the common good (Clarke et al., 

2003). In the early twentieth century, healthcare became a particular focus in comparison 

to the suffering of war, and a center point of the humanistic drive in the growth of the 

welfare state. As neoliberal ideology extended its influence globally in light of the 

globalization of trade, healthcare once again began to change. Amid welfare state 

protections, national healthcare systems stoically resist dismantling, their service 

provision; however their philosophical basis and the conception of them as complete 

coverage has shifted. Biopolitics has shifted participant responsibility for health onto 

patients, and neoliberal marketization has increasingly commodified health itself. This 

commodification has resulted in an acceptance in the United States that while a right to 

health and safety, or even healthcare provision, may exist - the mechanism of provision 

is not incorrect in allowing wealthier health seekers access to avenues that need not be 

universally available. That is to say that the perception exists that markets and individual 

variability within a moral economy of health allow for inequality. No conflict exists in 

the United States between a right to healthcare and inequality of provision because the 

right is a choice of options not dependent on guarantees of resources to afford all 

options.  

As broad cultural changes occurred, biomedicine changed as well. In this sense 

the current crisis is the result of two things, first the inability of biomedicine to ever 

completely overcome its linked state of illness, therefore an existential condition, and 

second the actual crises arising around differing implementations and conditions in 

which biomedicine is practiced and itself constructed. As the specifics of experience and 

response to illness change, and regimes of health as well as dominant biopolitical 

systems adapt to and are influenced by the culture around them, the forms of healthcare 

practiced and the biomedical system as a whole are presented as in conflict. This is not 

to dismiss material causation. For instance the “healthcare crisis” in the United States 

that ran from the early sixties until the early seventies was in fact connected to increased 

need for medical care, rising costs, and lack of trained medical personnel. How much 

care needed to be offered, and whose responsibility it was to seek and provide care was 

also in flux. One response to these shifts and arguments has been the growth of medical 

tourism, while another (and one from which medical tourism learned lessons) were a 
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variety of patient’s rights and patient participation movements that sought to allow 

informal and lay expertise to have voice in medical decision making (e.g. Brown et al., 

2004; Epstein, 1996). Without the shifting negotiation of meaning and ideals, that is to 

say argument over what would be the ideal mechanism for delivering and managing 

health, the crisis could not have been. But in response to division over the ideal forms 

and goals of medicine space for new organizational forms and governing mentalities 

permitted marketization. If we had reverted to an ideological model of healthcare that 

placed primary function in the home, and emphasized preventive care, there would likely 

have been no crisis at that time. But, because the fight over healthcare had shifted to 

placing increasing emphasis on the provision and participation of doctors and formal 

settings like hospitals in care, the lack of doctors was a vital crisis. The crisis presented 

itself in many ways, for example in the ratio of specialists, heightened specialization, 

distribution of personnel, and claims of per capita scarcity of doctors in general 

(Daschle, 2008; Ocampo, 2007). 

Similarly, no realist would say iatrogenic illness and malpractice are imaginary, 

but without an evaluative conception of healthcare as requiring certain kinds of 

interventions, and certain kinds of results, these would be different things and would not 

have led to headline crises in the late nineties (Sharpe & Faden, 1998). At that time, the 

quantitatively measured scale and reality of medical error was surprising and in conflict 

with a dominant rhetoric and scientific optimism that made many consider medicine to 

be aiming for infallibility. As the decade has passed, this surprise, and perception of 

medical error and illness has decreased, in part due to familiarity, and in part because we 

have moved away from the conception of medical doctors as fully responsible for the 

outcomes of care. Having shifted to a biopolitics emphasizing personal responsibility, 

the ability to conceive of this same problem is shifted. Now in the second decade of the 

new millennium, we read headlines about the cost of care as the source of crisis. While 

the 1970’s instantiation of the healthcare crisis emphasized cost for the consumer (e.g. 

Doyal & Pennell, 1979), the twenty first century version emphasizes percentage of GDP 

and scale of the problem (Cohn, 2009; Hoffman, 2001; Mechanic, 2001). 
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3.6 Choice in the Social Sciences 

Choice as a concept can be discussed in many ways, but here I discuss it as a key 

word or definitional category following the idea of a concept/word as centering device 

found in the grounded theory of Anselm Strauss (Strauss & Corbin, 1990, 1997), or in 

the form of a frame in the work of Erving Goffman(1959). “Choice” is not the evaluated 

description of an actual intentional decision between recognized potential actions, but 

rather a label used to describe the boundaries of phenomenological or experiential 

situations. Choice is not an ideal or metaphysical accounting of possible actions, but 

rather a name given to a moment or situation in which multiple choices are recognized 

and as such. “Choice” is measurable in discourse and behavioral and observational 

patterns as simply the active recognition of a discernable selection of options, and the 

valuation of the capacity to choose. Choice as I discuss it, as a discourse, is distinct from 

the colloquial meaning of the word choice – which can be either the act or available 

potentials to be chosen between, and is very different from the philosophical concept of 

choice where the word is linked to idealized freedom. The “choice” between health and 

sickness is invoked as a nomenclature for describing a participation or acceptance, and is 

thus a value judgment. It is limited as Foucault and other theorists suggest not by the 

‘real’ potential actions, but by an unspoken system of disciplining and discourse that one 

is enrolled into. 

Generally speaking, western culture has developed a view of choice that is 

positive, and it focuses within the concept of choice on intentional and decision making 

between a list of available options without recognition of the many potential actions or 

courses of decision that are removed from possibility. While many different frames 

might be selected to examine this formation of ontological invisibility and linguistic 

convention, the discursive formation of choice offers both a particularly vital one, and a 

particularly controversial one in its integral participation in both ethics and the political 

theory of neoliberalism. 

For the social sciences particularly, the contemporary anthropological 

perspective on choice is a difficult concept. Within the social sciences, the play of 

constraint and agency that would define making choices is variably constructed, and 
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theory about the act of choosing is understood in different theoretical idioms. The 

constitution of social structure is demonstrated most often in anthropology as a 

component of comparison between multiple forms of society more than the central 

subject as theorized as containing universals in sociology. Practicality of choice then is 

limited both by culture or societal form, tradition, norms or rituals, but in general the 

concept of choice as a whole is used as a point of reflection, standing in as the ultimate 

agency. The social sciences therefore all too often take on a function as the study of that 

which limits or motivates choice, rather than participating in the more traditionally 

philosophical endeavor of considering if choice can exist or what it is. Rather they draw 

on a historical origin, and later reform, of the humanistic tradition in which though 

aggregate/society/structure exists it is always, in some form, the choice of the individual. 

At the same time that choice forms a specific humanistic ontological base, and is the 

basis of humanity’s social production, it can and must reside in the human itself. That is 

to say that human agency, the human capacity to action and causation, is considered 

specially and innately human and indivisible from self.  

Following from that premise, there are offered contradictory discussions of how 

to interpret the limitations and interactions between social reality and the individual that 

are the product of human agency. I have witnessed a screaming argument between a 

Foucauldian and a Gramcian scholar (at the 2008 Rethinking Marxism conference) about 

the need to avoid assigning agency to the social world rather than human beings, in 

which each accused the other of that very sin. Agency is traditionally conceived of as 

connected to intentionality and the idea that these two halves: the intention to commit an 

act and the performance of the act, make a choice. The social scientific study on 

constraints of human choice contradicts this, often having difficulty espousing a contrary 

ontological base but offering alternative cognitive or social mechanisms that reside at the 

level of epistemology or ethics, without reflexively considering that these in turn rely 

and influence ontology. Look at the ongoing conflicts over various elements of 

relativistic theory, both social and epistemological, and find the challenge largely to the 

potential that these are contrary to an initial and essential ontological freedom, a placing 

of humanity, of the individual at the center of the universal frame. Similarly, current 

ongoing debates about the appropriateness of ascribing agency to machines, and non-
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human actors, continues to surround theoretical work within STS. Even those less 

criticized for relativism and ontological flaws (e.g. Actor Network Theory , Latour, 

2007) are criticized. These scholars of non-human agency all expend significant 

conceptual thought theorizing agency without intention, and the placement of agency 

therefore without choice (e.g. (Latour, 2007; Pickering, 2010; Turnbull, 2000). In one of 

his works Bruno Latour directly extends this discussion to a reconsideration of the 

ontological divide of humanity and nature, only to end up retaining some elements of 

human exceptionalism as part of his final portrait (Latour, 2009). But these scholars 

remain a small faction within the larger world of scholars who attempt to understand 

choice, and the placement of participatory agency within the direction of outcomes. In 

fact one of the scholars who, with Latour, founded Actor Network Theory, views 

markets as a model for indirect or non-human action (Callon, 1998). 

The increasing attention and importance of the market as a model for action, as 

well as the general commonness of the consumerist model of choice, has led increasing 

emphasis to study of the expansion of economic modes of thought, both in the discussion 

of neoliberalism and in other idioms. Work on the expansion of economistic thinking 

and the prevalence of probabilistic decision making as a model of choice extends from 

Callon’s sociology, to the political economy of neoliberalism, and even farther afield. 

Stephen Long (1999) starts an analysis by pointing out a key difference between his 

home discipline of historical theological studies and economic theory by observing that 

the economists do not recognize their own ideological or orthodox nature—they 

naturalize or dissemble the foundation. Long states, “economists do not envision their 

discipline as founded upon a dogmatic orthodoxy that must be preserved and developed 

by participating in an ongoing historical conversation….” (p. 2). His analysis of 

economics is hampered by the inability to “get inside,” to epistemologically participate 

or conceive of the worldview of economists because they universalize and 

decontextualize as part of their essential framing. Their learning to see as economists, 

their ontological participation in fact denies the possibility of seeing as an outsider 
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would.
 17

  On the contrary Long points out that these theologians, because they are 

‘called out’ on their choice of ontological foundation, are committed in a manner that 

still allows recognition. In fact this jibes with the observation by some religious scholars 

that theological orthodoxy can be distinguished from fundamentalism particularly by the 

denaturalization of the basis of faith and theology. This theme is also the central element 

of what Duncan Foley (2006) describes as “Adam’s Fallacy,” which refers to both the 

foundational link between theological thinking and economics, as well as the particular 

theologically infused tenets in his theoretical construction.  

 

3.6.1 Sociology of Choice 

This work could colloquially be called sociology of choice, or of the concept or 

discourse of choice, but this would conflate my approach with that generally connected 

to the phrase within scholarly work. The sociology of choice has two distinct meanings 

that predate my own appropriation: one associated with rational choice theory, and the 

other is a related but distinct discussion of predictive models of choice-making in the 

sociological study of choice making in which approaches are more varied, for example: 

references to models of choice making in development strategy (Grabowski, 1996) and 

selection of occupation (Woodfield, 2007), in which it implies the documentation and 

analysis of repeated mechanisms of choosing as a form of rational choice by actors in a 

class. This usage of the phrase to stand in for interpretation of mechanisms of choice has 

been extended into conversation with Bourdieuian practice by some sociologists who 

describe habitus as containing these atomistic mechanisms of choosing (Ball, Reay, & 

David, 2002). I attempt to place choice not in the individual alone, but in the structural 

considerations that form the context of decision making as well, drawing on the 

discussion of tactical/strategic action in the work of Michel de Certeau (1984) and 

concern with situational exigency found in both rhetoric and discourse analysis (e.g. 

Burke, 1969; Van Dijk, 2009). That balance, addressed in a prior section, should appear 
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 This bears similarity to the discussion of ontological choreography in and between dissimilar 

worldviews and in boundary work to determine classification that is described by Cussins, 1996, or 

Thompson, 2001. 
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throughout the work in my efforts to balance description of the referentiality and active 

use of the discourse of hope. 

I aim to discuss how choices are made both as an intentional action and by the 

situational or contextual factors that modify choice, and that come to form the rationality 

that guides decision making by delimiting the choices available among a much larger 

ontological category of potential outcomes and actions. To borrow a phrase from 

philosophical ethics, this cannot be described as a conflict between consequentialist 

interpretations of outcomes as definitive or deontological interpretation of adherence to 

rules, as is often the case in the a priori application of rational choice theory, that a 

pattern of behavior is used to interpret the logic in which the behavior was decided on. 

This entire work can be read as a suggested redirection for the analysis of choice to grant 

parity to structure and agent rather than take sides, particularly in light of social 

theoretical insights into the co-construction of structure and individual practice and 

cognition.  

Harry Bash in his discussion of sociology and American ideology, marks the 

potential rise of a “sociology of choice”, that is the shift within sociology to pay 

attention to choice and in turn links to a perception that the discipline concedes studied 

social phenomenon to consideration as choice, as a vestige of the imbedding of the 

discipline (particularly as it developed in the US) within an ideological apparatus which 

“traces a submerged theme of voluntaristic individualism” (1979, p 144). Bash is not 

specifically critical of this note - he links it to a modernist project he refers to as 

containing “liberative potential” or effort to develop a better understanding of choices 

and unnecessary limitations thereupon. He cites Strasser (1976) as containing a 

discussion of this tendency in analyzing the field’s approaches to social “assimilation” 

and in this mode Bash actually ascribes an advantageous element in that the focus on 

choice draws away from conservative elements, that is a push against the, then 

dominant, systems and equilibrium based theories of social structure and action. The 

grand theories of the day, bound by their commitment to order and a post-Durkheimian 

sense of society’s inherent push for self-preservation, needed a counterbalance that drew 

attention to the potential alternatives. 
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 At the same time a thread of social theoretical work that arises out of the concern 

for the theorization of social control and reproduction unfinished in earlier (often 

Marxist) theory exists in the sociology of Althusser, Bourdieu and Foucault, who in fact 

recognize a similar tendency of earlier sociology to disclaim the potential for alternative 

social orders, and in support focus research on the mechanisms by which individual and 

social order is maintained in the limitation of individual self-construction, in this sense 

“choice.” Both Bash and the French theorists of social control respond to a particular 

historical moment of revolution, in which an American ideological construct of choice is 

both in question, challenged from the left as an illusion and from the right as having 

gone too far. 

 

3.6.2 Limitations on Choice 

The conflict between the basis of governance between sovereignty as an ideal, 

and the inherent limitations of sovereignty form a basis in Agamben’s discussion of the 

“constitution of potentiality” drawing from Aristotle. The potentiality rather than the 

individual sovereignty constitutes a basic element within sovereignty itself. For 

Agamben the difficulty inherent in thinking about thinking, or in this case thinking about 

the element of potentiality in sovereignty remains a weakness of the reliance on the 

concept of sovereignty. This is despite sophisticated engagement by existentialist and 

phenomenologists who seek to understand responses to possibility (Agamben, 1998, p. 

47). 

Within the tradition of liberalism we really see two traditions. One is dominant – 

a teleological or technocratic inspired pluralism, in which the goal of expanded freedom 

is not justified inherently by individual liberty itself; rather liberty and multiplicity are 

justified as multiplicity of theory. That is to say that the “intelligence of democracy” or 

the value of the complexity of discourse in the public sphere, is reduced into elements 

that work to advance an idealized human knowledge through a posited process of 

historical reversion to a mean of truthfulness. Alternatively, we can see a discursive and 

philosophical construction of liberalism and pluralism that more centrally values 

difference – an anarchic or humanistic inspired pluralism, in which the goal of expanded 
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freedom is transcendently/religiously or otherwise justified as arising in liberty itself. 

What is important today about these two philosophies is that they give rise to two 

different discourses, and more importantly two genuinely counter narratives of choice. In 

the technocratic pluralism there is an articulated need for diversity with the implication 

that over time diversity will lessen as truth is revealed, and this in itself is both 

justification and falsification criteria. They give a reason to promote choice as the 

mechanism for understanding liberty and why the boundaries of those choices are not 

important - we are not in fact interested in the choice but the resulting evidence of 

choice’s effect and therefore data of improved truth. 

It is worth noting that in large part the concept of choice discussed here is distinct 

from that mobilized in the differing existentialisms of Sartre and Heidegger, in which 

choice is the effect of an inherent and ontological aspect of the human condition that 

Sartre terms freedom. For this group of philosophers, the nature of the human condition 

dichotomizes not the ability to enact a path and the difficulty of it, but an ontic divide 

between determinism and liberty. Thus many things that would be considered limited or 

as external shaping forces in a materialist model are considered choices in themselves, 

for example the coming to understanding of a material aspect of the world through 

experience. Labeling as good, bad, limiting constraining are all processes of choice 

whether or not they take into account the history, context, pressures and even limitations 

of conception of the individual. A question is not the actual making of choice but a 

metaphysical relationship of subjectivity and world that exemplifies in some ways the 

sovereignty of the individual. In different ways, the existentialists who are highly 

associated with the idea of choice, refer entirely to choice in a distinct and non-

colloquial way, the term choice here refers to the ‘existential ability to be subject and 

object of choice,’ that is to say the nature of the thing is not defined in reference to a 

divine outsider or platonic ideal. For the existentialists the question of choice is a 

concern with examination of the freedoms of the human condition, and of the formation 

of that human condition by its limitations as well as its vast potential. 

The existentialist project has distinct ramifications in Heidegger and Sartre, both 

limiting and liberatory, but importantly its nature is as a part of a metaphysical thesis and 

they both effectively de-socialization the level of choice. For each choice is a part of a 
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philosophical breech from determinism or an essential link in metaphysics with theism, 

choice is thus a homologue, a fundamentally different cataract of meaning despite 

identical word in translation. Despite that difference, the placement, reception and 

importance of the existentialist philosophers as part of a tradition that idealized aspects 

of choice and the sovereign individual as the basis for further discussions of choice links 

to this discussion.  

My interest here in developing a taxonomy of choice is based on a desire to 

clarify distinct discourses that are conflated and affected by the lack of a disaggregated 

vocabulary. It is distinct from efforts in marketing and business literatures that have 

attempted to do so, e.g. Miles and Snow (1978), which seeks to describe and generalize 

from process of decision making in choices made. Their model attempts to demonstrate 

models of problem-solution practices, assuming both a quasi-rational choice model in 

which actors are determining how to respond to a situation, and assuming an extrinsic 

nature of the conceptualization of choice itself. The work of scholars in business and 

marketing is fundamentally to look at what leads to determination of path between 

recognized options rather than to examine the nature of their whole category of choice as 

opposed to the unthinkable or required. In contrast there is a trend in psychology around 

the opposite issue of how one becomes unable to conceptualize things in the world as 

available, e.g. alienation, internalization of limitedness and oppression, attachment, or 

aversion, that has been popularized in the self-help literature on actualization and 

empowerment. 

A review article discussing theory of choice in marketing cites a key hypothesis 

they derive from the research about choice with restrictions, as: “The smaller the 

perceived gap between the restriction and consumers’ initial goals, the more positive 

their affective and cognitive responses to that restriction will be” (Botti et al., 2008, p. 

184). This then is how we are most often asked to consider choice, that choice is the 

basic demand of consumers as choice makers in the market. While they acknowledge 

that choice is limited the basic premise in marketing is to present the appearance of 

choice and develop ways to make choices appear more as unhindered choice.  

In contrast, Farguhar and Pratkanis (1993) approach to choice, also from the 

literature on business and marketing state:  
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“A phantom alternative is an illusory choice option-it looks real but for some reason 

is unavailable at the time a decision is made. Phantoms can both help and hinder 

successful decision making. On the one hand, phantoms can provide useful 

information on the boundaries of a decision problem and thus help generate new 

options through a restructuring of the problem. But phantoms can also produce 

biases, deception, and suboptimal decisions. We argue that phantoms should be 

considered explicitly in decision structuring rather than being allowed to work their 

effects surreptitiously (p. 1214).” 

 

This notion of choice in these approaches is outside of consumer intention. What is 

being discussed is the idea of choice, not as an unconstrained form of decision making, 

but that certain market experiences can be labeled as choice, absent choices, limited 

choices, even absent choices so that they are interpretable through the lenses of the 

consumer choice. If interpreting events as if they were “phantom” choices offered and of 

viewing the limitations of choice as opportunities for marketing represent the current 

dominant discourse of choice then perhaps Renata Saleci is correct in labeling our 

current consumer culture as the Tyranny of Choice in her popular press polemic against 

the overwhelming of individuals with meaningless choices (Salecl, 2011). What is 

needed is not only this sort of questioning of choice as a good, or the opposite found in 

the social engineering of choices by Thaler and Sunstein in their bestselling book Nudge: 

Improving decisions about health, wealth, and happiness (2009), but a real effort to 

understand how and why we value choice and in what ways it can be beneficial today. If 

Thaler and Sunstein’s book is popular because it suggests how to perform and construct 

effective policy by manipulating the ways that people make choices now, perhaps a 

better question would be to ask them why personal consumer choice is the best way to 

manage behavior and decision making (Thaler & Sunstein, 2009).  
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3.6.3 Medical Care and Choice 

“…. if it is compared with ‘force’, then ‘choice’ is more often than not a great 

good. But what about comparing it with ‘care’? Is ‘care’ a soft form of ‘force’ or 

might something entirely different be going on? ...” Annemarie Mol (2008, p. xii) 

In the above quote, Annemarie Mol offers a specific conception from her 

admirable effort to understand the logics of choice and care in medicine, and in those 

logics are hints both to broader discourses and particulars of their use in medical 

language. She starts from the consideration of values within and links these two logics, 

not least among them an honest commitment to providing quality medical service often 

termed care. The admixture and confusion arises from the inability to un-mix these 

different values, the freedom value and the care value, and their associated logics that 

prioritize different practices, languages and ethical decision making. For Mol, much of 

western culture is marked not only by the privilege of choice, and the conception of 

individual freedom as the dominant good, but in fact the ability of this to confuse or 

drown out other ideals extending beyond medical concern for care to other situations of 

value. Here I don’t ask whether choice and care are in conflict as Mol does so well. 

Rather I wish to interrogate this basic assumption of the primacy of a certain kind of 

choice in the western world, particularly the idea of choice as individual, liberatory, and 

inherently good in an unproblematic way. In fact I disagree on one particular with Mol 

that this privileging is a cultural trend outside of social scientific analysis. For Mol, the 

ability to challenge this conception of choice is well done in social science inquiry, and I 

question if that is the case. Mol’s book “articulates the logic of care through a detailed 

comparison with the logic of choice. If logics are embedded in practices, articulating 

them demands that we go out into the world and immerse ourselves in those practices” 

(p. 8). But within her focus on practices of healthcare, the liminal nature of healthcare as 

a site in which there is an exceptional status changes the debate. While I also look at 

healthcare in this dissertation, I hope that healthcare is contextualized as one of many 

practices that are interactive, along with political decision making, institutional 

formation, etc. For Mol, care and choice exist at odds within the domain of practice 

which she examined. For Mol’s case work, the practices of care and their particular 

valences required they be balanced between experts provision of care deemed 
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appropriate and informed patient’s choice. Basing her analysis on medical practices 

within Holland where national discourses of rights, choice, care, and paternalism are 

distinct from Americans makes her conclusions less satisfactory when considered in the 

contemporary US context. This difficulty in dividing two connected ideas, or even ideas 

marked by or in contestation with each other, is present in the notion of choice and the 

notion of care, because today in the US, to be taken care of is often directly contrasted to 

an ideologically ultimate individual freedom of choice. 

While Mol (2008) distinguishes a transition or struggle between patients as 

consumers (recent version of choice), partners/teammates (recent version of care), or a 

traditional status as subjects of control by doctors (to which both recent logics respond), 

these relations are placed within dichotomous frames rather than seen as consistently 

negotiated as containing both elements of choice and care. While Mol's legitimate 

criticism of the consumerization and commoditization of healthcare rests on this dyad, 

the reality is that for many who support consumerization, their perception is that in 

making and promoting choice they are performing a version of care. This is not to 

suggest I agree that they are successful, or even correct in not splitting them apart, but in 

maintaining her dyad, Mol does not help resolve the tension. She builds an elegant 

alternative model to consumerization based on accepting the assumption that it is of it 

not being care. If consumerists can see care in choice, then we must dig deeper into what 

choice means, not in contrast to care, but in its own terms for these proponents. 

 Political and policy discussion often recognize the interlinking of the concepts of 

choice and care. The efforts to develop government initiatives that assisted in the daily 

lives of individuals through the provision of services are deemed by originators as 

making people gain freedom through removal of worry. Providing safety and structured 

long term planning to prevent the worst consequences of failing to plan for oneself, these 

were called or labeled at different times, “social security,” “Medicare,” “entitlements,” 

or “welfare,” all in an effort to highlight the combination of choices and service 

provision as a form of care. However, in recent years the mixture has proved 

problematic, because the power of the choice side and what choice means has changed. 

The difficulty in conceptualizing how choice can be thought about outside of an 

individual decision making model is a product of both active hegemonic neoliberal 
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constructions, and, perhaps more insidious, the lasting impact of highly prized and 

beneficial commitments within the American public sphere of an ideological defense of 

individual liberty, conceived as infringed upon by any other sort of system of choice. 

This pair of causative factors has led to a situation where any discussion of the 

promotion of real choice, at the expense of a perceived variegation of individual choice, 

feels wrong to a significant portion of Americans.  

 

3.7 Justificatory Regime  

 This dissertation draws out the function of the discourse of choice across 

stakeholder and interlocutor groups to document the widespread use of choice as a 

justificatory regime. As mentioned earlier (p.18) this use of choice has particularly 

marked efforts of reform surrounding the PPACA and the question of whether medical 

care should be distributed via voluntary participation in a health insurance market. The 

ongoing naturalization, the transformation of this particular set of choices into presumed 

common sense is the defining factor of healthcare reform debate in the United States 

today. In what follows I will specifically respond to how the concept of a justificatory 

regime differs from the related concept of an “order of worth” as developed by Luc 

Boltanski and Laurent Thevenot (Boltanski & Thévenot, 2006). While Boltanski and 

Thevenot focus on the ability of multiple systems of justification to co-exist, especially 

when they are linked to intrinsic categories in different social worlds, my interest is in 

how these multiple worlds share reference to some aspects of the same broadly cultural 

context. I center particularly on how neoliberalism as a complex assemblage has been 

particularly capable of transposing market logics and capitalist ethos across borders and 

into different fields using or emphasizing a shared discourse of choice. 

 Boltanski and Thevenot (2006) describe a system of analysis in which social 

structure and group beliefs vary within social worlds, and that the specific reference 

elements within these fields (qua Bourdieu) arrange social life through or by reference to 

shared elements that determine the system of valuation. Because a group shares these 

specific elements, they are deemed a “polity” and the shared elements form a guiding 

structure of worth that determines personhood, ethics, and other key aspects within that 
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social order. Polities develop distinct communicative and rhetorical boundaries, e.g. an 

“expert” in academia is distinct from an “expert” in the military not only in the subject 

of expertise but in the way that expertise is valued. But particularly the distinct elements 

in these polities serve the function a basis of justification, of warrant for truth and value, 

despite heterogeneity outside. Boltanski and Thevenot suggest that societies contain 

multiple potential frames of reference and polities. Therefore in moments of action 

individuals can transition between polities in ways that link the structural system of 

beliefs specific to a certain sphere while also maintaining their membership in society at 

large. Thus they can maintain social coherence. A key component of this polity is the 

ability to structure valuation of individual actions, and they define systems of 

justification as well as authority through value determination. In this sense they are 

rescaling Durkheimian social order to the level of a Bourdieuian field. And within this 

scale of the polity any member has reference to the “attribution” of the “state” of value 

to others and to actions only through reference to “tests of worth” which are structural 

elements defined in the justificatory mechanism.  

 According to Boltanski and Thevenot’s (2006) analytic methodology, neither 

medical tourism as a widespread phenomenon, nor medical tourists themselves, ascends 

to the definition of a polity. They would suggest that the practice of medical tourism be 

evaluated by members of different polities based on local and specific criteria, and in 

fact their theory would suggest that it is unlikely that the structures of value would 

contain a directly common referent of value. Medical tourists themselves may be 

deemed as sharing recourse to a set of structures of worth, and associated tests of worth, 

that allow them to deem their actions as justified, but the elements of that test of worth 

would not be the same. The similarity I find in the justifications for participation across 

dramatic cultural divides and repetition of the discourse usage associated with the 

medical tourism industry would be based on different value systems. On the contrary to 

this assessment I argue that there is a common element of the value systems that has 

been communicated between groups, or polities, through the diverse channels by which 

neoliberal reform has influenced polities globally.  

Though the expanded discussion of orders of worth found in Boltanski and 

Thevenot (2006) are related to my usage, they frame their discussion in terms of a post-
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Bourdieu sociology that considers social phenomena at the scale of a field or bounded 

social world, rather than that which is shared across them. I argue that the question of 

inter-subjective communication across boundaries also relies on shared discourses, that 

is to say, communicative structures that carry ontological-ethical assumptions. This 

larger scale is implied in Boltanski and Thevenot, but is approached more directly as the 

concept is extended by Boltanski to describe the contemporary spirit of capitalism. This 

spirit of capitalism is their usage of a term popularized by Weber who posited 

underlying ontological-ethical structure shaping possible cultural forms. According to 

Boltanski and Thevenot, Weber’s spirit has shifted and developed into a form that shed 

its critical social justifications, that is that integral to the idea of capitalism in Weber’s 

description was an expectation that it benefitted all, that it had social as well as religious 

value. In place of that former capitalist mode the current spirit of capitalism is more 

universal and piecemeal without a central social or religious justification (Boltanski & 

Chiapello, 2005). Weber’s  discussion of the earlier Protestant spirit of capitalism 

focused on the transformation of work to an inherent (qua ontological) as well as ethical 

good for the individual and society that was used as the defining factor of individual 

worth in reference to that broader social good (Weber, 2001). In contrast, Boltanski and 

Chiapello describe a transition (similar to Foucault’s biopolitics) emphasizing individual 

scale and the demand for ongoing projects without distinct external reference to the 

social good (Boltanski & Chiapello, 2005). While this general transition argues for a 

new system of justification absent the traditional ethical supports with recourse to 

common good, it implies a shared aspect across many systems of the order of value or 

social worlds in which the general perception responds more to market logics. Central to 

my discussion of choice is Boltanski and Chiapello’s (2005) observation that the new 

ethic relied less than traditional liberalism on justice and social good and more heavily 

on concepts of “exploitation” and “domination” referential to individual sovereignty (p. 

505-506). Their focus is not in the end on this overarching similarity but by the way that 

local groups rely on some forms of shared Weltanschauung or ideology. The general 

commonalities are seen to be represented by a variety of systems including science and 

technology, but interpretation of these is left to others including Bruno Latour whose 
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concept of the black-boxing of ethical constructions within technoscience materials is 

used as an example (Boltanski & Thévenot, 2006, p. 145).
 18

 

In both of these works, Boltanski and Thevenot as well as Boltanski and 

Chaipello, the concept of a regime of justification is an available translation for the 

primary action of the social world, the order of worth, held within a specific sphere. 

Scholars such as Norman Fairclough (2013) have referenced it as such in examining how 

their analysis itself and its uptake by the social world of management rather than 

sociology are marked the acceptance in that social world of their transition. For 

Boltanski and Chiapello the transition focuses on the way social worlds maintain their 

own system of justification through a model of good and bad; emphasis on individual 

security; stimulation; and norms of justification embedded into the subject positions, 

material objects, and relations within that social world. But the meaning and 

referentiality of these elements is not translatable across social worlds, and it is this 

ability to focus on the particularities of a single group that Fairclough marks as the utility 

for critical discourse analysis. In approaching my interest in a generalizable discourse of 

choice within the neoliberal era I found it challenging when, in contrast to Boltanski and 

Chiapello, Fairclough (2013) describes the lack of utility of the perspective of general 

approaches, citing Bourdieu and Waquant’s writing on the shift in language to 

“newliberalspeak” (Bourdieu & Wacquant, 2001). Bourdieu and Waquant’s brief piece 

is a general outline of a transition in language and discourse to an acceptance of broadly 

utilized language that is “fuzzy” or polysemic. Their description is of a transition to 

decreasing specific referentiality of key terms and discourses. For Bourdieu and 

Waquant the sort of localized analysis of a group’s “order of value” (in Boltanski and 

Thevenot’s term) the specific standards prevailing within a social world are diminished 

as words such as “expert,” “freedom” and “market” became increasingly universally 

applicable and powerful without reference to any particular community’s system of 

definition. They even offer a mechanism for this transition in the international and inter-

group export and expropriation of an uncritically determined “American” system of 
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 Bruno Latour (1987) and others discussion of the use of technology as a mechanism for translation and 

transport of concepts within the exchange of scientific knowledge is discussed elsewhere in this 

dissertation. 
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thought and language, particularly as exported by a predatory state and an Americanized 

form of corporate capitalism (Bourdieu & Waquant, 2001, p. 4). 

 Bourdieu and Waquant’s reference to the linkage between economic and cultural 

imperialism and discourse mirrors the use of the concept of justification in the work of 

Edward Said, in which he examines how imperialism is reliant on established systems of 

justification that allow value and ethical systems. In looking at how these underlying 

axioms of the act of justification are inscribed in literature, Said (1993) described them 

briefly as “regimes of justification,” distinguishing them from ethical codes or social 

values because they are constructed and either constitutive or determinative of the 

possible ethical interpretations of the actions of the characters laid atop the regime (p. 

69). While the term was not broadly distilled from this work, Said’s analysis of the way 

in which authors such as Joseph Conrad could shape the structure of their work to justify 

imperialism in the narrative is an example of the sort of discursive analysis within his 

work that has had a lasting impact (Spanos, 2010). While in that work Said doesn’t 

explicitly perform discourse analysis, his work draws on the same theoretical bases and 

precursors as contemporary discourse analysis, including an emphasis on the way that 

structures of language serve as ongoing resources for thought. 

 What Edward Said suggested about literature, and described in his work on the 

way that Orientalism relied upon precedent and often invisible structures of justification 

based on a widely held system of values accounts not only for a single professional or 

social world, but rather for a system of value characteristic of an era (Said, 1979). This 

system of values does not simply rely on its most prominent conceptual frameworks 

within individual systems of practice or social world, but is:  

“not only a positive doctrine [in the sense of positive and negative space] about 

the Orient that exists at any one time in the West; it is also an influential 

academic tradition…, as well as an area of concern defined by travelers, 

commercial enterprises, governments, military expeditions, readers of novels and 

accounts of exotic adventure, natural historians, and pilgrims to who the Orient is 

a specific kind of knowledge about specific places, peoples, and civilizations. For 

the Orient idioms became frequent, and these idioms took firm hold in European 

discourse. Beneath the idioms there was a layer of doctrine about the Orient; this 
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doctrine was fashioned out of the experiences of many Europeans…. (Said, 1979, 

p. 203)” 

Through an extended period, a general discourse can extend a structuring effect across 

the diversity of social worlds, influencing and exempting individuals from their internal 

value systems. In this sense of providing an extended system that influences thoughts 

and provides justifications, a regime derives its own legitimacy from laying claim to the 

power of objectivity by reference to human experience. In essence whether orientalism 

or choice, a discourse relies on the naturalization of fact in the era of scientific 

determinism. The pattern suggested is not simply the widespread uptake of a shared idea 

of choice, and its use as a central ethical or value standard for justification, but the 

widespread uptake of a set of rules, ontological and epistemic, that derive from 

modernist approaches and scientism including its historical privileging of individual 

experience and individual scale as evidentiary for inductive generalization (Haraway, 

1997; Harvey, 1992; Lyotard, 1984). That broad trend characterizing the general rules of 

justification as based in naturalized scientism and the ongoing process of individuation 

share a basis in the legacy of the historical liberal tradition described by Weber and other 

early theorists that has been shifted to an extended and reflectively enhanced form 

(Beck, 1992). Within these broader changes I suggest that a key materiel of that change 

has been the use of the discourse of choice not only as a metonym, the marker of 

individual sovereignty and individuation, but also as a widely flexible euphemism 

characteristic of the flexible language that Bourdieu and Waquant suggest is increasingly 

characteristic of justificatory language in the neoliberal era (Bourdieu & Wacquant, 

2001).  

This increases the availability of the discourse of choice, not simply as an open 

signifier for rhetorical purposes, but as a broadly accepted metonym for freedom and 

individuality to a diverse array of populations (or polities) who hold different ethical 

systems but share the discourse of choice as a central form of political agent in 

interactions. The frequent reference to choice, of repeated participation of this discourse 

in intersocial encounters, can be understood as a marked aspect of globalization. The 

accumulation of these encounters produces the mode of transnational and neoliberal life 

(Tsing, 2004). By repeated reference to the discourse of choice, a shared acceptance of it 



 

 91     

as justification across the friction of encounters develops. This shared justification uses 

the flexibility of choice in a variety of ways that are already present from historical 

efforts working towards cosmopolitanism and productive encounters despite localized 

variation. 

What Thevenot and Boltanski approach in their neo-Bourdieuian formulation of 

distinct polities (qua fields) is a question of how much conceptual framework and 

associated language is carried between these groups and how different groups and their 

shared value systems are distinct. They reach back to questions about ideology and the 

ability to do analysis across dogmatic communities that frame the discussion of religion. 

As anthropologist Mary Douglas (1996) noted in response to the tradition of looking 

across boundaries in the Durkheimian search for social facts, “comparison depends on 

theory for saying what should be compared and how. Where religion is concerned there 

is no theory comparing dogmas that does not take its own position for dogma” (p.xii). 

This question of method and theory, of how to interpret across boundaries, continues to 

be a key idea in the sociology of religion (e.g. Bainbridge, 1996), as well as within 

Science and Technology Studies in which boundaries are a key figure (Gieryn, 1999; 

Khandekar, 2010; Traweek, 1992). The difficulty is potentially avoided in looking for 

internalist logics as Thevenot and Boltanski have engaged, but their movement away 

from Bourdieu’s theory of fields has dropped a central component of his work, which 

was to look at how fields worked within shared spaced of social life as exemplified by 

his work on distinction and the way in which the social life within a field is performed in 

relation to others, particularly in relation to the power relations established between parts 

of society (Bourdieu, 1984). While Mary Douglas’s (1996) analysis does not solve these 

problems, she suggests that the repetition of form and the access to shared resources, 

psychological and material, across dissimilar religions offer key referents both for 

formation of religions despite difference, and for analysis across those religious forms. 

In particular, while focused work on individual religions is useful, comparative work on 

religions allows detailed analysis of the way that power and social structure have to be 

responsive to its integrated diversity: 

“This leads us to considering further the relations between the distribution of 

power and the coherence of public classifications. It is axiomatic that a steady 
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pattern of control is needed for a coherent symbol of classification … So a 

society [with diverse religious forms and community]… is a complex social 

system … is likely to become one that is continually subject to political upheaval 

and a changing profile for the distribution of authority (Douglas, 1996, p. 62).” 

For Douglas, left without conclusion is the question of language, suggested as a key 

component of the shared social resources that is not simply “infrastructure” of social life 

and variations in religion or ideology, but rather an active constitutive element (Douglas, 

1996, p. 161). She directs attention in this sense to the early discourse analysis and 

interpreters of culture and media language as a key element of the social fabric that 

bridges between distinct communities, and as the shared material, a central necessity for 

the development of generalizable theory across local fields. Douglas (1996)points out, in 

much the same way that Boltanski  and Thevenot (2006) refer to internalist language as 

marker of polity value systems, that the shared resources and distinctions in local 

meaning or usage, become the primary markers of those divided polities (Douglas, 1996, 

p. 163). 
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4. How Writing Makes It So. 

 

4.1 What is Medical Tourism? 

The term “medical tourism” remains subject to debate, a boundary object, 

reflecting positional conditions of a great many groups. Regional and national groups 

refer to medical tourism as a symbolic element in their development. Industry 

participants and business people view it as a potential target block for foreign 

investment. Within the US it remains implicated in negotiations around healthcare 

policy. As international and national debates about appropriate healthcare increasingly 

reference the lexicon of neoliberal reform, free market rhetoric including ideas of 

choice- transparency, competition and consumer rationality have arisen within 

healthcare contexts where previously an argot of ethics and rights had lingered. Different 

national and social groups participate in a global arena that increasingly links local 

health care economies, and where transnational populations and markets impact 

regulation within larger issues of national development and identity.  

Medical tourism is not the same thing in different countries, and participation in 

this industry and practice is also diverse, as are the ways that this industry practices and 

defines itself. Globally some states, such as China, have attempted to minimize medical 

tourism, while others have embraced it as both destinations and departure sites. For the 

United States there is a complex mixture, as some political groups advocate travel 

abroad as an adjunct to failures of the health care situation at home, and other discourse 

strongly incentivizes travel by the global wealthy to seek care in the US. At the same 

time others see the expansion as a threat to commitment to repair the domestic 

healthcare situation and an embrace of neoliberal free market ideology. These multiple 

constructions and clashes of understanding can be seen in the framing and evaluation of 

medical tourism in legal cases and policy formation process, each of which form key 

moments in discourse formation.  
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4.2 Language as Tactical 

This dissertation is built out of engagement with the social science concept of 

discourse, active and functional structures of meaning that exist in and between 

language. It may at times seem strange that multiple meanings can reside within multiple 

actions performed by the same word or piece of language, both in one instance of that 

discourse and flexibly across multiple contexts. While the multiplicity of meaning can 

present a difficulty, I suggest that the interpretation of discourse as constituted of both 

language (documents, speech acts) and practice (including standardized behavior or 

systems of interaction) helps make this comprehensible. The communicative nature of 

discourse is linguistic and referential, and in order to exemplify this multiple 

referentiality and polyphony of meaning in practice, I draw here from classical rhetoric. 

The multiple meanings internal to a single discourse object or narrative figuration, such 

as medical tourism, should be made clearer through their synoptic example separated out 

in the ways of use articulated by rhetoric. Discourse as a concept can be multiple; 

rhetoric as a systematic prescriptive description of techniques allows disaggregation. 

From traditional rhetoric I suggest that the referential nature of three similar actions that 

can be used as techniques, metonym, synecdoche, and euphemism, allows us to 

distinguish between the different techniques of rhetorical action enabled by the idiom, 

and contained within it as a discourse formation: 

4.2.1 Medical Tourism as Metonym 

 Metonymy is the use of the part for a whole, not to name the whole, but to 

suggest it through the relationship of part for whole. When medical tourism is a 

metonym it allows those in need of care to maintain a relationship with the nation, with 

social institutions, and with other individuals that are shaped by the two terms and their 

referential links. They can connect to elements of context around the term “medical 

tourism” to prioritize the aspects of modernity, science and benefit within the realm of 

medicine, while at the same time connecting to the volunteerism, benefit, and affluence 

associated with the concepts referenced in the term tourism. For example – for 

destination sites, tourism can have a negative context outweighed by the aspect of 
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medicine. From the role of highly developed provider of technical services they are able 

to produce authority and establish a credible or legitimate relationship as the needed and 

successful participant contra traditional submissive or marginal economic roles. 

Alternatively, a patient who is denied or experiences difficulty within the traditional 

doctor-patient relations and/or their economic status, can redefine their roles and 

relations as decision makers and tourists. 

There is debate among those who engage medical tourism as object of study – 

particularly in geography and global health – on whether to use the emic/internalist term 

“medical tourism” or retrench into a less ideologically loaded use of the term “medical 

travel.” The avoidance of ideological liberalism by the transfer to the term medical 

tourism is intended to respond to the ability of the term to control what is considered. 

This concern is specific to the metonymic function of shared referentiality to 

relationships and valuation.  

4.2.2 Medical Tourism as Synecdoche 

 A synecdoche is when the name of a whole is applied to a part or the part to a 

whole so that the thing stands not only for itself but for the whole. This is not about a 

specific relationship, but rather about making a stronger link between the particular and 

the whole; largely it is used as emphasis. When medical tourism is used as a synecdoche 

it enables the promoters of medical tourism to define a small set of practices as the only 

ones to be viewed – it is the act of distinguishing and delimiting. For facilitators and 

governmental officials in the developing world, the foregrounding of life saving 

treatment and economic investment can be used to decrease attention to the reallocation 

of resources in other areas, and can make the free-market aspect visible rather than 

government expenditures. The patient may reinforce her/his subject position as chooser 

and consumer, as rational and self-made, while decreasing the visibility of constraints to 

their choice or dependence on public resources such as tax incentives, enterprise zones. 

The use of the idiom of medical tourism, while widespread in popular media, is 

problematic for many scholars because it masks the interconnection between these 

practices involving medicine and the general practice of healthcare. The framing of 
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practices with reference to medical tourism narrows focus through its specific 

referentiality, and the ability of specific referentiality to be exclusive. 

 

4.2.3 Medical Tourism as Euphemism 

 A euphemism uses a different and often contrasting figure to stand in for a 

disagreeable/problematic element or figure to be avoided. When medical tourism is a 

euphemism it is serving as a mechanism to dismiss critiques of a health care crisis, and 

the stigmatization of poverty or illness identity. In a culture that desires not to talk about 

reliance on foreign money it allows the “service” industry to become a component of the 

healthcare infrastructure, and for patients who seek not to acknowledge financial 

motivations it can provide an alternative to admitting need. 

Among those who observe the practices of travel for care as part of broader 

healthcare seeking and negotiation, the question of whether to or how to distinguish 

these cross-border practices as “medical tourism” rather than as part of a general system 

of participation in medicine is based on the effects within a system and on groups. This 

critical concern extends in different ways to the financial or fiduciary incentive of 

marketing professionals, governing and regulatory agents, as well as scholars – all of 

whom require an awareness of direct communication that is the antithesis of euphemism. 

The ability of medical tourism as euphemism to circumnavigate discussion of crisis or 

specifics presents both beneficial and negative results, but be it marketing or 

anthropology, the inherent lack of comprehensive referentiality in euphemism is subject 

to engagement. For these scholars, the term’s inclusion of the euphemistic “tourism” is 

problematic largely because patients rarely endeavor to travel for purely voluntary 

reasons. In marketing a great deal of effort centers on understanding why they travel, to 

little result, while in social science research the possibility of concluding study based on 

an often hard to see marginal practice represents distinct problems, especially when 

identified in this light. 
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4.3 Delimiting Medical Tourism from Other Phenomena 

The preceding descriptions of metaphor, metonym and euphemistic mechanisms 

simply represent examples of possible functions and responses within the idiom of 

medical tourism itself; they offer avenues from which to examine the actions undertaken 

by and with the discourse, in part because even when the idiom and discourse are 

intentionally used in one way, the other forms and references of meaning are maintained. 

I suggest that the idiom of medical tourism can be productively disaggregated, 

but that in maintaining it as a complex whole the discourse of medical tourism is 

maintained as a linking (constraining and enabling) factor within and constituted by 

distinct groups of practice (including patient travel, facilitation, and regulation). 

 Connected to a multiple set of practices, the fact of medical tourism’s 

widespread use is needed to respond to its ability to shape referential understanding. It is 

in this light that I maintain the label of medical tourism based on usage and the practices 

distinguished within its imbrications: it provides a centering device at the same time that 

it offers a constant reminder of diversity through its novelty and euphemistic lack of 

specificity. The fact of connection within the mobilization of medical tourism as framing 

is no longer a confounding factor but isolated as an element enabling and constraining 

different forms of practice and behavior.  

Anthropologist Mark Nichter (2008) in describing an increased practice of 

international travel for medical education, medical research (particularly pharmaceutical 

research with ‘treatment naïve’ populations) and the systems of exchange in trained 

personnel, states that: 

Medical tourism and the outsourcing of diagnostic tests and medical procedures 

are other emerging global health phenomena that demand research. How well 

established are medical tourism routes between Middle Eastern countries and 

between these countries and India? And how is India positioning itself to become 

a center of medical tourism for India’s growing population living abroad? (p. 183) 

Nichter contrasts aspects of the global health movement in looking at the discursive 

construction of “tropical medicine,” “emergent disease,” and “global health,” suggesting 

that each is useful in being related to a different perspective. Tropical disease stresses a 
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naturalized association with certain places and minimizes the importance of this 

medicine to other places. Emergent disease, which emphasizes an artificial novelty to 

these diseases as affecting new populations, is emphasized by Paul Farmer (1996) who 

sees the emergence of these [infectious diseases] as a technique for motivating 

investment by those previously unmotivated to be concerned. In contrast, the general 

push that Nichter (2008) advocates is towards a consideration of global medicine as 

opposed to a division based on variety of pathogen or technical specialization (p. 154). 

The framing, he suggests, is that global medicine allows both a movement away from 

localism in either colonialist (tropical) or polemicist (emergent) idioms and towards a 

global health that portrays all medicine as interconnected with not just novel patterns of 

practice but a general emphasis on health as taking place across rather than within 

regional and national borders. My study of medical tourism and its central focus on the 

mechanisms of discourse falls within the bounds set by Nichter – with overlapping but 

not firmly divided means of speaking about medical tourism corresponding to physical 

communities and/or centers of care that could be viewed in isolation but are more 

accurately viewed as dynamic and porous.  

Within my own research I focus on the ongoing process of legitimation and 

institutional formation which allows the practice of medical tourism to be conceptualized 

as a whole rather than as an artificial category aggregating a great number of distinct 

phenomena, particularly because institutional and individual participants seem to share 

an active mobilization of discourses of choice. Within diverse practices and the 

assemblage of interacting institutions, this system is linked by its promotion and 

participation in the expansion of transnational participation in traditionally local forms of 

medical techniques and sites; however, rarely do participants articulate a reason for the 

need to perform the act of travel as part of the traditional role of a health care seeker.  

Within the multiplicity of practices that exist overlapping travel and medicine, I 

will be specifically categorizing a simple division of three forms of practice wherein the 

first is distinct from the linked second and third: circumvention travel, exigent travel, 

and incidental medical travel. It is important to note that though extended discussion in 

the literature has noted the use of medical tourism for circumvention, it is not generally 

considered a distinct category, and the term remains only occasionally used, since its 
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formal introduction by Glenn Cohen (G. Cohen, 2010; I. G. Cohen, 2012). Like Cohen I 

do consider circumvention travel to be a central, if over-represented element within 

media representation and academic discussion of medical tourism, while the other two 

are not. Both exigent and incidental travel could be considered medical tourism; they are 

distinct because they do not rely on the intention to travel for the primary purpose of 

seeking medical care. While medical tourism’s voluntary nature should be questioned, 

the incidental receiving of medical care during traditional/non-medical travel is a wholly 

different institutional effect referred to as travel medicine. Although cases of travel 

medicine make it into the literature on medical tourism they should really be considered 

incidental rather than combined with reporting and descriptions of medical tourism. 

Similarly, situations in which medical care is received voluntarily outside of a plan, for 

example a dental visit while on vacation, or a medical visit while at a spa, are a response 

to the presence of the option, and may or may not be supported by the industry of 

medical tourism or other infrastructure. Thus I consider some cases of voluntary receipt 

of care to be exigent medical seeking rather than medical tourism.  

 Circumvention travel, which refers to travel to a different local situation either 

across national borders or inter-regionally within a national boundary, is marked by the 

seeking of enablement, whether structural/legal or personal, that is denied at home. This 

form of travel has marked a significant portion of the literature on medical tourism that 

targets higher profile forms of medicine and more dramatically contentious practices. 

Examples could include surrogacy and reproductive medicine such as long standing 

patterns of abortion travel, organ transplantation and experimental stem cell therapies, 

and other forms of medical care that are controversial within a departure site. 

Circumvention travel as a specific set of travel must be analyzed distinctly, because the 

ethical and legal issues are distinct from forms of travel for care permissible in departure 

site. These issues occur as a theme across literatures; for example, because they 

challenge traditional boundaries as well as maintain national sovereignty and community 

set standards for practices (e.g. Cohen, 2010). 

Incidental medical travel includes what is traditionally part of the medical/public 

health specialty of Travel Medicine, as well as marginal practices that are specific to 

contemporary patterns of tourism, but doesn’t entail planning or voluntary reception of 



 

 100     

medical care, it is explicitly participation in the traditional emergency or exception role 

of the patient as opposed to the role of the medical tourist as patient-consumer. Some 

patients who receive medical care do report as medical tourists, in order to receive the 

denotation of clever consumer rather than receive any stigmatization of illness. 

Examples of inclusion of incidental travelers were more common in earlier literature on 

medical tourism and at least one of the patients who is mentioned in coverage of dental 

travel mentioned in Jeff Schult’s early book on medical tourism (2006) falls into this 

category. 

There is some difficulty in distinguishing medical tourism, incidental travel and 

exigent medical travel, as the determination of intentionality, the assessment of minimal 

planning, and the purposes of travel are all somewhat subjectively reported. A key 

example of this new group of practices that are primarily incidental, but with repetition 

may become exigent, would be the increasing investment in and advertising of 

“executive checkups” which are high-tech full body diagnostic examinations. They are 

specifically intended to replace or supplement annual check-ups, by leveraging 

differential economic development to provide higher quality at lower cost services to 

foreign travelers. But, the executive checkups are increasingly available at hospitals 

throughout Asia offered not specifically for medical tourists, but as a service product 

marketed towards business people traveling for other purposes, and their advertising 

heavily emphasizes the availability of drop-in, no planning services.  

These advertisements were especially visible in Singapore airport, restaurants 

near Bumrungrad hospital in Bangkok, and in tourist service locations in Manila. While 

visiting a restaurant in Bangkok, they proudly announced on a placard on each table that 

their food was available by delivery to patients at Bumrungrad and mentioned available 

drop in services, including executive check-ups. To what extent business travelers are 

planning around receipt of medical care, or incidentally receiving it due to illness, the 

industry claims some agency through marketing to create a situation of exigency and 

incite choice of participation. As one advertisement put it, “the time is always right to 

stay healthy,” and presenting an image of a business traveler, the sign suggests the 

constant availability of services.  
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Exigent or exigency travel draws on the specific definition of exigency in 

rhetoric, that a certain set of situational and intentional rhetorical factors can provide a 

demand and a legitimacy or warrant for persuasion of the participants. This concept of 

exigency is important because it allows limited choice to be maintained without denial of 

philosophical sovereign agency (discussed in later chapters), thus in a particular moment 

a set of meanings and values and conditions may push people, or persuade them of the 

importance or efficacy of a course of action. In this set of practices medical tourism is 

responsive to and valid because of conditions that can still be seen by participants as 

distinct from their choices, and within this exigency the discourse of medical tourism 

presents an important condition. For example one may be aware of the exigency of cost 

differential without identifying oneself as choosing based on poverty. 

Not discussed within this dissertation are alternative and complementary 

services, sometimes distinguished as wellness or spa tourism. There could be 

disagreement on whether alternative and non-traditional but non-controversial therapies 

would fall into one or more of these categories, or what the boundaries of biomedicine 

are. Some of these concerns appear later in this dissertation, but remain unresolved. 

Certainly famous examples, such as cancer patients seeking the discredited drug laetrile 

in Mexico may fit into the circumvention category (Lerner, 2005).
19

 I believe that the 

dynamics of discourse and the practical realities of the comparison of these “non-

medical” forms of health travel practice should distinguish them, and an unwritten fourth 

category could be constructed or subdivided around these practices.  

 

4.3.1 Travel Medicine and Incidental Medicine 

The formal body of medical knowledge associated with preparation for travel and 

incidental medical care while traveling is called “travel medicine,” and a part of it is 

planning and best practices for treatment of foreign patients by locals. In practice it 

represents two primary elements: first a limited training in infectious disease for doctors 

in the developed world to allow them better preparation for readying travelers, and 

                                                 
19

 In the case of travel for access to the drug Laetrile as a cancer treatment, despite scientific ill-repute, and 

no legal access within the United States, interest is still high enough that the Cancer Society of America 

maintains an informational web page disclaiming its use. 
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second a specialized training including cultural competency training in destination sites 

to enable care of those traveling to the destination. Fundamentally the technical field of 

travel medicine might encompass all the medical practices of medical tourism, or at least 

form a buffer around diverse specialist practitioners such as orthopedic or transplant 

surgeons. But, despite the logical connection, there exists a basic divide between the 

marginal placement (literally and in terms of authority) of travel medicine, and its more 

famous (and lucrative) sibling medical tourism. This rests on a basic definitional 

question mentioned but not interrogated here: that travel medicine responds to the 

unplanned aspects of travel by assisting medical practitioners in readiness and response 

to non-choice situations, while medical tourism is defined by the participatory 

intentionality of the patient traveler in medicine.  

More commonly associated with popular education rather than a technical 

specialty, travel medicine overlaps as a form of practice with the uncommon 

specialization in tropical and infectious diseases in the US and has potentially been 

decreased in acceptability and priority by the ongoing discursive construction of medical 

practice as universal and through the removal of the research and preparedness from this 

technical site to the global traveler as their responsibility. Textbooks on travel medicine 

usually include discussion of how travel medicine is both more necessary and advancing 

in light of increased travel, while noting it remains a an infrequent subspecialty within 

medicine (Keystone, Freedman, Kozarsky, Northdurft, & Connor, 2013; Wilder-Smith, 

Shaw, & Schwartz, 2007). While textbooks may mention the importance of 

consideration of differences in location, travel medicine as a whole  considers the 

difference in place to be source of illness, and generally replicates the idea of a global 

universality of biomedicine with some caution that medical resources overseas may not 

live up to home town standards (Keystone et al., 2013).  

4.3.2 Cosmetic and Plastic Surgery 

 While initial media interest and industry formation included elective aesthetic 

(cosmetic/plastic) surgery in medical tourism there was an attempt to distinguish 

between this body of medicine and medical tourism in some regions, in some cases to 

appear more legitimate in attempting to gain coverage by health insurance, and to effect 
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public perception. This is particularly true of Asian/South Asian industry efforts. The 

marketing efforts of Latin American medical tourism have been more focused on 

cosmetic surgery and as such its role has been different. As medical tourism has drawn 

more participants and shifted attention, plastic surgery as central to the care sought 

seems to have been localized to specific destinations, while available elsewhere it is 

particularly important to visions of the industry in some sites, notably Brazil and 

Venezuela in South America (Edmonds, 2011; Hancock, 2006). The pushback against 

plastic surgery as the emblematic model procedure in earlier years becomes central to 

the legitimacy of the consumer model of health, wherein medicine sought is to be framed 

as part of a beneficial global healthcare system as opposed to a strictly luxury market, 

and sites that maintain emphasis on it attempt to reframe plastic surgery as a key 

component to being a better, and healthier, individual (Edmonds, 2011; Turner, 2012). 

4.3.3 Health and Wellness Tourism 

Focused on spa and alternative medical practice (such as massage and traditional 

forms of healing), this was particularly marked as distinct in Asia where the efforts were 

to construct the industry as primary care and based in western biomedicine. This is in 

part to contrast with preceding public attention to faith healers and alternative medicine 

in Southern Asia. While a generally accepted cooperative industry, magazines such as 

Spa Finder   and industry groups focused on spa and alternative medicine attempt to 

maintain an air of luxury and exceptionalism that do not reflect the general framing of 

medical tourism (Bastos, 2011; Naraindas & Bastos, 2011; Navarro, 2009). This 

distinction is permeable; if the complement of services sought and received are a 

combination of biomedical, even surgical interventions, and alternative or lifestyle 

treatments. Notably images in use within the industry documenting this compound state 

have decreased since I began my study, of articles and websites interpreted from 

between 2005 and 2009 frequency of spa, massage, or alternative medicine appeared in 

almost half of the imagery, while those images gathered between 2010 and 2011 showed 

direct reference to spa, massage or other wellness features less than 25% of the time. 

Notably, even some webpages that had previously been designed to show the hybrid 

nature of available services have continued to do so, despite emphasis on biomedical 
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treatment in content. For example the Philippine Medical Tourism Inc. website continues 

to use a header bar with a mixture of images pairing mud skin treatment and stethoscope, 

or other collaged elements, having held a similar format in 2008. What is noteworthy is 

that the webpage emphasizes biomedical services, including stem cell and other 

experimental services, isolating wellness and non-technological alternative medicine to a 

small element separately listed.  

4.3.4 Transplant Travel and Experimental Medicine 

Like the website mentioned above, experimental and high tech medicine is over 

represented in documentation and discussion of medical tourism. Although few travelers 

seek stem cell therapy compared to the thousands who seek heart surgery as foreign 

visitors to the Philippine Heart Center, national news and industry groups promoted the 

limited stem cell treatment available as an important marker. Experimental and cutting 

edge high technology medicine, including controversies over organ transplantation are 

distinct for two reasons, a) they hold a particular position in their perceptual value 

relative to the reification and protection of technoscience, being controversial and 

distinct, and b) they are engaged in by comparatively small populations but represent a 

significant portion of observable coverage. 

Within academic study this breadth of position is beginning to be represented, 

but these concerns have largely been looked at in what are perhaps the most extreme 

examples, such as the development of the international organ trade as black market and 

as transplant tourism. While Transplant tourism may be a subfield within medical 

tourism, it is a distinct variety of practice due to the specific ethics and practices of 

transplant medicine itself. Transplant medicine is distinct due to the extreme variety of 

cultural beliefs about organ harvesting; dramatic immediacy of the potential for 

exploitation; and public acknowledgement of the scarcity of this particular medical 

resource. Transplant medicine has been described critically and well by Nancy Scheper-

Hughes (for example with Washburn 2009), and an introduction to the specificities of 

stem cell seeking is highlighted by Priscilla Song (Song, 2010).  

In the spring of 2009 the world witnessed a collision of the politics of national 

identity and what might be medical tourism in the issue of exploitation, when a group of 
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Japanese “tourists” were found to have come to China seeking (and receiving) organ 

transplants in direct violation of Chinese law. At the same time that this “attack” on 

China was condemned, the government of China continued to support stem cell tourism, 

also a form of transplantation, but of tissue not organs, which had risen to media 

visibility. In contrast to the governmental response to the Japanese kidney transplant tour 

group, the nature of stem cell tourism seemed acceptable to the Chinese government in 

part because the experimental and high tech nature of stem cell treatment marked China 

as competitively more developed than the U.S. (Song, 2009, 2010). News coverage 

described Chinese nationals offended over the pillaging of kidney resources in part 

because of the historical relations between Japan and China, while the importation of 

American travelers to receive a form of care unavailable at home was portrayed as 

desirable. This particular type of medical tourism allowed China to utilize the transplant 

technology to mark the national identity as developed and futuristic, therefore good 

medicine, while also taking advantage of the language of exoticism and mysticism that 

some Americans maintain as a stereotype.  

4.3.5 Pharmaceutical Travel 

Though widely reported, this particular form of health travel is a transition of 

traditional business and market roles into the informal economy as opposed to a distinct 

phenomenon within service provision. While it is much like medical tourism in being a 

work-around in response to economic challenges of availability of care and increasing 

participatory/consumerism in healthcare, it is distinct, and the global pharmaceutical 

research and trade is subject to scrutiny for unequal distribution, as well as the 

differential treatment of populations in research and sales stages (Petryna, Lakoff, & 

Kleinman, 2006). 

4.3.6 Travel of Healthcare Practitioners and Labor 

The travel of healthcare personnel to exotic locales has also been written about in 

the context of medical missionary work. Though traditionally religiously associated, 

these missionaries spread development through medical practice as opposed to 

traditional evangelism. Medical mission is noted to have centered on the negotiation of 
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new subjectivities (Vaughan, 1991). Rather than the sort of imposed colonial order that 

forms the prevalent discussion of the colonial medical services in the eighteenth century 

and onward, the missionaries extend past the imposition of discipline to allow an active 

participation of locals in development of novel forms of life. Both “secular and mission 

medicine in the colonies” extended in different directions, while Foucault’s emphasis on 

population and the development of large-scale public health programs dominated secular 

and national projects, the missionary was allowed a closer, more individual form of 

practice (Comaroff & Comaroff 1991, p. 1; Vaughan, 1991). This distinction in level of 

care and contact by medical agents under colonial governance formed specific trading 

zones. Contemporary forms of this travel are performed by individual volunteers, secular 

and religious NGOs, and is still open to the complaints of drop-in medicine that were 

once idiomatically medical tourism as a pejorative (Bishop & Litch, 2000). 

Organizations such as Doctors Without Borders (known internationally as Medecins 

Sans Frontieres) have moved away from colonialist and religious roots, but remain a 

moving target within global biomedicine.  

4.3.7 Is Medical Tourism “Tourism”?  

Drawing on Derrida’s discussion of the nature of hospitality, Maurice Hamington 

(2010) describes a dynamic tension of morality – the aporia of requisite generosity and 

selfishness, and discusses the binding of hospitality into other cultural arenas and 

discourses, including the gendering of hospitality itself. But within the contemporary 

cultural realm, hospitality has taken on new imbrications with that of service. Hospitality 

is now “a commodity available for purchase in the marketplace. It is also a part of a skill 

set taught in colleges and universities, the intersection of commodification and rhetorical 

appropriation can be witnessed in the euphemisms used to describe professionals within 

the contact zone, such as hospitality worker (Hamington, 2010). 

 Especially in advertising for sex tourism which has to camouflage itself while 

still maintaining visibility, this use of hospitality as sales pitch is common. As used in 

the Philippines, ‘hospitality worker’ is a regulated legal category for a bar worker which 

avoids the illegal category of prostitute (O’Connell Davidson, 1998). Similarly the 

euphemism Guest Relations Officer (GRO) and Hostess, which again carry the 
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connotation of hospitality as commodity are used in ways that discursively construct 

sexual services as a part of hospitality similar to others in order to skirt traditional 

Catholic ethics instantiated in Laws within the Philippines, or similar ethics laws in 

Thailand. These categories have become both more open, and more regulated in recent 

years as the importance of the industries have been recognized by governments, and as 

the personalization of consumer and market logics have made this a comparatively less 

stigmatized form of entrepreneurship (Brennan, 2004; Chokrungvaranont et al., 2014). 

This definitional process has in part been one of demarcation and legitimation of 

the new medical tourism versus historical forms of travel and contemporary practices 

that are related. Groups demarcate differently depending on their interests and as the 

industry as a whole has grown more established, earlier demarcations are expanding to 

be more comprehensive. With the expansion of medical tourism, and of specialty-

tourisms more generally attention has been placed on the ways that tourism and travel 

have changed since more long term historical modes. Whether it is negotiation of sex, 

the medicalization of spas, or the appropriateness of travel for surgery, with 

transnational and global culture in flux, recognition of a break from traditional forms of 

hospitality, as well as traditional economic forms remains an open question.  

4.4 Historical Health Travel 

Across popular and academic research, I see medical tourism described as the 

novel phenomenon of electively traveling transnationally for seeking clinical medical or 

health care services, i.e. going to the doctor overseas. This phenomenon is inarguably 

something different, but simply describing what is new in medical tourism as people’s 

choice to travel overseas fails to capture a novel element. People quite simply have long 

traveled to receive care. And yet, there is intuitively, and as evidenced by hype in 

contemporary United States media, something new, beyond simply the willingness to 

travel. This dual nature of medical tourism as novel and nascent, while retaining links to 

a long history is commonly noted, as is the current inversion of economic development 

patterns of departure and destination sites (Naraindas & Bastos, 2011; Sobo, 2009; Song, 

2010). 
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Written around 2500 years ago Hippocrates text entitled On Airs, Waters, and 

Places, describes among other things the importance of climate and location on health. I 

mention this text, central to the Hippocratic corpus of work, in part to illustrate the 

importance of place within medicine. The text describes (perhaps metaphorically or 

perhaps literally) his travels into and through Scythia. Plutarch tells us in his life of 

Alexander that through hunger, heat and unknown causes of “violent distempers” plague 

Alexander and his men in Orites, before they passed through into Gedrites where they 

found provisions “and the land itself was fertile” without the illness of the land they had 

passed through. Later at the terminal illness of Alexander (Plutarch, 1822) he is borne to 

his palace away from camp in hopes that the change of location will take away his fever. 

The Baths of Caracella in Rome or those established in England at Bath in the 

approximate period were common travel destinations perceived as special locations for 

healing of the sick, convalescence of weakness, and consultation with physicians. These 

historical iterations of health travel were marked by paradigmatic research programs in 

disease etiology, stemming from miasma, tempers, and heat and cold, that 

epistemologically demanded a relationship between heat and place. With the 

development of the germ theory and a different paradigmatic programme for disease 

etiology we see the beginning of a transition, but not a dramatic break. 

Travel books were popularized many times throughout the ages. After the 

odysseys and travel based histories of the ancients a key era extended through the 

Victorian and Edwardian periods in the United Kingdom and United States, and 

following on and contributing to the popularity of natural histories the travel story had a 

high visibility. Among many works printed, Nathaniel Parker Willis’ Health Trip To The 

Tropics (1854) demonstrates a common theme: of seeking healing across distances, and 

whether healing is found or not, the travel succeeds in being transformative, an 

adventure, an experience of differences unknowable at home. For the American Willis, 

the tropics extend from far off Haiti and mysterious Kentucky, through the southern 

United States to Havana, and he writes about the scenery, the people, and his health 

amid different environments. Willis is not a contemporary medical tourist - he does not 

leave to be attended to by medical staff, or receive medicines unavailable or 

unaffordable at home; rather he travels in the hopes, as did Alexander, that the difference 
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in location will ease his symptoms and his spirits. Through impenetrable minutiae of 

marching orders, ranks, details of table settings, and scenery, he in fact makes a point of 

declaring that which is familiar, such as a civilized house in Bermuda, in contrast to his 

general sense of difference. A mixed blessing, as he describes on the ship leaving 

Bermuda: 

The heat of these tropical seas [Willis writes] is singularly debilitating. A sense 

of unsuppliable gone-ness is complained of by everyone. For me, it has 

somewhat loosened my cough, but brain and limb seem saturated with utter 

helplessness. Food gives no strength and sleep only seems to exhaust and 

weaken. What health is to be found in so prostrating a clime, I shall know, 

perhaps, when it has wrought its changes upon me- but for the present, I feel 

sailing towards an equator if inanity (p. 22). 

Willis’ cough comes and goes, as does his strength, and he never quite says what 

the final effect of the trip or transformation is. Willis’ travelogue is used here as a 

demonstrating a turning point from classical theories of etiology and medical practice in 

which place was fundamental to the basic understandings of medicine to an 

understanding of medicine as distinct from place but not yet divorced from it. My 

suggestion is that the transition from a language of travel to tourism is part of a general 

change from historical understandings and practices entwining travel and medicine. I 

suggest the development of medical tourism is emblematic of larger trends in 

understanding medical knowledge as increasingly deterritorialized and subject to 

universal conception. Through consideration of its recent development and the factors 

that constrain and enable that growth, the understanding that people have of their 

participation and observations of traveler’s healthcare choices allow us to understand 

why patients have specifically sought to receive between two and three billion dollars’ 

worth of direct clinical care outside their home countries in recent years. Among the 

changes driving growth are specifically the boundary work around the conception of 

appropriate care and the role of technology in place and space of medicine. These larger 

shifts written into our conception of the social world more broadly will have lasting 

effects on how policy forms, industry grows, and how people are treated in the future. 
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This chapter discusses the historical development of medical tourism specifically 

in light of a different and I suggest incompatible historical understanding of health and 

medicine as being intrinsically linked to and distinguished by place. I will sketch 

through a few schematic examples that demonstrate the breech between historical 

perceptions of the relationship of places and medicine and the current formation. 

Specifically among many theoretical approaches to contemporary healthcare 

phenomenon I will outline the specific reliance of medical tourism on the cultural move 

towards deterritorialization. I suggest that despite the incredible benefits to developing 

the demand for and perception of technological and scientific medicine as untied to local 

culture, the tenacity of faith in that divide causes problems as well.  

4.4.1 Historical Links Between Place and Medicine 

Historical studies of health-seeking often involve the importance of geographic 

space either in the distribution of resources, or in the particularity of sites as having a 

relationship to health. This spatial particularism arises in the importance of pilgrimage 

sites, waters and baths, and country air as exemplars of the health value of the distant 

site. The relational understanding of health and place had a particular historical 

prominence amid the fears and social upheavals in Euro-American urbanization, even 

after the adoption of germ theory and the founding of modern medicine. However, with 

the globalization of modern Western medicine and the institutionalization of medical 

tourism, the health-values of particular geographic locations are indexed not so much by 

any intrinsic attributes unique to a place, but rather by the presence or absence of the 

institutions and machinery of biomedicine in hospitals. 

 In 1896, the shift from place as important to secondary was already underway, 

amid novel treatments and expanded destination options. Gregg Mitman (2003) writing 

about hay fever, and specifically about the phenomena of travel for relief from 

symptoms, reports the even in that earlier period there was concern that the increasing 

presumed similarity of place challenged both the ongoing economic and health benefits 

of continuing to link health and place, rather than consider them the same: 

Lecturer John D. Quackenbos similarly praised the therapeutic benefits of “the 

rank scenting ozones and balsamic aromas” of New Hampshire’s evergreens to 
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help enlist support for public ownership of the White Mountain forests. Although 

Quackenbos’s claims may sound like “medical nonsense” to contemporary 

environmental historians, to his peers they were grounded in both lay experience 

and scientific evidence. Naturalists and hay feverites like Samuel Lockwood 

understood well that if the White Mountains were to remain a favored refuge, 

more than individual testimonies to the power of place were needed to attract hay 

fever exiles, particularly as dissenting voices grew alongside [allergens and plant 

sources of symptoms] (pp. 631-632). 

This shift in thinking about what place meant and the entrenched conflicts in what 

constituted good medicine was not new, arising along with general scientization, and 

institutionalization of medicine in that period. That period of biomedicalization had 

worked to create well documented forms of medical space, such as the clinic and 

surgery, as distinct from historical variations (Clarke et al., 2003; Starr, 1982). With the 

purifying of those spaces, and the increasing uniformity of scientific medicine, they 

supported the causative theory as universal, alongside general direction of the modernist 

governing mentality to create uniform varieties of social life (Latour, 1993; Lyotard, 

1984). 

  The transition to a common perception of the world of sameness and global 

homogeneity links to both political deterritorialization, and cultural shifts in concept of 

scale and space. This experiential and literal shrinking of travel distances and increasing 

allowance of international and global travel and trade is described in some contexts as 

the “flattening” of the world (Friedman, 2005) or as “time-space compression” (Harvey, 

1992). Across multiple forms and terminology it is an attempt to make sense of the 

historical shift in the meaning of place and space that, among other effects, enabled the 

creation of medical tourism. Within the focus on deterritorialization I will make note of 

what is called transnationalism in particular. Transnationalism will play a significant part 

in this theoretical discussion of the shifting of roles that nation states play as shapers of 

practice, as well as the expansion of non-state actors, in forming a part of the ongoing 

conversation on potential and current formations of global medicine. Deterritorialization 

might be characterized simply as the idea that the world has grown smaller in our 

experiences and boundaries are less important, and generally includes reference to 
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diminishing importance of the borders of nation-states, diminishing technical and time 

constraints to travel, and a decreasing cultural importance to place. 

Contrast the conception of distance found at the turn of the 18
th

 to 19
th

 century in 

Laurel Thatcher Ulrich’s A Midwife’s Tale, wherein snow and geography made difficult 

a two or three mile trip to practice medicine and prevented patients coming to her. In one 

case Ulrich quotes Martha as stating, “Walkt to the Loading Place… From there Crosst 

the mountains of ice. Arivd almost fatigued to death.” Thatcher Ulrich’s Midwife 

suggests the extreme importance of scale and distance of travel throughout her work; 

with neighbors and mode of transport appearing often, distance for her was an important 

constraint. Speaking to medical tourists today, you receive a distinctly different 

conception of travel and distance, one in which the discomfort and delay of normal life 

from hospitalization encompasses or permits the minimal effect of travel itself. 

Ancient and then medieval social and medical understandings of the world 

centered on what Kevin Siena refers to as moral biologies (Siena, 2010). The later 

transition to the post enlightenment materialism of the British colonial era brought about 

proto-scientific descriptions of climate and lifestyle associated with specific places as 

having (usually) deleterious effects on the individual- and thus formed a point of 

contention for medical conceptions of place.  

Discussing transitions in colonial medical responses and research in the 1830s 

and 1840s, David Arnold (1993) writes that:  

During the early years of colonial rule in India there emerged a system of 

colonial medicine which was more than a simple replication of Western medicine 

in Britain at the time. The great significance attached to environmental factors – 

climate, topography, vegetation – in the causation and transmission of disease, 

together with the supposed effects of heat and humidity on European 

constitutions meant that the practitioners of western medicine see an imperative 

need to adapt and modify their practice to physical circumstances that were very 

different from those found in Europe (pp. 58-59).  

This pattern of ecological responsiveness to an admittedly moralistic conception of place 

marked the real beginning of the period of development of public health in practice by 

situating environment as a kind of cause or contributing factor among others; but as the 
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successes of the era in responding to communicable diseases increased they began to 

cement attention to the treatments rather than to the possible association with place 

based enablement, thereby working against the spatial idioms and pressure for variable 

response that had framed initial successes themselves. 

By the turn of the twentieth century, the role of ecology had been marginalized as 

a less significant factor but not eliminated altogether. In the 1901 edition of The 

Household Manual of Medicine: Surgery Nursing and Hygiene by Henry Hartshorne, 

intended for “daily use in prevention of health and care of the sick and injured” 

(Hartshorne, 1901, p. 7) he describes his understanding of contemporary medical 

wisdom thus: “Certain places, at particular times, are infected with maladies which 

attack a greater or less number of those living or visiting there” (p. 22). But Hartshorne 

distinguishes between this and earlier ideas such as:  

Plague [he says] was once universally, and is now generally, believed to be 

extremely contagious. The weight of evidence is in favor of its being only 

endemic, or locally infectious…. Places and Things (ships for example) receive, 

hold and give out to susceptible persons the ‘poison’ which causes this tropical 

disease (p. 23). 

Hartshorne does not describe this pattern only for tropical disease; a whole section 

listing diseases common to North America imply the same pattern. Their treatments and 

prevention highlight, among many factors, the link between place and disease within the 

germ theory, emphasizing not that germs cause disease, but that germs can be associated 

with places and things in the world that enable their presence and virulence. This 

environmental view is then contrasted to the conception of the place as the source of 

infection, while maintaining place as a contributing, though now secondary factor, not 

simply between such material causes such as forests or bogs in the incidence of malaria, 

but more generally linking place as a consideration in risk of and treatment for disease. 

More generally, conditions associated with place:  

“Out of doors in some places the atmosphere is made unwholesome by what is 

called malaria, which is the cause of certain fevers; or by the infection or 

contagion of other diseases. These require to be considered hereafter by 

themselves. As several other conditions of health are closely connected with the 
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purity of the air, we may advantageously look at these together, making our next 

topic the house and its surroundings” (Hartshorne, 1901, p.122).  

This linkage of place and health not place and the practice of medicine were central to 

the preservation of health or risk of disease. It is interesting to note that as recently as 

this 1901 publication, plague and malaria were diseases still common in specific 

locations within the U.S. were worthy of worry for Americans, while today they have 

largely shifted in consciousness to be associated with faraway places.  

This pattern of decreasing but not disappeared emphasis on place continued into 

the mid-twentieth century. The 1940 edition of the United States Army Military Medical 

Manual, used in the indoctrination and training of army medical service officers toward 

the end of WWII, emphasizes sanitation and local conditions as being central medical 

concerns within the first page, establishing location as a primary health concern. The 

most graphic examples center on a fear of tropical diseases, and there is a distinction in 

tone characterizing tropical diseases as unlike American diseases. The emphasis has 

switched to crowding, communicability between people, and the practices that can be 

employed to control disease and health as a product of behavior through sanitation and 

military hygiene. At the same time, discussion covers the importance of local geography 

and the innate effect on health of the latrines and their location away from people, not in 

the language of germs but in the idiom of places.  

The disposal of waste products in the field, in camp, or in cantonment is the most 

important detail in field sanitation. Life in camp brings men in close contact with 

the soil under conditions where the usual sanitary devices of civilization are 

lacking (Hartshorne, 1901 p. 403).  

The guide describes how wind conditions, soil types, geographic features and materials 

available all contribute with germs and human behavior to the development or protection 

from illness. In this sense the soil and place are marked as influential but tempered by 

innate health concerns. 

Warwick Anderson’s work on the history of public health study describes a 

similar perspective on the importance of health as affected by special or extreme places. 

In Colonial Pathologies (2006), he describes the conception of tropical medicine and 

disease as an extreme form of the interaction of people and environment that in pattern 
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existed elsewhere. In this way he notes that the Philippines and then India are turned 

from nations to laboratories for the study of the interaction of health and place 

specifically because they were seen not only politically but medically as distinct from 

America and other temperate and developed places. Just as Hartshorne warns about the 

qualities of certain places, Anderson’s researchers have seen specific environmental and 

political aspects of place as necessary for their research, or have chosen a site of research 

because there is an apparent effect on people’s health of being situated in that place. 

It is worth noting that as the emphasis placed on external factors and place in 

medicine seems to decrease, it coincides with a period from the turn of the century to the 

post war years, where one also sees a boom in medical technologies and modern 

pharmaceutical intervention. By turn of the millennia medical teaching and language had 

changed - emphasizing technology and techniques that were transportable simply 

because they were universal. While the morbidity rates of a disease may vary, the causes 

and responses rarely do, according to this new “good medicine” that is described or 

defined by language such as “best practices,” “evidence based,” and “high tech.”  

In large part thanks to the technical processes and standardization that are 

associated with deterritorialization and modernity….. With miasma long gone, the new 

world is one in which air quality may vary based on pollution or other local factors, but 

in the form of air conditioning, filtration, and globalization of technological culture that 

air is largely the same. Air travel, the growth of information and communication 

technologies as well as social shifts in conception of distance have succeeded in 

changing the scale of reference for place and space, but their importance is not 

necessarily lessened. It would be easy to imagine an increased rhetoric of threat from 

foreign illness, for instance as it existed within Asia around the SARS epidemic, 

occurring more generally in light of the diminishing of global scale and increased travel.  

The relationship between health and environment forms with specificity to 

different health conditions. As an example, a form of health travel and health related for 

travel that continues in some forms today is the relocation or vacation to sites of better 

air in response to lung problems. While perhaps most famously portrayed in the case of 

tuberculosis and the need for country air in Victorian literature, Gregg Mitman’s (2007) 

discussion of the history of allergies and spaces, particularly the industry of Hay Fever 
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Resort Travel bears particular relevance for medical tourism. Beginning in the 1870’s 

and lasting in some forms through the modern day, wealthy patrons of these resorts, or 

those with relatives away from cities and familiar environments, would seek to relieve 

health problems specifically through environmental transition. Contemporary versions 

including the movement of the elderly to warmer sites, and into assisted living, represent 

ongoing versions of the special relationship of health and place. Lasting connections of 

place and health have real effects. According to Mitman a key effect of that past, and a 

component in the contemporary difficulties in treating asthma and other respiratory 

ailments is in fact that they are so interconnected to environment that they don’t work as 

well within contemporary medical conceptions that depart from place-based 

environment-oriented conceptualizations.
20

 His work attempts to look at the problem of 

respiratory illness and environmental exacerbation as a call for evaluation of medical 

conceptions of relations between individual and environment, between bodies and 

places. 

A related form of health travel, mentioned earlier, is the seeking of waters or 

baths for water therapy. While the specific connection of health value to local waters 

continues, I suggest that even in this very spatially connected form of health behavior the 

pattern of dislocation and standardization is maintained. While discussing the variation 

of spa-going cultures between European nations, George Weisz connects this distinction 

to an ongoing literature on professionalization and what is termed “medicalization” of 

water therapy. While Weisz distinguishes in part between the ongoing medicalization in 

France and other nations he asks why, despite a dramatically smaller number of people 

attending spas in France, compared for example to Germany, there is a significantly 

higher percentage of patients being sent by formal medical institutions, and considering 

this treatment rather than vacation. He establishes a precise story of institutionalization 

and medicalization and demonstrates its lasting efficacy at protection and boundary 

work.  

                                                 
20

 This etiological and conceptual difficulty surrounding asthma in contemporary biomedicine and 

scientific evaluation was brought home to me, in similarity and differences, in discussion with Brandon 

Costello-Kuehn (personal communications, RPI, Spring 2012) while discussing the contribution of health 

geography to understanding the epidemiology of asthma as part of the research he was participating in 

working on theasthmafiles.org. 
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Within his argument, focusing on the difference presented by the case of France 

is striking. In contrast to the United States for example, where spa treatments remain 

largely removed and distinct from legitimate medical practice over the course of the 

twentieth century, the French have continued to institutionally support the industry. In 

2001, the spa industry centering on water therapy was estimated at six billion francs 

(approximately 1.2 billion dollars, according to the average 2001 French Franc exchange 

rate), which does not include the connection between that and a billion dollar industry in 

selling bottled mineral water. This is in part because, within the national healthcare 

structure of France (unlike the United States), a significant portion of costs of a spa trip 

will be paid for if deemed medically beneficial. But of particular importance is the 

transition away from a conceptualization of the health value as localized. In the 19
th

 

century, the waters were only healing “at the source,” but in the contemporary 

conception, there is a transportability of healing powers, in which the health value of a 

Perrier is just as valid in California as Paris. 

Discussing the intensification of medicalization, the application of medical-

scientific logics to domains previously outside of them, Clarke et al. (2003) describe the 

process as also one in which medicine is transformed from its increasing contact with 

process, practice and populations traditionally outside of its domain. The transformation 

includes a medicalization of “health itself” (p. 162) from an experiential, social or moral 

phenomena in different eras to a technical question. During this period of the 

transformation of American medicine (Starr, 1982) between the 1890s and 1950s, we see 

not just a political shift in medicine’s cultural authority, but a direct change in what 

constituted appropriate medical knowledge and practice. In this usage medicalization 

refers to a set of recent changes including economic restructuring, transfer of power not 

to professional health care practitioners but rather to administrators and corporations, 

and an increasing role of specialization and medical knowledge of technology. A 

component of this transition has been the exchange of illness as a condition which 

breeches a standard of health to one in which ill health is less stigmatized, forming an 

identity all its own, as for example described by Susan Sontag (2013): 

Illness is the night side of life, a more onerous citizenship. Everyone who is born 

holds dual citizenship, in the kingdom of the well and in the kingdom of the sick. 
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Although we all prefer to use the good passport, sooner or later each of use is 

obliged, at least for a spell, to identify ourselves as citizens of that other place (p. 

1). 

To the contemporary biomedical conception of health as an ongoing process of 

risk negotiation and surveillance was added a renewed but different conception of health 

as moral obligation.
 
What Clarke describes is a shift not from response to illness, but to a 

condition of self-making that should be all too familiar to those who study contemporary 

medicine. This process is perhaps at its most visible in contemporary self-help and 

fitness culture, but also in the growth of plastic surgery and the expansion of 

participatory and self-policing rhetorics that dominate medical communications today.  

Health as Moral Obligation. Specifically health becomes an individual goal a 

social and moral responsibility, and a site for routine biomedical intervention … 

In the biomedicalization era, the focus is no longer on illness, disability, and 

disease as matters of fate, but on health as a matter ongoing moral self-

transformation (Clarke et al. 2003, pp. 171-172). 

Nathaniel Willis’ experience can be placed in contrast to the theoretical frame of 

biomedicalization. Despite both suggesting transformational experiences, 

biomedicalization implies that the ill person increasingly takes on an ethical or moral 

responsibility for their health, while Willis focuses on the ill person and the outside 

environment coming together in sites as the transformative experience. Active 

participation by Willis is not transformative because of increasing personal moral 

change; rather he travels through the tropics looking for places to be the medicine itself. 

What Paul Starr, Michel Foucault, Adele Clarke and others have described is the process 

not simply of professionalization and medicalization as a way of forming new 

institutions, but of making medicine encompass an element of the natural world in the 

form of a positive ability to heal and transform. Willis is not increasingly transformed by 

the moral element of his role as patient; rather medicine itself is participating in a change 

with and around him. While it is possible to reconceptualize contemporary belief in the 

healing effects of spas and baths within biomedicine in parallel to this historical mode, it 

is distinct. While some element of place and alternative practices have been folded into 

the same history of “better living through chemistry” (such as the “panacea” of calomel 
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or penicillin in earlier eras), through the demand for scientific frames and 

reproducibility, they remain largely outside of the biomedical model. The very 

conceptual rigor in analysis of research and technical domains has this secondary side 

effect. By placing the process in the black-boxed mechanism of the artifact or techniques 

the relations of illness and health can be mechanized offering at least one alternative 

choice 

Harold Cook describes in Matters of Exchange (2007), the rise of modern 

scientific and medical knowledge as in part resulting from their transferability and the 

demands of trade that this exchangeable nature assisted. For Cook, the fight between 

conceptual systems that led to dominance politically and economically in the Dutch 

Golden Age occurred specifically because science as it was formed did not differ in 

efficacy or utility by place or cultural location. This is a problematic conception of this 

period of history in some ways, but the basic premise that trade benefitted from the 

appearance of universality of scientific knowledge presents an interesting comparison. 

While astronomical navigation and early medicine are the central focus of his historical 

setting of the 16
th

 century, we can look at parallels to this argument in the formation of 

medical tourism, in which a significant effort is placed on the transmission and 

description of medicine as universal. This transmission and the conceptualization of 

medicine it entails has real ramifications in terms both of national development policies, 

as in the cases of India, Thailand, and others, but also affects the practice of medicine in 

the United States. 

The relationship between hospital, clinic and non-medical spaces is diversely 

managed across the nation, and is sometimes contentious, as in places like Texas and 

Virginia, where they have passed strict laws concerning not just when but where 

abortions can occur. Most forms of treatment negotiated in medical tourism are 

somewhat less newsworthy. According to 2008 industry data collected by Alleman et al.  

(2011), the most common forms of care for which patients travel are orthopedic, cardiac 

and aesthetic or cosmetic. Despite this comparatively banal variety, a wide ranging 

public debate has continued quietly in the media and among academics for nearly a 

decade on the appropriateness of places for surgery within medical tourism. While brief 

eruptions of controversy surround organ transplantation, stem cells and reproductive 
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medicine, the comparatively small component of travel for care that these procedures 

represent begs the question of why medical tourism in general, outside these cases of 

travel to circumvent local morality or availability, would be controversial. The nature of 

medicine as being unable to distinguish itself from local specificity, and the ongoing 

interconnection of the many aspects of place, medical and nonmedical, will continue to 

be a source of controversy, specifically because it is the embedded-ness of social 

practices and relations within local spaces that belie efforts to universalize medicine. In 

examining circumvention specific travel, the patient’s act of choice, the act of attempting 

which is itself a controversial path, highlights the difference in place. When medical 

tourism more broadly appears controversial, the distinction between the act as metonym 

and euphemism must be more difficult to distinguish; as the line between acceptable 

choice (self-empowerment) and unacceptable choice (self-delusion) is difficult to 

distinguish because it rests on the problematic “true” agency of the participant. In either 

the circumvention or mundane case, the act of travel draws attention to the existence of 

choice. The individual’s act of choosing to travel is a synecdoche for the larger state of 

possessing agency, which is not necessarily associated with the juxtaposed state of 

illness. 

 

4.5 Biomedicine Today 

The ongoing shift away from a historical model of medical tourism in which the 

place/space for health and medicine mattered is both integral to and supported by the 

successes of the current dominant regime of medical and bio sciences. This 

understanding or thought style is exemplified by the claim of universality and a-

culturality that is needed for a global claim to best medicine. We can see a shift that is 

both integral to contemporary globalization and to the reordering of medical science and 

practice termed ‘biomedicalization’ (Clarke et al. 2003). The biomedical model to which 

this social science term refers is defined by Shah and Mountain as “a process whereby, 

informed by the best available evidence, doctors advise on, coordinate or deliver 

interventions for health improvement” (2007, p. 375). This model relies on the certainty 

of a specific and universal “best” knowledge that can be distributed in extra-local ways 
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that coordinate multiple locals (D. E. Smith, 1990). In the current mode of Evidence 

Based Medicine this best knowledge is consensus based on statistical data and dominant 

ideas of the probabilistic likelihood of successful outcomes that mark the reliability of 

the model being reproducible. 

If there is one thing the different stakeholders have in common in perception of 

medical tourism, it is likely in sharing an unquestioned faith in technoscience, in the 

ability of high-tech to function the same everywhere and to a lesser degree for that same 

technology to be a good thing. The collective perception of researchers at a conference, 

the patients turned public proponents, the industry facilitators, and doctors is that 

medicine is at its most stable and most functional when embedded in technology and that 

technology is not subject to local variation. 

In the case of the Philippines, the ongoing conflict between constructions of 

medical tourism as either medical or touristic has led to difficulties in regulation and 

promotion. Among the effects is the lack of specific knowledge of the scale and details 

of the phenomenon. Medical tourists remain an aggregate component in general tourist 

statistics rather than being tracked in morbidity and other healthcare statistics distinctly. 

The ongoing struggle over the ability to regulate medical tourism in the Philippines and 

internationally, arises in part from its construction simultaneously as tourism, or 

voluntary care, and the denial of a need to restructure existing healthcare resources. This 

logic promotes the maintenance of local control relying on existing practices of 

healthcare regulation. Even as increased public sector participation in the form of 

insurance coverage, business investment and tourism industry promotion offers 

incentives, there has been little formal regulation by the United States or the Philippines. 

This lack of regulation stems from the framing of medical tourism as tourism, 

and thus voluntary activity subject to consumer choice and susceptible to regulation by 

market forces. The primary exception to the lack of regulation is the growth of 

international hospital accreditation companies such as the Joint Commission 

International (JCI), an outgrowth of a British and American hospital accreditation 

service, and a for-profit business which defines its own standards, limiting transparency. 

One physician informant in Manila described it as “a useful advertising device” that 

“does not affect the running of the hospital, except by costing so much money” (Personal 
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Communication, May, 2010). In contrast, the Canadian national hospital accreditation 

process, which requires the same facility and practice standards internationally as at 

Canadian hospitals, has begun to expand outwards as medical tourism has expanded, but 

has yet to take hold in the public awareness of Americans despite its greater connection 

to meaningful standards. 
21

 

 

4.5.1 Border Crossing and Different Developments 

What does differential development mean, and how do power relations change, 

exist within, or determine the course of the systems of exchange that mark the world 

today? Perhaps more saliently, to what degree may I describe science and technology, or 

generally, technoscience, as key implicated actors in these fields of power and networks 

of exchange? In approaching my own dissertation research I chose my field sites, the 

United States and the Philippines, particularly because they had transparent differences 

in power, but a basis of longstanding and evolving systems of exchange. Within this 

uneven distribution of power, the history of exchange between these two nations was 

particularly fertile in the areas of medical and in a broader sense technoscientific labor 

and knowledge production (Anderson, 2006; Choy, 2003a; Navarro, 2009). To what 

extent can science and technology, or their particular uses, be said to play a formative 

part in power relations between these aggregate populations? 

One of the key concepts entailed in Naomi Klein’s discussion of ‘Shock 

Doctrine’ (2007) was the demonstration that there are active attempts in political 

planning to shift burden and benefit to geographically distinct locations or populations, 

that in constructing, or taking advantage of moments of exception (e.g. the philosophical 

version of shock in Schmidt’s conception of exception, e.g. Schmitt & Strong, 2006) we 

see an active form of differential development. This follows the linkage of class agency, 

if not individual agency, in social formation within the Marxist tradition. What David 

Harvey (following a Gramcian tone) describes as the "construction of hegemony,"  

through which elites creates consensus, or situational control via naturalization, among 

                                                 
21

 The meaningfulness of standards is discussed often as one of the central regulatory and institutional 

devices, e.g. Cohen, 2011; Green & King, 2012. 
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weaker/poorer/disenfranchised subordinate classes supporting the interests of the 

dominant class, in this case those benefiting from the neoliberal project (Harvey, 2005).  

Unlike the hegemonic perspective, systems theories view the world in terms of 

sites of differential development, focusing on general patterns of interaction in a holistic 

approach. Increasing inequalities are considered as spatial features rather than class 

features, and the political and economic context is seen as the product of state and large 

institutional interaction across the globe. Within the variety of approaches to this whole 

world system the idiom of “friction” coined by anthropologist Anna Tsing draws 

attention to the responsive nature of the interactions rather than the intention of actors. 

Friction is used to describe the “awkward, unequal, unstable and creative qualities of 

interconnection across difference” (2004, p. 4), not only in the production of these 

inequalities by a power elite, but through their instantiations and embeddedness in 

material and social realities of the lived experience of the modern global population. 

Similarly, anthropologists Inda and Rosaldo describe globalization (a word that is often 

used to minimize perception of differentiation of interests) to examine an increasingly 

heterogeneous world, “a world full of movement and mixture, contact and linkages, and 

persistent cultural interaction and exchange” (2008, p. 4).  

These perspectives in fact approach the same phenomenon: that different people, 

while increasingly connected, receive differential benefit from the economic reforms 

enacted in the name of neoliberalism. This rings particularly true for the globalization of 

healthcare provision that underlies medical tourism. T.H Erikson (2007) wrote that the 

commonly assumed aspects of globalization are in contradiction, including its 

association with homogeneity and economic imperialism. This contradiction includes 

that the reality being described in the ‘disneyification,’ ‘fordification,’ ‘americanization’ 

and other patterns of homogeneity includes new forms of local specificity, and is in part 

used to describe a detestable side effect of broad-reaching development and increasingly 

widespread gain. Globalization may mean that human societies are becoming one, or 

rather, as Erikson defines the experience of globalization, that we are defined by 

“increased trade and transnational economic activity, faster and denser communication 

networks, increased tensions between (and within) cultural groups due to intensified 

mutual exposure” (2007, p. 5). That said, as Harvey might point out, time-space 



 

 124     

compression pushes some places closer, and moves time faster for others. In fact, 

looking at the roles of technology and scientific research in development, and as 

participants in the ongoing differentiation of power relations in global exchange, it is 

precisely this conception of the all-encompassing network society (Castells, 2004) or the 

globalized or postmodern world that contrasts to the very heterogeneity that 

characterizes the phenomenon under study. If we are to embrace this heterogeneity, then 

I suggest science and technology may be seen to be a key point of commonality between 

groups and cultural elements. Technoscience and technoscientific innovation (qua 

progress) has grown to be a defining element of, and justification for, the modes of 

production that organize daily life and a vital if not deciding factor in the systems and 

distributions of production and reproduction of societal difference.  

To what extent does technoscience figure in to the means of each society’s 

interlinking policy and decision making in promotion and evaluation of “economic 

growth”? If technoscience, as has been suggested since Marx’s own era, has already 

been established as a key element in mode of production and the class relations that arise 

from the system, then we may ask how Technoscience is being differently emplaced as 

part of these differential levels of power and development. Harvey (1982) states that the 

new mode of time-space compression will attempt to integrate and unify space, but 

power relations may influence experience of this compression differently in diverse 

contexts. Thus in light of the technologies that take part in producing compression, we 

are presented with the difficulty of defining the roles of these technologies in the 

production of ‘place’ also. By eliminating traditional divisions of space into places, and 

performing the miracle of making new places we see space as interconnected and 

continually embedded in social relations that allow passage and connection between 

places that are in flux, because the ideas of place and space require specificity 

(Cresswell, 2004). This difficulty in constructing bounded sites offers again a reason to 

focus on technoscience, not only because it is at the heart of modes of production, but 

also because as places and populations shift, the very black-boxing and apparent stability 

of technology and scientific rationality offers a sort of control element by which to work 

comparatively across different cultural moments. So that in looking at my field sites, the 

different meanings studied in STS of actants like the discursive ‘high quality medicine,’ 
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an MRI machine, standards and practices, even the idea of development itself stemming 

from proto-scientific rationalism, offer fixtures within the construction of places and 

relations at large.  

 The current practices of medical tourism are largely defined by the travel of 

patients from wealthier western nations to eastern or southern, poorer nations. These 

patterns of exchange rely on market logics that geographer David Harvey describes as a 

key part of global unequal economic development more generally. This global system of 

unequal exchange as development discourse frequently frames discussions of exchange 

in science and technology promoted by both distributor and recipient nations (Adas, 

1990; Escobar, 1995; Gupta & Ferguson, 1992). The importance of the health sciences 

and their link to medical practice in the contemporary global climate actually increases 

the opportunity for inequality around medicine and sets the stage for the accelerated 

marketization of healthcare expansion in the neoliberal era using policy techniques that 

are decentralized as opposed to top-down policy techniques such as structural 

adjustment.
22

 This disaggregation is supported by the historical and contemporary 

perception of science and technology as value neutral, and by the immediacy of need for 

medical services in less-developed nations. The imperative need and value neutral status 

decreases international contact frictions and allows them to be ideally suited for 

international exchange across cultural and political borders. This uses the same 

mechanisms that allowed public health and other medical sciences to function in earlier 

forms of colonialism (Anderson, 2006; Cook, 2007). Technology as the most 

transportable element of a scientific system, and the increasing prominence of 

technologies in development discourse, allows those technologies to serve as a fossilized 

and stabilized knowledges (Latour, 1987)
23

. This transportability argument is linked to 

                                                 
22

 Reference to 'structural adjustment' is a style of international management and post-colonial control that 

was dominant in the nineteen eighties and early nineties, that is to say the use of explicit demands for 

specific "structural" adjustments of national systems as part of international trade deals. The transition 

away from explicit demands for adjustment characterizes the transition into mature neoliberalism, in 

which the presumptive necessity of market format, as well as the relabeling of state regulation to open 

market governance via NGOs  changed the mechanism of international relations (Harvey, 2005; Macewan, 

1999). 

 
23

 It is worth noting that this idea, the materialization, and fixture, of science as a key component of its 

transportability and authority has been a particular contribution of the field of Science and Technology 

Studies, differentiated from earlier sociologies of knowledge and philosophy of science. This view of that 
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both discussion of neoliberal governmentality as inclusive of neo-colonialism and 

renewed processes of differential accumulation of capital. It offers a comment on the 

nature of the global growth of evidence-based medicine as precursor to medical tourism. 

Following Anna Tsing, I look at social phenomena and nascent social forms as 

the ongoing product of relations happening between and among different participating 

nations, and in an attempt to level the scholarly gaze I aspire to treat the different states 

and participants in these social forms as co-constructive rather than or despite dominant 

portrayals and perceptions that frame relations in terms of dominance and institutionalize 

power dynamics. Her idiom of “friction” as a dialectically present source of resistance, 

and a requirement for forward movement, offers a distinction between traditional, and 

well meaning, theoretical framing that also recognizes power dynamics but refers 

problematically to the use/misuse/domination/colonialism of one state by another using 

potentially disempowering language. Friction is the modification and responsiveness 

produced in the contact between two organized elements such as national governments: 

Rather than tell of the evolutionary unfolding of a new era, my story inquires into 

the makeshift links across distance and difference that shape global futures—and 

ensure their uncertain status….emergent cultural forms—including forest 

destruction and environmental advocacy—are persistent but unpredictable effects 

of global encounters across difference (Tsing, 2004, pp. 2-3). 

Contrary to Tsing’s (2004) concentration on the ways in which difference is 

maneuvered and negotiated and how it provides both the tension or resistance and 

productivity and innovation in response, I am particularly concerned with the roles 

                                                                                                                                                
knowledge production and translation tasks are enabled and embedded within technical artifacts, not only 

in technics of use but within their construction founds the deep  linkage of science and technology within 

the conception of technoscience (e.g. Knorr-Cetina, 1999; Restivo, 1994). This conception has extended to 

non-laboratory artifacts, and drawing on Foucault’s notion of governing technology focused on 

administrative technologies (e.g. Foucault, Burchell, Gordon, & Miller, 1991), and textbooks which had 

been a key technology of Thomas Kuhn’s discussion of paradigmatic change (2012)  that not only the 

operational technologies produced in cooperation with science, but the materiel of scientific knowledge 

itself are both operative and shaping of knowledges (Rajan, 2006; Traweek, 1988). The transport of 

science and its apparent sameness within different cultural contexts is produced in part not by the 

communication of concepts and epistemological ideas, but through the direct transfer of artifacts. Donna 

Haraway and other scholars have examined how it is both the productive technologies and the conceptual 

structuring of industries and the operation of science itself that are enabled by the transport of ways of 

doing, supported by paper and administrative elements (or in this era digital products) which may be 

invisible or misleading: e.g. ethical review systems, identity roles, or policy and regulation of exchange ( 

Fischer, 2000; Haraway, 1988; Jasanoff, 2004; Song, 2010). 
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granted to and performed by Technoscience as an engine of eliminating, marginalizing, 

or diluting difference. Or to extend the metaphor of friction, I examine how science and 

technology serve as a lubricant that in turn acts on behalf of differentially empowered 

participants. 

I read the idea of friction as responding to the perception that one side of a point 

of contact tends to draw more attention whether the perspective focuses on the effect 

upon the weaker (as in the case of many critical analyses) or on the benefits to the 

stronger participant (as is often the case in business and economic analysis). I suggest 

that the concepts and understandings, the meanings of science and technology, are used 

as what Tsing (2004) calls “universals” both as mobilizing, activating factors in locally 

specific patterns of social life that give broad reaching meaning and allow 

communication and network formation, but also as things which are “engaged when 

considered as practical projects accomplished in a heterogeneous world” (p. 8). The 

overlap between Harold Cook’s (2007) historical analysis and Anna Tsing’s 

contemporary analysis reveals that one of the key reasons for the successes of modernist 

and postmodern technoscience is its transportable form, not only for producing 

functional science and technology, but because its internal structure and ideal type were 

designed as non-confrontational to locally variable cultures in ways that offered an 

active excuse for its separateness, despite affecting everything it touches. 

This tension between an apparent or accepted universal in spite of heterogeneity, 

and the role of biomedicine in that process of disambiguation, and the making invisible 

of difference, serves as a key point in this analysis. Like Tsing, and scholars of 

development and modernity, I frame universals as value laden, not politically neutral. 

That is to say that the entire idea of progress or development is a value laden lens and 

technoscience is not exempt from these values. Non-STS scholars (such as Friedman and 

his flat world, or Fukuyama’s end of history) present technoscience as instrumental 

while I focus on the role of science and technology as being a constructive value-laden 

element in its own right. Rather than focusing on the uses and participation of actors in 

constructing social justice, through their use of conceptual universals such as freedom or 

peace, I focus on the concept of ‘good medicine’ and ‘scientific’ or ‘hi-tech’ medicine as 

universals within biomedicine, particularly through this use of evidence-based medicine, 
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while showing their cultural and historical specificity. While Tsing makes technical 

“knowledge” a component or element used and exchanged in systems of capital and 

power negotiated across distance, she does not treat the formal and scientific with the 

detail that these systems of knowledge require, as a central issue. The particularities of 

systems of knowledge, and the ability of science to serve both as a stabilizing force and 

through its perceived value neutrality as an extremely transportable or flexible one is not 

represented by Tsing, despite its potential importance being suggested:   

Yet it seems better to explore just how knowledge moves. For this, it is important 

to learn about the collaborations through which knowledge is made and 

maintained. Conservation inspires collaborations among scientists, business, 

forest dwellers, state regulators, the public, and nonhumans (Tsing, 2004, p. 14). 

In focusing on broader changes and participation in political and governance 

structures, the naturalization of science is taken almost as a necessary step in the debates 

Tsing examines. Rather, I suggest that the use of science as a knowledge system serves 

unequally as a tool for different participants, constructing models of appropriate futures, 

and serving as a homogenizing force in its requisite justificatory function. The general 

conversation within two literatures found in science and technology studies, one on the 

general disunity within science, and second with the specific discussion of the growth of 

global biomedicine serve as background for examination of the specific case of medical 

tourism as an example of the sort of novel practice and social change that Tsing models 

in social justice (e.g. Daston & Galison, 2007) . In reference to the discursive and 

political work done to make the disunity of science an internalist matter not subject to 

external view, medical tourism or any technoscience assemblage that is marked as 

neutral becomes a universal tool, useful to many actors besides technical practitioners 

within it.  

The language of science and scientism which Tsing implicates in her discussion 

of social opposition to industrial environmental reformation is fundamentally 

questionable. The environmental management programs that are her ethnographic 

objects are marked by their economic “potential” and seen as a contentious, and are 

fought on the basis of misdirection of profits, social good, or corruption. In contrast, 

other issues may integrate science and technological frames but do not pair it with a 
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readily readable companion value system such as profit-motive, and in those cases the 

present linkage to other social institutions may deflect as frequent criticism (e.g. pure 

research, non-profit humanitarian aid, optimized communication systems, or 

international community). Those systems, including medical tourism, that focus 

attention onto the linkage of science and business have traditionally been easier targets 

of critique as placed of encroachment of culture onto the acultural science. When a 

system has been framed as such a good thing that it exceeds the need to rely on evidence 

or specification of techniques, it is naturalized beyond challenge for the dominant 

cultures. This finalization marginalizes those voices that retain questions (as can be seen 

in decreasing representation of ongoing small scale resistance to transnationalism or 

globalization such as the Zapatista movement in Mexico). In Tsing’s example, resistance 

comes in two rounds: first the subsuming of the activity by the native state; second in 

light of a broader environmental reform movement in which the forms of knowledge 

challenged were largely economistic or ethical, and could be met with government 

responsibility or trade liberalization. What marks Tsing’s description of these trans-

national movements and their local and site-specific elements is the lack of resistance to 

the technical logics at work in the initial development of the industry in question. In 

contrast, medical tourism as a practice is not originally formed from protected technical 

or governmental origins. Its development has been marked by different tensions, and 

these tensions were resolved by participants without clear recourse to the status of 

technoscience’s protective justification. 

The remainder of this chapter examines the relationship of place and 

heterogeneity, especially the conceptualization of medical care and science as universal. 

I relate this to the history of travel for care that relied on a causative link between place 

and health or illness. The history and development of networks of healthcare provision 

offers an expanded sketch of the forms of travel for healthcare globally. Within this 

sketch is included specific attention to national medical systems, as well as historical and 

neo-colonial relationships between the case study sites. I discuss MT in light of other 

transnational literatures and offer a model for short term travel in transnationalism as 

opposed to long term migration which dominates the literature. 
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 That the expanding and accelerating uses of some technologies results in deep 

rewriting of the social world has been widely discussed, with digital communication and 

high speed travel credited for propelling transition to current social forms of 

transnational or global citizenship (e.g. as discussed in Friedman, 2005; Lyotard, 1984). 

Previously the totalizing effect of the map and calendar exemplified the expansion of 

scale of understanding beyond bodily limitations, and the history of technology has thus 

entailed not simply the expansion of material comforts but changes in understanding and 

perception from the internal to external as well (Hackett, Amsterdamska, Lynch, 

Wajcman, & Bijker, 2007). In recent decades the expanded use of digital communication 

and air travel have certainly coincided with changes in the demographic and economic 

spheres, enabling a global shift in perceived scale permitting the construction of medical 

tourism as a realizable option on a scale not present historically, but it is only with 

cooperation of a shift in values to the marketization of health, and the triumph of global 

biomedicine appearing universal. That some technologies become so highly visible 

seems to offer simplified origin stories and to obscure the synergistic relationships 

technoscience has with culture more broadly. At the same time the emphasis placed on 

individual technologies, and associated stories of technological determinism and 

progress form a barrier to interrogation of the complex relationships that actually exist 

between science and cultural change. Stories about the internet causing extended 

transnationalism offer an example of this blinder effect that this determinism can cause.  

 From a historical perspective global health travel based on differential health 

values was not decreased by time space compression and production of rapid travel 

times, but rather would not have been without the conceptual landscape having changed 

through the product of technoscience and its use in the active promotion of global 

biomedicine. The transition from historical cultural forms to a discussion of medical 

tourism, a contemporary practice based on belief in the comparative sameness of health 

value of biomedicine in different geographic locales, relies on a huge variety of shifts 

entailing and mediated by technoscience. This is visible in the active emphasis on 

technological enablement  by proponents of medical tourism (Schult, 2006; Stackpole, 

Summerfield, & Ziemba, 2009; Woodman, 2008), which doesn’t account for extensive 
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discussion of the globalization of medical practice and evidence based medicine (Lock 

& Nguyen, 2010; Timmermans & Kolker, 2004). 

The expansion of universalism in biomedicine has been a subject of discussion in 

research on the variability of practice. Medical anthropology locates these shifts not at 

the discursive level, but as differential demands placed on biomedical knowledge by 

local practice. Anthropological critiques of the reality of this perception are common. An 

example of this is Margaret Lock’s concept of “local biologies” that are culturally, 

practically, and materially distinct across local variations (Lock & Farquhar, 2007). 

Lock forms one part of ongoing debates about the importance of standardization of 

practice that suggests an increasing acceptance and promotion of homogeneity in 

medicine. This global expansion of demand for and acceptance of standardized practices 

of medicine follows on the promotion and establishment of Evidence Based Medicine in 

the United States and its discursive status as a governing mentality or as a key element in 

more broadly considered neoliberal discourse. This shift to the modern form is also 

visible in reference to the equity of value of bodies and parts that has been criticized in 

the form of commodification (Scheper-Hughes & Wacquant, 2002; Sharp, 2007). This 

anthropological view contrasts with the differential value and conceptual/ontological 

difference in bodies upon historic view, in the guise of race, sex, and moral biologies of 

the poor (Sienna, 2009).  

Sociological work by scholars such as Hans Klein and Daniel Kleinman attempts 

to distinguish the underlying structures of scientific knowledges including biomedicine, 

and describe biomedical knowledge as a system: 

Biomedicine is a  sociocultural system, we assert that this medicine consists of 

distinctive elements that interact in a manner which separates them from other 

systems within society… that it is not simply a natural phenomenon but an 

artifact of society, founded in a cultural framework of values, premises, and 

problematics, explicitly and implicitly taught by communications of social 

integration and then enacted in a social division of labor in institutional settings 

(Kleinman & Klein, 1983, p. 306). 

Key to this definition, that of a system, is that the component parts and knowledges 

contained may be reorganized and interpreted based on localized knowledges. 
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Biomedicine is thus framed as both colonialist (attempting to subsume and maintain 

authority over local knowledges) and a universalized scientization while being 

constituted through multiple cultural constructs and local variability. 

Examining the systems of exchange and its relations to the founding of modernist 

thought, primarily specific tropes and values associated with objectivity, historian 

Harold Cook describes the origin of the concept of the value-free fact in the golden age 

of sail and exploration:  

… the values of systems of accumulation and, particularly, of exchange, also 

changed the kind of knowledge produced. Facts had the advantage of being 

easily communicated from person to person, penetrating cultural borders 

without- at first appearance at least – altering deeply felt assumptions about the 

world, whereas concepts and theories about nature were deeply imbued with 

local cultural values … (Cook, 2007, p. 411). 

Here Cook offers a parallel account to the one offered by Daston and Galison (2007) in 

their history of objectivity, focusing on the instrumentality of the new “fact” within the 

system of exchange rather than the complex epistemological and ontological work 

within the intellectual tradition. Cook offers an accounting for the rapid and widespread 

success of the process they approach. These two works suggest the origination of the 

universal value-neutral fact that lead to the sort of scientific authority that Donna 

Haraway terms the “God-trick” (1991), and offer a model for the current popularity of 

the segmented and transportable units of “standards of practice” within  Evidence Based 

Medicine (EBM). Examples of this popular paradigm of medical practice are a 

calculation of anesthesia to body weight for a specific surgery, or the operative order of 

steps and motions the surgeon goes through, or any other unit of knowledge that is 

supported by a statistical accounting of risk and success as well as the authority of 

institutional consensus. EBM is specifically targeted at standardization to eliminate the 

differentiation of national, local and eclectic practice in biomedicine, motivated by the 

search for “best practices.” Within the global system of exchange in medical services, 

EBM based standards of practice form a new body of objective facts that are represented 

as non-challenging to the localized preexisting beliefs. Regional and national differences 

in conception of disease etiology, care and treatment are made invisible by marketing 
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efforts relying on discourses of biomedicalization and universality (Clarke et al., 2003). 

While economics and billing structure, validity of traditional ethno-medicines, or 

medical training regimes are diverse, these variations are not reflected, despite efforts to 

market using national identity and geographic specificity. 

 

4.5.2 Transnationalism/Globalization  

Nadia Seremitakis, in her article “Toxic Beauties” (2001), discusses the study of 

transnational medicine in Europe as revealing, "a diversity of social discourses and 

practices that speak to the mutation of the body, the permeability of the body, the 

transformation and restabilization of embodiment” (p. 115). The broader category of 

transnationalism, the field of transnational medicine/health, I might name the health-

scape, which might be described as including different industries and sub-phenomena. 

This use of the suffix “scape” draws on the convention of Arjun Appadurai, of defining 

within the expanded interconnection of global culture specific shared and structured 

“imagined worlds” (1996, p. 5) in which a breadth of local variation is placed in 

communication by subjectivities with shared or common negotiated meanings or “social 

facts.” Discussing the global expansion of migration as a project both enabled by and 

forming a shared enculturation, he notes that, while distinct aspects of life may be 

diverse, key elements or arenas are shared. He calls for a transnationalist anthropology to 

define: 

itself as that practice of representation that illuminates the power of large-scale, 

imagined life possibilities over specific life trajectories…. a new alertness to the 

fact that ordinary lives today are more often powered not by the givenness of 

things but by the possibilities that the media (either directly or indirectly) 

suggests are available (p. 55).  

This concept of the scape, as that imagined system of social facts or givens that define 

the conceptual possibilities of choice, functions not through the specific limitation of the 

individual agent but through a shared conception of the possibility or probability of 

action. With the rise of media and popular consciousness towards acceptability of 

medical tourism, a clear possibility is formed, and along with widened awareness of 
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possibility and conceivability of the globalization of patient care and medicine in 

general. While Appadurai notes that a key dimension of global cultural flows is the 

“technoscape” (p. 33), the specific aspect of medical and healthcare practices and their 

interconnected technoscientific aspects are distinct in the relations of bodies and in the 

negotiation of a different set of preexisting and novel cultural attitudes specific to 

medicine. Therefore I refer here to the health- or medical- scape to help specify a shared 

cultural system of discourse and an established imaginary. 

Here I focus on medical tourism, but have mentioned biomedicine more broadly, 

and technoscientific work associated with health in biotechnology, as well as sexual 

tourism and reproductive travel and tourism, both of which have integral connections to 

daily practices of healthcare. All serve to distinguish the transformation and 

restabilization of social relations and forms of experience that transnational studies aims 

to reveal. Seremetakis (2001) examines the shifting connections between health and 

national identity and suggests that in these transnational places, bodies act as “symbolic 

sites where the relationship between nation-state identities and globalized experience is 

being worked out, fantasized, contradicted, and occasionally reconciled" (p. 115). And, 

as suggested earlier, the construction of subject positions that serve as the base of, and 

respond to national identity is a central aspect of transnational phenomena. The process 

by which biomedicine has come to serve as the site of national and individual identity in 

a body, is one that that Portes et al. suggest is a central mode of production of new forms 

of transnational subjectivities, which work as “manifold socio-cultural enterprises 

oriented towards the reinforcement of a national identity…” (Portes et al., 1999, p. 221). 

 This conceptualization of individuals as responding by assuming new kinds of 

subjectivities and identities is part of an ongoing effort to understand new forms of life 

as they evolve or arise. Recent discussions of the way these changes effect different 

institutions, such as citizenship (Ong 1998); cultural imaginaries and ethnicity 

(Appadurai, 1996); economic structures (Harvey, 2005); organ trade (Lock, 2001); and 

others have not yet focused on the nature of international and transnational healthcare, 

focusing initially on identifying locally sited variations from traditional norms as 

instantiations of broader industry-wide shifts (J. Fisher, 2008).  
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Those broader shifts that are yet to be detailed may be conceived as aspects of 

the “political culture” (Jasanoff, 2004) mixing of political and cultural ideas that form 

techniques of governing and their interconnected governmentalities. Forming a 

comparative history of these changes within medicine is a particular challenge because 

of active efforts to declare global universality (Dutton, 2008). Medical tourism as a new 

configuration of healthcare provides new insights into the extension of scale that is 

characteristic of late modernity. This time and space compression - the experience of a 

smaller world - is still highly contested and remains an important subject as more and 

more transnational institutions are formed (Harvey, 1992; Tsing, 2000). Observers of 

this scale within transnationalism studies focus on the ways networks and groups act to 

organize disparate assemblages with limited or no centralized leadership (Della Porta, 

2004; McIntyre-Mills, 2000; Morales-Gómez 1999). This decentralization has been 

studied in a number of industries and applies equally well to the business development 

and cultural growth of medical tourism. Healthcare and medical groups have shown a 

particular ability to self-organize due to their appropriation and use of the shared 

language and practices of scientific expertise; scientific discourse has a special ability to 

enable global authority (Morgen 2002; Doyal 1979; Kroll-Smith 1997; Epstein 1996; 

Turshen 1991). In order to overcome local variation, these communities mobilize a 

repertoire of shared social norms and constructions, referred to as the discursive 

constructions of scientization and biomedicalization, and participate in what can be 

considered an active effort to develop a shared global culture at the level of 

interdependent and interlinked forms of management and regulation (Nowotny, Scott, & 

Gibbons, 2001). This stability of scientific discourse is at odds with the “mobile nature 

of the whole touristic venture” (Nash, 2005), p. 263) due to the perceived necessity of 

local authenticity and a focus on deterritorialization (Sheller & Urry, 2004; Urry & 

Rojek, 1997). 

Academic analysis of transnationalism, as distinct from globalization, defines a 

set of social phenomena that are in part inspired by the documented shift in the 

perception of relations formed across space. These trans-national relations of social 

groups and individuals have been documented in a wide array of social relationships, in 

which new group identities and practices form as people live their lives across the 
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boundaries of nation-states (Appadurai, 1996; Harvey, 2007; Ong, 1998; Sklair, 2000). 

This analytic framework has remained less fully theorized than it could be in its 

application to medicine and healthcare because current definitions of transnationalism 

have been developed based on networks and flows of individuals that remain in nations 

for extended periods of time. That emphasis on long term shifts resulting from prolonged 

patterns of migration stems from the origin of transnationalism as a concept arising in 

distinction to general ‘globalization’ and the need to account for interlinked émigré 

populations formed across distance. While those same fairly stable populations formed a 

key starting point for medical tourism’s infrastructural development, the patterns of 

those émigré communities and international relations in the long term do not account for 

the current form of medical tourism or a wide variety of transnational patterns today. 

This perception of transnationalism as the study of population-based 

reorganization of social relations has thus precluded discussions of changing relations 

outside of population reorganization. For example the work of Petreyna (2009) or Fisher 

(2008) on the neoliberal reorganization of medical research has not been considered 

study of transnationalism. This separation in part responds to the fact that in those cases 

the transnational actors are corporations rather than migrants, but also is limited by the 

perpetuation of a distinction between the privileged forms of scientific practice and 

transnational theory’s emphasis on ways of life, which is often seen as distinct from 

research and scientific knowledge production. Academic focus on medical tourism has 

been on site specific elements, as opposed to the multi-sited or cross-border institutional 

focus generally seen in transnational work. Hence medical travel and tourism may not 

have fit into the study of transnationalism because they are predominantly short term, 

and because the populations involved are largely not reorganizing despite industrial 

formation. Medical tourism is therefore largely a transnational practice, but not the sort 

of shift in the daily life of participants that makes up the focus on much transnational 

research to date.  

But I suggest here that the frame of transnationalism equally applies to novel 

social practices that form across national borders based in multi-local institutions in 

which short term travel plays a vital role, and that some examples of this sort of 

transnational phenomena have begun to appear in the literature. Feminists have analyzed 
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sex tourism as an explicitly transnational subject (e.g. Brennan, 2004). The discussion of 

transnational phenomena can in fact be particularly useful because of its emphasis on 

reorientation of relations of power and demands on labor, and the explicit attention to 

transnationalism as a response (qua flexibility) to the shifting demands on individuals 

rather than a totalized aspect of globalization (Aihwa Ong, 2006; Aihwa Ong & Collier, 

2004). To examine transnationalism as a broader phenomenon also affecting populations 

that are geographically stable extends from discussions of the increased role of corporate 

governance and the subsequent reorganization of daily life based on new forms of power 

relations that occur with labor and market shifts. I suggest that by further expanding the 

definition of transnationalism around transnational practices that do not involve 

migration or larger corporate entities, yet still center on economic and communications 

circuits of temporary travelers, we gain insight into the nature of transnational social 

relations that would otherwise be invisible. For example, through the conception of 

medical tourism as a transnational phenomenon, rather than a collection of local changes 

my analysis concludes the role of market logics working as values is distinct from their 

appearance as direct techniques within neoliberal governmentality.  

In Nations Unbound (1994), Basch, Schiller and Blanc describe the founding of 

transnationalism, stemming from the study of migrant communities and their increasing 

international connections that belied traditional notions of the assimilative powers of the 

nation-state. “The processes by which immigrants forge and sustain multi-stranded 

social relations that link together their societies of origin and settlement” (p. 4) appear as 

the identifying subject of the new transnational mode. Basch et al. pinpoint the difficulty 

of describing these processes in old theoretical frames and suggest a new theoretical 

frame wherein ‘transnationalism’ would be a distinct framing device. Transnationalism 

would be distinguished by the study of new “social fields” formed by migrants, and the 

deterritorialization of their life activities across national borders. At its core, their 

transnationalism would recognize that these shifts stem from and reflect circulation and 

conditions of global capitalism, and link individual experience to systemic and structural 

change (p. 22). At the heart of this endeavor is the aim of seeing the interconnectedness 

and “interpenetration” (p. 292) of social and political structures disparately 

geographically located. But fundamentally the key aspect to this new approach was the 
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exploration of the way these “multi-stranded” (p. 293) and durable new social relations 

and institutions were formed. Thus if these interpenetrated social relations form between 

communities that are not constructed through shared ethno-national or historical 

migration they remain equivalently transnational. This then can be applied to medical 

tourism as a mode of interpretation apart from the discussion of economistic and 

institutional reorganization in neoliberalism. Medical tourism can instead be viewed as a 

concomitant response to transnational reorganizations that modify existing subject 

positions, the experiences of national borders, and the meaning of populations. While the 

traditional emphasis in transnationalism has been on relations and networks formed 

between mingling populations, significant portions of those involved are temporary 

workers and returnees to their “native” geographic sites. In this sense the pattern of 

relations that form between sites is the specified object even in traditionally migration 

centric studies of transnationalism. 

While transnationalism might be described using inclusive/generalist language 

such as “patterns of relations,” how it is exhibited varies dramatically in ways that hinge 

on local political and economic structures, capable of variation and multiplicity within 

one shared locality. I note this as a response to Ralph Grillo’s call to disaggregate the 

notion of transnational (Grillo, 1999) and to recognize the multiplicity of positions and 

trajectories in which social relations intersect, with special attention to the way economic 

and class patterns are formed and re-formed through negotiation of community and labor 

transposition (Friedman, 2002; Grillo, 1999; Gupta & Ferguson, 1997).  

Basch et al. draw on the conceptualization of culture and identity as fluid within 

the space that arises in “transnational cultural studies” (Appadurai & Breckenridge, 

1988, as cited in Farquahar & Pratkanis, 1993?).
24

 This suggests that by establishing 

transnational cultural studies with an emphasis on the way a single artifact or figure 

could be multiply determined in different contexts or by different participants in the 

same context is a vital mechanism for analysis of transnationalism. As diversity of 

populations and cultural encounters intensify and compete for the “refiguring of space” 

(Basch et al., p. 28), that space becomes connected to more social relations and their 

differential meanings. This differentiation introduces new categories and forms of social 
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 139     

relations by requiring new subject positions, and the development of new habitus 

(Bourdieu, 1989, p. 19) appropriate to the hybrid position. The development of the 

transnationalist perspective reflects and adds to discussions of new social realities in the 

nature of societies and institutions in the contemporary world, whether discussed in the 

form of post-modernity (Harvey, 1992; Jameson, 1991; Lyotard, 1984) or late-modernity 

(Beck, 1992; Giddens 1991; Lash 1990). These theories are part of an ongoing effort to 

understand new forms of life activities as they evolve. Recent discussions of the way 

these changes affect different institutions
25

 have focused on the nature of international 

and transnational populations as destabilizing from traditional localism to a new form of 

cosmopolitanism. This cosmopolitanism has been based on emigrant populations and 

sojourner populations that maintain ties to homelands (Basch, 1993; Grillo, 1999; 

Guarnizo, 1999; Portes, Guarnizo & Landolt, 1999; Sanjeey & Levitt, 2008; Vertovec, 

1999). 

This literature on international health care is often referred to as transnational, 

but may not be included in formal definitions of transnationalism such as those 

mentioned above that distinguish the travel of people as primary rather than the travel of 

artifacts of practices. Similarly left out of formal definitions are a literature on the 

circuits of travel and distribution of biotechnology and its impacts on cultures (Fortun 

2008; Jasanoff 2007; Lewontin 1993; Parthasarathy 2007; Rajan 2006). These 

biotechnical exchanges constitute approximate examples of Vertovec’s (1999) 

transnational types of new consciousness or ways of life, directing local populations at 

both ends of the exchange in new hybrid ways (to understand and interact with the world 

differently) despite the limited travel of participants themselves. And that is the heart of 

my suggestion that definitions of transnationalism have been slow in appreciating that 

ideas and technologies travel more widely and more quickly than bodies do, and yet 

theories of transnationalism still focus on the travel of individuals. While I do not 

advocate the completely disembodied determinism of Thomas Friedman (2005), 

discourses and artifacts do have reach beyond the travel of individuals. Discourses and 

artifacts associated with them constitute new “avenues of power” as nations are 
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reconfigured as technologically sophisticated, and relations and reputation are realigned, 

and they are most centrally what Vertovec terms novel “social morphologies” - 

recognizably different social forms constituted of practices, identities, knowledges and 

economic networks.  

Because medical tourism is largely constituted of the linkage between business and 

technical institutions, it offers a different form of transnational structure, primarily 

forming a strategic space through interpenetration for temporary travelers. Despite this 

distinction of relying on extensive institutional connections, it fulfills the role of 

constructing new identities and arrangements of social and political structure, both 

mobilized informally and formalized in trade agreements, institutional forms, or 

standards. Initial pioneering of contemporary industry forms of medical tourism was 

done by migrant communities that maintained ties across borders. This precedent 

practice of travel for care relied on cultural familiarity associated with this return travel, 

making it distinct from newer medical tourism. Medical tourism as an industry may be 

described as coopting practices, san effective tactic amid difficult healthcare situations, 

from migrant communities, and expropriating that tactic to non-community members. In 

this expropriation, medical tourism moves outside of the communities that have been a 

dominant figure in academic work formative in discussion of transnationalism. Like 

migration and transnational communities causing novel patterns of labor, the political 

imaginary and practice of medical tourism can have effect on medical practice and 

structure across locales by enabling contact and directing investment.  

Medical tourism can be considered the product of multiple forms of transnational 

phenomena in action as the practice is formed and institutionalized. The transnational 

perspective allows us to see that medical tourism is not the result of concerted work 

within any one site, but the cooperation of multiple groups acting internationally to 

produce a practice that leverages neoliberalism and biomedicine together to produce a 

new avenue for healthcare distribution. 

4.5.3 Neoliberalism and Medicine 

It is noteworthy that there is resistance to the ubiquity of market logics that 

characterize neoliberalism when applied to medicine. Medicine as the practical science 
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of creating and maintaining health deals in a dual nature as commodity trade (though the 

commodity is a service and state of being) and a maintained social value that a healthy 

population is a privileged common good. Alternatively it is a set of institutions providing 

something that can be conceived as a right or a privilege while also subject to market 

forces (Altenstetter, 1991; Reich, 2014; Starr & Immergut, 1987). This dual nature of 

health as subject of medicine makes the overt transposition of medicine into commerce 

controversial and fraught with ethical challenges (Lock & Nguyen, 2010; Snyder & 

Crooks, 2012). It is also this conflict and negotiation that allows medical services to 

serve as a site to examine contemporary constructions of the idea of choice. Both 

colloquially and legally the concept that health is a market product and a public good 

remains subject to the choices of those involved. Choice marks every aspect (e.g. as 

described by Foucault, 1988, and documented in the importance of the idea of informed 

consent and appropriate behaviors in Lock & Nguyen, 2010). A large body of literature 

is dedicated to the study of neoliberalism as the expanding acceptance of market driven 

logics and their effects within different spheres of social and political life, such as 

pharmaceutical use and research (e.g. Petryna et al., 2006) or the relevance of patient 

expertise in the practice of medicine (e.g. Brown et al., 2004; P. M. Carrera & Bridges, 

2006). While David Harvey attributes intentionality to the increasing importance of 

market logics through the actions of individuals and classes behind this shift in 

contemporary thought (Harvey, 2005), a great many theorists describe what is closer to a 

reflexive process drawing on the notion of a dialectical expansion from pre-existing 

ways of life, or colloquially pushing a potentially good thing too far (Bourdieu, 1998; 

Marttila, 2013; Ormond, 2013).  

Reflexive modernization as one name for this intensification of a pre-existing 

social element (i.e. marketization). As a theoretical frame (Beck et al., 1994), reflexive 

modernization suggests that elements within the culture and understanding of the world 

having contemporary action contain a liminal element that through repeated application 

over time transitions into new phenomena. In applying the idea of reflexive 

modernization to healthcare and the expansion of individual responsibilities in the guise 

of greater participation in expanded individual choice, we can see how past efforts have 

contained the seminal elements of the current level of consumer marketization. While 
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popular healthcare movements sought to improve quality of care and develop systems of 

transparency and interaction for healthcare participants, to enable a transition from 

subject to partner of medical practice, they also enframed the patient as an active and 

therefore responsible party within healthcare. Stephen Epstein's work on the AIDS 

movement of the 1980s and early 90s follows an active effort to develop a class of 

patients who would be accepted by experts as responsible participants. Meredith 

Turshen's work on the women's health movement of the 1980s and 90s tracks a similar 

transition in efforts to allow women to participate in the framing of their own bodies and 

health and to expand their choice within care regimes (Turshen, 2007). Similarly in other 

works on the subject, the need to create a space for patient expertise and participation is 

seen to have unexpected consequences, particularly including the shifting to those 

patients the role of consumer expertise as much as participation in knowledge 

production, because one of the only roles available for patient participation and claims of 

authority was that of the educated consumer (Brown et al., 2004; Epstein, 1996; 

Meghann Ormond, 2015b). It is perhaps now apparent that through this transition in the 

role of patients we can see the kernel of the contemporary neoliberal logic of healthcare 

in which systemic corporate responsibility for care is minimized and the individual is 

seen as the primary responsible party in finding and using healthcare resources offered 

through institutions. A shift in responsibility discussed as the ongoing process and 

outcome of biopolitical shifts that preceded the current neoliberal era (Foucault, 2008) 

The experiential quality of this expanded consumer role in neoliberalism has been 

explored as one in which a more visible and active selection within modes of healthcare 

marks the contemporary form of subjectivity under scrutiny, i.e. work on risk and bio 

threat or psychological requires a certain form of consumer (A. Lakoff, 2008), and the 

concept of biocitizenship in which active participation in biomedicine forms an 

important part of the subject (Petryna, 2002; Rose & Novas, 2004). These approaches 

focusing on the uptake of this new participatory or consumer model by patients are 

balanced by scholars that look at the way this new subject is held within new forms of 

political rationality that respond to different roles in governance for subjects around 

ideas of health (Fischer, 2000; Jasanoff & Martello, 2004). Dean's discussion of 

governmentality (1999), particularly under neoliberalism, suggests these new more 
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flexible forms of governing function both as administrative regimes and as precursors to 

the implementation of social institutions. A shift in governmentality presages the 

production of alternative forms of governance by the use of techniques to manage 

fluctuating demands. Thus the concept of governmentality offers a way to model the 

liminal elements that transition in reflexive change. A conglomeration of elements, both 

practical and discursive, participate in how those who govern respond both to new forms 

of life and to the new subjectivities as roles of the subject. 

 Global issues such as the trend toward neoliberal governance, and economic 

globalization (E.g. Harvey, 2005) draw together places and phenomena that might 

otherwise appear distinct. My analysis of medical tourism in the Philippines speaks to 

the realities and ethical quandaries of international healthcare services as they interact 

with healthcare in the United States. Because discursive practices and encompassing 

cultural beliefs must negotiate across distance, these multiple sites serve each other as 

justification and allow persuasive construction of flexible forms of governance, as well 

as reinforcing or reflexively intensifying that which is seen as productively laying 

between sites. Thus governing mentalities, and the actual techniques of governing and 

regulation, form regimes because of the utility or perceived efficacy of an element such 

as a discourse.  

Globally and in the United States particularly, healthcare is increasingly 

understood in reference to two competing frames - the demand for quality of care, and 

the expansion of logics of choice for the consumer, often labeled as a part of neoliberal 

reform. What is perhaps special about medical tourism is that in reframing the 

historically ongoing phenomenon of travelers seeking improved health, it is so 

thoroughly framed as a matter of choice. Despite efforts within the industry to 

distinguish primary care and travel for life-saving procedures as the markers of medical 

tourism, it also continues to encompass travel for genuinely voluntary care such as 

plastic surgery or spa treatment within the same discursive device. Popularly viewing 

medical tourists as wise consumers makes invisible the reasons that make those 

‘choices’ increasingly popular. In the increasingly global practices of medical research 

and service delivery, the figure of the medical tourist represents perhaps the most 

obvious version of the consumer logics increasingly prevalent in the United States and 
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its destinations of travel.
 26

 While efforts to invigorate domestic medicine through price 

shopping, transparency and service models derived from other industries are often linked 

to inequality of care, the medical tourist is publicly described as making choices in terms 

of cost savings. This framing was not apparently embraced by any of the patients I 

interviewed, or the majority of self-published travel narratives available on the 

Internet,
27

 but in the media it is virtually unquestioned. 

Cultural logics are important analytic categories because they represent a key 

tool for comprehending people’s experience and choices, serving as a vital form of 

‘common sense’ through replicated and repeated exposure. In myriad local practices 

individuals repeat these cultural logics in daily life and no less in the construction and 

enacting of policies (Jasanoff, 2005). The presumed importance and transparency of the 

notion of choice as a cultural logic presents a useful rhetorical device and creative fiction 

not only because participants are not engaged in choice but also because by using this 

register of consumerism, the understanding of what choice means supports the very 

invisibility of the alternatives and consequences entailed in their practices. Consumer 

logics are the substance of what Paul Farmer (2005) terms “structural violence”: the 

inescapable harm to individuals in positions created by political contexts formed outside 

of their choice (p. 8). While Farmer uses the term structural violence to describe third 

world poverty, the general hiddenness of structure that it entails – the equations of power 

relations of choices, rights and a sense of the inescapable, is precisely what is enmeshed 

with these specific concepts of choice. Farmer’s attack on social somnambulism 

suggests that structures, and the suffering they can entail, are in part a choice and 

conversely a lack of choice in a subject’s ability to respond to economic and social rights 

or their denial. Among the dramatic structures of social inequality that perform and 

                                                 
26  

This pattern can be seen in other discussions of the framing of behavior as choice as minimizing the 

pressures that make a choice viable and desirable, i.e. in the choice to become a medical research subject 

such as Abadie, 2010 or Fisher, 2009; or the many discussions of sex workers engaging with the concept 

of choice as in the ethnographies of Brennan, 2004; Padilla, 2007; or Abadie, 2010. 

 
27 

 And is questionable in the two key medical tourism books which both focus on smart problem solving 

in light of economic need: Jeff Schult’s how-to book, Beauty from Afar (2006) and Maggi Ann Grace’s 

travel narrative, State of the Heart (2007). M Grace. 2007. State of the Heart: a Medical Tourist's True 

Story of Lifesaving Surgery in India. Oakland CA: New Harbinger Publications; J. Schult. 2006. Beauty 

from Afar: a Medical Tourist's Guide to Affordable and Quality Cosmetic Care Outside the U.S. New 

York; London: Stewart Tabori & Chang. 
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perpetuate violence, one must consider the discursive structure of American idealized 

‘choice’. Within attacks on national healthcare in the United States, and conceptions of 

the promise of medical tourism in the Philippines, the idealization of choice obviates 

consideration of what choice means, obfuscates structure itself, and demonstrates the 

fetishization of individualism. The fundamental construction of choice as individual 

action outside of consideration of situation and extended relationships has been a marker 

of the shift to neoliberalism. Whether in development discourse that Farmer marks 

around the shift from “aid” to “trade” in international relations, the rise of participation 

in domestic medical practice, responses to health insurance choices, or the increasing 

conception of medical tourism, the extension of consumer models of choice offers a vital 

subject for bioethical concerns as a rising extension of what Michel Foucault termed 

regimes of  biopolitics, including the function of veridication or justification, and the 

relationship between the individual and the state in controlling and determining the 

individual’s body.
 28 

That is to say that Farmer notes that not only the material practice of 

international relations have changed, but with it the functioning reasons, or justifications, 

and the values upon which those justifications rely. Farmer and Foucault share in the 

idea that the acceptable way to talk about and to see a situation relies upon the unspoken 

rules of value and right that are subtext despite their presence within regulation. 

 

                                                 
28 

 E.g., the discussion of “regimes of veridication”, in Chapter Two of Foucault, 2008. 
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5. Who is Writing Medical Tourism? 

 

Following the preceding chapter’s introduction of the process of discursive 

analysis of choice, this chapter lays out the ways in which medical tourism comprises a 

discourse formation, including the idiom of medical tourism itself, as well as the textual 

and administrative elements that support and legitimize that idiom. Initially I will discuss 

how the theoretical frameworks used in discourse analysis as well as science and 

technology studies allow a particular approach to understanding the way that this process 

occurs. I specifically examine the uses of programmatic direction of effort, paradigmatic 

texts, and framing to construct a legitimate field of endeavor that bridges a traditionally 

expert field (healthcare provision) and the general population with reference to a 

transition to consumerization. Following the theoretical introduction is an overview of 

how different groups of stakeholders, including scholars, popular media, and business 

interests, have crafted descriptions of medical tourism. 

The growth of a social phenomenon or institution depends upon enrollment or 

participation of individuals, and expansion of that participation in the form of 

broadening awareness comes primarily through communication. The formalization and 

stabilization of such a new phenomenon or institution can be affected by saturation of 

advertisements in a commercial setting, by expansion of a trend, and by repetition of a 

practice, all of which participate in the ongoing formation and use of discourses. Medical 

tourism, or speaking more broadly, travel for access to care, relies on people’s awareness 

across borders of medical infrastructure or opportunities for travel and potential sites to 

receive travelers. It also requires a shared understanding of the options available. The 

possibilities form an epistemological or cultural pathway permitting the practice. 

Because a level of consciousness of the option is a precursor to participation or practice, 

I suggest that the ongoing efforts to promote, analyze, discuss, report on, and describe 

travel seeking care set the stage for increases in participation and make medical tourism 

what it is. This has been particularly true since the formation of a shared language and 

stabilizing discourse of medical tourism. Ulrich Beck’s description of reflexive 

acceleration of social phenomena, the process by which, once initiated, a phenomenon 
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self-sustains and grows, seems a potent metaphor for the process in the case of medical 

tourism (Beck et al., 1994).It was not simply that people shared the idea of traveling for 

care, but also that in accumulating writings and stories about medical tourism, the 

emphasis and weight of those stories disposed of alternative ideas about travel for care 

and even alternative names like “medical outsourcing.” 

The importance of the proliferation of a written record, and a textual corpus to 

medical tourism was the function of creating a presence. As medical tourism 

accumulated a weight of written documents, so too did those documents produce at least 

the window for it to be considered legitimate (Derrida, 1998; Dreyfus, 1982). While 

Derrida’s (1998) discussion of the written as secondary to the directly visual suggests 

limitations to the influence of this written instantiation of medical tourism, it formed a 

concrete thing around which discourse could develop. This textual body performed the 

same functions as the literary technology found in Shapin and Schafer’s analysis of the 

translation of truthfulness to the written document (2011). In their discussion of 

scientific writings, they suggest that the form of writing can connote a specific 

trustworthiness to the reader. In this sense the inscribing of travelogues, promotional 

materials, and even advertisements for medical tourism into a textual form created a 

reliable center upon which stakeholders could anchor their boundary work. Among the 

material objects involved in the practice of science, the textual ones are privileged. This 

privileging of the written word as justification is a central component of what Derrida 

describes as logo-centrism in western culture (Derrida, 1998).  

Drawing on the importance of technologies and publications in the sciences, 

Actor Network Theory (ANT) initiated a specific focus on “inscription” (Latour & 

Woolgar, 1979, p. 45) - a focus on the intended product of scientific research being the 

authoritative publication potentially distinct from any ethical commitments to producing 

objective knowledge itself. They suggest that the writing act is in the rhetorical tradition, 

one of persuasion, and that an influential factor to the formation of knowledge is the 

persuasiveness of texts. Texts, built during the research negotiation between actants in 

the networks, then form a vital component of the social relations within that technical 

domain. While social rules and constraint by actants limit the possible outcomes, the 
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knowledge produced is not necessarily the direct product of observation of 

correspondent reality (Latour & Woolgar, 1979, p. 69).  

To what extent do texts become the “inscription devices” that Latour and 

Woolgar (1979) suggest transform observation into not just knowledge but transportable 

material knowledge in the form of scientific publications (as well as claims on 

authoritative knowledge outside the sciences)? The importance to meaning and the 

lasting structuring of social life by the written word is a longitudinal effect, though as 

semiotics and linguistics show that meaning alters over time, there is a formation or 

construction of signs within the written word that lasts beyond transience. In his writing 

on the social organization and constitution of scientific knowledge, Imre Lakatos 

describes the “research program” or the ongoing direction by weight of history and 

precedent knowledges that shape future research to follow it. He asserts that once you 

have established a premise of research and an idea of what direction research will lead, 

the directional pressure becomes a key component that links together a variety of ideas, 

facts, and ways of thinking around a central tenet or system of knowing. Contrary to 

Kuhn’s concept of paradigm in which incommensurability or counter-data builds up 

until a shift occurs, for Lakatos, the transition to an externally dissimilar research 

program from the program preceding it may be subtle, and in fact may contain at its core 

the central lasting conception. That core contains ideology and discourse in equal 

measure to the centrality of agglomerated facts and observation, and in all likelihood the 

resilience of the ways of thinking and ideology or discourse is far greater than any 

independent or particular empirical data. The research program is embedded in and used 

to understand importance of the objects (literary and experimental) as well as the 

language that is used in the creation of new knowledge and practice. This particular 

attention to the textual and communicative materialization of research programs and 

discourse offers analytic purchase on a decentered or multi-territorial phenomenon like 

medical tourism. While limited travel and communication face to face is possible, huge 

circulation of text and media occurs with the participation of a diverse system of 

implicated actors. 

Text forms a conceptual frame, and seen as such, writing about medical tourism 

is a constitutive process, producing and re-producing the practice. In effect the work of 
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participants in crafting the texts and initiating an industrial mode shifted medical tourism 

into an established program (qua research program) in much the same way. The practice 

is made comprehensible, whether presented as individual or as industrial, through a 

focusing within the multiplicity of meaning in phrases and idioms as the discourse 

stabilizes. The three functions - metonym, synecdoche, and euphemism - mentioned in 

Chapter Four, offer examples of the mechanisms by which discourse shapes thinking 

once stabilized into text. The stabilization process inscribes contextual cues and 

linguistic devices in writing, which limits polyphony (the indecipherability of multiple 

meanings to choose from) and allows use and advantage to be drawn from heteroglossia 

(the multiple voices within one word or statement). The importance of thinking about the 

words “medical tourism” as capable of performing in multiple and still predictable 

linguistic actions allows for it to be a powerfully evocative discourse. The flexibility of 

the concept and idiom allows it to function across contexts, denying undesirable 

association through metonymic limiting of association, while being more broadly 

associated as undefined euphemism when an industry practitioner chooses to label a 

practice with it. In this flexible way the accumulation of medical tourism as an active 

conceptual and linguistic structure forms a recognizable discourse. 

The systems of evaluation and decision making that surround controversial and 

exceptional practices are sites of negotiation, and as such draw academic interest, but 

they rely on and refer to ongoing social change in evaluation that has been instituted in 

mundane institutional formation. In this sense I argue that social process bears similarity 

to case law, when the decision has been made by enough local agents, the larger decision 

in a controversy is influenced by the very commonness of the decisions in the preceding 

mundane events. I focus on the institutionalization and naturalization of the assumption 

that medicine is a business and that private sector investment in medicine provides 

benefit for the whole population. In this sense I also suggest that the common practice 

represents not just an influence on the controversial situation but offers a view of the 

iterative production of larger social change itself, thus the institutional formations of 

medical tourism in the local represent an active point of participation in the ongoing 

construction of neoliberal and biopolitical regimes of governmentality.  
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Following the majority of scholars and participants I define medical tourism as 

intentional and not incidental practice, though the participants have different reasoning 

for this distinction (to be discussed in later sections). This process of definition taking 

place in media, policy and industrial formation has at its core both activity of 

justification and as with any activity of classification, serves as a mechanism for 

naturalizing ethical and positional conceptions as fact.  

My cases presented in the next three chapters of the discursive and institutional 

production of medical tourism in is intended to draw out the importance of value 

systems and justification, as well as reasoning behind definitional and evaluative 

boundary work already mentioned (institutional work in the Philippines presented in the 

next chapter). This chapter suggests that efforts to research, describe and understand 

medical tourism contain traces of both the conflict and ultimate balance between the 

social value of health and increasing acceptance of the profit motive within medicine. 

 

5.1 Who Is Writing about Medical Tourism? 

Initiating my analysis, and with subsequent efforts to update my awareness of 

publication, I examined the first 100 individual (non-repeated) articles found through 

google search of available publications on medical tourism in the spring of 2008, with an 

additional 50 articles added to my dataset in 2009 found through Google as well as the 

JSTOR and Lexis/Nexis database indexes. These articles were hand-coded for intended 

audience, author’s affiliation/field of endeavor, reference to quality of care, reference to 

cost savings, type of medical care mentioned, use of patient/participant interview, 

general evaluation of medical tourism (caution/criticism/advocacy). While few of the 

observations of this documentary analysis proved to be significant, three specific trends 

were clear.  

The writers and their audiences were clearly defined between three groups: 

business interests (author involved in research for business/marketing/management, with 

the goal of audience participating in the market); social scientific (author was an 

academic researcher or professional journalist with a focus on medicine rather than a 

participant in the market, their audience was sometimes internalist but generally 
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intended for educational purposes without regard to direct participation in medical 

tourism); and a general category in which I aggregated those writers/texts not in the 

other two categories (this category would later include television and other 

representations found within the general scope of entertainment media). Those initial 

groupings continued to guide my analysis as I came to an examination of the way that 

choice was a key discourse.  

One of the key moments of my analysis was the determination that while written 

analysis of the business and social science groups were very distinct, in conferences and 

conversations they maintained a shared acceptance of the value of choice. The frequency 

with which they directly referenced the benevolence of choice as an inherent good 

varied. This justification seemed omnipresent when business people wrote, but was 

largely absent or criticized in the writings of social scientists, which situated the choices 

of patients within broader contexts when choice was mentioned at all. For example in the 

two social science articles I see most widely cited (Connell, 2011; Sobo, 2009b) for their 

overview, rather than site specific analyses, no direct evaluation of choice is presented 

but both imply it in locating agency with the patients despite noting it as a response to 

economic demands placed upon them. In contrast the two how-to books that I see most 

widely cited for their overview of the industry within business and industry texts do 

clearly advocate both for viewing choice as a good thing, mentioning the importance of 

medical tourism as expanding consumer health choices, and also clearly articulated that 

its utility for patients as choosers was justificatory despite any other effects (Schult, 

2006; Woodman, 2008). 

Of note across all three broadly defined groups is their focus on extreme cases 

(mentioned in the introduction), and the emphasis placed on exceptional forms of care 

such as stem cell therapy, organ transplantation and reproductive medicine including 

surrogacy. In the initial 100, and almost all of the articles gathered later, article focus 

was divided in three ways: 1) an article could be about a specific geographic case (e.g. 

Cuba, Dominican Republic, or India) with little mention of the varieties of medical care 

important to the case discussion; 2) an article could be centered on an interview with a 

patient or facilitator (most common in the general media rather than research articles; or 

3) the article could center on a specific form of care. This third category, those centered 
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on a specific form of care (19 of the initial 100 articles coded) all focused on critical or 

exceptional forms of care, the least exceptional being heart valve repair. All available 

quantitative analyses of medical tourism, usually the estimated volume of travelers 

calculated by governments or released by hospital organizations themselves, suggested 

those extreme cases were a miniscule percentage of the overall number of patients 

traveling, and in most estimates travel for cosmetic surgeries and dental care still provide 

for the majority of travelers (Alleman et al., 2011; Cooperman, 2007; Schult, 2006).  

Different groups, distinct but overlapping, write about the practices of medical 

tourism, and of particular note are social scientists, whose focus has been split between 

descriptive and critical approaches (both aimed at examination of the extent of the 

phenomenon and its effects on other institutions when analytic); business interests, 

primarily split between researchers attempting to educate or respond to business people 

about or encouraging participation in the administration of medical tourism ventures 

(often heavily engaged in promotion of entrepreneurialism); and finally popular media, 

which is largely attempting to provide entertainment. Of the three, the difficulty in 

approach is greatest to the business interests. Not only do they have a jargon and 

research culture different from my own, but they often charge significant amounts for 

access to research products. I had the opportunity to meet and discuss medical tourism 

with members of that business research community at a conference discussed in chapter 

seven, but here a brief discussion of the framing set out in that community follows. After 

the summary of the business community I focus on how that differs from the focus in the 

non-business social sciences, as well as the limited literature focused on medical tourism 

itself, and I draw comparison with the sociological and anthropological study of tourism. 

5.2 Business Research 

 Business interest researchers are concerned largely with entrepreneurial 

opportunity, management and marketing. They attempt to describe the extent of medical 

tourism, opportunities, and understandings and demands of potential/actual participants, 

as well as barriers to trade, in order to expand this system of medical services. They 

describe medical tourism as a natural outgrowth of population migration, free-

marketization, and rational expansion of consumer participation in healthcare. In this 
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guise medical tourism is viewed as beneficent, justified by a perception of the world as 

pre-structured by business relations and practical profit driven motives, each of which 

are assumed to be ethical according to the standards of the market model, and which are 

not inherently seen to conflict with the professional ethics of an increasingly 

entrepreneurial medical establishment. Focused on choice as keyword for justification, 

diversity/difference is minimized by technoscience and presumption of a western model 

economy as model for development- presumed technological progress. Market 

researchers propose and/or presume the best response to diversity and development is 

liberalism as defined in neoliberalism. In evaluation, they see travel and distance as 

irrelevant, because the difference implied in them – the inherent difference in discrete 

spaces - is effectively modulated by technology, while also suggesting difference is a 

resource from which profitability can be drawn in a market setting. That is to say that 

access to low cost medical care is a business opportunity because it is a choice that can 

be made by patients without regard to distance, but where that distance can be used to 

promote the experience of travel as an additionally desirable aspect it can be seen to 

offer an additional attribute for sales. 

 While many business articles focused on cost savings and consumer choice, 

earlier articles, circa 2006, tended towards case descriptions rather than broad research. 

Examples of formal research can be drawn from Havarungsi’s 2006 master’s thesis 

focused on how the preexisting tourism infrastructure of Thailand benefitted the 

emergent medical tourism industry, or Exworthy's 2006 article looking at travel within 

Great Britain, and how patient willingness to travel since liberalization of restriction 

within the British National Health System impacts the perceived efficacy of the system. 

That is to say, articles tended not to consider medical tourism itself as central, but to 

focus instead on the healthcare system within a case site. This tendency changed over the 

next few years and circa 2009, with more than double the number of articles available 

across all fields since 2007, the business focus on medical tourism itself intensified and 

research interests shifted to promotion and management rather than documentation of 

situational changes. I found that the percent of articles in the business domain that were 

offering research intended as practical resource for business participants had doubled in 
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frequency, and even accounting for the larger number of articles coded from the 

previous year, the sample was biased in that favor.  

 Along with broader and more in-depth research articles focused on medical 

tourism itself, the business literature included increasing overlap of articles that were 

intended for a general public audience serving to disseminate market logic ideas. One 

example is researcher David Vequist, whom I would later meet at the medical tourism 

research conference, and who wrote about the general economic impact of medical 

tourism, with particular reference to it as both an opportunity and as an expanding 

market (2009). Another example is Stackpole , Summerfield and Ziemba’s (2009) 

handbook on marketing medical tourism, which says very little but recommends strongly 

that an emphasis be placed on the financial wisdom of patients while also negotiating 

and promoting the benefits of an exotic locale as destination. 

In the general non-research media, stories about healthcare economics began to 

pup-up regularly; for example, Danielle Dellorto writing for CNN.com news (2009) 

captures the tension between limitations on access and the limitation of choice in 

general, while emphasizing that the phenomenon as a whole is good because it promotes 

choice. Describing the practice, a patient is said to have, “with a little digging online, she 

found several high quality hospitals vying for her business, at a fraction of the U.S. cost” 

(para. 3). While at the same time the patient is quoted as describing the travel in terms of 

responsive (tactical) and undesirable circumstance, if she "could have afforded my 

procedure in the United States, I would have taken it, but that was not my option … I 

had to get online and look for a Plan B” (para. 13). Dellorto also inquires about the 

approach to travel with a professional facilitator, who is quoted as stating that "what's 

really important about medical tourism is that you make the choice for what's right for 

you” (para. 24). Both of the individuals quoted by Dellorto directly reference that in 

some ways it is a choice, but in the end it is Dellorto who shapes what choice is entitling 

the article “Lower Costs Lure U.S. Patients Abroad for Treatment.” While the traveler 

identified it as a secondary choice because of lack of local options, medical tourism is 

very specifically promoted as a frugal consumer option rather than a response to lack of 

local options. Dellorto gives the only mention of quality of care to the president of a 

medial tourism facilitation company from which his quotes came: "We find the best 
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possible surgeons and deliver their service to patients safely, affordably and 

immediately….No one should have to choose between an operation to save their life or 

going bankrupt” (para. 5). If one does not take care to be a wise consumer, the article 

suggests, the consequences can be dire. 

In framing participation this way, the author allows for the reinforcement of both 

quoted subjects defining it as choice, even while each represents the crisis in healthcare 

and the consumer logics differently – the patient making the choice responsive to a 

broader crisis and crafting the choice as euphemism, while the provider makes it 

metonym for a whole panoply of important value statements about rational consumers, 

responsible citizenship by the patient and provider, and the importance of consumer 

logics themselves. 

 

5.3 Social Science    

Social science writing on medical tourism can be productively divided between a 

critical and a patient-centric perspective that is less directly confrontational to the 

perspectives of business and management described above. The emphasis is different in 

the two domains, and they share skepticism about the transitions of biomedicine 

discussed earlier in this dissertation while evaluating the harms caused by medical 

tourism differently. Particularly they share a concern with the conflict between medical 

tourism as relying on claims of universality and impartiality of medical knowledge 

imperative to the market system while they often study the diversity within that medical 

knowledge. The critical analysis centers on the concept of choice, challenging the 

construction which is in the management/business model, insisting that the liberalization 

of choice in markets eliminate or have harmful effects on the marginalized. As opposed 

to the critical approach, patient centric approaches do not attempt to balance the 

potential harm across groups in the system. They accept or presume that the system as a 

whole will have both good and bad effects best left for ethical evaluation outside of 

descriptive research.  

Social science literature on the increasing transnationalization and globalization 

of medicine describes medical tourism in three ways: a system of practices undertaken 
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by patients and participants in order to receive care that is inaccessible at home; as an 

exploitation of transnationalization for purposes of creating an exceptional state; or as an 

outgrowth of expanding networks of travel between sites, such as that with labor 

migration or marriage travel between South Korea and the Philippines. In the latter case, 

the use of the Philippine healthcare facilities by Koreans is nearly incidental, but still 

forms an industry. These observations by social scientists generally critique the social 

conditions that form demand for travel. Access to medical care is seen as a product of 

participation in a transnational network rather than as the subject of study in itself.  

The critical thread, largely derived from postcolonial and feminist scholars, 

suggests replication of patterns of neo-colonial exploitation, and the use of the 

marginalized in exceptional circumstances by elites from other geographically and often 

ethnically distinct groups. This literature focusing on reproductive medicine and the 

organ trade offers a clear ethical approach to the work, examining from the perspective 

of comparative benefit the effect on the traveler and recipient population. This group of 

scholars conceives the practices and industry of medical tourism as an outgrowth of 

economic disparity, and an extension of patterns of abuse from within local bounds to 

new scale in the expansion of transnationalism.  

While academic work on medical tourism has begun to appear in journals, its 

presence is limited, and no comprehensive works have appeared. Some focus on a 

specific site, such as Raj Pruthi’s book Medical Tourism in India (2006), which attempts 

to overview the widespread phenomenon in that country via a focus on business impact, 

or Ormond’s work on Malaysia (2013). Other works on specific aspects, notably 

concerns about medical tourism as an outgrowth of colonialism have appeared, but do 

not look at patient narratives or multiple sites (Bookman & Bookman, 2007; Carrera & 

Bridges 2006). Still others come to medical tourism tangentially to their core concern, 

for example the study of access to reproductive technologies in a country or the 

exploitation of women as surrogate mothers.  

Recent academic literature on medical tourism is sparse and focuses heavily on a 

few specific sites, primarily India to such degree that the initial announcement of the 

Philippine Initiative to promote medical tourism in 2005 by President Macapagal-Arroyo 

made comparative reference to the Indian Model. This geographical focus of the 
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literature is noted by Connell (2011) and Ormond and Sothern (2012). While the private 

hospital model used in India has been successful economically, a study of the outcomes 

of a similar program in its early stages in the Philippines would offer useful guidance for 

ongoing policy oversight. Notable academic critiques of medical tourism, such as that by 

Bookman and Bookman (2007) consider it an outgrowth of colonialism but fail to 

respond to the intentions of the government sponsoring the initiative. Limited access to 

patient narratives and the focus on single as opposed to multiple sites renders these 

accounts of limited value and visibility at best (Carrera & Bridges, 2006), while a 

plethora of popular media articles and books, most notably Schult (2006) have received 

significant press attention. The popular style eliminates criticism and provides one or a 

collection of successful patient narratives, but does not suggest any challenges or 

critiques and mostly functions as how-to consumer guides (Hancock, 2007).  

The study of tourism in sociology (MacCannell 1973; Pearce 1982; Smith 1977) 

and anthropology (Evans-Pritchard, 1989; Graeburn, 1989; Stronza, 2001) has been 

characterized by their focus on descriptions of the tourist as a product of leisure, and 

accounts often focus on the roles, performances and positions of the actors as opposed to 

the negotiation or interaction between them (Cohen, 1984). Valene Smith’s seminal 

work in tourism studies, Hosts and Guests (1977) draws attention to the new 

relationships that form when participants in tourism travel from one cultural location 

into another, granting a sense of being ‘thrown’ to the visitor, and hybridizing cultures to 

some extent during contact whether intentional or not. Her work introduces the idea of 

differential power relations between the visitor and the locals as a central theme in the 

field. One aspect of the medical tourism industry in need of examination is the extent to 

which it is actually independent from or affecting local identity. Lynn Stephen’s (2005) 

work on the reproduction of “sameness” as part of the framing process in social 

movements potentially leading to essentialization can be connected to Smith’s concern 

about responses to contact and power difference in exchange, as the tourist demands the 

same experience he was implicitly promised before arrival.  
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5.3.1 Choice in Disciplinary Writing on Medical Tourism 

 In recent years, three special issues in different disciplinary configurations have 

been put out focused on Medical Tourism as an empirical domain. The following section 

will describe these. In order to provide examples of the way that social science 

researchers have covered the subject of medical tourism, I’ll provide a snapshot focus on 

the three most concentrated bodies of writing on medical tourism available during the 

term of my research, a set of three special issues in disciplinarily different journals. 

These journal issues came out between Winter 2011 and the end of 2012, and 

disciplinarily they represent different fields: one is a journal of bioethics, the focus of 

which is on evaluation of the endeavor of medical tourism in terms of the ethical and 

social ramifications; one is an anthropology journal with a focus on the culture of and 

cultural constructions of health and medicine; and the third is an interdisciplinary journal 

with a focus on gender. Each performs a different set of methodological and theoretical 

convictions and produces different products. The anthropological journal is less 

evaluative, with rich description and a focus on empirical depth in specific sites, while 

both the others attempt more comprehensive evaluative action, though the focus on 

gender in Signs and the particular contributors include focused description filling its 

short form articles. What remains true across all three is that there is a dual nature of 

being certain what medical tourism “is” to talk about, and being certain that more effort 

needs to be placed on determining what medical tourism “is” to understand it. Because I 

draw academically from the discipline of anthropology as part of my interdisciplinary 

efforts, I will dedicate the most time to describing the empirical content of that journal’s 

issue. In part that more comprehensive description is intended to offer these works as a 

mirror of some of the conclusions and ideas spread throughout this dissertation. While 

none of the articles in the anthropology of medicine explicitly articulate the 

concentration on choice within my focus, interpretive selection of subject matters from 

the issue allows me to speak about the stance on choice which the articles represent. In 

this case that tactical decisions or choices are the main subject of this industry in 

transition while the nature of those choices is not fully evaluated.  
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5.3.1.1 The Journal Anthropology & Medicine 

The 2011 issue of Anthropology & Medicine drew on a panel entitled “Healing 

Holidays? Itinerant Patients, Therapeutic Locales, and the Quest for Health”  held at 

the Society for Medical Anthropology conference in 2009. The issue appeared two years 

later and combined discussions of medical tourism focused on biomedical travel with 

articles on health travel related to spa and location specific healing. It focused to some 

extent on the way that travel functions as a specific avenue of increasing choice or 

allowing heterodox choices, and how the seeking of these alternative choices outside of 

home healthcare distribution systems of travelers is the shared element between 

historical forms and the contemporary. What has changed is the reliance in destination 

sites on pre-modern forms of care that linked geographically specific features as 

healthful; instead sites today construct themselves as forms of medicine that are 

compatible with biomedicine but offer alternatives to individualize the types of care and 

health the patient traveler seeks to participate in. In the introduction by Naraindas and 

Bastos (two of the authors who focus on contemporary forms of spa travel in their own 

research) they draw a distinction between medical “tourism” and other forms of travel 

for non-biomedical care:  

The issue brings together anthropologists and historians whose work addresses 

the historical evolution and contemporary transformation of the traditional spa 

built around the iconic image of ‘taking the waters’, and the more recent 

phenomenon of medical ‘tourism’, with its super-specialty hospitals and clinics 

that repair and replace organs and body parts, or assist infertile people in their 

quest for conception (Naraindas & Bastos, 2011, p. 1). 

The first article by LaFauci (2011), a historian, discussed the pre-modern 

medicalization of “Southern waters” in Virginia, as a site where the medical and social 

meaning of the antebellum South was negotiated and established through reference to 

the specificity of place. LaFauci discussed the transformations of hydrotherapy and its 

connections to specifically southern identity, and therefore specifically southern forms of 

health and illness, and how historical forms of travel to reach them interlinked national 

identity (qua regional identity) and medicalization, specifically to distinguish between 

the perception of the sameness of people ontologically presented by other medical 
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conceptions. This historical case has drawn attention to the localization of medical 

thought, and of how that medicalization of a social philosophy was useful for allowing 

both locals and visitors to negotiate their perceptions of social space and standing at 

home and elsewhere (Lafauci 2011, p. 18). Of particular note is that the medicalized use 

of the waters was intentionally developed by the involved businesses and tourism 

agencies as a particularly useful justification for participation in southern national 

identity, and the protection of a moral philosophy of the South. This example offered a 

contrast to contemporary use of medical knowledge to defend national development 

despite difference.  

The next article, by Quintela, compared a Portuguese and a Brazilian spa and 

their patients, particularly looking at how local cultural variation shaped local forms of 

medical practice and underlying knowledges, including different “explanatory models,” 

despite participation in modern biomedical social worlds (Quintelas, 2011, pp. 23-24). 

Like the article that followed it, a central theme was the way that local specificity has 

changed, or shifted locus in response to biomedicalization, shaping options within 

biomedicine rather than being a functionally and conceptually separated phenomenon. 

These alternative health practices formed a system of choice within the dominant 

biomedical system.  

Following the historical example established in La Fauci, in which the pre-

modern biomedical localization was discussed, and Quintelas’ description of how 

biomedical knowledge remained localized to some limited (if marginal extent), the next 

article by Bastos looked at a different formation of spas (this time in France), that used a 

tactic of cultural leisure rather than subjugated medical propriety to maintain its viability 

in modern biomedicine. These French spas sought flexibility by framing patient desires 

for non-medical experiences as important to the negotiation of their new form of 

medicalization. They differ from dominant forms of medical tourism, be seeking to craft 

themselves from a discredited medicine into an option for medicalized tourism, thus 

creating a new market. This transition from travel for health to healthy travel revived the 

spa’s credibility despite the shift away from the spa’s healing properties due to medical 

science’s discrediting hydrotherapy. Rather than being a place of renunciation and 

religious formation of healing, the spa offered those services as part of a menu of forms 
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of relaxation so as to be more widely desirable as a destination. Spa and site owners 

constructed it as a place where connoisseurs could go to enjoy consumption and leisure 

choices that were in themselves healthful.  

After the French example, Speier described travel to a spa in the Czech Republic 

in which the addition of standard biomedical treatments alongside water therapies in 

these sites offered a different response to biomedicalization and the dominance of 

allopathic treatment forms. Speier focused on how participants saw market forces and 

healing as competing demands, with a primary tension surrounding the “attempt to 

‘harmoniously’ combine three elements: balneology, travel, and business”(Speier, 2011, 

p. 56). This tension about competing values and competing healthcare knowledges 

involved active competition between doctors, and the marketing of touristic and non-

allopathic treatments to leisure travelers. Central to this competition was the 

understanding that the patient travelers, as targets of marketing, were communicated to 

as choice-makers within a wide field of options for travel, not only for health but for 

leisure pursuits. Despite awareness that visitors, primarily German, arrived based on 

word-of-mouth discovery, the demand that the spas be a desirable leisure destination 

often provided counter pressure to the establishing of medical forms of care (p. 60). In 

the emphasis on choice, and how to direct the choice of patients, the transition from 

traditional health site meant that emphasis was placed on leisure services, and profit, at 

the expense of emphasis on “care for the person” and suggested that while traditionally 

the value structure for healthcare provision had protected the privileging of patient care 

as a core value, the shift of administrative structure and culture to the touristic pressured 

parity of value between care and profit for the participants (p. 64). 

Moving from Germans traveling to the Czech Republic to the travel to a German 

site, Naraindas looked at the idiosyncrasies and exceptionalism of the “health-

practitioner” or “Heilpraktiker and his Ayurvedic Spa” within the German national 

healthcare system (Naraindas, 2011, p 670). Naraindas examined a contemporary health-

practitioner who had updated from traditional spa practice with a hybrid healing 

philosophy and practice. The article compared the way that location is marked as distant 

from local healthcare practice (and philosophical/practice) of  patients’ origin local 

practice, and serve to provide an option, creating with their combination a space of 
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choice for patients distinct from the dominant healthcare industry in Germany 

(Naraindas 2011, p. 69). Of note is the way that hybridity and extension of increased 

options were seen by participants as a necessary extension of the standards of biomedical 

practice, and self-justifying for those not completely served in the dominant mode (p. 

68-69). This piece distinguished importantly between German and other healthcare 

systems the specific space created in the German system for cure, or “Kur,” options for 

patients as a necessary feature, whereas many systems assumed a singular form of 

biomedicine as option would be appropriate. Within this German system the distinction 

common in the United States and elsewhere between ‘alternative medicine’ and 

‘medicine’ was less institutionally protected, and this flexibility allowed industry form 

and production of different consumer choice (Nariandas 2011, p. 83).  

Following Naraindas’s article about the formalization of healthcare options 

within the German healthcare system, in contrast to the participant-created options 

exemplified in the previous articles, there was a shift in subject. The focus shifted to 

what is deemed medical tourism proper with a set of three articles that focused on 

provision of dominant biomedical forms of care and high-tech allopathy. First was 

regional international travel in the Middle East seeking reproductive medical services 

(Inhorn, 2011); then the construction and control of affect and emotion by medical 

tourism industry participants in facilitated medical tourism to India (Solomon, 2011), 

and finally an article focused on internet-based communication and marketing of 

medical tourism targeting the United States Patient market (Sobo, Herlihy & Bicker 

2011).  

Marcia Inhorn’s discussion of the use of reproductive tourism within the Muslim 

communities of the Middle East offered an example of both circumvention travel across 

borders, and how “local moral worlds” cause travel to be an effective tactical choice in 

responding to infertility (Inhorn, 2011, p. 95). Inhorn’s focus was on detailing how 

flexible practices can develop despite controversies or perceptions of conservatism in 

Shia Muslim Iran. Within the Middle East, travel for medical intervention for infertility 

provided individuals with improved access and allowed nations to demonstrate their 

development with high tech medicine compared to neighboring Sunni nations (Inhorn, 

2011, p. 95). Similarly the patient’s travel was shown to be a carefully considered 
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tactical negotiation of both the religious interpretations and institutional structures 

available to them (p. 98). The case of a surprisingly large community of travelers within 

the region demonstrated the way that the nations in question sought to portray their 

participation in order to establish bioethical and development status within the frames of 

the religious strictures that limit them. While the departure nations limited choice, the 

appropriation of the choice through travel was often overlooked if discovered because 

the otherness of the service provider allowed them to selectively focus on moral 

obligations other than the prescription of the implantation of donor gametes (p. 99). 

  While the analysis that Inhorn offered was one of how patients developed this 

industry against the legal limitations on biomedicine, Solomon’s (2011) study was of the 

construction of medical tourism in India with affect in mind. Emotional experience was 

explicitly a central part of negotiating competing values and the discords of travel (p. 

114). The perception by travelers of lack of healthcare for local poor people was 

negotiated by their perception of their own implicit philanthropy by providing money to 

the hospital. The travelers were able to focus on the excitement of touristic travel rather 

than the difficulty of their illness and other examples of justification to maintain the 

affective experience (p. 115). What was evident throughout the article was the ability of 

the hospital to construct itself in the same manner as the reconstruction of the spas, 

though this time Indian biomedicine was remaking itself as the more caring, emotionally 

interesting, and experientially vivid version of biomedicine. While Inhorn’s travelers 

sought to minimize the experience in many ways, the Indian medical tourism example is 

one in which the difference had to be made sense of. Caused not by intraregional but 

extreme cultural and geographic distance, the medical experience shaped at these 

hospitals sought to learn lessons from the less medical spa sites and shape hospital visits 

into something other than hospital experiences. 

 The sorts of experiences that Solomon described are sought out by patients 

looking for choices, and the final article in the issue by Sobo, Herlihy and Bicker (2011), 

focused on how medical tourism was constructed as a patient-consumer product and 

experiential messages formed in online communication. While Sobo et al. elected to 

describe “medical travel” rather than medical tourism, a conclusion of their article was 

that the term and the aggregation of this travel is a problem, and that medical travel as a 
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whole includes too many different phenomena. This is especially true because different 

forms of travel involve the production of different kinds of travelers (both identities and 

practices) through media and personal production (pp. 133-134). What Sobo et al. 

described is the mirror image of the process of self-definition of sites that are described 

in all the other articles. While each of the other articles described the negotiation of 

medical legitimacy and other factors that are necessary for consideration in constructing 

a valued and profitable institution, here those institutions offered components of 

identification to the patient-consumers who seek destination sites. This reciprocal 

interaction was reflected in each of the other articles, as well as explicitly in Sobo et al. 

(pp. 128-129). 

5.3.1.2 Signs: Journal of Women in Culture and Society Special issue 

 Signs, a Journal of Women in Culture and Society, presented a special issue 

drawing on the previously held Comparative Perspectives Symposium: Gender and 

Medical Tourism. The first article by Gilmartin and White (2011) focused on abortion in 

Ireland, and through it mobility rights and foreign options. They discussed how foreign 

options are illusory choices, effectively hiding inequality. They stated, “rather than a 

proliferation of political possibilities, the Irish experience shows how mobility rights 

become a means of creating and enforcing social distinctions and challenges the 

discursive construction of medical tourism as universal positive (Gilmartin & White, 

2011, p. 279). 

 Bergman’s (2011) work on reproductive circumvention in Europe was a similar 

empirical case to that of Inhorn (2011) described above. Though located in Europe, the 

ability to seek reproductive medicine, particularly that which is less available in the 

home site, demonstrates the active process of interpretation and negotiation of the 

variability of medical regulation (Bergman, 2011, p. 283). Bergman focused not only on 

the patient-traveler but also on the process of donation of eggs, and the local 

infrastructure, situating the work within a moral economy and as a bridge between 

different biomedical situations (pp. 286-287). Describing this increasing travel as 

effecting multiple locations, Bergman suggested that this represented both an alteration 

of ideas of kinship and a potential challenge to traditional ideas of difference (p. 287). 
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Though Inhorn’s analysis focused on different elements of a similar situation, the more 

pronounced distinction is the author’s focus on the ramifications, undetermined as that 

evaluation ended up being, for the locals at the destination site.  

De Arellano (2011) surveyed the state of medical tourism in the Caribbean, using 

the region as a site of focus, with particular emphasis on the historical transition of the 

Cuban situation, including the early twentieth century “Havana weekend” as abortion 

travel option. This was a starting point to discuss the institutionalization and expansion 

of medical tourism as no longer a cottage industry, but an international trade organized 

via national and not local concerns (de Arellano, 2011, p. 290). This was opposed to 

those elements of the industry, or other related industries, that were locally responsive, 

such as the “dental oasis” at the US/Mexico border. Also distinguished are explicitly 

controversial forms of circumvention such as the abortion travel that is described in the 

first article of the issue. Despite a generally neutral descriptive tone, de Arellano (2011) 

concluded by stating that it may all come down to choices these nations make:  

As other countries join these pioneering nations in developing their own brands 

of medical tourism, they should examine the long-term implications of the trend. 

The area of medical tourism is very much in flux, and those countries that 

entered the field early have a comparative advantage in marketing their services 

as the cases of Cuba and the other Caribbean islands suggest, there are different 

ways to exploit this emerging economic sector. But countries that opt to market 

themselves as medical destinations need to ensure that they are not shortchanging 

their own citizens in the process (p. 295). 

Edmonds (2011) followed his overview with a more specifically sited analysis of 

how Brazilian politics and international relations shape it into a specific kind of 

destination for plastic surgery (p. 287). Unlike de Arellano, Edmonds explicitly 

discussed the empirical shaping within the local destination, particularly how the 

prevalence of plastic surgery training had been higher and more central than many 

medical systems, and that the success of the plastic surgery industry made this trend 

unlikely to decline (Ibid, p. 300). Brazil leveraged ideas about “western technological 

superiority” (despite global dissemination of the actual technology) and international 

reputation, along with price and internationally trained medical staffs to become a key 
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destination and site of medical technique importation (p. 298). This updated an older 

version of plastic surgery destination travel that leveraged patients’ secrecy, replacing it 

in the newly competitive world market with reference to quality and form of medicine 

akin to those of the departure sites (pp. 298-299). At its center this article drew implicitly 

on the idea, like the spas and wellness tourism in other articles, of Brazil as the place for 

medical tourism to offer a certain kind of experience:  

The Brazilian specialty is not only importing technology and ideas from the 

developed world but also pioneering an expansive notion of well-being—an 

often inchoate mix of beauty, mental health, and sexual optimization—that may 

become compelling in other parts of the world (p. 301). 

Following Edmonds’ essentially positive review of the tactics used in Brazil, 

Mazzaschi (2011) discussed the South African industry with a focus on a specific site 

near Johannesburg, which advertises “Surgery and Safari,” similarly leveraging ideas of 

development, leisure, lifestyle and modification of bodies instead of focusing solely on 

price (p. 303). Mazzaschi’s focus of all the articles comes closest to mine, considering 

how people and institutions negotiate the tensions of choice between ideals, between 

demands of market logics and consideration of care – tensions that are articulated by the 

travelers as well as institutional staffs: 

… caution against shopping exclusively on price at once wards off pure market 

logic, suggesting that bodies are a special kind of investment, while 

simultaneously acknowledging that the phenomenon is enabled precisely by a 

market model of health care—a model that allows a cost-benefit analysis to occur 

in the first place (p. 305). 

This discussion of the fault of market logics as a value and a normative critique of price 

as determinative of choice of care, was present in several articles in this cluster. Despite 

that presence, it is only Mazzaschi who found it an awareness of their interlocutors. The 

scholars in the issue, writing about abortion or reproductive travel, noted that economic 

inequality shapes who can participate and particularly whether or not the system is “just” 

in departure sites, but this is not reflective of the empirical content, rather of the 

commitments to critical attention from the authors’ analysis (e.g. Gilmartin & White, 

2011; Bergman, 2011). Contrary to that lack of emphasis within the empirical work in 
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others, the negotiation of the idea of cost and care was central to Mazzaschi’s analysis of 

the biopolitics of this site of healthcare trade. Mazzaschi’s analysis focused like the 

others on inequality at the theoretical level, but suggested the awareness of the 

participants stemmed from the particularities of attentiveness they have to the history of 

inequality as identity surrounding post-apartheid South Africa (Mazzaschi, 2011, p. 

310). 

While Mazzaschi characterized the situation as including a tension between 

neoliberal values, Sengupta’s (2011) analysis and subtitle “Reverse Subsidy For the 

Elite” made clear the focus on inequality in the analysis of the Indian site. It was a 

straightforward industry snapshot like the others, but focused on how promotion of 

medical tourism nationally in India coincided and was encouraged by neoliberal 

decreases in welfare and public health; thus while financial support was siphoned off of 

the Indian poor it is used in the name of investment to promote a healthcare system 

catering to the wealthy (domestic and foreign). While descriptive, Sengupta’s article 

provided the strongest evaluative stance in the issue, by structuring a case against market 

logic organization of healthcare resources (2011, p. 314). Sengupta ended with an 

explicitly critical evaluation of the industry in India, and by extension as a whole: “Thus, 

the competitive edge that has enabled the medical tourism industry to move aggressively 

into the international market is actually paid for by Indian taxpayers, who receive 

nothing whatsoever in return” (pp. 317-318). Sengupta’s analysis employed a critique of 

the economic choices described, based on industry dishonesty about costs, showing that 

limited resources within the country are expended on one or the other industry 

component (medical tourism or public health and welfare). Sengupta ascribed to the 

decision makers a bias towards the elites, in effect suggesting that their choices are 

rhetorically framed as market choices but effectively prioritize care for certain groups. 

  While Sengupta’s analysis considered medical tourism a negative force, luring 

doctors away from public health among underserved populations, it was followed by 

Nolan and Schneider’s discussion of how travel for alternative medicine was used to 

supplement and to expand healthcare resources in a poor rural area of the United States 

(Nolan and Schneider 2011, p. 321). Nolan and Schneider offered a historically 

grounded portrait of the hybrid alternative and health industry in the Ozark region, 
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where the local population has traditionally been underserved. They described a situation 

and process similar to the biomedicalization and shift to medical tourism industry model 

that were the subject of the anthropologists study of spas. Unlike the anthropologists, the 

critical approach of this journal included a more direct evaluation, with an implicitly 

positive attitude to the tactics in the region and the hybridity produced. 

The final article, by Kangas, began with the stories of a Yemeni family that 

sought care across borders and ended up suffering economic hardship and a young boy 

who becomes part of the international organ transplant trade. The stories were 

characterized by the suffering and uncertainty of the family, and the general sense of 

responsiveness without real choice of those involved; yet following the other articles in 

Signs, this one returned to the largely descriptive construction common to the 

anthropological articles. What marks this analysis is that it was more critical of the ways 

that analyses of medical tourism had flattened out local variation and minimized issues 

of class and gender in favor of evaluation of a perspective on industry more broadly 

(Kangas, 2011). Similarly, like Solomon (2011), Kangas (2011) considered the focus on 

industry as minimizing attention to the way that experiential and emotive components 

shaped the choices and institutions of medical tourism (p. 331). In reminding the reader 

about that level of experience, Kangas suggested that without attention to the specific, an 

evaluation may not be more than an expression of our preconceptions (p. 332). It is 

interesting that while a number of the authors are anthropologists, only one took the 

position of reminding the reader of the anthropological perspective. 

Across the articles of the special issue of Signs there was a disciplinary transition 

as to how evaluation was included, and the largely site specific and descriptive articles 

of the anthropological issue gave way to some larger scale and some evaluative articles. 

Each article had an attention to gender as a topic but the articles maintained evaluation 

as limited to critical theoretical mode for the most part, rather than explicitly overt 

evaluation or determination. 
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5.3.1.3 The Journal Developing World Bioethics, special issue on medical tourism 

The March - April 2012 issue of Developing World Bioethics was edited by 

Jeremy Snyder and Valorie Crooks, who seemed extremely pleasant when I spoke to 

them via email. I had been in communications with them to contribute to the issue, with 

an empirical piece on the institutional construction of the medical tourism industry in the 

Philippines. While the editors and one reviewer were happy with my work’s inclusion, 

my slow pace at adapting to the prevailing disciplinary discourse of bioethics eventually 

precluded my inclusion. In my description of the anthropological special issue above I 

mention that in the end it was not evaluative, that is to say it neither described the 

extended ethical and practical ramifications of the actions of those described, nor did I or 

anthropologists feel comfortable speaking in the singular perspective frames of ethics. 

The performance of normative or prescriptive ethical evaluation is the opposite of the 

sympathetic etic view enshrined as an ideal in anthropological ethnography. While the 

articles in Signs took a critical approach suggesting that there were significant effects, 

and that the traditional systems of power continued to marginalize based on gender, class 

and ethnicity, the articles generally did not centrally evaluate. Even in the critical 

responses to the phenomenon of medical tourism, they generally described specific sites 

within the global industry. Even in those two issues there was a repeated refrain 

suggesting that ethical evaluation needed to occur, outside the scope of their articles (e.g. 

Sengupta 2011, Inhorn 2011, Kangas 2011). In contrast, the disciplinary construction of 

medical tourism and description of specific sites became secondary to evaluation in the 

third special issue because of its placement within the discipline of ethics. 

 The introduction by Guest Editors Snyder and Crooks presented a 

straightforward and objectively framed definition of medical tourism. Medical tourism is 

“thousands of years old” and described as the intentional travel for care, fragmented into 

several different directions of travel. The only new component is the departure of high-

income developed nation patients to developing nations (Snyder and Crooks 2012, p. iii). 

The introduction established the descriptive frame of the industry, and each article 

approached a specific ethical question.  

First, Smith (2012) described how market rhetorics generally, and in the specific 

example of Indian medical tourism, erase harmful side effects, thus mirroring the 



 

 170     

critique implicit in Sengupta (2011) mentioned before. Second, Cohen (2012) argued 

that there are regulatory mechanisms that would allow countries to mitigate effects, 

particularly if they would acknowledge the real impacts of the trade. That argument was 

followed by three articles focused on specific varieties of medical tourism in which the 

clashes of economic demands and unequal benefit and impacts became visible in 

different ways, as different varieties of medicine were disaggregated from a generalized 

conception of the medical tourism industry. Turner examined bariatric surgery travel, 

determining through that example that the structural shift of responsibility for health to 

patient-consumers without tracking and oversight was a harmful idea, particularly 

because patients would need information unavailable to them or expert evaluations to 

shape consumer choice if it was expected to be performed well (Turner 2012). Einsiedel 

and Adamson (2012) looked at stem-cell therapy tourism as an example of 

circumvention tourism, and suggested that “hope” and ideas about the future have both 

good and deleterious effect on patient-consumer decisions to travel. Rather than suggest 

there are clashes between economic values and considerations of care and public good, 

this focused on the challenges of decision making when patient and consumer are both 

roles that mislead decision making without the structural support and available expertise 

that most participants would appreciate, given recognition of the limitations of their 

personal expertise (Einsiedel & Adamson 2012, p. 43). The final article applied the 

regulatory frame, suggesting interventions, in a mode similar to the model that was 

argued for earlier by Cohen (2012). Where I question Cohen isn’t the logical consistency 

of these policy suggestions, but rather that these suggested models depended on national 

level decision makers being interested in applying regulation rather than maintaining the 

status quo. The fact that new regulation would shift responsibility for outcomes from 

patients to regulators makes the initiation of regulation a dangerous situation according 

to general neoliberal logics of governance. 

Like the other special issues, this journal included an article focused on 

reproductive tourism, in this case the last article. Crozier and Martin (2012) were similar 

to those other articles in determining that the international trade in surrogacy and 

reproductive medicine had significant ramifications for both departure and destination 

sites. Unlike Inhorn (2011) or Bergman (2011), who focused on empirical description of 
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nodes in the international trade and evaluated only in the perspective of the local 

participants, Crozier and Martin offered a more direct evaluation. Through focus on the 

way that different regulations, or current lacks of regulation, shaped the industry, they 

established their project based on explicit conception of care and rights as privileged 

over market freedoms of choice. They described their project as asking:  

Should the cross-border trade in reproductive resources be discouraged? We 

proceed on the assumption that a completely free market in this industry risks 

significant harm to participants and third parties – particularly for FRR [the 

specific form of medical intervention] providers, prospective parents, and 

children – and that it is therefore important for policy makers to introduce 

regulations designed to promote ethical practices and protect vulnerable groups 

(Crozier and Martin, 2012, p. 46). 

Unlike the other two articles on the subject which focused attention on the effects of the 

system on individuals, this bioethics article looked from a wider perspective and 

suggested regulation would improve outcomes. Counter to the bioethicist’s suggestion of 

a need for regulation, the two anthropologists focused on how the lack of comprehensive 

regulation of travel for reproductive medicine created a space for positive experiences of 

travelers otherwise denied care in cases with established regulation (e.g. Inhorn 2011, p. 

96; Bergman 2011, p 287). That is to say that the analytic emphasis placed on either 

those who can benefit from circumvention, or the population at large, drew attention to 

one or the other group as having a choice. Within each answer the availability of choice 

was in question, and it took the place of a right to have access to that care that they 

sought. In answering their question of regulatory form, they in fact took for granted the 

ethical negotiation that was the primary ethical crux of all the work in the other two 

journal issues. How do people negotiate the importance of personal choice, market 

values, competition in a market, and responsibilities or ideals of care in medicine? 

Crozier and Martin simply assumed the answer axiomatically, and demonstrated the 

disciplinary divide:  

The responsibilities of governments to protect their citizens, and to provide not 

only for their healthcare needs but also for their basic human rights, should 

motivate them to examine and monitor the industry, to enact legislation that will 
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minimize the risks to providers, and to strive to ensure that women are provided 

with opportunities to improve their lives and to flourish in their life goals 

(Crozier and Martin 2012, p. 53). 

A sentiment with which I, or my reader, must agree – but one that did not describe the 

situation in any of the empirical research, and to some degree, framed the primary 

question of my own dissertation: How is it that public access to medical care doesn’t 

appear to be the primary responsibility in practice as it might when ethicists describe the 

responsibility? My answer is to look at the way that the discourses of choice manage to 

balance against these ethical demands. In the complexity found throughout the articles in 

both Signs and the issue of Anthropology & Medicine, one can see the ongoing struggle 

to make sense of tensions that remain hard to articulate. While the conceptualization in 

the articles of Developing World Bioethics was admirable, these articles attempted to 

answer in the ideal as much as the practical, shaping the outcomes towards prioritization 

of care rather than choice despite what I think of as a transition in the practical dominant 

ethical system today. That is to say that though they do not specify it they endorse better 

quality and forms of choice rather than simple reliance on presence of choice as a good. 

Although these various literatures had a basic disagreement on the ethical and 

causative elements of medical tourism, each presented medical tourism as an expansion 

of preceding domains of analytical interest. An exception to this framing was the 

conception of stem cell tourism, which, because of a privileged high-tech and 

experimental nature, drew different consideration from each group. Business and 

management literatures stayed away from it; apparently it was seen as controversial and 

outside of the practical establishment of private industry, with its nature as experimental 

science serving as a barrier to broader consideration. Within the patient-centric as 

opposed to critical social scientific approach, stem cell travel is often marked as distinct 

because the participants tend to be the most desperate of patients, and the travel is 

dominated by short term travelers solely seeking that particular therapeutic care, and 

thus falling outside the focus on transnational networks. At the same time the 

disassociation of stem cells from exploited bodies and the position in the US and Europe 

of stem cell research as a touchstone in fetal rights debates seems to reorient the 
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conversation such that the critical gaze is against the system demanding they travel, and 

considers the patients to be the exploited. 

 

5.4 Popular Media and News Coverage 

 Using LexisNexis and Google, I examined the first non-repeated 200 articles 

from mainstream media published between 2007 and 2011 in the US, UK, and Canada. 

that discussed medical tourism explicitly. Every article made reference to cost, price, or 

value of service, and in none was the cash savings questioned as a marker of the value of 

the practice. When these references are divided into positive references such as “value” 

or “savings” or negative (slightly less positive) coded words such as “cut-rate” or 

“cheap,” ninety percent used positive wording. Of the 200 articles, only about half 

mentioned or discussed quality of care and of those nearly half described quality of care 

in a negative light as part of a note of caution about the practice. In some cases, though 

the language regarding price was negative the same sentence or statement contained 

admonition of risk and exhortation or statement of cash savings. The Dellorto (2009) 

article mentioned previously, the tale of Sandra Guistina, age 61, uninsured, provides an 

example of the savings narrative. She described herself as, “a walking time bomb. I 

knew I had to get on that plane if I wanted to be around to see my grandkids." While her 

story is framed in the personal and emotional, she is explicit that the motivation for her 

travel was cost: "They [U.S. hospitals] told me it would be about $175,000, and there 

was just no way could I come up with that," while the procedure and care costs in India 

was "under $10,000 total, including travel." Approximately one in four articles 

referenced technical medicine, high technology, or “modern” care, while more than half 

mentioned one or more specific medical treatments using technical language. Of those 

articles that alluded to risks, about half brought up the need for potential 

travelers/patients/customers to do research, and whether cautioning travelers or not, 

nearly one in five mentioned standards, accreditation or certification systems (JCI or 

local licensure as examples).  
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5.5 From Blue Ridge, Tennessee to Mount Sinai Hospital,  Manhattan   

Patient narratives appeared within a significant majority of articles. The focus on 

patients as directors of their own care implicitly strengthens the façade of patient 

choice/agency by attributing power to them within the article. In no example would this 

be more visible than in the news coverage of a legal case in which a worker at Blue 

Ridge Paper who required medical care sought to participate in medical tourism and 

found structural roadblocks to his “choice” (Smerd, 2006). 

The lawsuit surrounding an employee and management of Blue Ridge Paper 

Company was the first major news coverage about the actual issue of medical tourism, 

and it was the sort of story the news loved. In the end, the lawsuit was more about 

healthcare policy and union-corporate negotiations, but the field on which that fight 

played out was the realities and prejudices surrounding the possibility of seeking surgery 

overseas (Smerd, 2006; Tatko-Peterson, 2006).  

Carl Garrett, a machine shop technician at Blue Ridge Paper Products in Canton, 

N.C., was briefly in 2006 central as a controversial figure in the debate over the 

legitimacy of medical tourism. His employer ran an internal health insurance plan that 

offered the possibility of traveling abroad for care. He became a test case when he took 

their suggestion to travel to Delhi, India, for gallbladder and shoulder surgery. The 

travel, surgery and other expenses came to less than half of the estimated cost of surgical 

care alone in the regional hospital in which he had been receiving care. He was eager to 

participate because his employer offered not only an elimination of his co-pay, but a 

payment in reward for savings to the health plan. The United Steelworkers union 

(USW), of which Garrett was a member, disapproved on the grounds that he was being 

manipulated by financial need into seeking care at a site that provided an unknown 

quality of care. They suggested he was literally being encouraged to bet his life in return 

for payment, rather than seeking best quality of care at home. Garrett did news 

interviews and publicly declared his intention and choice to seek this alternative care. 

The USW initiated a legal action and a public information campaign including 

providing informational letters that condemned the practice to regional representative in 

the Senate and House committees with jurisdiction over health care. Suing for an 

injunction against Blue Ridge, the Steelworkers stated that employees "are now being 
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confronted with proposals to literally export themselves," transposing what was 

becoming medical tourism into a familiar language of global trade and outsourcing (Rai, 

2006). The main issues they cited were a general trend towards rising costs, a basic lack 

of resources and information on care in foreign healthcare markets, a concern over the 

availability of care at home, and quality of care abroad. Leo Gerard, president of the 

USW at the time, said in a prepared statement on Sept. 11: "The right to safe, secure and 

dependable health care in one's own country should not be surrendered for any reason -- 

certainly not to fatten the profit margins of corporate investors" (Rai, 2006)  

 Perhaps most astonishing is that each side in this case had a legitimate or well 

established claim to being protective of choice; each claimed to protect the interest of the 

individual by promoting expanded choice (in the case of the insurance company) or 

improved choice (according to the union). The insurance provider and its silent partner 

Carl Garett emphasized systematic cost savings to the new form of travel as an 

expansion of options overseas. The USW contrasted by pointing to the incentivization of 

travel overseas as the result of exclusion from local options, and the manipulation of 

individuals in making choices to serve the insurance industry. Neither side denied the 

right of the individual to choose, but the nature of the activity of choice was at issue. In 

this case the two sides saw the options chosen between as subject to ethical debate, 

depending on how equivalent the demand for economic responsibility and provision of 

care were, and whether those values were balanced for an individual or for the larger 

group. Away from evaluating a single worker’s act of choosing, the union believed that 

this eroded protection of their choice to be provided with healthcare locally, while the 

worker and the insurance company could claim both the improved and ethical 

availability of choice for that individual. Each side saw the modified or restricted act of 

choosing in contrary ways, one by focus on an individual, the other by focusing on the 

potential situational effect. It is possible that the only element that they really agreed 

upon was that they did approve of the right to individual choice for Mr. Garett despite 

the struggle against the complications to that effect. In the thirteen articles I found that 

discussed the case, each managed to work in a quote to the effect that Mr. Garett had 

made the choice, along with description of what medical tourism is that emphasized it as 

voluntary. That emphatic definition in choice, despite mention in several articles of 
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increasing enablement and incentivization by health insurers to take part in this 

particular cost-saving form of care, exemplified the ongoing conflict between care and 

profit motives, and I suggest demonstrates how emphasis and articulation of individual 

choice as a value minimizes those conflicts. 

 

5.6  “The Medical Tourist” on Television 

Among a broad international field of travelers involved in healthcare, the medical 

tourist is singled out as both new and different. As discussed previously, the 

classification of the practices of medical tourism are subject to negotiation, and the 

institutional development is still in the process of boundary work. This means that 

representations and questions about who is or what constitutes a medical tourist are still 

very much open. It is that openness to definition that makes popular imagery both 

powerful and informative, because television and other fiction media rely on the 

structuring of narrative to be recognizable, and yet require novelty, the use of types, 

tropes and genres becomes a central aspect (Bakhtin, Morris, Voloshinov, & Medvedev, 

1994; MacLuhan, 2005). These tropes and genres are established classes that direct our 

interpretation, whether that is of a character introducing a new situation or participating 

in an old one. Through the process of referencing these classes we come to a shared 

understanding out of the heteroglosia of possible meanings (this is the same situation of 

intertextual direction and selection that makes the multiply euphemistic phrase “medical 

tourism,” so powerful). The production of a new figure within popular media offers an 

avenue to see how the character is an effort to demonstrate a role or type (a 

classification) that may be new. Choices in classification stem from precedent ideas 

about the world and previous commitments both epistemological and experiential. The 

figure of the medical tourist, independent from other kinds of travelers and patients, is 

constructed in a process of inter-subjectivity in reference to cultural resources. When it 

is discussed in rhetoric this process can be termed ethopoiea – the construction of your 

target audience as an imagined person in your construction of a dialogic relation – and in 

a larger sense the process of repeated reference to an imagined target in marketing and 

regulation or subject in the case of research, is well documented across fields. The 



 

 177     

theoretical medical tourist is easily constructed into an ethopoiea because it functions as 

both the subject and target audience for the dialogue around it. Then, in the rhetorical 

exercise, as the subject/actor stands in for the audience, it becomes the metonym 

discussed earlier. While limited television episodes have used the ‘medical tourist’ as a 

figure, what follows is a brief summary of a few such appearances. They are presented 

because I hope that these characters represent what was, and is becoming a generalized 

type. The rest of this chapter will contain focus on a selection of portrayals accompanied 

by summaries of different definitional and representative work on the ideas of choice 

and travel included within.  

For structural reasons I will give media representations and discourse analysis in 

reverse chronology. This sorting is I hope suggestive of the referentiality to earlier 

representations in particular, but should serve at least to demonstrate an increasingly 

specific idea of the figure of the medical tourist in relation to representation of its nature 

as voluntary, that is in relation to inclusion of discourses of choice. 

 

5.6.1 Royal Pains 

Premiering as a summer show on the USA network in 2009, Royal Pains, follows 

the exploits of a medical doctor as he starts and grows a “concierge” practice among the 

wealthy of “the Hamptons” after being fired from his position in a New York City 

hospital. The main character, Hank, is portrayed as a highly skilled doctor torn between 

his desires to aid those in need, and the material and social benefits of service to an elite 

clientele. While his concierge practice often centers on his detective like responses to the 

health conditions of his globe-trotting and quirky patients, a secondary plot point is his 

participation in the care of the poor and disenfranchised service class population that 

lives amid their affluence. This second role as a pro-bono medical service appears 

somewhat infrequently in the writing of the show, serving to allay any concern that he is 

solely motivated by profit. And in that mode it offers occasional criticism of the 

American healthcare system and his participation in stratifying access to healthcare to 

those who can afford it.  
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Among Hank’s adventures, the show portrays a particular image of globalized 

medicine, and medical tourism in particular occupies a multi-episode story arc that 

involves a pair of trips to Cuba. The main character’s patron, an eccentric wealthy 

European corporate aristocrat, Boris, has a connection to a hospital in Cuba where he has 

been seeking experimental treatment for a rare genetic condition. While the premise of 

the show offers a model of the marketizing of medical practice, I wish to focus on the 

particular representation of travel to Cuba. While some discussion occurs around the 

particular choice of destination site offering challenges due to the US economic 

embargo, these barriers to travel are clearly and cleanly dismissed by the wealth of 

Boris, and the show effectively portrays some of Hank’s ethical concerns with medical 

tourism of this sort.  

These episodes, “Medusa” (Season 2, episode 4 aired June 24, 2010) and “Mano 

a Mano” (Season 2 episode 5 aired July 1 2010) are unusual in that they take place 

largely outside of the setting of the show in the prestige location of the Hamptons, on 

Long Island, New York. In general the show offers an interesting image of regional 

travel for care described through the repeated perception of the shows wealthy with a 

dislike of using the local hospital, preferring (and occasionally succeeding) in traveling 

to Manhattan’s more famous hospitals. Though the show repeatedly represents the local 

hospital as fully supplied and staffed offering adequate or excellent care, the social 

currency of treatment at a more high-profile hospital is sought as being an important part 

of the experience even after Hank explains that the care they would receive locally 

should suffice. 

Ethical concern is expressed that Boris’ medical treatment is split between 

multiple doctors who are not in communication, the blame for which is entirely his. At 

the same time the practice of seeking highly experimental treatment at the expense of 

maintaining rigorous patient participation in accepted and presumably safe modes of 

care is suggested to be questionable. The patient declares that he has evaluated and 

determined standard practice to be ineffective. Boris’ role as responsible for his choices 

and at the same time only questionably able to participate in making them remains 

unresolved. After Hank learns of Boris’ participation in experimental treatment, and his 
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stated concerns are aired, he is flown with Boris to meet and participate in his care in 

Cuba. This is the first portrayed example of medical tourism.  

Within this first trip, we are granted insight into a second one, that of a middle 

class Canadian medical tourist on vacation with her friends, who is also seeking care in 

Cuba. These two trips, both seeking to circumvent specific constraints within the 

healthcare system of the patient’s home country, offer a particular, and I think common, 

representation of a central theme in discussions of medical tourism. This theme which is 

widely discussed in contemporary frames of biopolitics concerns cultural and 

institutional perceptions of the ability of patients to discipline and decide about their own 

health and treatment. What characterize both of these medical tourists are their 

prominent attempts at circumvention travel – Boris for experimental gene therapy, and 

the Canadian’s attempt to avoid procedure and delay in organ transplant procurement. 

The show doesn’t offer an international example of more conventional medical travel, 

though clients regularly articulate a concern regarding differential development between 

the local hospital in the Hamptons and the desirable and presumably more effective 

medicine available in Manhattan a short trip away. 

In Boris’ decision to travel we are presented with a situation common to 

representations of contemporary American medicine. Despite a privileged position of 

full access to both care and medical resources, there is little doctors can do. The 

unwillingness to accept the limitations of medicine are therefore positioned as forcing a 

more active participation of the patient in his care decision, which in the end causes 

problems because he is less capable of evaluating the course of his treatment than the 

doctor. The gene therapy regime Boris begins nearly kills him and he ends his trip 

relinquishing decision making back to Hank and acknowledging that he made mistakes.  

The secondary story of the Canadian traveler plays off of the first and 

demonstrates ideas of patient responsibility for care, as well as consumerization directly. 

Hank’s character meets a Canadian traveler who he learns is seeking medical treatment 

in Cuba, shortly after that meeting, the Canadian is found in medical distress and while 

Hank can save her life eventually, the immediate assumption is that the fault lies with 

incompetent medical care locally. Hank investigates and finds out the Canadian has 

received a grey-market organ transplant. Upon investigating Hank is initially accusatory 
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towards, and later satisfied with the competence of the Cuban surgeons and staff. 

Following up on this surprise, Hank reinitiates diagnosis with the patient and learns that 

contrary to his (and the audience’s) presumption of agency, the patient is herself at fault, 

having been a poor consumer and ignored instructions not to scuba dive within a short 

time of surgery. This revelation serves as a surprise not only for the character but also 

for the audience not because any of the medical staff in the primary story about Boris are 

presented as anything less than competent, but because the writers are comfortable 

simply presuming that like the character the audience would assume lesser competence 

from the Cuban doctors. In the end the resolution of the storyline hinges not so much on 

our presumption of the quality of care available in Cuba, but on the role and 

performance of the quite different medical tourists. While Boris actively participates in 

and seeks care, he is largely leaving decision making to doctors, and in the moment of 

agency when he disregards his primary doctors direction he then suffers for it. On the 

contrary the Canadian circumventing local limitations and exerting extreme agency 

through researching, arranging and illicitly traveling to receive the organ transplant 

makes only one mistake, and that mistake is to treat the trip as if it really was both 

medicine and tourism. This is not a small mistake and the life threatening complications 

are presented as a direct result of the patient not living up to their choice to be a full 

agent in their participation in healthcare. Fortunately for all involved, the supremely 

competent and still compassionate ideal of the market-oriented doctor is there to save 

both patients. While Hank has no financial incentive to treat the Canadian, his internal 

ethical system compels him to do so, demonstrating the lack of a conflict between the 

competing demands on him. This tension is often represented in other episodes by the 

conflict between Hank and his brother, but in this case it is represented by reminders to 

Hank that his time is really Boris’ time (as an employee), and that even he therefore has 

limits, but these limits do not in fact diminish either his personal commitment to provide 

care or his volunteer service to those around him. Hank’s character regularly is literally 

presented with multiple characters reminding him of competing value demands on him. 

But in these episodes with focus on his presence away from home, the attention is 

shifted even more than usual onto the contribution of the patients (one who literally 

dictated what country he was in).  
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5.6.2 Off the Map 

The older conception of medical practice and local variation in what constitutes 

health is not completely gone. The image that is portrayed on shows like Royal Pains 

and in the general media construction of medical tourism, one of reliable technological 

medicine regardless of place, is only one of multiple alternative discursive formations 

that still coexist. Starting in 2011, the show Off the Map is a representation of the 

tourism of medical practitioners, with a clinic in an unnamed Latin American country 

staffed cooperatively by a local doctor, a pair of long term resident American doctors, 

and a rotating staff of volunteers. The show’s first scene in the pilot episode involves the 

local doctor (a Latina woman) speaking with the two foreign doctors (one black, one 

white, both male) about the impending arrival of new volunteer doctors. She refers to 

these volunteers sarcastically as “the great white hope.”  All three doctors who have 

made a commitment to the clinic describe expectations of poor performance in the new 

arrivals, discussing their choice to travel in critiques that place emphasis on their motive. 

Specifically though, while the new arrivals are perceived as unlikely to be useful 

because they lack flexibility and the expectation is that their moral as well as technical 

preparation is unsatisfactory, the single most important flaw that is predicted is that they 

want medicine to be the same in the jungle as it was in their education. This tension is 

both the characters critique and a primary source of tension in the story of the first 

episode, can the new doctors change to local practice. Or as predicted will these young 

doctors be unable to reassemble the medical practice they learned and to cope poorly 

with their new “exotic” conditions, and market logic free existence. In the jungle doctors 

serve using a different (and older) form of medical technique, as well as an (implicitly 

older) form of medical ethic that is not profit driven. The white male doctor, a central 

protagonist of the show, lectures the three new doctors after one asks if and where there 

is a surgical suite: 

 [yes] on the patio…. When you have a guy bitten by a ten foot crocodile, you get 

the teeth out and worry about infection later. Forget what you saw in residency, 

practicing tropical medicine in a third world country is a different game. Here it 
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is 1952. You don’t have high tech, you don’t have big pharma. You have your 

brain. You have your instincts, use them well you’ll learn more here in a week 

than doctors learn in a year of residency. [Looking at jars of plant matter and 

windows showing jungle outside] You are standing in the middle of the greatest 

medical resource on earth this is the tropical rain forest, here we have plants that 

cure viruses, tree sap to heal wounds, insects to stop gangrene, this is where 

medicine was born. 

This specific historicizing and linkage to traditions of medicine offers an 

example of counter framing, and inherently an ethical evaluation of high-tech medicine 

as being over-reliant on technology. Throughout the episode and the show, doctors are 

shown to be using local materials creatively and responding to and learning about what 

medicine is in this site, while at the same time discussing the potential benefits of 

admixture of this medicine with the resources, technologies, and components of the 

American or First-World hi-tech version the new doctors come from. Historical 

medicine is used in reference to World War II medics’ use of natural products, e.g. 

sterile coconut water in replacement of a manufactured IV bag. Participating in this 

historical (and consequently framed as more natural) tradition of medicine is a point of 

pride to the young doctors. They are each in their way forced to confront the systematic 

and structural problems of their home country through the breach of no longer accessing 

habituated practices associated with technologies. This is not contrary to possible 

interpretation of anti-technology, but rather demonstrates a tacit acceptance of the idea 

of socio-technical co-construction. The technologies may or may not be able to be 

integrated into this new local system, but the technologies exist within a system 

elsewhere, not independently and instrumentally, but as an integral and enabling 

component of that system of knowledge practice and materiality.  

The pilot episode ends with one of the young doctors, who have not yet had a 

transformative experience realizing the error of her ways. Seeing her practice in this 

locale as having failed a local woman with asthma, the situation is resolved by the 

transfer of technology - the young doctor gives the old woman one of her own inhalers. 

This is meaningful both because she transported her experiences from home (expecting 

respiratory problems to simply be a cold) and because she forgot that within the 
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developing world there still exist the same problems in different configurations. While 

the tension of the episode is playing with both the doctors and the audience’s expectation 

of the uniformity or universality of medicine, I suggest that it is primarily the audience’s 

expectations at play. While many doctors recognize differences in forms of care even 

within the United States, these new doctors are unaware of the variety as metonym for 

the audience. While the young doctor’s character doesn’t know much about third-world 

problems, she expects a weird exotic illness; she dismisses what is realistic developing 

world problem, by presuming incommensurability with her experience and excluding the 

diagnosis of asthma. In the end her trouble accounting for differences in medicine is 

stand-in for the audiences, and the ending use of the inhaler (particularly her sacrifice of 

her own medicine) is a demonstration that care and concern triumph particularly thanks 

to the transportability of technology despite human error. The technology of the inhaler 

itself provides relief for the old woman she is treating, who had supposedly never seen 

an inhaler before. Despite this local clinic of experienced and well trained doctors (and a 

lifetime of asthma) it is the presence of the technology rather than expertise that makes 

the difference. In conclusion the old woman comes to thank the young doctor later on, 

confusing her with payment in the form of a chicken. While the young doctor is still 

confused by whether to accept the chicken having been only recently introduced to non-

profit care, the old woman’s daughter translates the assertion that the medicine, the 

doctor, and the technology concurrently have allowed the old woman to have the first 

good breath of her life. Now thanks to the insertion of this technology into her life, she 

can experience what others do as normal, and the new doctor takes a large step towards 

understanding her situation. This interaction of the new foreign doctors, the adopted 

émigré counterparts,  and their local patients’ attempts to run through the questions and 

answers of medicine across borders, with concern and good intentions, as well as 

flexibility the important core of medicine and its constituent technologies can flourish 

across all conditions, or so this first episode would have us believe.  
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5.6.3 ReGenesis 

The Canadian produced television series Regenesis offers a storyline initially 

parallel to the Canadian traveler figured on Royal Pains, similarly contrasting the 

apparent need to travel to circumvent structural issues in the Canadian healthcare system 

with broader issues of safety. Contrary to the conception and placement of risk found on 

Royal Pains, Regenesis offers a far more cautionary macro-social analysis. Originally 

broadcast beginning in 2004, the show includes a storyline which centers on a fictional 

scientific laboratory that operates across borders between the United States, Canada and 

Mexico. This lab, the North American Biotechnology Advisory Commission (NorBAC), 

is run by an egomaniacal eccentric super scientist named David Sandstrom, officially a 

molecular biologist but with interdisciplinary understanding if not certification. In the 

third season of the show, broadcast in 2007,
29

 the team attempts to track and respond to a 

viral outbreak in the US that is eventually determined to arise from improper donor 

screening in an organ transplant tourism case, where an American traveled to the 

Philippines. Episode 3 (aired April 8, 2007) sees the virus first diagnosed, and 

culminates in episode 5 (aired April 22, 2007) in which the organ donor is determined to 

be patient zero and a tentative treatment is arrived upon. This transfers responsibility 

back to the US CDC rather than maintaining participation of NorBAC. 

While all three shows attempt to develop narrative tension through representation 

of the difficult complications or side effects of cross-border medicine, the shows all offer 

a contrasting view of expectation in the practice of medicine. In Royal Pains, a medical 

doctor presumes poor quality of care in foreign countries, while a patient seeks miracles 

through circumventing local technological limits. The case on Royal Pains is resolved by 

                                                 
29

 This show would be profitably compared elsewhere to the British and American versions of The 

Eleventh Hour which broadcast in 2006 (UK) and 2008-2009 (US) respectively, in which many of the 

same issues of response to biothreat are discussed. Regenesis precedes them, and may have influenced 

their writing, but clear distinction in quality of scientific research and the centrality of science is distinct. 

This is noted here, because Regenesis was at the time of broadcast, and by critics since, treated as a highly 

accurate show and has often been suggested for educational use, in contrast to the usual disdain for the 

accuracy of science on other medical/science-drama shows. This perception of accuracy, and the level of 

research and appropriation of real world cases from the news in writing the show makes ReGenesis a more 

satisfactory document of conceptions of risk and science in general. Specific portrayal of medical tourism 

in Regenesis, as opposed to the framing of bioterrorism and international spread of disease more generally 

also suggested its choice herein.  
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placing the onus on the patient – Boris should have partnered more with his doctors and 

been more patient, and the Canadian transplant recipient should have been self-policing, 

not gone scuba diving so close to surgery, and been mindful when symptoms appeared. 

The doctors arriving in the jungle on Off The Map seek to practice American medicine 

and are told they will practice jungle medicine instead. Their local hosts assume these 

American trained junior doctors will be locally inappropriate, yet during the episode the 

newcomers prove resourceful and competent – distinguishing between the medicine they 

learned and the important but distinct ability to work in different contexts. On Regenesis, 

the team of researchers looks for institutional or group enabled bioterrorism, and finds 

singular individuals, Donor and middle man, unintentionally spreading disease not due 

to malice but as a result of failure to live up to standards of practice, a possibility the 

show admits is both against the grain of a deregulated global medicine and enabled by its 

inherent lack of structured moderation.  

Each show has a distinct focus. On Royal Pains Hank’s role as a doctor who 

works closely with patients emphasizes patient compliance and responsibility, and has 

the most distinct representation of a medical tourist. Off the Map, which initially at least 

seeks to look at the transportability of medicine rather than the transport of patients 

focused on the relationships between the doctors as a way of resolving disunity between 

medical practices (a demand provided in characters that represent broad ways of being 

modern). The regulatory role of the organization portrayed on Regenesis focuses on the 

fact that increasing transnationalism and border crossing presents both threats and 

opportunities if the regulatory response is appropriately transnational as well.  

Individuals and institutional actors within the narrative of these shows offer a 

vision suggesting that deregulation and transnationalism does increase the potential for 

conflicts and individual risk, while each suggesting that these new global scale 

interactions are productive for producing better care, personal growth, and more flexible 

forms of regulation. Perhaps more specifically, each of the shows represents the 

legitimacy of biomedicine across borders, not only in the travel of expertise and 

technology but also personified in medical tourists and traveling doctors. They iterate 

contemporary fears about failure to self-police as health problems, while also 

representing the personal choice to travel as the provenance of heroic characters who 
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should be able to overcome any risks by better performing the individual responsibilities 

that their chosen roles entail.  
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6.  Case Study: Philippine Medical Tourism 

Contemporary medical tourism arrived in the Philippines in light of a variety of 

past international healthcare moments that occurred between the United States and a 

nation that has been an ally and protectorate. While the American involvement in the 

Philippines is shorter than its former Spanish colonizers, I hope to suggest that medicine 

has historically been a central element in Philippine international relations, both in the 

earlier forms of missionary and public health science and more recently as clinical care. 

The ongoing importance of medicine as a contact zone and as a point of negotiation of 

relationships and identity sets the stage for research on medical tourism to be a valuable 

lens on development and the role of technoscience in construction of citizenship and 

national identity.  

From the sixteenth century introduction of Spanish colonial rule, missionary 

medical personnel serving in the Philippines were a key component of the colonial 

encounter between these two nations: medicine fulfilled a common role as the primary 

daily face of science and progress, a demonstration of the church’s beneficence, and 

evidence of progress and development by the colonizers.
30

 The slow transition under the 

Spanish colonial presence from a traditional healing system (formerly influenced by 

elements of Chinese and South Asian medicine) to Western medicine was intensely 

linked to the general belief about the development of the people (Anderson, 2006). With 

the transition in 1898 from Spanish to American governorship of the colony, there 

developed a Western-style infrastructure centered in urban areas for the provision of 

hospital care, basic research, and sanitation, while much of the provincial medical 

service was still an informal and hybrid mix of medical systems (Miller, 1982). Within 

the American colonial period, along with reorganization of the healthcare delivery 

infrastructure came an intensified use of the Philippines for public health research. This 

research responded to a demand for knowledge of tropical diseases in maintenance of 

US colonial control there, and in other tropical zones. The research included institutional 

development of technoscientific apparatus and expansion of local public health 

                                                 
30

 This function of medicine and medical staff as symbolic of science, development and modernity, has 

been discussed in the negotiation between experts in consolidation of the American healthcare context by 

Paul Starr (1982) and in the colonial experience in the functioning of medical missionaries in the work of 

Jean & John Camaroff (1991). 
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infrastructure for surveillance and experimentation, all motivated by the political 

opportunity to use of the nation as a laboratory for public health practice. The 

Philippines provided an important opportunity for American scientists, who established 

the Philippine Health Service and numerous research stations to establish a large and 

significant, or “voluminous,” element in modern knowledge of infectious disease and 

public health (Anderson, 2006, p. 73). While the details of that public health research 

produced a significantly improved healthcare infrastructure, its primary function was to 

use a distant nation as resources for American doctors establishing strong public health 

programs at home. This period established the first legs in a long history of medicine as 

extractive industry in the Philippines that later shifted form to the emigration of nursing 

labor (Choy, 2003b).  

Due to flexible citizenship rules labor and cultural flows between the United 

States and the Philippines held a privileged position for over fifty years, even after the 

end of the American colonial period, and while that special status allowed greater 

exchange that was largely shaped by American demands rather than Philippine needs. 

Conceiving of the Philippines as a usable resource with minimal protections for the 

population established a legacy perception that increased scientific presence translated to 

development there, demonstrated even today through emphatic participation in 

international efforts on the biotechnology of rice (Kortright, 2009) The American 

colonial healthcare infrastructure and the opportunity for migration due to colonial status 

granted Filipinos a lasting access to both American ideals and the labor market. This 

interaction continues to linger in the holding of neoliberal values, imperatives to 

maintain international trade, and the linkage of national identities. Those same lasting 

connections are more famous for establishing transnational labor patterns that led in an 

earlier era to the predominance and public awareness of the icon of the ‘Filipina Nurse’ 

(Choy 2003). Even after the 1946 independence of the Philippines, the exchange of 

healthcare staff, largely nurses, has continued to be a particularly visible element of 

these relations, and that along with the participation of Philippine citizens in other forms 

of international service labor, such as cruise ship staffing, continue to be a dominant 

element of national identity.  
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6.1 International Medicine between the US and Philippines before 

2004 

In 2004, President Gloria Macapagal-Arroyo issued Executive Order No. 372, 

which created a “public-private sector task force for the development of globally 

competitive Philippine service industries.”
31

  Since then, this initiative, part of the 

Medium-Term Philippine Development Plan, aimed at the growth of this market sector 

combining implementation of medical and tourist services that each offer novel forms of 

cultural contact and ethical challenges for an already over-taxed healthcare system.
32

 

The initiative looks at the ways that the broader Philippine healthcare context shapes the 

institutional development of medical tourism amid increasing neoliberal reforms. The 

official conceptualizations of the Philippine initiative as a reform hinged on the 

successes of market driven industry development in other nations and the apparent 

success of market strategies. This analysis is intended to lay the ground work for future 

investigation of medical tourism in light of disparities between linked, yet historically 

distinct, economies and national healthcare infrastructures. I ask if balancing medical 

and tourism concerns is plausible, and in which mode appropriate regulation and 

evaluation of this phenomenon should be primarily structured. Given historical 

differences in power and distinct national needs (for economic development, and 

increased quality healthcare services), does medical tourism offer remedy or additional 

strain around issues of equity and access in already overworked healthcare systems and 

interlinked economies? Constructed from interviews and review of documents I describe 

the institutionalization of medical tourism in the Philippines, suggesting that because of 

local limitations and political interests it is institutionally managed as medicine but 

largely considered an extension of tourism. The following history frames the 

contemporary relationship of the Philippines and the United States as part of a trajectory 

of healthcare policy and practices emphasizing trade rather than service or care within 

the Philippines itself. I suggest that through the colonial history of the Philippines, the 

                                                 
31

 Full text of the executive order is now available at the Philippine government’s website, executive order 

# 372 s 2004. 

 
32

 As described as “in crisis” by Rep. Satur C. Ocampo’s speech in the House of Representatives,  given in 

October 2007 (Ocampo, 2007). 
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stage was set for the importance of self-identity in relation to other nations and the 

privileging of trade in the form of tourism, and offers one possible explanation for the 

status as a special concern. The institutional boundary work that I describe later in this 

chapter as having led to the specificity of the Philippine medical tourism situation is only 

one aspect of the path to the current national healthcare context. As a whole that 

boundary work responds to centuries of colonial history and a complex series of 

relationships stemming from international economic status particularly in relation to the 

United States. I will first introduce that history to offer context for the recent 

development of medical tourism as a special concern. I will show later in this chapter 

that a “special concern” is both a name for the practical elements managed by but 

separated from the National Philippine Public Health System, as well as the ethically 

contentious topics that they are responsible for but which have special relevance outside 

of the sphere of medicine and public health. The particulars of international relations 

over the last century have configured Philippine participation in medical tourism 

according to a preexisting wisdom of “international trade in services” to which the 

national directive proposed expansion.  

 

6.1.1 A Brief History of Modern US-Philippines Relations 

The “American Colonial” era lasted from 1898 to 1946, beginning with the end 

of the Spanish American War and President McKinley’s program for “benevolent 

assimilation.” Ever since they began that program, the Philippines have been connected 

to the United States through networks of healthcare and medical research. During the 

colonial period, the official relationship between the two nations progressed from direct 

military control to an affiliated commonwealth with rights of self-governance, the 

unchanging element being the promotion of American cultural influence, which 

increased even as judico-political power slowly waned (Morison, 1984; Sanford, Gordy, 

Bénézet, & A.J. Nystrom and Company). While American colonial control technically 

ended with formal independence following WWII in 1946, the economic and cultural 

interconnections initiated in that period continue to dramatically influence the Philippine 

economy and culture. (Choy, 2003b; Pertierra, 1997) 
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The Philippines simultaneously served as a primary testing site for public health 

and sanitation research and as a military platform (Anderson, 2006; McCoy & Jesus, 

2001). This second relationship would continue well past the end of formal colonial rule. 

Frequently noted is the ongoing influence of the American presence and the political 

influence that was maintained to protect the ‘stability’ of US military assets as a lasting 

impact. While the use of the islands as a laboratory for research in tropical and infectious 

disease ended with the shifting of research to other countries, such as India (Anderson, 

2006), the use of the nation in the interests of the US continued in their cooperative trade 

standing, for example as a primary shipping point during the US military engagement in 

Vietnam (Levinson, 2006). That ongoing trade did not exclude specifically medical 

services, as the training and emigration of nurses became a strong national industry for 

the Philippines the use of the Philippines for hospital and recreation by the military 

throughout the Korean and Vietnam conflicts saw extensive ongoing contact with 

ramifications for the distribution of medical and tourism resources (Dudden, 1992; Hunt 

& Levine, 2012; Navarro, 2009). And while recent trade in services is less focused on 

Americans since the removal of US military encampments in the Philippines since the 

nineteen nineties, the use of the Philippines as a primary passage point for military and 

support personnel for forty years continues to have lasting impacts.  

Throughout this period few Americans traveled to the region except as part of the 

military forces stationed there, and there was a significant intercultural relationship 

between US military personnel and locals. Early colonial schools were taught by US 

soldiers, and Army and Navy staff doctors taught nursing and medical skills to develop 

an indigenous staff to assist them. This military medical education supplemented civilian 

colleges originally established under Spanish rule. While the American military presence 

was temporarily removed during Japanese occupation, the interconnection between 

Philippine citizens and the US armed forces, both as soldiers and as participants in the 

healthcare system, continued. American expatriates remained present even during 

Japanese rule, and units of Filipino balikbayans (returnees) who were US residents and 

citizens joined nationalists fighting against the Japanese occupation. Military service 

represents a key element in the ongoing medical connection between the US and 

Philippines. For their service, Filipinos were granted US veterans’ rights, and many 
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former military American expatriates reside in the Philippines. As a result, the 

Philippines host the only significant United States Veterans Administration (VA) staff 

and services outside national boundaries (the VA maintains a Regional Office and 

operates an Outpatient Clinic at the same location, the only standalone ambulatory care 

facility located in foreign country). 

At the end of WWII, the independence movement fought both rhetorically, using 

the political capital of anti-Japanese resistance, and in some cases violently to remove 

US colonial rule, finally winning the independence that had been promised since the 

shared efforts during the Spanish-American War. The post war years of independence, 

from 1946 to 1965, were a period of comparative stability, slow growth and 

development. Despite economic setbacks, scientific and medical infrastructures modeled 

on American institutions expanded, and the nation developed a mixed public and private 

healthcare infrastructure. Those were the years of an expanding welfare state before the 

advent of neoliberal policies. In the nineteen sixties the importation of agricultural 

technologies allowed a period of expanded investment in infrastructure and the 

Philippines made a shift from being a net food importer to becoming an exporter of some 

staple crops including rice. Despite advances in industrial production and distribution the 

Philippines maintained reliance on external energy sources that meant increasing debt 

and, through long term trade agreements with the United States, an increasingly 

connected economy.  

 With the expansion of social movements and civil unrest in both countries, the 

United States would become even more involved in backing conservative Philippine 

politicians in order to contain a rising communist and socialist reform movement. The 

Marcos years, from 1965 to 1986, saw the first real tourism to the Philippines, though 

largely still military. The use of the Philippines as one of the largest rest and 

recuperation centers for US armed forces personnel in the conflict in Vietnam drew 

attention and the visit of civilians on route to and from continental South Asia. Perhaps 

more importantly for the economy of the nation, and the later development of medical 

tourism, this period saw the founding of Asian National Airlines, and growth in both 

passenger cruise and cargo shipping. A market-driven approach to tourism, portraying 

Asian nations as appealing to outsiders, was adopted by several nations including the 
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Philippines. This period of expansion of tourism in Asia saw newly independent nations 

vying for foreign tourism income from the newly internationally mobile Western upper 

middle class. Tourism under the nationalist rhetoric and increasing political disorder of 

the later Marcos regime was largely Filipino balikbayans  supplemented with the 

ongoing presence of a large population of former and current US military personnel. 

This era saw the expansion of an effort to reclaim national identity by the military 

supported junta through emotional pleas to Philippine emigrants to stay connected with 

the homeland. This effort to build and maintain connection was strained in light of 

ongoing violent and nonviolent resistance. As the internal Philippine population and 

broader international community began to question the image arising from the martial 

law and excesses of the Presidential administration, the tone of the return movement 

changed. With the fall of the Marcos regime and success of the people’s movement 

(EDSA), efforts at reform began to take shape amid the early years of widespread 

neoliberal reform. Increased emphasis was placed on tourism income despite an 

increasingly poor economic situation and growing reliance on the remittances and 

income from Philippine nationals working abroad.  

6.1.2 History of Medical Tourism between the US and Philippines  

In 1984 comedian Andy Kaufman journeyed from the United States to the 

Philippines as a medical tourist. Diagnosed with cancer, he traveled to see an alternative 

healthcare practitioner, a “psychic surgeon” who more recently was arrested for fraud.
33

 

This form of travel, also undertaken by actress Shirley MacLaine and by performer 

Spaulding Gray as presented in his movie Gray’s Anatomy (1996) is one kind of medical 

tourism, but one outside the mainstream. This practice of seeking forms of care that are 

unavailable or marginal in the US continues but is distinct from medical tourism as 

commonly understood. On the contrary, the primary expansion of international medical 

services deemed medical tourism specifically relies on the similarity and equivalence of 

medical treatment in different nations, and during my fieldwork few interviewees did not 

                                                 
33  

The 2002 arrest of Alex Orbito while he was outside the Philippines takes place as part of an ongoing 

panorama of efforts to control and respond to international perception and issues of national identity. A 

brief discussion of Philippine psychic surgery and this arrest can be found in: R. Carroll. 2003. The 

Skeptic’s Dictionary: A Collection of strange beliefs, amusing deceptions, and dangerous delusions. 

Hoboken, NJ; Wiley and Sons Inc: 314- 315. 
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refer to the sameness of the treatment to an apparently ideal ‘American Medicine.’  That 

the specific cultural and historical situation of the Philippines made it a well-known 

destination for these alternative practices has actually impeded the contemporary 

development of a national image and identity functional for promoting medical tourism. 

Other specific recent history makes the promotion of medical tourism a different 

challenge than in India. One interlocutor (an American nursing student) described the 

difference as one of television representations: ‘Indian doctors’ and ‘Filipina maids.’  

Whether generalizable, these perceptions draw on empirically noted patterns, in which 

medically speaking the Philippines has largely been about export of skilled but not high 

prestige labor. Similarly, the expansion of use of materials and personnel in an already 

inadequate medical infrastructure serves to stress accessibility based on an what can be 

described as an “accountability for reasonableness” (Daniels & Sabin, 2002, p. 14); and 

justified by neoliberal conflation of national welfare with increased profitability (Diniz, 

2009). This development of a systemic understanding of values and their impacts on 

medicine has traditionally been the productive point of contact between ethnography and 

bioethics, offering snapshots of practice and cultural value structures (Crigger, 1995).
 
 

I hope that this historical snapshot permits the description of the history of 

Philippine international relations as conducive to a structure based on service industry 

and cooperative trade. I conclude that Philippine national identity is connected to ideas 

of service, as opposed to things like technological capacity, as for example was the 

marking of the Japanese national identity following post war redevelopment. Though the 

international relations offer a clear thread, the discursive and historical heterogeneity of 

the Philippines (its multitude of languages and tribal cultures) complicates the 

development of a medical tourism industry, because the formation of a national identity 

in the tourism scape/heritage scape draws on historical continuity and formal 

constructions of identity to shape an international interest (Di Giovine, 2009) . 
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6.2 Arriving in Manila 

While visiting a historical museum in Manila during my fieldwork I happened to 

catch the ending of a tour guide’s speech, in perfect English inflection, about the 

courtyard of the Spanish colonial hacienda that housed the museum. The guide asked for 

questions from his group but before any came he announced.  

“The first question is always, what here is Filipino, isn’t this all American and 

Spanish? And I tell the person. No, the nature of the Pilipino [here he identified 

the national character not the individual] is that we are Halo Halo. You don’t 

know what that is, but it is a desert, it is made here by mixing everything that is 

good from everywhere else. And like it we are a mix. But unlike other places that 

have been controlled [I would say colonized] we have the way of making it taste 

good. 

I moved forward to ask a question as he continued to discuss the history of the 

Philippines, and the importance of this particular site as an embraced symbol of the 

Spanish colonial period: 

We are here in Intramuros [the old walled city built to colonial Spanish plans] 

and many places they would have torn the walls down, but here we see them as 

being part of the city. The Intramuros isn’t Spanish it is Pilipino. 

A few other questions followed, but I didn’t interrupt. I left unfulfilled but curious at this 

next clue to the political meaning of this glib but I hope insightful comment on 

Philippine identity. I departed seeking cold Halo-Halo in the tropical heat and some 

explanation for the willingness of a person representing the nation as containing little 

that was its own. For the speaker the encoding of selections as choice or recombination 

as source was positive as opposed to the colonial history having imposed that admixture, 

and thus through the assertion of logical choice the history was reframed as ingenuity as 

opposed to oppression. 

I soon found out that the name halo-halo literally translates to mix-mix, and is a 

popular treat made up of sweetened shaved ice with endless variation of flavoring and 

components mixed in. Common elements might be a scoop of ice cream, Chinese style 

sweet red beans, chocolate, slices of Philippine style Spanish flan, German gummy bears 
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or other candy, as well as fruits, cream or syrups. Many stores offer preset selections of 

toppings to be added in with names like “the American” or “the super” but inherent to 

the treat is the malleability and variety available, to each, not only their own, but 

drawing on many sources. This halo-halo then becomes the idiomatic equivalent of the 

discourse of the melting pot for American culture, the nation of hybrids. This analogy 

has been used to describe an ethic of pluralism seminal to the American character that is 

distinct from the way one might imagine the nationalism and identity construction in the 

Philippines given its significantly more recent revolutionary break from colonial status, 

its monolithic (if troubled) Catholicism and the comparatively less diverse ethnic 

composition.  

This dissertation is the story of the development of an industry, the growth of 

institutions, the redistribution of resources and the development of states; this is the story 

of “medical tourism.” But it is also perhaps more so the story of medicine as itself  halo-

halo in recent years - an account of how neoliberal and social change in the past thirty 

years is expressing itself in a particular location, and how boundaries and understandings 

that are broadly changing create new mixtures of traditionally distinct phenomena. This 

works seeks to elucidate understandings and practices of medicine, tourism, 

consumerism, and national development that are becoming ‘halo-halo’ on the global and 

local scales. Medicine has become a central character in the story of the troubled past 

and uncertain future of the Philippines and the United States. The specific importance 

hybridity is responsive to the importance of kinship and social alliances historically. 

While the diversity of the Philippines could have caused problems, the pre-colonization 

valuing of alliance helped maintain social order. The use of alliance and extended 

kinship in defining heterogeneous populations within the Philippines was, and remains, a 

key object of study due to the lack of an integrated national identity (Pertierra, 1997, p. 

173). Internal disunity within the Philippine social milieu has been less visible since the 

rise of religious and sectarian violence in the southern Islands, and has diminished 

apprehension of other ongoing schisms (Zialcita, 2005).
34

 The active discursive removal 

of heterogeneity and political discontent has been part of a nationalist project to build 
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 An additional example would be the failure of academic scholars on popular and social movements  to 

study the variety that have occurred throughout the last century and a half of external influence (Ileto 

1999). 
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“genealogical” identity (Ileto, 1999), that lacks “recognition [of disparate] local 

traditions” and avoids focus on “lived-experience” (Pertierra, 1997, p. 191). The 

“rupture between the needs of the life-world and the demands of the system” can be seen 

in the increasing partisanship and fundamentalism in response to division, including 

reliance on representations of Catholicism as a singular national identity within the 1995 

presidential election (Pertierra, 1997, p. 197). In light of previous efforts by the Marcos 

regime’s “new society” attempt at indigenous nationalism exemplified by the tagalong 

slogan isang bansa, isang diwa (one nation, one spirit), in one of more than a dozen 

languages, spoken by less than fifty percent of a population, contemporary attempts 

recognize some heterogeneity. The move away from the invisibility of internal diversity, 

while still building unification, has continued in part through the mobilization of 

development discourse that underlay the Marcos’ push for a national integration in 

language, and the contemporary attempts by the Arroyo presidency for economic 

modernization.  

According to informants at the department of health Cebu, the capital of the 

Visayas, is the second largest site of medical tourism, and is in some ways a larger 

tourist draw than the capital. Seen as a cleaner version with all the same things going for 

it, and closer to the beach, Cebu has developed an interesting strategy of disassociating 

itself as a destination from the rest of the nation, and building an international image as 

one of the islands in the Pacific, offering self-representation comparable to Singapore or 

Bali. Interlocutors at both the Department of Health and the Department of Tourism 

remarked on this special status, that Cebu has “tried to stand out” to “market itself as a 

Pacific island city” rather than a component within the Philippines. Cebu is the site of 

the third and most recently JCI accredited hospital, Chang Wah Hospital of Cebu.
35

  But 

even as I focus on one small part of the Philippines, halo-halo remains a reminder that 

the story is one among many. 
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 I had the opportunity to see this media representation of the Chang Wah Hospital from Metro Manila, 

and from closer to it in the provinces where it was the primary regional hospital destination. 
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6.3 Office of Special Concerns 

 

The campus of the National Department of Health of the Philippines (DoH) is 

surrounded by a tall stone quarantine wall dating from its days as a colonial era 

infectious disease hospital. Dingy and stalwart buildings stand conspicuously apart from 

each other in the spread out campus compared to the condensed closeness of the city of 

Manila. Located in Santa Cruz Barangay, it is within walking distance of a famous 

destination of the ill - the church holding the relic of the Black Nazarene, purported to 

have miraculous healing powers. This powerful relic remains a target of an older form of 

health travel amid the growing infrastructure of contemporary medical tourism and the 

broader healthcare context.  

I walked to the campus for the first time on a typically hot and humid day and 

stopped at the gate to put on my pressed shirt and tie. My arrival on the line to enter in 

my newly donned and not yet sweaty shirt was noticed and I was ushered to the front. 

The only white face, and the only one dressed formally amid the Manila uniform of short 

sleeves and sandals, I was waved ahead and started to present my ID. In front of a dozen 

ID-wielding local citizens, I was told I did not need to sign in and leave my card, then 

asked if I needed help finding my destination. After giving the building number I was 

pointed in the right direction and told it was “just past the chapel.” I passed the buildings 

that I would later learn to refer to by disease name “the malaria building,” 

“tuberculosis,” and then the chapel, and arrived at the Office of Special Concerns (OSC) 

to which I was heading. The buildings’ names and the workers inside today do not 

match, although there are units on campus attending to malaria, tuberculosis and other 

historically present infectious diseases; the names refer only to their historical contents. 

The OSC is located in the former leper colony and still connected to the chapel itself. 

The colony of course had been the most stigmatized and closest to the spiritual center.  

The OSC, where my contact worked, was tasked with regulating medical tourism 

and other orphans of public health in the Philippines. In a country with constitutional 

separation of church and state, I saw a priest and nuns moving in and out of the still 

sanctified Catholic chapel as I entered the office. Along with medical tourism, the OSC 
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also manages national programs for birth control, AIDS prevention, and drug control – 

issues that are ethically and politically loaded in this predominantly Catholic country. It 

administers national specialty hospitals and research centers, such as the Philippine 

Heart Center, that may draw travelers, and serves broadly as the office in charge of that 

which is outside the conventional DoH set-up. 

The story of how medical tourism ended up overseen as a ‘special concern’ by an 

office otherwise concentrated on issues of sex and drugs gives some insight into the 

difficulty of balancing the regulation of medicine and the promotion of tourism. Most of 

the following information was shared by contacts at the DoH, with some details drawn 

from historical archives. As mentioned earlier, President Gloria Macapagal-Arroyo 

issued an Executive Order in 2004, calling for the creation of an initiative to promote 

Philippine participation in ‘the international trade in health-care services,’ broadly 

defined. The expansion of medical services into an economic sector was discussed 

widely following the expansion of profits in India and other countries, and this 

expansion had received increasing attention as ‘medical tourism’ in international circles. 

The executive order postulated that the Philippines was a natural fit for medical tourism, 

with a history of strong international participation in circulation of healthcare labor, 

widespread English language skills, and relatively low medical prices/cost. When 

issuing the executive order the president publicly called for promotion of medical 

tourism but framed the potential in terms of international competition. While citing the 

comparatively greater development of industry and international reputation in Singapore 

as an already strong regional healthcare hub, her plan was to emulate regional hubs such 

as Singapore and Thailand as well as the growing Indian healthcare economy.
36

 The 

initiative would therefore be a public-private partnership involving multiple government 

agencies and businesses (Macapagal-Arroyo, 2004; Navarro, 2009). The specific 

implementation plan was left to whichever departments became involved.  

Thus began what participants describe as “argument” (or at the Department of 

Health, “turfing”, borrowing from hospital slang) and negotiation of the components to 

be covered including medical and wellness tourism. The secretaries of the Department of 
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 This comparison was made clear in interviews, and was included in the President’s public 

announcement of the initiative launched in Executive Order 372. 
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Tourism (DoT) and Department of Health (DoH) each claimed responsibility for 

following through on the initiative and discussion commenced. The DoH emphasized a 

need for the oversight of medical tourism as distinct from wellness or spa tourism, 

preserving a traditional boundary of authority between the DoH and the DoT, and 

framing the implementation as a medical issue. At the same time, the DoT moved 

forward with the planning of tourism and advertising strategy which had always been 

their purview, but the boundary negotiation continued. In 2007 responsibilities for health 

care services that were to expand under the order were divided between the DoH and 

DoT. Retirement services and promotion of the nation as a destination for foreign 

retirees continued to be subject to DoT control, as would be spa and wellness care that 

had previously been a source of conflict. This division was a victory for the more 

powerful and well-funded DoT, allowing it to gain control of all aspects of medical 

tourism that were not directly hospital and clinical medical practice. Clinical and 

hospital medicine, and the expansion of specifically medical services, remained the sole 

province of the DoH. In the same three year period, India developed a visiting visa 

category, a system of economic incentives, and an indigenous private sector advertising 

industry. During the same period, the Bumrungrad Hospital in Thailand also increased 

its international profile, and the estimates of the industry value globally expanded 

exponentially. 

According to the staff at the DoH, 28,000 people traveled internationally to the 

Philippines seeking health related services in 2008, amid a sea of almost three million 

foreign visitors, according to the DoT.
37

  In contrast, Indian estimates place medical 

tourism as a key growth economic sector servicing upwards of half a million visitors per 

year and, though many are overseas Indians, the scale of growth was incomparable 

(Chakravarthy, Ravi Kumar, & Deepthi, 2008; Kaur, Sundar, Vaidya, & Bhargava, 

2007). Unlike the expanding Indian industry, hyped in headlines such as “India turning 

affordable, quality option for medical tourists” (India Times, 2008),  the Philippines 

remain a relatively invisible player. While comparison to technical service, off-shoring, 
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These numbers are drawn from personal communications with staff in charge of the medical tourism 

desk at OSC, April 2010, Particularly Doctor C and Nurse A. The numbers were communicated to me 

taken from an unpublished study aggregating submitted data from hospitals in “partnership programs”, 

largely within the Metro Manila area. 
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and outsourcing is reflected in headlines about India, little press covers medical tourism 

in the Philippines or most other participating nations (Forbes, 2007; Gentleman, 2005) . 

Meanwhile, in the Philippines the question has been how to grow the national tourism 

profile in general. While India’s successes generate revenue, they also opened up a space 

for critique with headlines questioning the logic of ‘medical outsourcing’ (Wachter, 

2006).  

While this boundary negotiation between the Philippine DoH and DoT 

continued, efforts to develop the industry centered on the expansion of the economic 

development zone category, an existing development plan of limited tax incentives 

intended to promote cluster investment in industries, directing increased investment at 

opportune clusters or segments of the economy. Both departments pushed for the 

approval of medical tourism zones, primarily in order to encourage the growth of new 

private hospitals. The Philippine Economic Zone Authority (PEZA) established by the 

Special Economic Zone Act of 1995 (no. 7916) offered an immediately comparable 

model for economic growth. Within this structure an entrepreneurial entity would be 

granted special considerations (including tax holidays, duty free importation of supplies, 

subsidized utility rates, etc.) in order to promote investment in healthcare infrastructures 

as a basis for expanding medical tourism in that zone.
38

   

In 2007, St Francis Cabrini Medical Center, in Saint Tomas, Batangas, was built 

as a PEZ, and in 2008 St. Lukes Hospital, already a leading medical center in the country 

and a noted player in early Philippine medical tourism, built a third location in the 

Medical City, in Taguiy near Manila, as an MTEZ (Medical Tourism Economic Zone) 

and expanded treatment space. Questioning the lack of foreign investment in hospitals, 

as had occurred within India, the conversation reverted to one of international profile 

and identity, a topic on which the DoT was dominant. Within the DoH medical tourism 

was placed under the auspices of the OSC, the office otherwise dealing mainly with 

stigmatized conditions. While other stronger offices including the Bureau of 

International Health Cooperation (BIHC), which mostly focused on international 
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 I received descriptions and evaluations of the PEZA program and its Manila hospital expansion in 

personal communications from Dr. C, Department of Health, March 2010. I later discussed this expansion 

in personal communications with hospital staff at St. Lukes Hospital, Manila, May 2010. Their evaluation 

was that the hospital’s increased profile had had little effect on their experience and in the two years of 

since PEZA expansion, they had not noted a difference in rate of international patient treatment.  
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relations, offered logical locations for the issue, the contentious nature of the politics 

surrounding medical tourism led it to be considered a ‘special concern.’  While 

interviewed staff may see the OSC as largely an administrative aid, allowing simplicity 

rather than reforming other offices. By this boundary work they segregated ethically 

challenging and novel problems into one office under the auspices of that office 

maintaining control over health related issues that weren’t integrated into the national 

public health plan generally. Particularly the use of their administration of some 

categories of clinical care, and surveillance of illness related to tourism, were seen as 

reasons for the placement of medical tourism as a new element within those of special 

concern.  

The BIHC had grown from an initial role as simply a facilitator of the actions of 

international aid organizations (i.e., serving as the local contact for the Red Cross, 

WHO, UN, and USAID programs). BIHC expanded to a larger-budgeted working 

section, which itself could influence funding and had a mandate to expand cooperation 

internationally in the interests of health (for example sending representatives to 

international discussions of SARS and avian flu). The perception broadly of the BIHC as 

accessing increasingly important transnational networks allowed their boundary work to 

expand influence in other areas besides medical tourism, including the management of 

rural public health, in which they had previously been more marginal. The increasing 

social authority carried by their role as transnational communicator was considered by 

one interlocutor to be more important than the financing they enabled because the money 

wasn’t “theirs,” but rather in a culture that historically placed introductions and social 

strata in prominence, the BIHC was able to play paternal as well as banker. Other DoH 

offices considered medical tourism and the resulting importation and treatment of 

patients to have less to do with the international relations component and more to do 

with regulation of medical and technical concerns. Medical tourism, being a question of 

direct service provision, and subject to boundary work by a number of different 

claimants, was set largely aside by the BIHC who suggested that it was an issue for local 

certification and standards. Choosing not to weigh into its placement may have had an 

effect on the long term prominence of medical tourism at the DoH compared to the DoT. 

While the BIHC would have offered the DoH a particular avenue to challenge the DoT’s 
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claim to dominant expertise on issues of international profile, the OSC offered staff with 

medical credibility rather than a tourism policy focus. In the end participants describe 

the placement of medical tourism at OSC as a practical decision, as the OSC staff 

doctors already served as liaisons and technical consultants for DoT staff. Their 

authority has been extended to medical tourism.  

Along with the BIHC, the other largest contender for the location of the 

regulation of medical tourism was the National Center for Health Facility Development 

(NCHFD), which was also a player in the development of the MT PEZ (economic zone) 

program. The NCHFD is responsible for federal investment in infrastructure and 

arranging the funding and building of new national hospitals. In a nation with 

approximately 1700 hospitals, approximately 700 are part of the federal health system. 

Despite its national importance, the NCHFD participation seemed at odds with the 

expressed public-private direction of the initiative, disconnected from the central 

assumption of a neoliberal market-based strategy. That assumption, that the expansion of 

trade in healthcare services would be publicly enabled but developed in and of private 

industry, relied on a different balance of public and private than exists in the United 

States (where a much smaller percentage of healthcare providers are managed by 

public/national administration). The NCHFD, comparable to an aggregate of the US 

veteran’s hospital system and Federal state run hospital systems in the United States, 

was expanding from around 40% of hospitals under their direction, while the percentage 

in the united states was reducing from approximately 20% (Walker, 2005). 

In 2007, the DoT began to offer accreditation of spas and wellness facilities 

based primarily on their appropriate image for tourism, and instigated a conflict over the 

accreditation of sites for medical tourism. The national system of certification for 

healthcare institutions was seen as inadequate when compared to an expanding use of 

international accreditations for hospitals in other medical tourism markets. With only 

two hospitals having applied for the expensive Joint Commission International (JCI) 

accreditation of British and American origins, it was seen as a priority to develop a 

recognizable (and by subtext marketable) internal alternative. Looking for a form of 

accreditation which would preserve their influence, the DoH looked to Philippine groups 

that offered accreditation beyond the mandatory certification for standalone clinics. This 
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alternative to international accreditation was seen as comparatively easy to influence, 

and to allow participation in the formation of standards. The use in the Philippines of the 

United States medical model and associated standards of practice as a shibboleth of 

modern development draws attention to the conflict between local and perceived 

universally appropriate care well studied in bioethics (Macpherson & Macklin, 2010). 

Differently than nationally centered issues of medical practice, medical tourism offers 

further financial incentives for idealization of Western medical standards due to the need 

to easily convey the perception of acceptable medical practice to foreign, and 

particularly American, patients. 

It was into ongoing negotiation of these issues that I found myself directed by 

professors of public health to the ‘medical tourism guy’ at the Office of Special 

Concerns, an office about which they knew little besides its participation in AIDS 

prevention. The OSC as a site for a variety of DoH functions was, and it retained a lower 

profile than I personally would have expected given its areas of authority, because of the 

comparatively higher profile of those topics in other countries. The specifics of cultural 

politics and the colonial history, along with the realities of ongoing international trade, 

prevented the OSC, an office tasked with external organizations and with the ability to 

maintain a system wide perspective, from being visible. Therefore, despite the emphasis 

placed on international trade and the founding of medical tourism as a national concern, 

by making it a special concern, the institutional forces that could have marshaled 

momentum were placed in the position of needing to work separately. 

 

6.4 Technology and Development Discourses 

In this section, I engage with the literature on the discourse of development and 

key literatures in technology studies and anthropology that make reference to 

development. I focus on the symbolic value of medicine as a stand-in for modernity, 

particularly highly technologically sophisticated forms of biomedicine, which makes 

destination sites eager to engage in the practice and discourse of medical tourism to 

showcase those forms of technology. Such engagement is felt to be a persuasive 

demonstration of their national development. The following passages focuses not on 
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comprehensiveness but rather on demonstrating a broad pattern in the literature 

designating the mobilization of science and technology as a marker of modernity and 

development, in particular a noted pattern in which the “developing world” is seen as 

particularly marked by its lack of technology and therefore modernity. 

As the introductory element of his book on the cultural importance of technology 

in seeing development, historian Michael Adas (1990) describes the symbolic cultural 

metonymy of technology and development in the first encounter of William Smith’s 

arrival in Africa. In this encounter, the presence of surveying equipment marks the 

difference between Smith and the indigenous people. For Smith, an absolute sign of their 

savagery is their inability to understand these technologies, while their interest in them 

marks for Smith the universality of their importance. For Smith the ability of the 

engineer (even a trained African) to use these tools that demonstrates development and 

modernity to different levels across groups.  

For Adas, a specific characterization of the role of this symbolic value in shaping 

Western views of indigenous peoples responded to a gap in the critical tradition. This 

tradition dated back to an earlier era when Heidegger, Nietzsche, Mumford and others in 

philosophy had debated the teleological development of man and technology, as well as 

the anthropological interest in material culture which had by that point expanded to 

questioning the relationship between the objects within culture and its constitution. That 

earlier era’s questions centered on the interrelation of human and existential condition or 

life world practices, not on the symbolic value of technology as groups of people 

negotiated. Since Adas’ commentary that the study of the symbolic importance of 

technology in development has been “so little studied” (Adas, 1990, p. 4), there has been 

work in this area, importantly anthropological studies around the negotiation of progress 

and development.  

Even the anthropologists most interested in exchange and potentially the 

symbolic roles of technologies, such as Marcel Mauss, had a focus on the technologies 

as existing within cultural systems rather than constitutive of them. Thus while they 

were important in showing how groups defined development, they themselves were not 

actively shaped by this perception. While this pattern of interpretation of technology is 

present, recent work such as the discussion in Nathan Schlanger’s work on Mauss 
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(2006), suggests that in examining technology and technique, Mauss can be viewed as a 

valuable contribution to theory for the study of technology, particularly around Mauss’s 

connection of the concepts of technique as an orderly system of action as opposed to 

technology itself. Schlanger suggests that Mauss responded critically to a tendency in his 

era to be dismissive of technique, something that was emphasized in the lesser 

developed culture, while Mauss challenged the popular perception of technology as 

more complicated and important. Despite this reading of Mauss, in his writings, Mauss’s 

focus was on the social systems that surrounded the technology. The symbolic 

importance of the emphasis or lack thereof was not present in Mauss’s own writing, in 

which, at most, he points out technology as an important element in enabling valuations 

of culture. For Mauss, like Adas, the question of the importance of technique and 

technology was a Western preoccupation, and the cultures in which he researched were 

not yet part of that particular symbolic game.  

While discussion centers on Western beliefs in Adas, Mauss, or the critical 

philosophical traditions, the center of these issues was in part an engagement with the 

question of modernity, seen as centering in the West on technology. For Adas the 

emphasis on technology in modernity offers a lens to see the widespread bias of the 

colonial era. For Heidegger the problem of technology was central to modernity in the 

reshaping of relations in industrial society, and for Mauss the dismissal of ways of doing 

in favor of objects were all engagements with what modernity meant to those invested in 

it. All of these projects developed around the idea of contrasting Western modernity with 

non-modernity (e.g. indigenous, authentic, or native groups). Mauss and Adas began a 

line of inquiry which was increasingly globalized, as modernity and technology, hand in 

hand, were also globalized, but for that era the question of technology was not symbolic, 

nor about intergroup relations. Rather they presented a way to understand the self or 

culture. A strong literature on globalization and modernity has followed, often centering 

on the expansion of western industrial modernity to other sites.
 
 

Scholarly research into modernity itself, whether marked with continued 

reference to technology or not, questioned the legitimacy of the teleological conception 

and the presumption of difference from an ideal highest stage as best (e.g. Habermas, 

1987; Latour, 1993). Even in that critical transition the emphasis on technology as the 
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motivating factor in change, and the marker of development has not disappeared 

(Castells, 2004; Friedman, 2005; Harvey, 1992; Lyotard, 1984). Though largely the 

focus on the technology now revolves around the effects of that technology, the 

expansion and use of technology is still granted significant agency over social change, 

which is simply no longer expressed in the teleological modernist ladder of 

development. But with the emphasis on the way that technological reconstruction of 

modes of life continues in scholastic and popular discourse on development, little change 

has apparently happened in the conception of the technology itself. Historical 

descriptions of modernist teleology included both a conception of technological 

determinism as well as the overt language of progress and value; in contrast 

contemporary forms of determinism remain prevalent but the story of progress as 

innovation tends to obfuscate the encoded valuation.  

The metonymic replacement of development with technology was especially true 

of scholars through the early era of concern with technology who were simply focused 

on where technology was seen – the West. This focus is understandable given that one of 

the few themes that is shared across Mauss, Heidegger, Mumford, and others is their 

perception of the great and increasing cultural significance of technology in the 

West(Mauss & Schlanger, 2006; Mumford, 2010; Winner, 1978). Though these scholars 

see technology and its effects very differently, they describe a shared problem and to 

some extent in working to understand it they find themselves necessarily interested not 

in the self-conception and self-representation of foreign groups, but rather with the 

attitudes and understandings that were native to them. As social and economic 

development patterns brought increasing attention to the spread of technology driven 

industrial society, an increasingly global literature developed.  

 Despite my generalizations being intended only to demonstrate widely held 

connections between technology, development, and or modernity, it is important to 

recognize that there were (and remain) schools of thought that differ, for example 

through centralization of humanist values and a shift away from focus and attention on 

technology as in the work of Hannah Arendt (Arendt, 1959; Feenberg & Hannay, 1995). 

And schools of thought, such as the Frankfurt school, directly engaged and attempted to 

alter conceptions of the interconnection of modernity, technology and stages of 
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development (Wiggershaus, 1995). The scholars of the Frankfurt school, such as 

Habermas and Horkheimer, attempted specifically to disconnect ideas about progress 

and modernity from that of human development and analysis of technologies’ effect and 

participation in culture, for example in division between instrumental and purposive 

rationality and their mirror in technical form (Misa, Brey, & Feenberg, 2004). And 

Habermas remains torn as to the ability of technology to infect and enable the ways of 

life of people and the constructions of the public sphere through which they may 

participate in shared life (Habermas, 1987; Habermas & Rehg, 1996). Meanwhile 

Horkheimer’s construction of technology as maintaining and containing ideology, 

including ideologies associated with development and progress, levies critiques of the 

difficulty in seeing past the association of the two that are far stronger than the 

association I argue for (Horkheimer & Adorno, 2002). These scholars participate in a 

tradition critical of the linkage of technology and development with others like Lewis 

Mumford, who argue that the idea of development, the role of technology in our society, 

and the insistent association of the two shapes who we are to a dangerous degree 

(Mumford, 2010). 

 Whether those critics are correct about the harm that the association causes, and 

whether the ongoing association of technology and development continues to be a key 

evaluation point, for the foreseeable future the role of science and technology as 

particularly important in establishing a modern national identity and demonstrating 

development doesn’t appear to be diminishing. If anything, with increasing attention to 

transnational forms of life that are enabled by information and communication 

technologies we may see things like cell phone penetration and technological 

distribution become even more important markers of development. In recent years the 

rise of cellphone systems, and the ability to leapfrog traditional wired systems has in fact 

been used as demonstration of models of different (perhaps better) development plans in 

Africa (Radelet, 2010). The terms by which nations are evaluated are based on their 

dissimilarity from an often questioned ideal, and technology is part of that system of 

evaluation. If development has traditionally been marked by its association with a 

perceived neutral or acultural western world, then the use of technology as a marker of 

development by non-western nations to balance their presumed difference is a logical 
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response to current conditions.
39

  But these questions of living up to ideals of 

development are questioned and responded to in many ways, as exemplified in the 

embrace of cultural aspects of national identity in DeGeovines portrait of the Heritage-

scape. These two forces of sameness and difference are particularly difficult to balance 

when the nation relies economically on tourism, and that tourism relies on a moderated 

form of difference. Within the need to establish Identity for a tourism industry the nation 

cannot be overly-modern, perhaps leading to the images in advertising for medical 

tourism as showing both doctors with x-ray machines and native dress and cultural 

elements harkening back to more traditional times. The discursive construction of 

development presumes that it is an unquestioned goal, and the critical theorists, and the 

complexity of the real world demonstrate the fact that development is modified, reacted 

to, and accepted differently. The study of tourism often brings forward this tension 

between the traditional and the modern, and the need for participants to tactically 

respond to the contrast. Sociologist Dean MacCannell describes the conflict, and the 

reason why it is so difficult for scholars to see the utility and diversity within the 

discourse for participants in tourism: 

The progress of modernity… depends on its very sense of instability and 

inauthenticity. For moderns, reality and authenticity are thought to be elsewhere: 

in other historical periods and other cultures, in purer, simpler, lifestyles. In other 

words, the concern of moderns for ‘naturalness’ their nostalgia and their search 

for authenticity are not merely casual and somewhat decadent, though harmless, 

attachments to the souvenirs of destroyed cultures and dead epochs. They are 

also the components  of the conquering spirit of modernity – the grounds of its 

unifying consciousness.” (1976, p. 3) 

This is a response to what Habermas (1984) described as the project of modernity, the 

production of a rational and scientific world, that was evaluated in its own internal logic, 

aside from traditional ethical and cultural concerns. It is a project linking rationality, 

modernity, science and, as David Harvey reminds us, wealth. In The Condition of 

Postmodernity (1990) Harvey’s reading of Marx suggests that even in radical response 
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 This is based on a misreading of the notion of the a-culturality of the normal, of othering, that stems 

from the work of Edward Said (2004; 1979). 
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to capitalism, the material accumulation of capital and an advanced industrial or 

postindustrial system of production functions as a taken for granted part of the 

conception of modernity lived and therefore shared by modernist and postmodern 

scholars (p. 110). 

Following upon Weber’s 1917 association with modernity and dis-enchantment 

or rationalization, recent scholarship such as Landy and Saler (2009) has discussed the 

re-enchantment and relocation of value and interest in the other and unusual in the 

modern day. They argue that the ongoing scientization and demand for modernity is 

being balanced at least in part by a renewed interest in the alternatives. That is to say that 

development remains flexible enough to present an ideal and a conception of the world 

that permits participants both the enchanted and the scientific, despite increased 

relocation of value and authority in the form of scientism (Clarke 2003a; Gibbons, 

Nowotny, & Scott, 2000). This power and invisibility of the sacred was not eliminated in 

modernity but transferred. I would argue this power was at least temporarily transferred 

to physics and then genetics, and in that transition from the era of the atom to the century 

of the gene, some grace was shed onto medicine. 

Following Michael Omi and Howard Winant’s (1994) discussion of the interplay 

of social structure and cultural meaning as coproduced even in dispute, I suggest that 

development is an unstable and "decentered complex of social meanings constantly 

being transformed by political struggle,” (p. 24) and like race, the limitations of the 

frame of debate constrain both sides of negotiation to the use of the same discursive and 

structural resources. Because we lack an alternative, and because there are material 

demands to participate with other countries in the negotiation of development, even 

arguments against the concept of development may necessitate framing debate in terms 

of development.  

Having just compared the concept of development and race, as discourses, it is 

important to note that development discourse arose and carries the legacy of prejudice 

that stems from its origin in the justification of colonialism and exploitation, as a marker 

of modernity. As Bruno Latour (2004) points out: that historical conception of 

modernity, and by extension development, arose within an era of stratification of 

humanity and ways of life, a classificatory system that grouped development and 
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modernity in terms not simply of more “natural” practices, but also evaluation as 

“primitives” (p. 40). Nature and technology became in part a contrasting binary, both 

referential to modernity, and also, to an extent, in terms of valuation. Drawing on the 

western philosophical tradition of John Locke, Adam Smith, and the global enclosure 

movement, modernity strongly valued the product of labor over the naturally occurring. 

With the negative association of nature, and the comparative advantage of the manifest 

destiny that is denied those associated with nature, constructed into technological 

modernity, those groups that are marginalized as less modern seek to demonstrate 

modernity with symbolic association to that technology. 

Particular attention can be paid to certain parts of the idea of development and 

progress mobilized in the negotiation of national identity and prestige, and given the 

relationship of biomedicine and technology I focus on the roles of biomedical 

technologies. A relationship marked as central within Vinh and Lock’s recent book 

(2010) Anthropology of Biomedicine, where the authors suggest that the role of 

technology is a central distinguishing feature of this branch of social studies of science 

and medicine. Over the course of the twentieth century dominant western cultures have 

seen shifts in prominent prestige technologies, including the shift from associations of 

development from physics and nuclear technologies to molecular biology and applied 

genetics, which have drawn particular attention to forms of medical travel based on these 

high-tech services. Despite this emphasis in study and the centrality of visibility, this 

project attempts to work with a decreased level of attention, giving credence in the 

analysis to the majority of medical care seekers who travel for more mundane, low-tech 

and quality of life rather than life-saving procedures. As Vinh and Lock will 

acknowledge, technology is a visible part of biomedicine but it does not define it. 

Viewing the predominance of focus on high-tech and cutting edge treatments in the 

academic literature, on medical tourism I attempt this balance to suggest compensation. 

 The preceding is offered as a theoretical account of the relationship between 

technoscience, modernity and development; it focuses on how those relationships are 

both deeply entrenched and flexible. Part of that flexibility is the decreased use of the 

term and concept of modernity, as the discourse of development has become more 

prominent. Development in its current  more prominent academic and discursive use, 
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somewhat replacing the term modernity and progress, dates back as an idiom largely to 

the post war usage in which a key strategy of technology transfer as modernization 

presumed that development and to some extent its subsidiary components, at least in the 

realms of political and economic advancement, were based on a form of deficit of 

technology and technical infrastructure alone, with context unimportant (Lewis, 2005, p. 

3). Examining  the current use of the term development, Arturo Escobar’s (1995) 

discursive analysis suggests that development was largely a frame to enable the 

consideration of “third world” places as in need of and available for intervention by the 

West. These sites are often chosen because intervention allowed reshaping towards 

geopolitical goals neither developmental nor beneficial to the locals. For Escobar, 

development was a system of ideas and ways of understanding that were part of the set 

of practices of power and legitimacy for organizations at work on reshaping the fabric of 

the less-developed nations. Escobar as a result suggests that the discourse of 

development is a product of an earlier era in which teleological relations and structural 

violence were understood and practiced differently – that through the mobilization of 

these always contemporized frames of reference, nations and individuals were 

influenced and used. By contrast local social movements offer conceptions of ways of 

life counter to the idea of development. Escobar argues that through the construction of 

alternative paradigms or discourse, rather than through the challenging of individual 

practices or events, the power relations that uphold structural violence can eventually be 

changed. Escobar’s critique places a significant barrier between participants in the 

developing world and those who live in the West.  

Increasingly, scholars have looked at the ways in which participation in 

development projects has been mobilized and complicated by tactical or strategic aims 

of those in the developing world. In DeGiovine’s (2010) examination of the 

administration and participation in the UNESCO Heritage Project, I see a response to the 

directionality of Escobar’s general account. DeGiovine discusses the use of this project 

and the formal recognition of something outside of “development” not simply as 

markers of status but as independently worthwhile and of value. The participation within 

the Heritage project relies on the desire of the nations involved to establish claims, and 

defend the idea that non-western cultures, non-technological society and history have an 
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inherent value distinct from that of the benchmark measures of development based on 

western society. Some nations participate as a technique to protect parts of the nation 

from the ill effects of development itself; others do to have access to a formal technique 

of developmental bureaucracy focused on the legitimate use of spaces that are not 

subject to modernization. What DeGiovine is noting is that within the demand for 

development associated with neoliberalism, a space has been set aside (largely motivated 

by protection of market profits of the tourism trade), that can be used tactically. He 

describes developing nations as using this space within the “heritage-scape” to maintain 

flexibility in response to increasing demands for modernization through the 

marketization and defense of heritage (heritage being a commoditization of identity). 

This technique of producing spaces of flexibility has been noted since the late nineties, 

when theoretical and discursive prominence was granted  to the idea of “flexibility” as 

both a response to neoliberal changes and increasingly a trait of recognized value 

(Harvey, 1992; Inda, 2000; Martin, 1994). Approaches to the concept of “flexibility” 

form it as an umbrella term connecting concepts places value in the ability to maintain 

agency despite context and multiple demands on the individual or institution (Inda, 

2000; Martin, 1994; A. Ong, 1998; Warleigh, 2002). Thus flexibility stands in for 

mobility, adaptability, individualism, improvisation, and innovation, not simply as 

components or types of flexibility but also as part of a system of valuation and social 

control. Flexibility is linked to individuality as part of a system shifting focus from 

traditional community based structures and institutions to ones based on individuals as 

site of responsibility and value (Beck & Beck-Gernsheim, 2002). 

The meaning of development as a cultural object and as an active field of 

negotiation has been shown to be an important subject of social science research 

particularly because of the increasing recognition of the active interaction and 

construction of subject and national identity in reference to those conceptions of 

development (Apffel-Marglin & Marglin, 1996; Desai & Potter, 2008; Escobar, 1995). 

That is to say that the lives and governmentalities of nearly everyone is touched by 

conceptions of development today as people and systems respond to perceptions of 

groups within an increasingly migratory and transnational world. 
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Because of the limitations of discourse, we are presented with a difficulty 

because the concept of development relies on a totalizing value that I suggest has been 

shown to be problematic and entrenched in misperception of the uniformity of the world. 

But the idea of development is active, and to work within the discourse of development 

and its classifications it is necessary to use the word. There have been efforts made to 

shift to alternative forms and evaluations of modernity and to expand the language such 

as “regional modernities” articulated by Makrishnaan and Agrawal (2003). These are 

theoretically excellent, but they rely for function on the breech caused by their 

cumbersome presence, reminding you that differential or diverse forms of life are 

equally “modern” and “developed” just as each contemporaneous product of  evolution 

is equally evolved whether we personally appreciate them or not. This is an admirable 

project and I hope that despite my not taking up the language of regional modernities 

and differential development that the reader will understand that I do consider the 

diverse conditions and ways of life to be equally valid and valuable. In particular I 

attempt to maintain some level of critical attention, inspired by the attention paid by 

scholars like Paul Farmer (2005) to not only the harmful effects of modernity but the 

harm caused by the very notion of development. I hope also that as a member of the field 

of Science and Technology Studies I can demonstrate the active engagement and tactical 

use of technology by participants to show their sophistication in contrast to the discourse 

of development and modernity. My subject matter does not mirror the finding of 

complex calculation in traditional native practices (Lansing, 2009) but I hope to 

demonstrate that the forms of practice around medical tourism demonstrate  local 

ingenuities (if only administrative) and sophistication. In the following section, a series 

of vignettes depict presumptions and negotiations of what development means within 

moments I observed in the field. It is my hope that in recounting them the reader will 

join me in perceiving the flexibility in responding to unequal global economics, and the 

subtle pride in that flexibility that characterizes many of my Philippine interlocutors. 
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6.4.1 Discourses of Development in the Field 

While I was in the Philippines the presidential election happened. The media 

showed some minimal concern about how the world would judge the Philippines 

because of the participation of former president Estrada in this current election. Former 

President Estrada was a serious candidate despite having been previously impeached 

from the office of the president. My friends at the bar said it wasn’t surprising; they 

identified his continued political functioning an unfortunate demonstration to the world 

of the Filipino willingness to accept corruption. At the same time, Imelda Marcos and 

her relatives sought and succeeded in attaining offices in the national government, 

despite their participation in what is internationally conceived as a paradigmatically 

corrupt third world military dictatorship. In contrast to that election in 2010 the United 

States presidential election of 2008 was fresh in my mind. And my relatively new 

president was a frequent subject of conversation. At least in my experience his otherness 

to traditional American politics due to his race led to a much more general acceptance in 

the Manila neighborhoods of Ermita and Malate in the Philippines than it did in many 

parts of the United States. And part of the conversations I had about the presidency of 

both countries was about the role of president in perceptions of the national identity. We 

discussed the president’s role as figurehead and whether international perception shifted 

according to who occupied the presidency. Media accounts of the perception 

internationally that the United States as a whole was shifting from a xenophobic or 

militaristic nation to a more globally acceptable and friendly country were described in 

relation to the importance of the visibility of the first President who is a person of color. 

My companions in the bar were unconvinced; they assured me they had liked President 

Bush also, they just felt more connected to this president (who they implied was a little 

more like them). I asked if the continued popularity of politicians who had been caught 

being corrupt made them seem more approachable or easier to connect to. The answer 

was consistently the same. Why would their having been “caught” make them seem 

more like the common people? My interlocutors accepted that politicians were corrupt; 

they saw the indictments as problematic because they didn’t like to advertise the 

corruption to foreigners. As one bar manager said, this was the perspective of “anyone 

involved in tourism.” Like their acceptance of the normalcy of corruption they had a 
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hard time sympathizing with my continued surprise at the “honesty” of their politicians’ 

statements. I often told the story of coming to work in the Philippines because I had been 

surprised by President Arroyo-Macapagal’s statement of inferiority to other nations, 

because I was used to the jingoistic American nationalism of the Bush presidency era. 

They were more surprised that I had found her statement worth attention as an American 

researcher than that their president would state openly the differential levels of 

development of the Philippines and neighbors like Singapore and Japan. I asked one 

bartender who had expressed the standard reservations about international opinion due to 

open acceptance of corrupt politicians whether he could see that Arroyo-Macapagal’s 

statement could also damage the national reputation. The bartender replied, using a 

matter of fact tone: “…but it’s true. Ahh Singapore, is beautiful.”  

People had mixed feelings about how to best represent the Philippines, often 

concerned with the appearance of corruption they were aware that the tourism industry 

responded to fears of corruption as causing problems. But their willingness to accept 

presidential statements as rhetorically secondary continued to make my explanation of 

my presence seem funny. That election in 2010 saw the widely publicized 

implementation of a huge and largely successful digitization of voting machines that was 

framed as a counter narrative of modernity, and an unwillingness to accept corruption. 

For most of lead up to the election, news coverage of the election voiced these two 

competing stories of corruption: that the Philippines can defend itself against corruption 

with an investment in the technology of democracy, and that politicians with a track 

record of corruption continued to be viable. Within the Philippines, newspapers heralded 

the machines as a clear sign of development, and the occasionally violent reaction to 

them by insurgents as a sign that with increasing technological advancement the country 

was not willing to maintain corruption. I had the opportunity to view both sides of this 

debate, about the openness of corruption and the increasing use of technology to mark its 

impending downfall on election night. Around 11:30 pm as initial estimates came in and 

third party candidates phoned in their concessions, police walked calmly into the hotel 

bar in which I watched election coverage, and herded all present into a police van, to 

transport us to the station. Those of us who were not local had little idea what was going 

on, and shortly we found out. Having not paid a bribe, the bar was raided for serving 
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liquor on Election Day, technically not a crime, as the ban on liquor is actually a ban on 

consumption of liquor by Filipino citizens. The bar staff, and those of us who were 

foreigners, were committing no offense.  

Across the street, the lights blinked on a shiny new casino, and an assistant was 

willing to fetch prisoners water, coffee or snacks from the 7-11 on the corner, but the 

station, built under the Marcos regime in the nineteen eighties, demonstrated the tried 

and true viability of steel and cement in the face of the computer age. The police station 

was not air conditioned, and little to no use of the antiquated computer was apparent. All 

new arrivals (both legitimately criminal and otherwise) were recorded on paper, and, 

much as it was thirty years ago, paper identification became a key law enforcement tool. 

These experiences drove home the variability of reference for development, that one 

defines development based on some set of standards, sometimes emphasizing cultural 

practice, at other times technological infrastructure. I met a hundred different definitions 

of development while traveling, but many referenced some form of technology.  

Speaking to an Australian, who, like me, had recently spent time in southern 

India, development was embodied by the easy distance to an ATM and a 7-11 

convenience store, especially given our growing appreciation for the need to bribe one’s 

way out of the jail. At the same time, discussing the situation with a Canadian who was 

recently in the Philippines from Bali, a less technologically developed region, the idea of 

development rang with connotations of political accountability and diminished 

corruption. This despite his assertion that the beach resort in which he had stayed was 

“thankfully” free of the internet, a situation that would be unlikely in the context of the 

highly wired tourism areas of Luzon. 

 While I was in jail, development was embodied by access, and this was also the 

case, albeit in a different way, while I was in the national archives. The third day I 

worked in the national archives, I asked why I was having so much trouble finding 

recent documents. “What are you looking for?” the librarian asked in response. I 

responded that I was interested in “anything about medicine, or healthcare policy, in the 

last thirty years.” This was met with a blank stare and I wondered if I had spoken 

unclearly. Over the course of the conversation it was made clear that I had been 

understood, but no simple answer was forthcoming. In the early eighties the Marcos 
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regime had slowed the inclusion of documents in the archives and subsequent 

administrations had done little to change this pattern. In asking the librarian I received 

only vague explanations, but everyone else I asked responded with an unblinking clarity 

that it was a silly question. 

 “Fucking corrupt. They all are,” said the gay hairdresser and part time bar girl. 

 “Why would you put evidence in the library,” replied the professor. 

 “The difficulties in the era meant that it was unclear, complicated what to say,” 

 replied the tour guide of the historical museum. 

 “Complicated?” I asked. 

 “Well, their policies were often unpopular.” He replied in calculated 

 understatement, despite the nearby monument to the overthrow of that regime. 

The nursing student smiled and turned the question back to me. “Well, what do 

you think?” 

 To which I replied, “I think somewhere there has to be paperwork. I mean I saw 

 newspaper reports about an executive order, but not all the executive orders are 

 in the archive.” And after a quizzical look I explained that an executive order 

 would be a memo from the president.  

 “It’s a memo, why would you want it in the library.”  

 “The whole point of the archive is to keep the documents even when we don’t 

 know that they are important.” 

 “But if they did that, it could be like evidence [used in court].” 

As illustrated by the story of the voting machines, technology is associated with 

an absence of corruption. That association is in part due to technology’s link with 

information access, and by a perception of its infallibility due to the black-boxing of its 

process. The lack of information in the archives demonstrated to people I spoke with the 

inherent corruption of the Marcos regime, but it was also a point of pride that people in 

the Philippines were smart (and flexible) enough to identify corrupt systems. The 

importance of these stories is simply to illustrate that development and modernity mean 

different things to different people, and this diversity of construction has tangible effects 

in experience and discourse. Throughout my research in Manila and Chennai, the 

conflation of different aspects of society as markers of development, and their 
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importance as signifiers to the person speaking, was evident. In more than thirty brief 

interviews with Australian and European tourists, the frequent mention of distribution of 

technology was described as evidence of modernity in contrast to a general sense of 

societal underdevelopment. For example Carlston, a frequent tourist to the Philippines 

and southeast Asia more broadly, commented upon this conflict. A German police 

officer, he cited the difficulty in seeing past reliable internet access to the lack of 

development evidenced by the “lawlessness” of the state. He liked the sense that all was 

available, that there was unlimited, unhindered choice, and accepted that police officers 

here sought bribes because it meant for a tourist “you get all the amenities [by which he 

meant pleasures such as drugs and women] and have internet.” When I asked him if he 

thought of the country as ‘third world’ he immediately agreed, but thought a moment 

and said that it didn’t mean the same thing in Asia as somewhere like Africa (a place he 

had never been).  

Within comparative understandings of development, Carlston was not alone. In 

the tourist district of Manila in which I stayed, an area heavily concentrated with 

prostitution and drunkenness, a frequent marker of the difference was the awareness that 

the AIDS epidemic widely remarked on in Africa and even the more similar Thailand, 

was not seen as a problem in the Philippines. With a comparatively small incidence of 

HIV/AIDS and a strong public health system regulating bar girls and the poor in general, 

the development of the nation was seen as strong. At the same time though frequently 

seen as a usefully cheap option while in Manila, the quality of training and practice of 

dental care was often cited as a relative failure in development. The internal consistency 

of wanting European levels of practice and education in a country of such poverty that it 

would allow several orders of magnitude of cash savings over similar care in their home 

country seemed lost on these tourists.  

 Speaking to Mark, an American expat who had lived in Central America for 

several years, these contradictions were less clear. His experience of multiple 

modernities in different under-developed countries led to a more nuanced acceptance of 

the interconnectedness of aspects of the social system. Thus for Mark the limited 

accountability and regulation was seen as a necessary precursor for the low cost of living 

which he sought in his countries of residence. Having run bars and a hotel in several 
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towns in Central America, he appreciated that the level of development was not so much 

encompassed by technological infrastructure but rather that technological infrastructure 

was variably developed in the context of different forms of society, that different forms 

of development enabled different varieties of choice.  

In Nicaragua, over the years… there, some places got internet cafes, not so many 

as here… the government had maybe a less money for infrastructure, all dirt 

roads, but they spent a lot of time working on the way things worked. Here they 

have better roads and internet but the place is run as badly as ever it sounds. 

Mark’s perceptions, gathered in his short time since arriving in the Philippines, were 

reflected in comments by two long-term expats. Bill, who was a retired Scottish soldier, 

and Paul a British national and an owner of a small business in the Philippine provinces, 

both commented on how little the national election mattered, that the political shape of 

the country stayed the same. Comments to this effect, extending so far as the frequent 

complexity expressed in regard to the beneficence or malevolence of the Marcos regime 

of the nineteen eighties, consistently were marked by a sort of practical fatalism 

regarding the possibility of change. Each government and in fact all authority figures 

were marked as being out for themselves, and accepted as having always been that way. 

The possible exception being the Catholic Church, about which there were distinctions 

in view. This acceptance of the failing of authority figures extended to an undertone in 

interviews with government employees, who often expressed frustration and 

dissatisfaction with the inevitable conflicts and infighting involved in governmental 

management.  

Describing the origin and implementation of a national policy regarding medical 

tourism, and tourism in general, frequent note was made of the boundary work, and 

conflict over developing and maintaining authority between departments. Throughout 

formal and informal interviews at both the Department of Tourism and Department of 

Health the presumption of partiality of superiors, skepticism towards authority and 

idealization of America marked the participants, but these negative evaluations were 

often linked to the perception that in the fragmentation and fighting there were created 

opportunities for those flexible enough to thrive. Discussing the Office of Special 
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Concerns, one interlocutor responded to my perception of a ‘hodge-podge’ of different 

fields of concern by pointing out: 

If the Department had specified only…this is this… then things not in that list 

wouldn’t be their department. The office of special concerns covers those other 

things, things that aren’t just public health the way someone might talk about it. 

And that suggestion of flexibility perhaps also characterizes the reasoning behind 

discussion of differential development at the level of national politics. While I frequently 

described the story of my initial interest in writing a case study of medical tourism in the 

Philippines as stemming in part from the news article quoting President Arroyo, 

comparing the possibility of development in Singapore, India and the Philippines 

regarding medical tourism. One reaction from a tourism labor recruiter included the 

comment that: “Everyone loves the underdog, maybe the president wants to show that 

we pinoy are fighting… that we can do it despite those big dogs.” 

At another time two professors of computer engineering laughed and asked why 

that was surprising. There initial response, as usual, was pointing out its simple honesty. 

I told them that the acceptance of differing economic situations and level of development 

was realistic, but for a head of state to publicly decry the nation’s development would 

not happen elsewhere. The public nature of the acceptance of underdevelopment is what 

stood out. The two professors’ smiled more and the elder (though still young) said that 

he could see how an American would see it that way, but he felt it was “realistic”. I told 

him that from my point of view, even his acceptance of this statement seemed to indicate 

a different sense of what it meant. I asked him about being “Filipino” and what he 

thought the attitude was, he struggled to find the words, and I repeated his word 

“realistic” and offered the word “pragmatic”. He said yes, but that it was also about 

acceptance. He described the sentiment:  

… not pragmatism. We accept, we work within the rules, but we make do…. The 

thing about having little is that it is more impressive when you achieve…. I try to 

teach my students, don’t forget that the rules are the rules, and to get the project 

done. 
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I still am not sure what he felt was incompatible between pragmatism and 

acceptance, but in turn I accepted his difficulty in explaining.  

 Talking to a hotel staff person, I mentioned the idea of the Filipino nature 

connected to these words. Not knowing the term pragmatism, he concurred with the 

ideas of acceptance and being realistic, but felt they left something out. Rather than 

simply realism he thought it was also about being positive, of maintaining a sense of 

optimism or being positive despite realities. The Philippines were maybe “less powerful” 

than some places, but the people always “survive.”  

Overcoming adversity was a theme often attributed to their internal conception of 

the national identity, that the people “overcame,” “survived,” “tricked,” and “managed” 

despite the development status and economic disadvantages of the country. At the time I 

didn’t consider this to be of particular note, but in retrospect I wish I had thought to ask 

them if they would have accepted the word ‘flexible’, because later it appears to me that 

in order to maintain their self-conception of the fighting pinoy, the flexible people who 

manage within any circumstance, they had to accept a different level of critical rhetoric 

or they would have nothing to fight against.  

Before leaving for the field, I spoke to a fellow grad student about the Philippines 

as a nation with an inferiority complex, a nation marked by a sort of fatalism marking 

civic conceit. Speaking to people in Manila, one of the examples of this fatalism I had 

conceived prior to coming was complicated. The rise of the “EDSA” or People’s Power 

movement, the bloodless popular political revolt against the Marcos regime which is a 

central event in political consciousness here, is largely a secondary aspect of the story of 

the expulsion of Marcos when noticed outside. Here the extraordinary nature of the 

events as an active popular response to a situation makes it special. Unlike the violent 

revolt against the colonial powers, which could arguably be described as the result of a 

negotiation of political consciousness with outside influences, this was an organic 

movement.  

Of all my interviews where the topic was discussed, few interlocutors had any 

quick answer to the question of what it was to be Filipino, what was particular to the 

people of the Philippines. Some said the people are “good” or “friendly,” while others 

commented that it was a nebulous and hybrid history. But when they did have an answer, 
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what came through was that they perceived their own flexibility and ability to adapt as 

responsive to the colonial history, to their place in development, and that through this 

flexibility and despite corruption, they were a great people.  

 

6.4.2 Making Americans Notice You 

I originally wanted to look at the connection between medical practice and 

national identity within the context of medical tourism, how difference and development 

were shaping medical practices and how different medical practices caused destination 

sites to be successful. What I had access to and what I found was a key component to the 

perception of a site as a desirable destination was not differences in medical practice but 

perceptions of national identity and comparative development. This is not to dismiss the 

realities and technical dimensions of the healthcare system, but rather to focus on the 

mechanisms of choice making that travelers engage with. Potential medical tourists do 

not usually know the difference in standards between Joint Commission and 

International Standards Organization, nor do they know the delicate distinctions a 

surgeon uses to recommend between different orthopedic surgeries. For the Philippines, 

whether employed at the departments of health or tourism what is central to forming the 

industry is the process of making Americans notices you. Medical tourism takes place 

inside a macro-scale political dialogue that constrains and enables choice. The politics of 

representation and national identity in the developing world reflect active awareness that 

their status as less developed countries, as the third world, and as exotic destinations for 

tourism all shape their reputation.  

This matter of perception and representation, the formation and practice of macro 

scale identity, is similar to personal identity in being intersubjective and negotiative - not 

simply a matter of marketing but one in which communication is formative and iterative. 

Through a dialectical process of construction of discourse, the participants in medical 

tourism enact, reinforce and reconstruct the meanings and to a degree the material 

realities of the participating nations. In discursive construction or conversation the 

process of meaning construction is always dialogic, the destination site portray 

themselves as they think the customer wishes, with similarities and differences 
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(Bookman & Bookman, 2007; Edmonds, 2011; Taussig, 1992)  Within the United 

States, the participation of patients in medical travel and those who work with them 

serve to justify and reconfigure a national debate on the meaning of the patient, on 

accountability, the proper sphere of responsibility of a national healthcare infrastructure, 

and broader issues regarding free trade and international relations. At the same time, the 

Republic of the Philippines engages in infrastructure development, healthcare 

distribution and international politics in close collaboration with US policy. Institutions 

and individuals are required to act in response to the presence of foreign nationals who 

represent both a mirror for identity and a perceived source of revenue, both economic 

and prestige. As Homi Bhabha describes the nature of identity, both personal and 

communal (or national): 

The terms of cultural engagement, whether antagonistic of affiliative, are 

produced performatively. The representation of difference must not be hastily 

read as the reflection of pre-given ethnic or cultural traits set in the fixed tablet of 

tradition. The social articulation of difference, from the minority perspective, is a 

complex, on-going negotiation that seeks to authorize cultural hybridities that 

emerge in moments of historical transformation (2012, p. 3). 

This negotiation responds to individuals as well as perceptions of classes of travelers. It 

is worth noting that these negotiations, this intersubjective process of definition has 

impacts as the shaping of perceptions and the responses reshape those in the 

conversation (Bhabha, 2013, p. 8). This concern over the perception of the Philippines 

and its material effects on tourism was expressed by my interlocutors, both formal and 

informal, and they had a real and explicit awareness that negotiation of perception was 

central to the ongoing success of trade and tourism. Both short term visitors (patients and 

tourists) as well as the long term (such as expat or émigrés) are involved in this 

negotiation of national perception. Media representations such as the television episodes 

I discuss, all shape the willingness to travel and perceived availability of the destination. 

These perceptions, in the different cases of the long term émigré, the experienced 

traveler and the short term visitor affect the trade in healthcare services, and in turn the 

efforts to perform identity. In this sense the individual and nation must attempt to 

interact with those in dramatically different levels of what Michael Hertzfeld terms 
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“cultural intimacy” or cognizance of the cultural context and, in effect, genuine 

understanding of the place in which they live. But this cultural intimacy is not correlated 

neatly to duration of stay. I have met long term residents of the Philippines, expats who 

speak Tagalog or even multiple dialects, who proudly proclaim their lack of 

understanding of the place in which they reside. For some of these individuals, 

indifference serves a key role in their interactions, but what is important about their 

differentiation is that identity is always a balance of that which is chosen and that which 

is imposed. There are no former Australians in the Philippines, even the most ‘gone-

native’ foreigner is always a foreigner (as I was told by a 20 year resident originally 

from Canberra. At the same time, you meet a few recent and repeated short term visitors 

who clearly participate in and with a greater understanding of the local culture, and 

through their efforts and choices they are able to distinguish themselves, negotiating a 

hybrid identity different from the primary role inhabited by tourists. 

This multiplicity of interactions adds to confusion and differing perspectives 

regarding who the medical tourist is and how to frame interactions in these contact 

zones. Contact zones are marked by the negotiation of heterogeneity (Lunsford & 

Ouzgane, 2004; Pratt, 1991). Locals come from multiple social classes, and perform 

multiple roles; travelers come for the girls, the beach, the culture, the surgeon, the low 

cost of living, and arrive from many countries. They interact in locations conceived as 

performing different functions but primarily around the performance of recreation for 

tourism, commerce and healthcare. Particularly the older travelers and expats frequently 

consider and comment on the local healthcare context where differences in conception of 

value and appropriate practice become topics of negotiation. Finding a good local doctor 

or dentist is the negotiation of the various meanings of good, including appearance of the 

clinic, mannerisms, cost, and familiarity of practice. Speaking to one Australian expat 

(Mika) this was clear when he said that hospitals here are “terrible, like barns…. Except 

for the good ones.” When I asked what made the good ones good, he centered on the 

way they managed to emulate the familiar style in Australia: “Manila Hospital and St. 

Luke's, they look like a hospital back home… they don’t ask you to go to the pharmacy, 

they won’t kill you. Not like the hospital in Baguio, which looks terrible.” Due to delays 

in giving birth his daughter had been born in the less metropolitan Baguio, and he 
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commented bitterly about the hospital. “They didn’t know what they were doing. A C-

section shouldn’t leave a scar, but you should see the butchery they did [on his wife], 

still there months later.” I asked if the place had been sanitary and the surgeons 

professional, to which he responded that they were, but: 

…they weren’t specialists, same guys do everything. And they don’t care about 

the details. Not to whinge [i.e. complain]… [my daughter] is healthy, and that 

they cared about, but in the nice hospital here, they wouldn’t have left a scar…. 

Wouldn’t want to get treated here, I’ll go home if I need something. [The 

national health service of Australia] is free for me, and I’m making [my 

daughter] a citizen now so she can use it. But you never know, just hope you are 

near a good hospital when you need it in an emergency. 

This variability of quality is a concern for the administrators of the national medical 

tourism program as well. While I was there they were considering a reorganization of the 

inspection and certification/accreditation system. While discussing this possibility with a 

(then) deputy director of the Department of Health, he emphasized the need to promote 

better control of public information about variable quality and particularly in reference 

to my interest in medical tourism: “…Hospitals aren’t all the same, clinics aren’t all the 

same, the system as it stands is good at maintain quality, but doesn’t offer patients a 

clear way to distinguish between one and another….” While the main emphasis in his 

statement is on the need for policy to increase transparency or consumer protection to 

support choice of different healthcare sites, quality of care was seen as a variable 

secondary to systematic reform effort. The program managed by the DoH had 

jurisdiction over anyone involved in the international trade in health services, and 

established distinctions between categories of small clinics, private practices, hospitals, 

and retirement or wellness services that can all take part in that international trade. For 

example while hospital accreditation wasn’t part of it, both public and private hospitals 

were required to maintain participation in surveillance and planning. Despite the wide 

ranging potential sphere of influence, in further conversations with DoH staff it became 

clear emphasis really aimed at restructuring the system of review and certification of the 

small private clinics that were assumed to be the likely leaders in future medical tourism. 



 

 227     

As an informant described, these smaller clinics did not have “profile,” but made up a lot 

of the infrastructure to offer inexpensive care. 

Emphasis was placed on developing a plan for the smaller clinics, which were 

seen as both variable in quality of care, but, almost more importantly, were considered 

more likely to displease the tourist due to their appearance and informality (when 

compared to modern hospitals). Despite other programs such as the PEZA economic 

incentives aimed at large hospitals, the focus on the small clinics was nearly the total of 

practical efforts to expand the infrastructure of medical tourism. To paraphrase Doctor 

C, little effort to change major medical centers such as St. Luke’s hospital in Manila is 

seen as needed because they are already modeled on Western hospitals and use familiar 

patterns and appearances as tools for increased confidence and prestige. To the contrary, 

small hospitals and clinics are viewed as needing increased accreditation and oversight. 

The clinics were generally accepted to be harder to “recommend” to foreigners 

because they were heterogeneous. Efforts at accreditation reform had begun, but in part 

this worry was about the appearance of development. They were “little” and while they 

were “safe,” they didn’t seem to him to be the sort of thing he would recommend for 

tourists.  

They had had meetings with staff from both the DoT and DoH about how to 

effectuate improvement and make the local healthcare services more “appealing,” trying 

to understand what the tourism side of the industries name meant for these healthcare 

professionals. While the little I learned about the content of those meetings generally 

amounted to them being sites of territorial disputes, the collaboration did result in the 

creation of a pair of advertising booklets about Philippine Medical tourism that were 

professionally put together, highly illustrated, and a source of revenue for the DoT 

through inclusion of advertisements. I initially intended to do an extended reading of 

those booklets and the way that included imagery was crafted to balance the impression 

of high-tech medicine and exotic charm of destination as I flipped through the copies the 

DoH set aside for me. I discussed the booklets with the proud head of medical tourism at 

the DoH after he presented me copies for myself, my sister in law’s uncle, my faculty 

advisor, and an extra, and was surprised when he explained their system of distribution: 

“We have them for people who ask, but mostly the department of tourism has them for 
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when they start promotion. They’ll arrange for them to be part of the tourism promotion 

distributions.” I asked when and how those promotional distributions would be arranged 

to both the doctor administrator at the DoH and later a staffer at the DoT. The DoH 

doctor replied that he was not sure, simply that the “tourism people” have a system for 

pamphlets, posters and things of that sort. The staffer from the DoT who I spoke to in 

front of the DoT’s monolithic headquarters had a simple response: “I don’t know. We 

don’t do medical tourism, since that is the Department of Health, maybe someone sent 

them out.” I asked where I could look, and she told me that they were “maybe for sale,” 

and since then I’ve inquired with the consular office in New York and searched online 

copies are available for around a hundred dollars from amazon.com, but otherwise there 

seems to have been no effort to distribute them. Following up on the issue of promotion, 

I asked both staffers whether they knew of other forms of marketing and both knew 

about a private-industry sponsored webpage, but neither knew of any successfully 

launched governmental publicity.  

 In discussing the ongoing efforts at reorganization and marketing with staff at the 

DoH, and after learning of the minimal promotional efforts I compared that effort to the 

significantly larger expenditures and efforts put forward as part of the Indian national 

initiative. India had used posters, publicly funded informational websites, press releases, 

the announcement of a new visa category, and other avenues to create awareness of the 

industry. Doctor C confirmed that he and another doctor had been sent to a large 

industry trade show and been impressed by both the efforts of India and Malaysia, but he 

stated: “They are doing that promotion with their tourism departments, as part of big 

plans, we’re organizing things differently.” Having discussed his efforts to work on the 

appearance and ‘friendliness’ to medical tourists of small clinics, I said that medical 

tourism in India centered on a selection of large highly westernized private hospitals. 

And he confirmed that realistically the Heart Center and other large hospitals would also 

be the reception sites in the Philippines as well. But in discussing it, it became clear that 

the model of the Apollo Corporation and others in India would require a level of private 

investment that seemed unlikely in the Philippines. I didn’t have a chance to talk to him 

about India again after arriving back from Chennai, where I had seen a massive 

proliferation of the same divide between large westernized hospital and smaller, more 
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informal, and older looking clinics and offices targeting locals. This distinction was not 

simply in physical scale of the buildings. It was recognized by interlocutors as 

constructing a divide between hospitals that I began to think of as ‘indigenous,’ of and 

for local beliefs about medicine, as opposed  to hospitals that were often explicitly 

described as being “friendly to,” or “American” style. 

A difference of representation between those of Chennai as a city of modern 

medicine and Manila as a city of aging and underdeveloped small clinics was clearly a 

matter of perspective. In many neighborhoods in Chennai, every block had one or more 

small healthcare business that was equitable in appearance and services offered to those 

in Manila. And much like Manila, the smaller clinics served a symbiotic function for the 

hospitals, providing outsourced services and secondary facilities for referrals.  

 Interesting to me about Chennai was the frequency that I was told in comments 

on the Apollo hospitals that they weren’t as nice as the ones in Delhi, where I heard 

there was less connection to outside services. According to a woman from New Zealand, 

a two-year resident in India while her husband was contracted there for work, “in Apollo 

Delhi, you could eat off the floor” and would have a “hard time remembering you 

weren’t home.” This contrasted to her brief experience since arriving in Chennai of 

using a street-side pharmacy and a local clinic that a friend had recommended. These 

sites were clearly “Indian,” though the particular aspects of that were hard for her to 

articulate. In part it was clear this reflected style and appearance including referring to 

the clinic as “dark,” but in her mention of the care received she said it was also the 

attitude of the doctor. “He wasn’t like a doctor, he was like a shop keep,” she said. Like 

her comments that the clinic didn’t seem right because of its small size and darkness, the 

doctor’s behavior was not as expected.  

 This bifurcated medical system, of large westernized hospitals which are 

increasingly held apart from the larger healthcare provision industry that surrounds 

them, will necessarily have impacts on the practices and forms of care as well as the 

construction of representation and enframing of medical tourism. In practice this 

division becomes a key component of the manufacture of a healthcare identity, as 

support for and reference to hospitals becomes a useful tool for promotion of medical 

tourism and demonstration of development. Though I am unaware of internal discussion, 
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the popular model for these mega hospitals is Bumrungrad Hospital in Bangkok. Huge 

and beautifully built, the hospital is a navigation point and active provider of healthcare 

to wealthy locals as well as international patients. Within Bumrungrad Hospital, a food 

court of restaurants serves as a component of their public presence and it is a fixture in 

Bangkok tourism, both as a hospital and site for visit. The hospital itself offers a wide 

range of care, as well as what is considered one of the best pharmacies in a city that 

serves as a drug store to the region. It is hard to imagine the prestige and public visibility 

of the hospital. The equivalent in New York would be to find Sloan Kettering, Mount 

Sinai or Cornell Hospitals marked on tourism maps, and mentioned as a place to stop by 

and see. To my knowledge, within no city except the town of Rochester, Minnesota, 

home to the Mayo Clinic, does a hospital have the same public profile.  

 But Bumrungrad’s profile relies on the presentation of it as the “choice” of 

foreigners, and its marketing within the area and in airport lounges included explicit 

language of “choice” with at least one of their advertisements describing “why not 

choose world class care with a smile.” 

Within the Sukumvit Road tourist area of Bangkok, one casually sees reference 

to Bumrungrad at restaurants and stores; as a landmark and enticement “close to 

Bumrungrad” reads a sign in a tailor shop. “Convenient to Bumrungrad Hospital” 

announced a billboard for a hotel. With this level of prestige it offers a convenient site 

for comparison, and few healthcare professionals I met did not know of the hospital 

when it was mentioned. In discussing my comparative work with an Indian doctor, I 

mentioned that I was considering looking at Apollo Hospital Chennai, Saint Luke’s 

Hospital Manila, and Bumrungrad Hospital in Bangkok. His response was to say he 

understood Bumrungrad to be a “very good hospital.” Though the doctor was 

independent and unassociated with Apollo, he defended them. Having never been to 

Thailand, he had little knowledge of it, but it was clear he didn’t think the comparison 

would be kind. “[Bumrungrad] has been a good hospital for a long time, and Apollo is 

getting very good. The Heart Center has Americans come to it.” I asked if he knew 

anything about the Philippines, and he said no, but he had heard about Bumrungrad. 

In the end the comparison of the two industries is a false one, as the scale of 

medical tourism in the two countries, as well as the national support for it, are extremely 
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different. But the Indian industry remains the model by which the Philippines is 

attempting to expand, and for better or worse their choices in negotiating their identity as 

a medical destination are limited by the status and profile of neighbors that have a head 

start. I discuss the formation within the Office of Special Concerns of a desk for the 

national program promoting medical tourism to demonstrate the ongoing process of 

making choices in how to organize the industry, and particularly to suggest that 

development strategy and perception of national identity shaped how those choices were 

made. Those choices are a story about what Thomas Gieryn (1999) and others refer to as 

“boundary work” - the active construction of institutional and discursive boundaries by 

negotiation of the realms of authority, and through determination of legitimate 

participation it is a naming ritual (p. 27). Within this story we can glimpse a smaller 

version of the process of negotiation for the contested and contrasting signifiers that 

exist within the name “medical tourism” in other contexts.  

The various scenes collected here offer a particular contrast between the medical 

and touristic as framing concepts demonstrating that both are referential to ideas of 

development and perceptions of modernity. Individuals respond to perceptions of 

identity based on their own standpoint, and even at the institutional level of the 

departments of the national government the standpoints of the participants shape what 

choices they see as possible. 

 

6.5 Recent Events  

I was in the Philippines during a lull in the active negotiations over responsibility 

and institutional home of the industry of medical tourism, but the boundary work and 

negotiation has continued. While I haven’t been able to determine the extent of changes 

since 2010, I do know that in the summer of 2011 Representative Rodolfo Biazon 

authored a House Bill that is still pending vote or passage. That bill,
40

 which would have 

                                                 
40

 The Bill is self-described as “an act creating the medical tourism bureau within the Department of 

Tourism, defining its powers and functions, and for other purposes,” and has remained pending after 

introduction May 2011, until it’s status has been updated as “pending with the committee on government 

reorganization since 2013-07-23” according to the website of the Philippine House of Representatives. It 

is worth noting that the passage of a bill does indeed seem to be updated on the website.  
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established the Department of Tourism in order to centralize the work of offices that are 

currently involved, has never passed and has had the bill number changed in the 

intervening years. The bill HB00498 was announced originally as HB03033, a number 

that was changed or reassigned to a bill that promoted educational reform to work 

against “brain drain” as of the same period. That bill remains pending as well. According 

to Representative Biazon the relocation of medical tourism to the DoT would be central 

to a reinvestment and reorganization to grow and improve the nation’s reputation and 

capacity for medical tourism: “Promoting the health and wellness sector especially the 

medical tourism industry will accelerate socio-economic development, earning of 

foreign exchange and stop the exodus of the country’s medical professionals (Modino, 

2011, p. 1).” 

I contacted an interlocutor from my period of study in Manila to ask about that bill 

or other changes but they were unaware of the bill.
41

 While this informant no longer 

worked on medical tourism at the Office of Special Concerns, I was assured that to the 

best of his knowledge, the situation remained largely unchanged since 2010. The doctor 

I spoke to did point out that Representative Biazon was a war hero and a distinguished 

politician, having been an important reformer in the military and a staunch “republican” 

during the transition fall of the Marcos dictatorship. The doctor also felt it appropriate to 

draw attention to Biazon’s advocacy for the “Philippine version of Roe vs. wade,” which 

had passed in 2012, though it remains contentious even after exculpation of sections by 

the Supreme Court. I had asked why the doctor believed that Biazon would be pushing 

for the relocation of medical tourism into the DoT, and while the doctor didn’t know, he 

mentioned the Responsible Parenthood and Reproductive Health Act of 2012 explicitly 

to imply that Biazon had medical bona-fides , and then expressed that if the medical 

tourism bill wasn’t passed by now it never would be. As the doctor says: “If the abortion 

bill can be introduced and passed in that time, this wouldn’t have had a problem…” 

Shortly after the medical tourism bill was introduced, the former president Gloria 

Macapagal-Arroyo made news about medical tourism for the second time. While I was 

familiar with her as the voice advocating medical tourism as my first introduction to the 

Philippines, she had been associated in the popular media with the industry as well. In 
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 Email to Dr P., Personal Communication, August 2014. 
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November 2011, Macapagal-Arroyo sought permission to seek medical services outside 

the country stating that the available domestic services were inadequate (Rosero, 2011). 

The contrast between her active endorsement and material support for medical tourism 

during her term as president and her very public decrying of domestic healthcare as 

inadequate to her needs drew attention and ire. The scandal was particularly vigorous 

because, under allegations of corruption during her presidential term, she was considered 

a flight risk from prosecution and barred from travel (Associated Press, 2011; Rosero, 

2011). Macapagal-Arroyo was eventually arrested for corruption, and never did leave the 

country for surgery. Facing criminal charges, she received what turned out to be 

adequate care domestically and recovered well. Given the political culture around 

corruption her eventual trial may or may not be as adequate, but in the meantime, the 

yearlong fight over her care and her eventual recovery drew attention to the one-time 

champion of medical tourism. Needless to say, as medical tourism has continued to be 

increasingly visible globally it will not disappear as an issue of authority and best 

practices any time soon. 
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7. Americans Working In/On Medical Tourism 

 

There are two different types of conference about the topic of medical tourism: 

the research conference, which is newer and of which there are subcategories, and 

industry trade shows. These two forms of gathering have two different espoused goals. 

The trade shows are networking opportunities largely aimed at suppliers, providers and 

industry participants. On the contrary, research conferences tend to focus on the 

demographics and geographical intricacies of the locations involved as destinations and 

departure sites. While individual conferences on research have been held, for example 

on legal and regulatory harmonization in Europe,
42

 the research center on medical 

tourism at the University of the Incarnate Word, in San Antonio Texas, which organized 

the conference  I will write about first, was the first to establish an annual conference.  

In the last four years several other research clusters focused on medical tourism 

have been organized, but that first formation of an annual conference was an important 

step in institutionalizing the study of the industry and reciprocally in legitimizing the 

industry.
43

  As a lawyer and presenter at the conference said, “hodgepodge” or “ad hoc” 

responses to industry changes and the use of loopholes are no substitute for formal 

responses and regulation. These conferences discuss and disseminate information like 

the founding of a new set of European Union Parliament regulations on healthcare, 

which will have ramifications on the seeking of care and therefore on business 

response.
44

 At the same time, industry trade shows don’t provide much information, 
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 For example two different conferences covered the subject of cross-border healthcare issues in Europe 

and were both held in 2009: 1) The 1st International Conference on Bridging Knowledge in Long Term 

Care and Support and Crossing Boundaries between Ageing and Disability, organized by the European 

Commission in Barcelona Spain, in March of that year; and 2) the International Conference on 

Harmonisation of Technical Requirements for Registration of Pharmaceuticals for Human Use, Barcelona 

Spain, organized by the International Council on Harmonization, ICH, in the summer of 2009, which was 

one of a series of conferences related to pharmaceutical and therapeutic harmonization. 

 
43

 Along with the research center at The University of the Incarnate Word, a research center formed at 

Simon Frasier University, Vancouver, Canada, focused on bioethics; another at  the University of North 

Carolina, Pembroke, associated with the school of business; and a less official cluster of researchers in 

Europe organized by Meghann Ormond, currently on the faculty of Wageningen, Netherlands. Each of the 

other organized groups has held research conferences, but the group at the University of the Incarnate 

Word remains the only one with an annual event. 
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because as service-based, profit-driven companies, information is seen as proprietary 

and granting competitive advantage. Discussing this situation with a participant at the 

research conference, he said, “The whole value of a conference like this” was because 

otherwise the companies have no incentive to exchange information outside of private 

partnerships.  

 Trade shows like the series of World Medical Tourism Global Healthcare 

Congress (WMTC, now in its seventh year) overtly describe patients in terms of 

aggregate “patient markets” according to my informants who attended the 2010 

congress. The doctor I spoke to who attended the conference noted its overtly “business” 

tone, and believed he was unusual in representing the medical side of the industry. The 

WMTC has boasted “the world’s largest” conference on medical tourism on their 

website since its inception and self-reported attendance in 2010 of around 2000 

participants. This large annual trade show is singular in a field comprised primarily of 

smaller nationally sited conferences like the South Indian Medical Tourism Conference 

2010 (in Bangalore India) which serve to “promote” the local sites and industry. I have 

recorded what is certainly an incomplete list of 46 different local trade conference 

announcements in four years that were sited and focused on seventeen different 

countries, with repeated annual conferences in some countries, including Thailand and 

Kuwait. For instance the Kuwait Medical Tourism Conference, now in its fifth year, is 

run by the Ministry of Health. In a statement quoted on the website, the National 

Minister of Health Hilal Alsayer described the importance of medical tourism for 

Kuwait: 

The monumental scientific and technological advances that impacted the 

healthcare professions in recent years have created countless new opportunities 

towards conquering age long diseases. Healthcare science is experiencing leaps 

of unprecedented magnitude; this, together with advances in communication and 

information technologies has promoted the emergence of medical tourism 

                                                                                                                                                
44

 In January 2011, the EU Parliament passed a resolution to allow the formation of “closed” and not 

publicly released lists of medical conditions and procedures that are not expected or required for 

reimbursement between different national healthcare systems. Thus, while the EU still requires member 

states to honor each other’s healthcare provision commitments the parliament has determined that there is 

only a limited “right to provide [and presumably receive] services.” This modification is intended to 

clarify case law, but in fact modifies the basic principle underlying healthcare within the EU. 
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throughout the global healthcare community …  Kuwait Medical Tourism 

Congress organizes the Exhibition cum Conference for international players in 

the medical tourism. Learn what it takes and how to attract Kuwaiti consumers—

their cultures, customs, and expectations (Alsayer, 2010). 

Like most of these conferences the rhetoric used is explicitly market driven. They 

directly leverage the relationship of technoscience and development to display ideas of 

scientific progress and modernity while primarily advertising for private industry actors. 

These meetings are performative on multiple levels, not simply functioning as 

gatherings. Because they are public, and linked to institutions, they are marketing for the 

nation. Conferences represent a spatial convergence and discursive concentration of the 

ideas around the subject of discussion; they represent the active efforts of participants in 

a widespread discussion to come together and consolidate opinions, negotiate divergent 

positions and share resources within ongoing debates over direction of action. As such, 

conferences are a predictable and understandable stage and element in industrial and 

institutional formation. I became aware in researching medical tourism that in recent 

years two series of conferences were forming. One, the previously mentioned WMTC, 

organized by the medical tourism association (MTA), an industry organizer and trade 

magazine publisher, has taken place largely serving as a trade show and meeting of 

industry business representatives. At the time I learned of it, the other conference, on 

medical tourism ‘research’ was in its second year (currently fourth), and organized by 

the Center for Medical Tourism Research (CMTR) of the College of the Incarnate Word 

located in San Antonio, Texas. Attempting to bring together interdisciplinary academic 

research on the development of the medical tourism industry, this second conference in 

2011 took place in Washington, DC, bringing together approximately 50 researchers 

from industry and academic positions, largely focused on business and marketing. 

At each conference I mentioned my own research, and acknowledged that I 

would write about the conference as data, however I suspect that few of those 

participating would particularly remember or consider my work serious.
45

 This is an 

example of what Marcus (2000) describes as para-ethnography, or the extension of 
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 Attempts to contact those quoted for confirmation after writing commenced were of mixed success. 

While I have changed the names of others, I considered the statements made by Peter Lymm and Trevor 

Gunn as presenters to be public statements. 
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ethnographic observation to para-sites that “blur the boundaries between the field site 

and the academic conference” (p. 5). These sites are “where ethnographers work at sites 

of knowledge production with others, who are patrons, partners, and subjects of research 

at the same time” (p. 5). While these sites may be considered elite, they represent 

gatherings of “moderately empowered people” who participate cooperatively in 

definitional and transformational social efforts (p. 5). In this approach to conferences as 

para-sites, of interactive moments when observation and participation are possible I join 

a tradition of conference ethnography that precedes this name. Scholars have long been 

doing this sort of balancing act within Science and Technology Studies and noting the 

ethical difficulties of maintaining participation, as well as the reality that this sort of 

interaction comes with the territory of ‘studying up’ and focusing on knowledge 

production communities (Downey, 1998; Downey, Traweek, & Dumit, 1997; Heath, 

1998; Kohler, 1994; Reiter, 1999; Traweek, 1992).  Of particular note in looking at 

participation within these conference sites it is the repetition, usually undefended, of the 

assertion that investment in medical tourism would naturally (or without planning) 

equate to, or trickle down into, an investment in healthcare services provision expansion 

more generally. That is to say that the unquestioning promotion of the idea that medical 

tourism provides choices and those choices add to a general good became a repeated 

narrative of note in these different communities and conferences.   

 

7.1 The 2nd Medical Tourism Research Conference,    

   Washington DC, Feb 23-24th 2011 

The last panel session of the second annual Medical Tourism Research 

Conference, organized by the Center for Medical Tourism Research (located at the 

University of the Incarnate Word) began without fanfare as the speaker entered the room 

late. One of four potential choices, the panel entitled “Technology and Medical 

Tourism” involved presentations from corporate representatives on how their companies 

were positioned in relation to medical tourism. Attendees of the conference were mostly 

from two groups: leaders of small business or NGO firms directly involved in medical 

tourism and global medicine; and professors and researchers based at small or medium 
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sized universities on faculties of marketing, business or management, as were the 

conference organizers. In the audience there were a slim scattering of graduate students 

but few, if any, other presenters or participants in the conference spoke on behalf of 

entities with such institutional research weight. Throughout the two days of the 

conference leading to this final panel, I had noticed the business people present 

particularly because I was more familiar with academics. Questions about application 

and markets had been toned differently than my own experiences at academic 

conferences had led me to expect. A magazine writer asked the presenter of a survey, not 

about methods of categorizing respondents but rather: “How can we distinguish your 

survey groups in marketing?” And the presenter, having performed the survey as part of 

a master’s thesis on healthcare marketing, was able to answer. Age and household 

income apparently defined everyone beyond any individual traits, age and household 

income “determined healthcare choices.” 

At that final panel business was thoroughly represented. The two presenters 

represented a different class of organizations than the others at the conference, the two 

presenters looked very different but were introduced as being social if not biological 

“twins.” Dr. Trevor Gunn, adjunct professor of international relations at Georgetown 

University in his spare time, acts at a level of participation in international medicine 

beyond the scope of the researchers who listened to him. A former director of a program 

at US Commerce Department for business expansion in the wake of the division of the 

Soviet Union, he now serves as Senior Director of International Relations for Medtronic, 

the world’s largest independent medical technology company. He is large and powerful 

looking in a businessman sort of way, broad in his shoulders with graying hair and wore 

a concertedly understated suit. Medtronic, a company based in Minneapolis, has about 

38,000 employees and produces more “medical technologies” than any other corporate 

entity.
46

  With annual revenue in excess of fifteen billion dollars annually, their products 

are found in a majority of hospitals. Between his position and his size he matches the 

expectation one might have of the controlling elite of medicine. 
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 Further details about the products and corporate structure of Medtronic can be found at their official 

website, along with details on their non-profit foundation. http://www.medtronic.com. 
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Dr. Gunn’s “twin” is Peter Lymm, a slight and aging Asian man who dressed 

more casually. With his longer hair pulled back, he had the appearance stereotypical in 

the media of someone who has moved into management from information technology. 

Mr. Lymm is the Vice President and CAO of Samsung SDS Corporation, though he had 

previously been a vice president and senior executive for Aetna, and maintains strong 

ties to the American health insurance industry. Samsung SDS is the wing of the 

Samsung Corporation that develops and distributes non-consumer information and 

communication technology (ICT), providing consulting and infrastructure for major ICT 

projects worldwide. This component of Samsung has more than 11,000 employees and 

lists profits in excess of three hundred million dollars. They have been involved in 

establishing data systems and electronic infrastructure in thousands of hospitals 

worldwide and continue to expand their influence on the way medicine is practiced 

globally. 

In their prepared speeches both men described their companies and projects 

emphasizing the development of global medicine. Dr. Gunn referred to Medtronic as a 

vital player in “global healthcare ecology” while Mr. Lymm emphasized how Samsung’s 

increasing global integration will pave the way for increasing travel for care. The global 

distribution of technologically sophisticated medicine was presented as “good business” 

that offered “solutions” to pressing concerns. Information technologies allow 

communication and secure record keeping, availability of medical technologies, and 

standardized techniques that improve patients’ lives. While the speakers never came out 

and said that “good business” meant profits as well as social benefit, it is clear in 

subtext. They discussed quantities of sales, barely distinguishing product and patient. 

They advocate the penetration of markets as a precursor to improvement of quality of 

healthcare in newly opened markets among developing nations as well as traditional 

ones such as the United States. Cross-national “initiatives” were touted in the language 

of management as increasing access and quality of medicine, but the PowerPoints behind 

them listed carefully surveyed sales data, and neatly arranged linkages between 

corporate structure and potential market opportunities for expansion. There was no 

research about medicine represented; their data is market valuation. At one point Dr. 

Gunn repeated a concept I hear often in this group, that the spread of high tech medicine 
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will spread its benefits across the world at large. It seems to him that the whole world 

will generally benefit from the investment of resources in some areas, a sort of trickle-

down economics of healthcare. Mr. Lymm described the importance of his company 

products (or those like them) in the harmonization of medical records and procedures at 

all scales from city to state, regional and global. “Communication” is the new frontier, 

“the future” of medical infrastructure today, according to the communications 

technology salesman, but according to him, the importance of high-tech, high price tag 

communications is that they will allow globalization, “openness,” the deterritorialization 

of healthcare, and he suggests lower prices. 

I raised my hand to ask if there is potentially the chance that investment in these 

technologies can change the way healthcare is practiced in the meantime. Mr. Lymm 

didn’t respond, but Dr. Gunn answered, these “technologies [and systems] are designed 

with [and] by doctors.” implying that how medicine is practiced, the technology is 

developed in response to the “needs of patients” and innovation means the potential 

changes are good ones. It wasn’t the first time that the expertise of doctors was 

suggested as both an integral part of the market strategies of medical tourism, but also as 

a counter-balance to any questions about the market’s fitness to provide medicine.  

I would like to reiterate my efforts to protect interlocutors by use of pseudonym 

or abbreviation.  A few hours earlier outside of the breakfast one of the conference 

organizers, David, described his pleasure with the attendance, “This group is about 50 

percent, maybe a little more, of the people who are doing [rigorous] research on the 

subject [of medical tourism].” He mentioned this to distinguish the group from the 

previous year, when the group included more business consultants and comparatively 

limited academic attendance. A total of seven times during the conference, this group of 

serious researchers, senior members of the community, reiterated the exact phrase, as if 

unquestionable fact, that “medicine is a business.”  One of these people was the 

conference keynote speaker, a Harvard University professor of law and bioethics. David 

had repeatedly impressed on me his desire to put business into conversation with a wider 

group of researchers and participants.  

In the final session, while Lymm and Gunn presented, David sat across the aisle 

from me. As the two speakers wrapped up questions and answers, he took the 
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opportunity to speak, framing the discussion and thanking them, describing their work as 

helping both the industry and patients: “…their work reflects the best of values… as they 

advance technology and medicine…” 

And with his framing ringing in our ears, the discussion moved to the audience. 

The panel had officially ended and the conversation could take place. A middle-aged 

South Asian woman, Ms. Nayar, of the Society for Accessible Travel and Hospitality 

asked the speakers about the effects of all this on marginalized populations, and a 

moment of silence ensued. Looking around, David began to explain that everyone was 

aware of the importance of thinking about such things, but that we could “all agree that 

when you increase the investment of healthcare everyone benefits.” 

David continued about technology and distribution of Western-style medicine, 

explaining that the sites where medical tourism had promulgated as an industry 

invariable increased investment in medicine. After two days of this, I interrupted as he 

said that investment of healthcare benefits everyone. I asked “as an ethical statement, I 

sort of agree, but it hasn’t ever been empirically shown that that is true. Have you got 

any evidence?” 

David and the room took a longer moment of silence, and he began to explain 

again in a utilitarian ethic of most good for most people, that the increasing quantity of 

healthcare would provide more care for the people. And then, he repeated that if we 

provide more medical care in more places that it would trickle down. I interrupted again. 

“As an ethical statement, I agree that we need to provide more medicine to more people. 

But it has never been empirically shown that simply investing in a site will provide 

care.” I received no response, but I could see David still smiling, clearly appreciating a 

good argument, and Ms. Nayar taking the opportunity to start talking to her neighbor 

about people in need, but the room was split. 

As the conversation began to end, people actually stood up to leave through the 

door in the corner. From behind me an older man, a nonprofit’s marketing director 

named Mr. B, who had looked cranky throughout the whole conference, proclaimed 

loudly: “If the whole thing is based on the profit motive, it’s all fucked!” And with that, 

the conference ended.  
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In the entirety of the conference, those of us who had been waiting to hear a 

counter-narrative had not found one. Speaking to David and others about this end note, 

and my sympathy for the two other malcontents, I was told they also that they had 

noticed the lack of concern over accepting market and profit motive, of “medicine is a 

business.”  That is to say that, when Ms. Nayar, Mr. B, or I had questioned the profit 

motive, David and his cohorts had noticed that we were unusual. David admitted that he 

had some concerns with market-driven approaches to healthcare, but marked them down 

to inconsolable worry, because this is “the state of things, we don’t really have a 

choice.” 

The conference presenters at the second annual Medical Tourism Research 

conference represented a cross section of stakeholders and actors in the formation of the 

industry, including some very active representatives from within the industry. With some 

recognition of the limited comprehensiveness of the participation, the conference 

organizers saw the expansion of diversity to be centrally one of disciplinary identity, 

including more than one anthropologist (not presenting) among the marketing and 

management oriented researchers present. The conference organizers had founded a 

research center hosted at a school of business and management and had spread the call as 

widely as possible to reach other stakeholder groups. They were pleased by the breadth 

of attendance following the previous year. At the 2010 conference many of those 

attending were business consultants who came to, as one organizer described it “talk 

about what they could offer” the quality of research was largely anecdotal. This year was 

an improvement including more direct empirical research, and a broader cross section 

(however limited) of research disciplines. 
47

 While the purpose of the conference was 

always to bring together researchers for the purpose of improving the industry, it has 

increasingly also held the goal of maintaining attention on rigorous research, as opposed 

to simple demonstration and networking commonly conceived as the provenance of 

trade shows. While the distinction is one of research ethics in its current incarnation, 

these two “types” of conference seem to be drifting closer to each other in form as time 
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 While not having attended more recent conferences, according to the CMTR website, the 2013 

conference was co-located with the Annual Meditour Conference, and renamed the “Global Connected 

Care Conference and 4th Meditour Expo,” implying that the conference had become more like the WMTC 

and more directly industry networking and less focused on scholarly research. 
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goes on. This drift is due to the increasing inclusion of expert researchers from diverse 

fields invited as trade show speakers, and with increased formalization of the industry 

the sophistication of information presented becomes more akin to research, and the more 

recent Medical Tourism Research Conferences have included some elements more akin 

to trade show marketing. 

But the slippage isn’t only on the research side. Speaking to a researcher I knew 

who had attended the most recent 2013 WMTC congress, I asked about content. They 

were pleased with the increased quality of survey and marketing data and informed me 

that at each of the last two WMTC, presenters from the two largest accreditation 

organizations (JCI and ISO) had given presentations covering the details of 

accreditation, regulatory hurdles and other intricacies of international politics. These 

presentations, he felt, were akin to detailed research despite their articulation being 

effected as part of a marketing effort. 

Within the para-site of the 2
nd

 annual Medical Tourism Research Conference, 

discussion centered on opportunity and strategic planning, sharing reference to recent 

studies about participants, extent of phenomena, and potential marketing and quality 

control plans. Despite these practical discussions, frequent speculative reference was 

made to the potential impacts of ongoing changes under the PPACA and within the 

insurance industry. Participants often referenced changes in law as potential challenges 

and enablement. Wondering how new forms of harmonization (the increased 

interoperability of laws), and other expansions of regulatory and legal regimes, would 

allow increased comfort and protection for patients, attendees largely considered these 

changes in terms of potential benefit to for-profit companies. Regulation, whether non-

governmental such as accreditation or national laws, was described as an issue for 

already established businesses who may be forced to adjust. Those looking at the 

industry as a whole or who were yet to start their project could tactically deploy within 

the spaces open either outside of regulatory enforcement or within the spaced it created, 

because they were flexible, but as one person said: “...but if a business is already there, if 

their market suddenly disappears, well that’s the difficulty of changing laws. The laws 

are always intended to promote industry … Effects aren’t always evenly distributed…” 
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This fear of the impacts of regulatory change seemed particularly available for 

comment around the (not yet implemented) Patient Protection Act, which many seemed 

to think would decrease demand for medial tourism if it was successful (as of writing no 

evidence has suggested that the number of travelers has decreased). As one marketing 

student commented: “… people will still go, but who will go… and if more Americans 

have services here, that changes who goes, and…right now medical tourism is legitimate 

because it provides all these services, and we don’t know about backlash…”  The group 

demonstrated awareness of the potential critique of exploitation; reiterated commitment 

to a free-market ideology in response; and pointing out that the effect of these failings 

and “challenges” was to make local regulatory bodies hostile and dissuade patient 

participation.  

According to a representative from an alternative medicine and wellness 

facilitation group, “it is important to be seen as working with locals.” The narrative 

specter of exploitation haunted the proceedings. According to a marketing professional, 

“We don’t want people to think that we’re taking advantage of sick people.” 

 Ms. Nayar, the advocate for the disabled in tourism, pointed out that none of the services 

took into account different kinds of patients, but that they needed to because they want to avoid 

problems. But perhaps most directly, one “industry professional” directed attention to the 

question of a conflict of interest between parties with the comment: “We’re in the 

business of choice, providing choices, we’re not doctors, what we need to do is make 

sure the most people have the most choices.” 

 With the emphasis on the market directing services provided, and an assumption 

of flexibility in the industry, even questions of rights and ethical concerns were 

translated into market logics. Their willingness and ability to shift ethics onto the market 

is reflected by the choice of a bioethicist as the keynote speaker, a lawyer with focus on 

the bioethical regime in American federal law. Glenn Cohen provided a legalist account 

of the American healthcare market, and clarified that legally medicine is a service like 

others.  

While Cohen was concerned about the effects of the marketization of medicine, 

he accepted the premise that it is the basic structure of healthcare provision in the US 

and the next step is regulation of that market (G. Cohen, 2010; I. G. Cohen, 2012). In his 
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presentation, Cohen stated that in US law, the assurance of quality of care came from 

tort law surrounding malpractice, and that from a bioethical perspective a key concern 

around medical tourism is the lack of congruence and agreement on malpractice laws.
48

 

Following Cohen’s presentation, other presenters offered repeated references to it, 

suggesting that promoting a buyer-beware stance made sense in light of liability as the 

basis of protections. For example, three different presenters distinguished between 

malpractice protection’s absence as a problem and the fact that the industry relied on 

good consumers. A representative from sp-finder.com stated, “the industry needs to 

continue] emphasizing that patients do their research.” 

Mr. Lymm of Samsung, described how electronic medical records and increased 

transparency were, “a real defense against medical problems, and from the perspective 

of outcomes innovation in digital systems is a move towards… [protection] of patients 

who can therefore receive the best care.” A marketing student in the audience summed 

up what I felt was the general feeling, saying, “this is about healthcare, but it’s like 

anything, you get what you pay for. 

Asking an economist present from North Carolina who researched medical 

tourism but wasn’t presenting about this repeated reference to the lack of tort law 

reciprocity and a stance of caveat emptor I was greeted with one version of words I 

heard repeatedly: “The benefits of the Market are obvious.” For him, as for most present 

this signified an appropriate attention to ethical concerns despite the non-presence of any 

discussion of structural alternatives or extended questioning of the ethics of practices 

within the industry.  

One panelist, a Canadian doctor discussing her work in comparatively socially 

complicated ways, made reference to the legal complications of cross-border travel, 

while on the same panel another economist from North Carolina dismissed ethical 

concerns as extraneous to legal intervention. During the question and answer I asked 

how they accounted for the potential of the system of pursuing economic opportunity to 

have unintended consequences, and he responded that although these were likely, they 

were not the issue, on the grounds that “[business] is directed towards its own goals.” 

                                                 
48

 This particular focus may have been audience specific, as Cohen’s publications cover a broader array of 

ethical concerns that implicate the practice in relation to both domestic provision and the development of 

destination site healthcare infrastructure.  
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Legal protections alone would respond to these ethical issues. Both Carolinian 

economists had the misfortune to sit next to me at breakfast that day and one asked what 

I studied. I said initially that I was a social science researcher on social issues in science 

and technology, and that I was studying whether the expansion of medical tourism 

would have effects on the practice of medicine; how technology is used to respond to 

difference; and whether what we think of as individual choice and appropriate state 

participation in healthcare was changing. He glazed over and still looked annoyed, a 

combination of facial expressions I am unused to, cutting me off to say something to the 

effect that medicine is a business and specifically that the overriding good is that, 

“competition grows innovation.” On the basis of that logic, medicine and technology 

have to be a market for the common good. I was one sentence into an example of this 

being untrue when we were reminded to move to session and we avoided each other 

after that as much as possible. 

Between sessions I had a chance to speak to the graduate students and the 

administrative assistant laboring to organize the conference. I asked whether they saw 

medicine as a business, and if they believed the only way to deal with it was as a market. 

Each said yes. Inquiring about whether they considered that to have always been the 

case, they were split between saying yes and saying that it hadn’t been so under 

communism, and before modern medicine. One mulled over the question of, “if you 

didn’t make it a business then how would you end up with things like MRIs available?” 

I asked if they thought their and the conference attendees’ perception of medicine as a 

market business was particular to this group or universal, and all but one said something 

to the effect of it being obvious.  

Of the five people standing with me, all but one comfortably said, everyone had 

to see that medicine had to be a market. The lone dissenter said that the only way one 

could practically deal with healthcare in this country was as a market. If everyone 

thought it was “something you pay for, it was something you pay for,” but allowed that 

if people were convinced otherwise, it might possibly have caused things to be 

otherwise. They described this obviousness of the market as why the Obama 

administration’s healthcare reform bill (PPACA) was so controversial. Referring to the 

PPACA one stated that, “it asked everyone involved to change their mind.” When he 
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said this, I asked if everyone who believed in the market and resisted the PPACA 

included patients or just policy makers, to which he was less sure. The five of them, 

when pressed, weren’t sure if the market logic they espoused was universal or simply 

universal in those who actually have a choice, those that make policy decisions, and 

those who have the power to enshrine their beliefs in ways that become commonsense. 

 Along with those students, my impression was that the conference as a whole 

presented the idea of the valuable market as unquestioned. Throughout the conference 

every panel I attended exemplified three central positional commitments of the 

participants in the conference: 

 Medicine is being consumerized, and this is a good thing because it gives more 

choice and they assume rational subjects who want choice. 

 Marketization improves availability of services through competition and 

improves medicine in general by encouraging innovation. 

 Increased investment in medicine, medical technology, and increased 

participation in the global healthcare market will automatically increase total 

available medical resources, and therefore improve healthcare conditions in local 

sites and globally. 

It is the cumulative aspect of this third idea that seemed most at odds with the 

otherwise sensible people, who described medicine as expanding due to medical tourism. 

In part this seems a product of their preoccupation with industry growth. Their attention 

was specific to the making of medical infrastructure and facilitation of travel, with a 

seeming disregard for the internal workings of healthcare in the departure sites. 

Dominating the panels were questions like, “how do patients see their reasons for travel 

and how do those reasons shape expectations of destinations?” and “how best can we 

market towards patients?” 

By consistently asking what destinations can do to make themselves more 

appealing, the audience echoed the concerns expressed by the industry shapers in the 

Philippines, considering the primary problem one of influencing the choices made by 

potential consumers. They replicate the pattern mentioned above of seeing patients as 

market resources to be attracted, and at the same time they conceive of the departure and 

destination sites as disconnected other than this market opportunity. When mention of 
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patients’ departure sites is mentioned, it is each time framed in terms of a lack of service 

pushing patients to seek care outside. But this lack of care was never articulated as a 

fault, it was a “reality of the market” as one person said. The real reason for travel was 

that “patients are becoming more aware of their own options; they aren’t settling for 

what is or isn’t available at home.” There is no discussion or apparent consideration of 

the distinction between the ability to pay and the lack of service availability. Thus if 

people can’t pay, the reason is because the service that patient needs isn’t available, or, 

stated differently, the lack of services at a price the customer will/can pay is the same as 

any form of lack of availability. An appropriate response is to educate them on the 

available choice of service providers overseas. Mirroring the tourism professionals I 

spoke with in the Philippines one marketing professional stated that, “People know about 

their homes, but the problem for us is getting them to know about medical tourism.” It 

didn’t enter the conversation that potential outcomes include the increase of prices as 

participants in local healthcare economies are forced to deal with this new component of 

global exchange in services.  

This general situation is readily connected to market/consumer logics of choice, 

but the underlying relationship between understandings of choice and the practices of 

incentivizing, advertising, and ultimately influencing consumer decision making had an 

uneasy contrast to me. A personal and academic background where the limitations on 

choice, and research attention to the constraining and enabling factors behind actions, 

including participation in medical tourism, was centrally responsible for my focus on 

choice in this document. The vignette presented here, and my surprise at similar 

naturalization of choice at the anthropological conference I discuss next, made me ask 

why the benefits of choice were, as the economist described the market, “obvious.” 

My questions of the simultaneous constraining and enabling function of discourse 

latched onto the idea of choice stem from its appearance, implicitly and explicitly, 

throughout these conferences as the primary justification for market logics. As my 

interlocutors describe the market, we need a market so that people will choose to 

innovate; we need a market so that patients will have choices; and we need choices 

because otherwise the market will not work. That choice can be articulated as a 

justification, a structuring societal element important in the social sciences since Marx 
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and Weber, shifted my attention on the whole project. Why do these people, honorable 

and concerned about other human beings, so unquestioningly assume that this particular 

conception of choice is an obvious benefit? 

Within the discussion of neoliberalism, a literature has developed examining 

changing management practice and its participation in neoliberalism, enabled by and 

constructive of this regulatory mode or governmentality. Neoliberalism serves as an 

analytic frame reliant on choice rather than rights (Marttila, 2013; Solinger, 2002). I 

consider the above conference therefore a prime example of how choice serves as 

justification sui generis that is without peer, overwhelming other forms of ethical 

discourse for many people. For professionals genuinely concerned with healthcare, the 

participants of the conference did not question the market because it was the social form 

that provided choice, and they did not question choice because it was an obvious good. 

As discussed earlier choice functions here as a justificatory regime encompassing 

many localized practices by referencing a broad participation in them, it is the 

organizing structure of neoliberalism to both advocate choice, and present itself as the 

choice of those participating (Fairclough, 2005; Scott & Weiskopf, 2009). Part of what is 

noteworthy about the apparent uniform acceptance of this justification at a hybrid site of 

contact like an interdisciplinary conference is the range of people from across disciplines 

and geography who articulate the same value. That this articulation appears again in the 

next conference, within a very different community drew my attention to the aspect of 

shared justification. As discussed earlier my usage of justification is distinct but similar 

to that which arises in the work of Norman Fairclough or in the theory of Boltanski and 

Thevénot, because I believe this organizing justificatory function of the discourse of 

choice occurs across communities of practice rather than stemming from the values 

within a specific field (Boltanski, 2006; Fairclough, 2005). The justification usage is 

established by individual actors, particularly those with social authority that influences 

(as a rhetorical act) the practices of others based on its ability to shape the conceptions of 

appropriate. Conferences where conceptual education and boundary work is explicitly 

articulated present a particularly strong example as people iterate and reinforce the 

shared value. I suggest that this same referential practice, the service of neoliberalism 

chief among governing mentalities (Campbell, 2007) with a particular focus on choice as 
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justification is a common thread between the market proponents of the Conference on 

Medical Tourism research and the group that I will describe at the American 

Anthropological Association Meeting. 

 

 

7.2 American Anthropology Meetings,      

 Montreal Quebec, November 16-20 

 

At the 2011 American Anthropological Association meetings I was on a panel on 

internationalization of healthcare and reform movements on healthcare. My particular 

presentation was on the connection of healthcare reform and insurance and medical 

tourism, the contents of which are distributed throughout this dissertation. It is unlikely a 

reader of this dissertation is not aware of how conferences/panels are run or are not 

familiar with academic panels. Panels are tracked by the conference and endorsed by 

groups, such as the Anthropology Association. In this case the panel was called 

“Redefining Insurance, Redefining Governance: US Health Insurance Reform in Global 

Perspective.”  Because of endorsement and a panel track of high profile scholars, 

attendance was high. Approximately 60 people attended including 14 panel members 

and presenters that were attached with each other. Rigorous and interesting research and 

information were presented throughout.  

Having emphasized in my own presentation, as did another presenter, that 

discourses of choice are extremely active in medical tourism, we moved into the 

question and answer period with some expectation of touching on the importance of 

discourses of choice. What transpired was a heated debate on the nature of healthcare 

reform movements and ongoing patterns linking reform with patient advocacy and 

participant responsibility, even when deemed activism. Becoming interested in the 

responses to my presentation and to the reception of my critical presentation on the 

discourse of choice (an early version of work included in this dissertation), I pressed on 

the topic of choice. I asked several of the presenters about the importance of choice in 

healthcare reform movements and whether structural constraints and situational 
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responsiveness dictated a greater degree of responsiveness in the formation of healthcare 

reform movements than individual choice. A senior scholar in the audience responded 

that a central tenant in the movements was the formation of knowledgeable participants, 

protection, and production of individual choice.
49

  And as part of their comment they 

stated that it was clear that patient’s primary protection was the protection of voluntary 

participation and informed consent. I was reminded of the comments on protection of 

medical tourism by consumer rights (mentioned in the preceding section) and asked if 

that was really the only way to protect patients. At least for the vocal majority protection 

of patients was clearly articulated as equal to patient choice. 

What followed in the room was a close debate of how choice and patient 

protection connected shaping and even naming aspects of the national healthcare debate 

in the contemporary moment, including the Obama-care healthcare reform bill formally 

titled the Patient Protection and Affordable Care Act. In this discussion there was some 

confusion because following the primary naming of the bill, Obama’s administration had 

shorthanded the bill as the ACA (or Affordable Care Act), thus dropping the 

nomenclature of patient protection. An angry nominalist in the audience directed our 

attention to the frequency of shortening names, including a discussion of the shortening 

of the name of the CDC or Centers For Disease Control (and Prevention), which only 

infrequently is referred to with the “and prevention” component. After an audience 

member commented upon the shortening of the CDC's name in common usage, they 

suggested that the actual naming of the object is not as important as the actual contents 

of the bill. While explaining that the CDC's mandate had shifted to tracking and response 

from active prevention campaigns, the nominalism was rejected as important because it 

reflected changes, rather than being complicit or active in those changes.  

The nominalist and I were told that the imperatives that shaped the name in use, 

and shaped the funding and therefore priorities of practice at the CDC, were the same 

pressures, and that the name wasn’t important. The nominalist and I disagreed. The 

name, standing as a metonymic symbol for the change, required some acquiescence by 

me that this was within the available options of the CDC. Even if they couldn’t have 

                                                 
49

 While that particular scholar was unknown to me, the line of thought about the importance of voluntary 

participation in movements is clear in Brown et al., 2002; and Tershen, 2002. 
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fought the budget, they could continue to prioritize active public health in their name. 

What followed after a brief response of another scholar and me about the dropping of 

protection was a general articulation of a shared value placed on choice by the audience. 

This demonstration of underlying consumer logics of choice was a moment of consensus 

that surprised me. Despite the potential critiques of discourse of choice within the 

neoliberal consumer mode I had expected from an audience of critical anthropologists 

the defense of choice was profound. Someone in the audience actually raised their hand 

and said, “...but of course everybody agrees that choice is a good thing.”  

Their statement closely mirrored my experience with the medical tourism 

conference in which a dramatically politically and demographic different group 

espoused the same faith in a shared cultural evaluation of choice. The room more or less 

fell quiet, without the dissent that I assumed would have arisen, and I felt the need to say 

that I believe that “choice is not a good thing.”  The silence continued after my raised 

hand and I expanded by pointing out that choice is never valued neutral, and the 

importance of choice is determined by the choices or options chosen between. The 

varying responses were as followed: “Certainly we are not talking about the choice to 

starve here?”; “Not all choices, but having a choice?”; “Real choices”; “If we’re talking 

about [healthcare]…it has to be a choice.” 

These statements by audience members were part of a group articulation that lay 

at a distance from those at the medical tourism conference, which revealed a basic 

difference in understanding of what constituted choice. This choice was about the right 

to choose, not about markets. Audience members made clear that choice wasn’t simply 

the market; it was “[enabled] by situations.” It was, “important for individuals because if 

others make choices for you … [it implies] not just consumer choice, but agency.” And 

while we didn’t ever agree on the importance of the names of the PPACA, or the 

CDC&P, we were able to establish that unlike the participants from business at the other 

conference, there were some limitations to how people talked about choice that were not 

good. Few of those involved the debate would articulate as I had that choice in itself 

wasn’t a good thing.  

The interesting thing about discourse formations like medical tourism and choice 

is that they have the ability to be multiply meaningful, to offer many possible uses (both 
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positive and negative) within processes and outcomes without contradicting the 

protected value placed on choice. As discussed earlier the term medical tourism can be 

active in rhetoric in many different ways, and so too can the discourse of choice. For 

some audiences it calls to mind the abortion debate, for others markets, and at this panel 

on medical tourism, the word “choice” was loaded with the power to prevent abuse by 

experts. I did not share the presumption that choice, in this case disguised as informed 

consent, was totally distinct from the consumerist choice that was expressed at the other 

conference. Here a legitimate faith in the requirement of informed consent constructed 

personal choice as a necessary component, though distinguishing it at some level from 

consumer choice. 

Choice is flexible enough to provide both an absolute and situational value at one 

time, presented in this case as an underlying good and a situational and complex one to 

challenge the audience. In articulating a faith in choice, the audience developed an 

articulation that included specific enablement to initiate action to improve one’s situation 

or resolve health problems; as opposed to the medical tourism conference, during which 

participants’ response to the articulation of challenges to choice adhered very 

specifically to market logics and consumer choice as a definitional choice. The 

anthropologists’ repeated references to choice as indicative of voluntary participation, 

“real choice,” and “empowerment for choice” all demonstrated a different form of 

retrenchment than the recourse to market logics. What is important about this flexibility 

is that naturalization of choice at both conferences was flexible enough to be a tactic and 

value among both culturally and politically conservatives as well as a left or progressive 

audience. 

Within the audience of the anthropology meeting it became clear that the choice 

referred to was not consumer choice, but to, as one participant described it, “freedom 

and the ability to make and live the way they wanted to live.” For choice to mean that 

one is free to live independent of structural restraints is a particular culturally specific 

goal, and the discourse of choice within this audience was protected by the work of 

scholars widely read in the room who had established empirically the distance between 

contemporary conditions and that ideal. Present in the audience was Mark Nichter who 

is dominant within the Critical Anthropology of Global Health (CAGH) as well as 
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scholars like Paul Farmer, spend careers demonstrating the deep structural divides and 

active constraints within the arena of healthcare. In effect I spoke to a room full of 

people at the anthropology conference who had faith in choice, and an absolute 

understanding that most people had few or limited choice in practice. Even more than 

the business researchers, the divide between an ideal of choice as freedom and the 

acknowledged reality made clear it was a value they shared. If a central project of the 

scholars associated with CAGH assembled in that room is to demonstrate the intensity of 

restraint or constraint that exists on freedom of choice why would the language of choice 

remain so unquestioned. This potential questioning, the interrogation of the shared 

valuation of choice, remained unanswered for the day without access to interview and 

interrogate those present on the importance and meaning of the word choice.  

When the panel slot ended and we all went our separate ways, I apologized to two 

people in the conversation and said I had to take some notes, and that I would write 

about the panel conversation in my dissertation. They were interested they said because 

they felt I should focus on the distinction I had drawn between “choice” and “options” in 

the debate, that the audience wasn’t really talking about choice much of the time, but 

really saying that people needed better options and empowerment to select from them. 

They weren’t interested in some “general choice” but how you talk about specific 

“options.” I said the answer to that was to simply start by dismissing anything talking 

about choice, unless it is an action and the discussion includes some attention to the 

options or choices that were selected from and why. They found this an unlikely method, 

but we talked about how in their work, they often saw people focused on choices when 

the people didn’t really have many options. I remember one laughing as I said that was 

usually the real problem, we like selecting from 50 varieties of toothpaste but really most 

are made by Crest and Colgate and my brother who hates mint can never find anything 

but the children’s variety that is other than mint flavor. I used that example again when I 

discussed with a project design team the faults with their perception of medical tourism. 

They wanted to build a search engine to solve the problem, and give people more 

options. I told them that a search engine would end up being like toothpaste, and it 

would probably show people the same mint flavors they could find on their own. That’s 

the problem with choice, that it is always mediated, enabled and partial. 
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7.3 Making Tripmedi.com (consultation with a development team),    

  New York City, and digital communications, March- April 2011 

 

…As it turns out, I'm part of a competition called "The Startup Bus" which began 

with 6 buses leaving from cities all over the U.S. and converging in Austin, 

Texas for the SXSW conference. We then spent the next 2-3 days creating a 

complete startup business from scratch, and today our team actually made it into 

the finals for the competition!  7 companies out of 38 are moving on to the grand 

final, and we're feeling really good about our chances. Anyway, the reason why 

I'm emailing you is that our startup is called TripMedi.com (online right now) 

and hopes to become the Yelp.com of medical tourism…. (Mike Caprio, Email, 

Personal communication, 3/14/11) 

Like many graduate students I had bored most of my friends with mention and 

descriptions of my research. A few may have actually found the topic interesting, but 

this inadvertent networking ended up connecting me to a friend of a friend who was 

“jumping into the subject of medical tourism” and wondered if I would consult with 

them as an expert on the subject. Following an initial email thread between me and the 

team of developers we arranged several rounds of Skype conversations where we 

interviewed each other and I began to participate as an unofficial outside expert on their 

team. While I interviewed them on their understanding of medical tourism, they quizzed 

me on references, facts and technical descriptions of the industry. For me the most 

interesting moment (described below) became a long conversation about choice, and 

why their original plan and their actual efforts represented very different conceptions of 

choice. Originally comparing themselves to review aggregation websites like Yelp.com, 

they intended to construct a cooperative website that interrogated and evaluated possible 

choices, but as technical and temporal limitations loomed, they began to look at the 

process quantitatively, simply as a tool for providing more choices. How they thought 

about choice became a specific and important element in their technological 

development of the website. 
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Introduced through a mutual friend, Mike Caprio contacted me. He was part of a 

group participating in a business development competition that was short term and 

required the construction of a working business, in this case an online presence. The 

competition was taking place as we talked, me in my home in Troy, NY, while they rode 

in a competition bus on the way to final judgment at the South by Southwest Arts and 

Music festival (SXSW). This competition asks teams to develop a business plan that is 

website created from scratch in the course of a three days preceding and three days of 

travel on the bus to the conference. At the time the Startupbus.com competition was in 

its second year and represented an interesting point of conjunction between anti-

capitalist hacking culture, through an overt use of the Do-it-yourself movement’s 

emphasis on individual entrepreneurship and independence. It emphasized the way that 

technology could be used to emphasize self-expression in the market The Startupbus 

website describes the process in the first year: 

Three days before departure, the founding Buspreneurs hacked together the 

initial site - which included geo-locating every blog article, tweet, photo and 

video along the way, an investment game which drove viewer engagement and 

repeat visits, and a blogging infrastructure to pull in every team blog and press 

mention about the trip from around the web. It was a marathon hack, and if you 

ever get the chance, ask Brandon about the 3am full wipe of the codebase with 

no backup - that was a sleepless night. 

This description of a boundary merge between job and party, formal and informal 

work, shares some aspects with other boundary negotiations interlinking medicine and 

tourism, obligatory and desirable voluntary action. On the primary page of the 

Startupbus website, a map shows where the team buses are, and each team based in a 

city is composed of smaller teams representing different businesses. The initial ranking 

of expected “valuation” of the bus teams is used to rank the teams, and multiple stages of 

presentations were used to determine a winning business team. 

My interlocutor’s team had selected an online medical tourism review and 

planning site and named it tripmedi.com. In his email to me he described the project 

thusly: “Our startup is called TripMedi.com (online right now) and hopes to become the 

Yelp.com of medical tourism.” The novelty of medical tourism seemed ripe for their 
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project and they had been surprised that no aggregator, or centralization online, of 

reviews or other information had yet been developed. They sought as their model the 

best example of a review aggregator they could think of, not only because they were 

familiar with it, but because lacking in formal tools to evaluate medical tourism services 

they felt user experiences and reviews were an potentially useful way to assist others in 

making their choices. Their intended model, Yelp.com, is a San Francisco-based 

restaurant and social review site, founded in 2004, which crowd-sources information and 

rating generation to users. It exceeds 50 million visits monthly, and the service extends 

globally, expanding to include reviews of all sorts of businesses (including since 2011 

medical services such as doctors’ offices). Yelp’s business model is largely based on 

volume of users and exposure to general advertising, in addition to “sponsored results” 

in the review and search query results. It allows anonymous and very general reviews, 

but encourages self-identified and detailed ones, and has had a high level of 

participation. Within the community of users many cite the quality and detail of the 

reviews, and the in-group commitment of the reviewers as a key aspect of the success of 

this approach. In response to my asking a friend about Yelp, he said the nice thing is that 

the “obsessed users write long reviews” so you can tell them from “trolls and 

advertising” that pretend to be user reviews. Within his usage area he recognizes 

individual identifiers by user name and has developed a familiarity with the reviewers he 

can trust, as well as standards for how useful the quantitative data is, citing that “all five 

stars” makes him doubt the verisimilitude of the reviews. 

 As I talked to the team at tripmedi.com about their plans, they set out a detailed 

description of their plan to “scrub” review details and lists of destination sites from 

preexisting digital content. They would craft an initial list, with whatever pricing data 

and reviews they could find, and construct a user interface that allowed access to that 

information so that potential medical tourists could: 

…search and see, if say ‘I need an operation’, I could look and see that it is 

cheapest in Thailand, but some reviewer didn’t like that place so I could see that 

there were four different hospitals in Thailand, as a place to start looking… 

What is interesting about the emphasis the tripmedi team placed on Yelp’s crowd 

sourced reviews is that the actual search function, emphasis on comparative pricing, and 
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consolidation of preexisting web resources is more similar to the technical and social 

model of travel planning aggregate sites like Kayak.com. It didn’t seek to develop the 

same sorts of community participation, or to focus on content generated by the users 

own expertise, as Yelp.com did. Kayak is a very different entity to Yelp; it serves as a 

specialized search engine for airline and travel prices. The video “pitch” that the 

tripmedi team constructed and used as part of their competition presentation was titled 

“medical tourism search engine” referring to the project much more in the vein of Kayak 

than Yelp. Kayak is not a crowd-sourced information generating website; rather, it is 

simply a tailored search engine providing information within a set of black-boxed 

algorithms designed to provide only travel related information in aggregation. This 

framing by the tripmedi team in reference to the two different sites offers access to a 

potential difficulty in designing based on a conception of choice that equates 

participation and improved knowledge. When I asked about the two forms of website, 

and about how they saw them changing the utility to user’s choices, the distinction was 

initially hard for them to articulate. But eventually one of the teammates said, “we have 

limited time, the kind of reviews we would like to have isn’t available, and we don’t 

have a way to get those reviews … mentioned that reviews are descriptive, and price 

differences are descriptions…” 

Largely based on technical limitations of their own situation, their limited 

choices, they saw the need to place equivalence on the collective testimonials of 

Yelp.com users and the automated aggregated search responses of dedicated engines 

such as Kayak. The strength of these two sites is the ability to provide focused choice, 

either to allow user participation in decision making by tailoring the information 

provided, or by technocratically sorting for the user – one around a variety of business 

choices reviewed on multiple categories, the other around selection between travel 

service providers based on price. The two sites offer some parallels in terms of use for 

focused search but in equating the sites, that use is separated from the mechanism by 

which the utility is provided. That is to say, if one is choosing based on price alone, the 

two websites serve the same function. I explained my concern that, if the evaluation they 

are to assist with is not based on price then the extension of reviews to cover multiple 

aspects changes what kinds of choices are enabled. In the course of the responses a 
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developer mentioned that medical tourism “isn’t a restaurant… the problem is that 

people know about pricing, but even if you found reviewers how do you review service 

[in medical tourism]?” And that is the basic distinction between the two forms of 

website – one determines what categories of evaluation are important (price), and the 

other allows users the flexibility to review based on multiple factors, because even a 

restaurant’s desirability isn’t solely based on price.  

As mentioned above, Yelp is user-generated and dynamic, building consumer 

confidence through enrolling membership and reviews by people “like you” and 

encouraging participants to contribute to a community dialogue, however brief. On the 

other hand, Kayak.com uses a proprietary and corporate-approved mechanism that is 

black-boxed to the user to provide access to a variety of information that is not user-

generated. In the case of Yelp the broad participation is in some ways at a mid-level of 

design, in that user interactivity is incorporated into the corpus of the information 

provided, and the site functions by providing of that information to users who grant it 

credibility because of their participation (or potential thereof). At the same time Kayak 

functions with participation at a surface level, allowing one to modify their search terms, 

include wider or narrower dates to travel, or the increasing number of other search sites. 

To draw together formally and privately formed information, Kayak does not stress 

participation as a source of credibility; rather, its credibility is established by its lack of 

connection to the information provided. The Kayak site claims neutral distance from 

travel costs, establishing itself as a consolidator of information rather than a producer. 

 Along with the comparatively different models of participation in the sites and 

their modes of building authority or credibility, there is a distinct difference in 

conception of the amount of flexibility of participation because travel services is a field 

dominated by large providers and without flexibility of recipient. Kayak could aggregate 

into its service model multiple modes of transport and allow users to choose between 

bus, train and air travel, but limits its use to air travel. Kayak.com does not look to 

expand or respond to user concern instead emphasizing that once a choice to fly is made 

it provides a way to determine best travel price, and within limits other details of 

experience of travel. Yelp on the other hand allows this limited flexibility searching, 

once a specification of choice has been made before use, but is also built around 



 

 260     

allowing one to look around flexibly for other options. While one can look for reviews 

of a specific kind of restaurant, one may interact with it as a broader mechanism for 

making even the initial choice. 

 The construction of multiple choices, and recognition of layers of choice, as 

opposed to essentializing service into one particular choice is a matter of business 

model, but it is also a matter of what each considers the locus of choice. Kayak doesn’t 

market itself as an information source, nor as a way to make choices, rather it is a “deal 

finder”: 

If you want to spend hours searching every airline, hotel and other travel site 

yourself, that’s one option. If you’d prefer an easier way to find a good deal, we 

can help. Once you find what you want, we give you choices where to book. 

[Emphasis in original] 

 The site is based after the moment of choice as a method of assisting in 

implementation. Yelp on the other hand describes its role differently: “Yelp is an online 

urban city guide that helps people find cool places to eat, shop, drink, relax and play, 

based on the informed opinions of a vibrant and active community of locals in the know. 

Yelp is the fun and easy way to find, review and talk about what's great — and not so 

great — in your world.” The Site serves as a centralizing point for assisting in multiple 

levels of the practice of daily life, billing itself as a social network, and way to find out 

about things you haven’t chosen yet. Not simply about price comparisons, but about 

making choices. The decision of the TripMedi.com designers to frame the service as 

being similar to Yelp, while installing a functional technology more similar to Kayak 

offers mixed conceptions of choice. In part this is a response to their declared mission: 

“TripMedi takes all of the information available about medical tourism – provider 

experience, quality of facility, prices, ease of travel, and puts it in a simple format that 

anyone can understand.”  

The provision of “all of the information,” in the model of Kayak performing as 

an authoritative comprehensive element, is placed ahead of choice where the model of 

Yelp is constructed. In asking Roland, an organizer on the tripmedi team about his view 

of this distinction, he recognized there were different functions but hadn’t thought about 

how to break it up, suffering he believed from the speed at which the proposal was put 
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together. Yes, he felt that travel fare comparison was a separate element from the 

educational and community element but no, he didn’t know how to think about them yet: 

“In the end it isn’t arbitrary, price is used to determine these things, people go with the 

best deal…we have to come to the other stuff.”  Both Mike and Roland expressed 

sympathy for my ethical concerns but remained uncertain, and in my scribbled notes 

from the conversation I wrote that one of them mentioned, “the whole thing has to 

actually help people, but I’m [gesturing to himself and another member of the team] a 

coder, he’s sort of business. We don’t know how to do what you do.” 

They had identified themselves as doing the design work, not out of their own 

choice but responding to the situation (e.g. time constraints) and their limited expertise. I 

pointed out that in recognizing how they were making their choices, they should be able 

to consider categories other than price to include in the design. Like many of those who 

enter the medical tourism arena begin by “seeing a market opportunity” as a team 

member described the initial impulse. And like many others they slowly filter in the 

details and complexities around that market opportunity. But in doing so they use 

models of choice, and systems for enablement of choice that are in their available 

repertoire. If the basis of that repertoire is that choice is good, I had trouble blaming 

them for seeing price as the only criterion, and a basic increase of “more choices” as an 

improvement. 

The above comments are drawn from my Skype conversations during the initial 

design stage. After the competition had completed I had two face to face meetings with 

members of the development team in New York City, while they were deciding if the 

project would continue or end there. Technically the website had launched, if only in a 

design portfolio: the three teammates I met with weren’t sure if they could continue. I 

joined three of them at a restaurant to continue the discussion and to follow their 

progress if they were to continue developing the tripmedi.com website. They said the 

choice wasn’t theirs, the one team member who had experience with venture capital 

funding was likely to drop out (and wasn’t present at dinner), that without him the 

project couldn’t really move forward. I asked them for “final thoughts” and I had two of 

them in my notes. The first was: 
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I still think that medical tourism, and this sort of service, would be a good 

opportunity, but it keeps getting more complicated… [when we talk to you] and I 

think maybe the [patient] would need something that the website can’t offer. 

And the second: “If you [Gareth] could join our team… you’ve got a handle on the 

situation, maybe… but for us, the problem is it still seems like reviews and comparative 

prices are what we can do.” While I was flattered by their invitation, and confidence in 

my partial expertise, I asked one of them who came from the business side what would 

happen if they focused on the market opportunity and the basic understandings of 

choices as price that it enabled. He said, “We’d end up…with something. … other will 

make that happen, it’s too [obvious I suggested]… obvious [he replied].” 

Following my discussions with the developers, the decision was made to cease 

development of the site. It wasn’t finished, and while I am less surprised than they might 

have been, no other website has been developed to fill that “market opportunity.” 

Despite ten years of industry development, the motivating effort remains with the 

destination nations, and while many of them have individual websites, no real 

centralization has been established. Industry groups like the for-profit marketing entity 

named The Medical Tourism Association that hosts the World Medical Tourism 

Congress, and produces Medical Tourism magazine remains a trade organization largely 

engaged with the staffs of tourism agencies, destination sites, and large businesses 

involved in healthcare. The view of the team at tripmedi.com that the center of the 

industry should be about the patients remains less well represented, despite reliance on 

the individuation that underlies medical tourism as a response to neoliberal governance 

of healthcare.  

The description of tripmedi, and my portrayal of the distinction between two 

established websites that are based around enabling choice should offer an example of 

how the meaning of choice varies. Because the underlying understandings of choice are 

instrumentalized and cemented into different technologies, these two examples are 

particularly good at demonstrating that perspectives on choice can enable or constrain it.  

Ideas about choice shape what sorts of technology these were developed as, and what 

sorts of systems and practices continue to be developed. 
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8. Conclusion: Return to Justificatory Regimes 

 

In the preceding chapters I offer an analysis of some current uses of the justificatory 

power of the discourse of choice within three central cultural logics and associated 

institutions: globalization, neoliberalism, and biomedicine and the elaboration (or 

specification) of medical tourism as a distinct industry and practice. Each of these three 

subsidiary elements work together and are coconstitutive of a break from traditional 

structures of authority and value that place healthcare as an exceptional and protected 

part of social order.  

The justificatory regime of choice is central to all 3 macro logics central to this 

analysis: neoliberalism, transnationalism, and biomedicine. These three macro-scale 

cultural logics are recognizable in their imbrication and instantiation within institutions, 

and the strength of their cultural authority as increasingly the patterns of change these 

terms logics represent are recognizable in heterogeneous situations and sites. My focus 

on choice, and particularly on choice in the micro-scale, is an attempt to document a 

system of value that is common to all three as practiced within that micro-scale. 

Discourses of choice in the local sites and uses that I discuss offer a way of seeing the 

macro-logics, and a way of understanding how a frequently invisible discursive 

formation is present in the statements and actions of agents within the larger arena of 

negotiation that macro-scale logics represent. Medical tourism as an industry and 

institutionalizing system of practice represents a mezzo-level formation that brings 

together these micro-scale interactions and the global scale at which the three macro-

scale logics are forming and expanding their influence. While choice cannot be the 

whole of the mechanism of these logics it functions as a justificatory regime across sites, 

and particularly as a warrant for participation for individuals to act within those larger 

logics through industries and practices like medical tourism at the mezzo level.  

This new organization of values defines what I refer to as the contemporary 

justificatory regime of choice. I have attempted to demonstrate several links within the 

production of medical tourism between neoliberalism, transnationalism, and 

biomedicine. For example both: the shared importance of individuation and 

consumerization for all three, and use of technology in shaping a conception of place as 



 

 264     

universal. Centrally these linking components participate in both the production of 

medical tourism as a legitimate form of trade, and the ongoing connection of 

development or perceptions of modernity with technoscience that frames the marketing 

of that trade, and the national identity work of the destination nations.  

The association of medical tourism with the marketization and individuation 

broadly seen as characterizing first simple market globalization and more recently 

transnational forms of life relies on the justification fundamental to neoliberalism that 

individuals rather than states are the appropriate locus of decision making or choice. At 

the same time, medical tourism and other exemplars of free market trade in healthcare 

distribution are documented as paradigmatic of the appropriateness of privatization 

across social domains because of the diminution of their exceptional status. Controversy 

taking place since the end of my fieldwork around the plan for, and implementation of, 

the United States healthcare reform law passed in 2010, entitled the Patient Protection 

and Affordable Care Act (PPACA), has been widely discussed as centering on the issue 

of individual choice versus general social good as an issue of rights, mirroring local 

iterations of this debate within hospitals and other elements of the healthcare 

infrastructure (Reich, 2014). Medical tourism itself is a small part of a national 

healthcare distribution plan that is increasingly profit-motivated and individualist, but 

one in which the issue of voluntary participation and individual ability to attain a 

desirable outcome despite any shortcomings to the system is at its most visible (Marmor, 

Oberlander, & White, 2009; Reich, 2014). While controversy over the PPACA has 

decreased following Supreme Court decisions, scandals over the technological capacities 

of its implementation, and moral panics over “death panels” raise questions of how 

America will provide and pay for healthcare in years to come (Daschle, 2008; Reich, 

2014; Ryan, 2014).  Central to concerns over the future of healthcare will continue to be 

the issue of patients’ rights and choices, all too often with little distinction between the 

two.  

Over the same period of increased attention to the issue of patients as directors of 

their own care, representation and discussion of medical tourism in the media 

transitioned from critical optimism that viewed it as an unfortunate side effect of a crisis 

of uneven distribution to realistic acceptance of it as part of a now global and 
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individualist (qua neoliberal) world. I suggest over the course of this dissertation that 

this shift in response to medical tourism demonstrates increasing acceptance of the idea 

of choice as a right. The shift in values to ongoing emphasis on choice will continue to 

be particularly important in shaping perceptions of healthcare and its faults within the 

market system. 

Recent scandals have placed national attention on the fact of medicine as provided 

in a marketplace, though usually through health insurers. Medical tourism became 

distinguished solely by the idea of travel from what was suddenly the dominant form of 

healthcare. Prior to this transition in the public sphere, discussion of healthcare as a 

market was usually demarcated as a somewhat exceptional phenomena. While the 

PPACA and discussion is not causative of the transition in the last decade, it has 

occurred that the language of ‘the market’ has become the dominant framing of 

medicine. This transition of language, and the values shift that it represents, is central to 

both biomedicine and neoliberal conceptions. These transitions in dominant thought 

style or world view necessitate have resulted in changes in constitutive discourse and 

effective rhetoric, which I have used to document a broad transition via focused attention 

to the discourse of choice today. The transition has centrally enabled medical tourism by 

justifying the requisite emphasis on choice as patient determination to participate; in the 

use of the idiom of tourism; and choice as an effective way to counteract other negative 

associations by focusing attention on those sites of comparable medicine through the 

choice of patients to travel there.  

Examined efforts to form a legitimate medical tourism industry have directly relied 

on private, non-governmental actors (Alleman et al., 2011; Bookman & Bookman, 

2007b; Schult, 2006). The interlinked history of private companies and the industry has 

had developmental effects on the industry, which developed based on the presumption of 

healthcare services as market rather than as service provision for public good. In this 

way it has paralleled shifts in the pharmaceutical industry noted in Fisher (2008) and 

others. It follows the basic pattern underlying the reliance on market logics within 

biomedicine that is open visible in medical tourism (Sobo, Herlihy, & Bicker, 2011), as 

well as an important obligatory passage point for healthcare reform discussions 

(Altenstetter, 1991). Because the industry has been run by private actors in a for-profit 
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model, medical tourism highlights healthcare as commodity rather than right or 

entitlement. The conflict between right to health and a health system based on private 

agents is documented as a dominant framing within debates about healthcare 

(Altenstetter, 1991; Moher, 1999). What remains true throughout this shift is the ability 

of the participants to justify their actions as based on common good, despite shifting 

away from institutional distribution for common good to provision for profit ethos in 

healthcare. This continued reference to maintenance of the common good depends on 

reference to the discourse of choice, not as a denial of the common good but rather as a 

broader cultural shift in which value is prioritized. Within the neoliberal world today the 

discourse of choice justifies diminished priority of values of service to others in favor of 

profitability, if the profitability is brought about by maintaining a system of choices and 

preserving the undefined liberties of the variety of stakeholders involved. 

8.1 Choice and Flexibility as neoliberal ideal 

I argue throughout this dissertation that the discourse of choice serves as the 

central regime of justification for the philosophical core of the governmentality and 

institutional shifts of neoliberalism. Those shifts prioritize market-centered and 

individualist approaches and construct an ideal across multiple local value systems, but 

choice is not alone. Choice is imbricated in cultural values of all sorts; these values 

shape and reside within our views of success, health, and behavior. For example, many 

of the cultural values, governmentalities and ideas of choice I have mentioned are noted 

in the importance of the figure of the entrepreneur in neoliberalism (Marttila, 2013; Ong, 

2006). The entrepreneur is particularly important because the idea of entrepreneurialism 

emphasizes the ideals of individualism and self-direction of choices so centrally. 

Regardless of the specifics of the market in which an entrepreneur participates the figure 

of the entrepreneur is one who has negotiated and responded successfully to a complex 

situation and rapidly changing environment. The act of entrepreneurialism demonstrates 

flexibility and choice, in situational responsiveness; and independence from safety net 

associated with larger institutions (Inda, 2000; Marttila, 2013; A. Ong, 1998). Efforts to 

shape national identity at the national level in the Philippines mirror these 

entrepreneurial values. In national and individual efforts to shape the medical tourism 



 

 267     

industry the admissions of challenges and difficulties reflect attempts to identify as 

successful flexibility and situationally responsive. Under neoliberalism the concept of 

entrepreneurship, and market savvy generally, demonstrates the success and value 

through choice of both people and nations.  

Arguments about the quality of healthcare provision in the United States regularly 

include the same notions of flexibility in defenses of the American healthcare system as 

both the world’s best and as responsive to less ideal situations, providing a flexible 

system necessary given limited resources within a world defined by the market logic 

(e.g. Ocampo, 2007; Reich, 2014). Similar efforts to place the emphasis of differential 

(or inequitable) distribution of healthcare are occurring as part of or along- side austerity 

measures in other countries, described as necessary measures to increase flexibility and 

minimize excess governmental spending (Flood & Gross, 2014; Ormond, 2013). 

In discussing medical tourism in the Philippines and the United States as sites for 

arguments about healthcare, the ideal of choice is not monolithic; rather it does the work 

of supporting the individualization that increasingly structures social life today, as the 

individual’s primary act is to respond to the situation appropriately. That is to say, the 

individual’s agency as a chooser is established within the value of choice despite the 

general understanding that the situation of individuals will differ and offer different 

options to choose between. It is that responsiveness, the ability to make culturally valid 

and successful choices despite the limitations of circumstance that is idealized flexibility 

and which specifically is marked in entrepreneurs or in the medical tourist. 

When Jonathan Inda describes this idealization of increased “flexibility,” he talks 

about how the contemporary life world of neoliberalism is dominated by a demand for 

business interests to be flexible. However, this demand is placed also on “individuals… 

[who] have developed flexible practices in order to meet the exigencies of new times.  In 

other words, I would like to propose that flexibility reigns not only with respect to 

capital, but also with respect to how people live their lives” (Inda, 2000, p. 87). Inda 

describes the need for the opening up of micro-scale strategies permitting flexibility, in 

part responding to the limitation of traditional forms of life. This demand for flexibility 

may predict the transposition of strategies such as outsourcing to new realms of life such 

as healthcare seeking.  While Inda refers to the reconstruction and change of sites of 
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contemporary life, medical tourism extends this discussion of post-national sites to the 

hospital, but importantly the pattern of flexibility, instead of causing the development of 

new forms of social relations among communities, also creates new subject positions.  In 

this sense the discussion of flexibility becomes a category for the forms of changes 

marked out as an important component of consumerization of healthcare in discussions 

of biopolitics drawing on the work of Michel Foucault.  While Inda responds to David 

Harvey and others in the idiom of neoliberalism and economic logics, the biopolitical 

idiom emphasizes the particularities and traditional exceptionalism of medical and 

biological, inclusive of the state of illness and the role of medical professionals as 

experts.  The realms of economic life and of medical (or more generally scientific 

knowledge) have been distinct, but under neoliberal governmentality we see an ongoing 

leveling of all parts of the world into the rule of market forces and the same set of 

market logics (not of world process and opportunity as Freedman suggests) so that 

neoliberalism becomes a regime of regulation across traditionally distinct magisteria, or 

arenas of authority.  Bourdieu describes the “essence of neoliberalism” as “the absolute 

reign of flexibility is established,” “through the intrusive imposition of commercial 

values,” and “supreme form of human accomplishment” at least so far as the 

organization of social life (Bourdieu, 1998, p. 2). 

Phil Brown et al. identify a positive tactic in the opening provided by increased 

flexibility in the development of groups that are permitted to participate in expertise 

despite traditional boundaries, focusing on what they term “embodied health 

movements” (Brown et al., 2004).  For Brown et al. the importance of these movement is 

their ability to use embodied knowledge and individual experience to shape a space 

within expert discussion of illnesses. Through use of cooperative and shared identity to 

develop and expand a “a varied repertoire,” and maintain responsiveness to situations 

and develop multiple tools including identity construction in order to be flexible, rather 

than apply traditional techniques of social action (Ibid, 2004, p. 71).  These authors point 

out that in becoming participants in scientific arenas of debate through the justification 

of their embodied experience as expertise, they are able to move more quickly and press 

traditional or formal scientific expertise to respond with increased flexibility of their 

own. This technique of flexibility is “one of the common features of [embodied health 
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movements] is that they often initiate scientific directions in advance of medical 

science” (Ibid, 2004, p. 73). 

The concept of flexibility is privileged, in part, due to general cultural association 

with its importance as a tactic of ongoing success within current ideological dominance 

of the theory of liberalism. Current forms of neo-liberalism drawn from enlightenment 

and earlier political theory extend the individual focus on choice, in what Gerald Gaus 

describes simply as “the liberal tradition in politics… first and foremost, about 

individual liberty”(Gaus, 2003, p. 25). Gaus attempts to isolate and describe the variety 

of distinctly different forms of liberalism within political philosophy, but within each he 

identifies a shared concern with a central value of freedom as seen in the ability of 

multiple actors to come together to make choice, particularly choices about their own 

beliefs.  Centrally for Gaus and the scholars he interprets (e.g.  Hobbes Rawls, and 

Mills) it is the central belief of liberalism that allowance of individual freedom is the 

singular essential value of liberal philosophy, and in that position is effectively self-

justifying as a cause of and result of particularities of system in which that liberalism is 

practiced.  So that the inspired Hobbsian or deliberative democracy of Habermas may 

disagree on all other aspects but share an internal commitment to the value of the liberal 

“freedom” at their hearts (Habermas, 1987).  While to parse the details of these theories 

as Gaus does, or even to evaluate his arguments more broadly, would fall outside this 

dissertation, the importance of this line of thinking as a historiography of the political 

discourse of liberalism, and the fundamentalism of liberal commitment to an ideal of 

personal freedom and choice is important to recognize.  It may be important to note that 

Gaus’ discussion of the philosophy of liberalism centers on both the enlightenment and 

more recent concept of liberal freedom as dependent upon a shared desire towards truth 

(despite often theorized differently and sought through different methods).  In contrast, 

the literature on neoliberalism or Neo-liberalism as a political economic theory, ideology 

or governmentality, observes an important transition of this core value from the 

intellectual realm of teleology and epistemology to ethics - that within the neoliberal 

scope, it is not central that one have the choice and freedom of thought. A generalized 

form of this value, a freedom of choice, has formed instead.   
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8.1.1 Medical Tourism As Tactical Response To Situation/Context 

In Chapter Three, I summarized the approaches of de Certeau and Van Dijk to 

suggest that they between them offer useful picture of the operation of discourse, and in 

particular they offer resources for demonstrating how the discourse of choice operates 

both at the individual level (a person chooses to frame their statement using the 

discourse of choice) responsive to the context of speech, and at the institutional level in 

which medical tourism is defined (that medical tourism is a kind of situation legitimated 

as choice). It is only with both these aspects context and type of situation that the 

discourse of choice could shift the response to medical tourism, early proponents 

attempting the individual approach were seen as exceptional until a large enough 

accumulation of participants (patients and industry professionals) were able to use that 

early individual approach as a model to develop a permissible situational space for 

medical tourism more broadly. The need for both is articulated in the scale distinction 

(from de Certeau) of the structural strategy and the individual tactic, the interpretive 

frame he offers can be enriched by Van Dijk’s focus on the individual, and it is only by 

understanding across this dissertation that the tactical decisions of individuals and the 

larger scale institutional and structural construction are inseparable that we can answer 

the core question of what medical tourism is and how it came to be as it is. Medical 

tourism, as practice and discourse, arise from the tactical and strategic choices and their 

embeddedness in situation across the last half century of the increasing linkage between 

biomedicine and neoliberal globalization. Medical tourism is a specific set of actively 

legitimating practices that were incomprehensible to most people even a decade ago 

because of the work of participants in the industry. 

If part of this dissertation’s centering device is to ask what medical tourism is, 

and offer an answer, then the two parts of that answer are A) it is a discourse, a 

discursive construction established by and institutionalized in a set of industry practices 

promoting patient travel, and B) that it is a set of tactical and strategic responses to 

economic and social stratification at both the individual level and in the field of national 

development. Medical tourism is a direct response to the limitations and problems that 

determine the perpetual American healthcare crisis, a crisis based on cost and unequal 

access within a market system (Cohn, 2009; Daschle, 2008). Medical tourism is a direct 
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response to the fact of differential economic development, and the need for nations to 

develop industries and economic opportunities in an unequal market system. In both 

these cases the response leveraged the discourse of choice, and importantly the 

widespread acceptance of the value of choice, of taking on the role of active chooser or 

recipient of a choice as an alternative to a poor person or nation. 

Social relations between people are often characterized by trends across specific 

domains and while understanding the specific, we hope to increase our understanding of 

these trends.  A large literature across academic disciplines has formed, categorizing a 

set of these cultural trends, and practices within, as neoliberalism.  The following 

sections interrogate the concept and practices that are discussed as neoliberalism in 

relation to their expression within medical tourism.  For example, the expansion of the 

view of individuals as consumers, entrepreneurs, and laissez-faire capitalists/proletariat 

within domains traditionally considered public, government-organized, communal, or 

not-for-profit has characterized the trend of neoliberalism.  As a general trend this 

observed prevalence of market logics offers an initial lens to examine medical tourism.  

This trend of applying market logics to domains previously organized is otherwise a 

clear and present component of medical tourism.   

Medical tourism typically entails the investment of local resources in the 

expansion of healthcare systems whose services are made available to a global 

population of paying customers.  Because market logics have been found to be 

connected to other cultural trends in neoliberalism (Harvey, 2005; Mascarenhas, 2012; 

Portes, 2010), it serves as an important analytic lens for examining the domain of  

medical tourism as an arena in which neoliberalism is expressed in apprehensible ways 

within a transition from traditional state roles and organization of local medical systems. 

In the exemplar case of the attempts to develop medical tourism in the Philippines the 

active efforts to construct it in response to ideas of development, while simultaneously 

controlling the industry within an existing public health system, proved to be difficult in 

light of limitations to the for-profit medical system upon which it relied. In my case 

example ongoing debate over the possibility of decreasing the ‘medical’ restrictions, and 

shifting to a ‘tourism’ centered model that would offer greater flexibility is suggestive of 

the ongoing efforts to determine appropriate privatization and deregulation. 
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At the local level, it is relatively apparent that change in the mode and forms of 

discourse can have an effect on the way people perform, conceive, and experience their 

lives, and that it is conceptually open to the mechanism of transmission of change in the 

social world. While officially the structural capacity for healthcare services in the United 

States has increased following the passage the PPACA, following the increased 

legitimation of medical tourism at the discursive level there continue to be rising rates of 

participation in the travel for healthcare services (Adams et al., 2013; I. G. Cohen, 

2014). Discourses may not have structured the practice, but the increased awareness and 

justification function of medical tourism as a discourse remain a central component of 

the popularization of the practice it labels. 

At broader scales, particularly in the discussion of global scales of analysis, it is 

harder to perceive and interpret social change or to apprehend the place of discourses in 

that change.  Because discourse relies on contextualization in its multiplicity of 

reproductions, how can it exist and stay active across diverse global cultures?  In 

discussing the process of social change at the global level, Chase-Dunn and Babones 

(2006) suggest that the subject of that change is the “restructuring of human social 

institutions: culture, consciousness, technology, organizations, settlement systems, forms 

of exchange, and structures of authority and decision-making” (p. 1).  In this sense, 

institutions are large social structures that order people’s lives (e.g.  churches, education, 

state, policing).  “Observers note the blurring of formerly separate realms of life and the 

promiscuous appropriation of symbols for new and unintended purposes” (Chase-Dunn 

& Babones, 2006)  

The mechanism of active co-construction between levels and the participation of 

the subject-institution and social world can be modeled in different ways.  I have drawn 

together theoretical work on practice with work on the imposition of social structure that 

limits agency in critical theory.  I envision this balance as one of theories of social space 

and structure in connection with a synthetic of discussions of practice in Sociology, in 

Science and Technology Studies, as well as discursive and linguistic theories. Thus an 

encompassing social space or field is navigated with limited agency by actors through 

the use of practice; while in turn the social space is co-constructed through the iteration 

of practice and discourse by their participation.  Thus Kristeva’s discussion of modes of 
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reading and making meaning (as she interprets intertextuality) serves the same function 

of allowing interpretation and identity formation for the subjects within that discourse 

community and of making the social space have a cohesive and identifiable being.  In 

much this way, Teun Van Dijck’s work on discourse situation (drawing on work on 

rhetorical situation in a tradition from Burke to Bitzer and Vatz) suggests a mechanism 

for the practice of language to be both formed and formative of the sort of social space 

that is object of Foucault and Bourdieu’s fields.  It is through the shared participation in 

discourse that Kristeva’s analysis of intertextual mode parallel’s Stanley Fish’s 

definition and discussion of “interpretive communities” as those who “share interpretive 

strategies not for reading (in the conventional sense) but for writing texts (Fish, 1980, p. 

171), and for constituting their properties and assigning their intentions.  The strategies 

may also extend to the making of social meaning.  In other words, these designs exist 

prior to the act of reading and therefore determine the shape of what is read rather than, 

as is usually assumed, the other way around. This pre-shaping function is performed by 

media representations as well as text, and relies on the function of those resources we 

have to guide future perceptions. As the world around us presents us with fewer and 

fewer alternatives to the neoliberal form of choice it becomes harder and harder to 

navigate those choices we have using any other conceptual reference. 

 

8.2 Contributions to STS and Future Directions: 

 

Up to this point I’ve focused on A) establishing a description of medical tourism 

as practiced in the case study focusing on policy and institutional implementation in the 

Philippines; B) providing a discursive analysis of its construction of medical tourism as a 

delimited industry and practice; C) documenting a partial overview of the use of the 

discourse of choice by participants; and D) theorizing a framework for interpreting the 

discourse of choice as a central figure in the ways that diverse groups justified actions, 

that it forms a regime of justification shared across polities. These steps were intended to 

develop a conceptual framework that can be filled in over the course of future work, 
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either encompassing further case studies of medical tourism sites and participants, or 

other technologically enabled phenomena.  

This dissertation diverges from traditional concerns of my home discipline of 

Science and Technology Studies in two ways.  

First, it concerns itself with objects of study, both the case of medical tourism 

and the concept of choice, more commonly analyzed in other fields.  

Secondly, I diverge by not focusing on analysis of the material and structural 

impacts of technoscience on those objects of study.  

This divergence stems from three aspects mentioned earlier in the work: 1) the 

selection of discourse analysis as a central method permitting a focus on representation 

and practice by participants who are not actively aware of technoscience’s impacts; 2) 

the limitations of access to the clinical settings involved as well as difficulty in 

contacting patient/travelers or health care providers for whom biomedicine is a daily 

concern; and 3) of all the conceptual threads to weave throughout the texts, observation 

and interview data I’ve collected, the concept of choice was the most compelling. The 

diverse interlocutors I found who had a shared usage of an underlying value of choice, 

articulated in a shared discourse of choice, drew my attention to its use as a shared 

system of justification. That said justification, the reliance on a shared value of choice, 

was present in the adoption by the medical tourism industry of the euphemism of 

‘tourism’ for its practice itself was reinforcing. The problem was that the systematic use 

of a shared system of justification is not a central subject of STS, despite being enabled 

by technological mediation in the contemporary world.  

The concept of justification is broadly important in the social sciences because it 

serves as a central system of analysis, included implicitly in concepts like boundary 

work, field definition, and expertise as key forms of social interaction, but the specific 

use of the concept of justification has often been subordinate within Science and 

Technology Studies (STS). For example it does not appear as a key topic, or in the index 

of either edition of the Handbook of Science and Technology Studies. Justification, or 

more broadly the process by which value determinations are made and defended, has 

often been important within STS but traditionally is an element of studies of expertise; 

an example would be the discussion of “legitimacy” within expertise relying upon but 
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not focused on justification (Collins & Evans, 2002). Justification is at the core of theory 

that is used in STS, e.g. Foucault’s concept of discipline or Bourdieu’s concept of fields, 

but it rarely becomes a central issue. A near exception in STS is the discussion of 

scientization, or biomedicalization, which includes focus on the relationship of social 

authority and expertise (Ashmore, 1989; Clarke et al., 2003; Mitchell, 2002; Nowotny, 

2003). The limited focus on justification itself may be balanced by the use of theories 

that account for it, including those informed by the importance of discourse as 

justificatory (Campbell, 2007). Similarly the field of studies of development, and the 

reliance of the concept of development on its inherently teleological justification lead to 

work that performs analysis of justification by other names (Escobar, 1995; Portes, 

1997). Justification as an observable empirical practice is central to a wide variety of 

work in STS that focuses on how debate and public response happens (Petryna, 2002), 

the use of imaginaries and promises of future returns for research (M. Fortun, 2005).  

 If the concept of justification is central to STS it is in the form of changing 

values in society more broadly, and this dissertation showcases the way that neoliberal 

social projects have been particularly linked to these shifts. I argue that the concept of 

choice as justification, and shifts to the new mode of consumer-citizen, as well as 

individuation of citizen-expertise, represent indirect discussion of changes in 

justification, from social good to reliance on choice, and these shifts have been widely 

discussed in their impact on technoscience and technologically mediated culture more 

generally (J. A. Fisher, 2007; Hess, 2011; Mascarenhas, 2012; Petryna, 2009). By 

examining the discourse of choice as a centering device to a neoliberal regime of 

justification I hope I offer a meta-analytic by which these diverse cases can be 

interpreted together. In particular, that future broad analysis of choice needs to take 

advantage of the way that technology is discussed in STS. That is that technology has an 

exceptional ability to constrain, direct and enable society following the limitations of its 

design, and that the cumulative effect of its design is often greater than the intention or 

choice of its designer (Latour, 1987; Aihwa Ong & Collier, 2004). What I hope follows 

is a technics of choice examining the ability of aspects of technology such as black 

boxing, to process or divert attention from predicate architecture and modify our 
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perception of choice. To examine the way that our cultural obsession with technology 

changes the way that choice operates. 

If I contrast the widespread value determining effect of the discourse of choice 

beyond individual polities, this also forms a distinction in scale between the analyses of 

the “thought style” of a community in the same discipline and the broader cultural 

references that those individuals hold as members of the broader society. And it is this 

broader cultural impact upon science that has often marked the distinction between 

traditions in the Philosophy of Science and the discipline of Science and Technology 

Studies (STS). I particularly desire not to disagree with those whose epistemological 

theory focuses on the specificity of a community. In that sense I break from the tradition 

of analysis of scientific communities to respond to Ludwig Fleck’s demand for 

understanding of the constitution and authority of science. He stated that any 

"epistemological theory is trivial that does not take this sociological dependence of all 

cognition into account. . ." (Fleck, 2012, p. 43). I am attempting to draw out the 

contemporary mode of neoliberal thought as what he considered this broader 

sociological context and demonstrate that our entraining in the discourse of choice, as 

"the readiness for directed perception and appropriate assimilation of what has been 

perceived" (ibid, p. 142), and that in order to understand sciences we need an 

appreciation of the impacts of the culture in which the sciences develop and exist. In 

recent years these broader cultural changes haven’t just directed STS research towards 

the importance of neoliberalism in shaping regulation and administration of science, but 

also how science is conceived internally as a result of the participants’ acknowledgement 

of the audience for their work as well as the scientists own membership in culture 

(Clarke et al., 2003; Hilgartner, 2000; Nowotny et al., 2001). If the discourse of choice 

as a central element of the broadening application of market logics characteristic of 

neoliberalism has occurred generally then it cannot help but have impacted the internal 

workings of science. 

Within STS this sort of difficulty connects to a larger conversation about how 

classification and worldview are interconnected.  For example Sheila Jasanoff describes 

a key component of the STS approach as including the “explanatory power [gained] by 

thinking of natural and social order as being produced together” (2004b: 2).  But, on the 
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whole, ethical commitments and values are often less fully integrated into analyses, 

drawing on a contemporary sociological formation values and ethics assumes the form 

of interests and is often subsumed into a generalized system of commitments that inform 

classification.  The nature of a technology, a practice, a choice is most often both 

enabling and constraining within the notion of co-production, but to what degree we 

describe it as one or the other, enabling containing a positive and constraining a negative 

connotation, but the decision or evaluation of the positive or negative, this classification 

rests on the complex interplay of worldview components.  The choice in medical care 

may be considered positive, enabling, if one starts with an ethical commitment to choice, 

or independence, or sovereign decision making, or another factor it shapes whether 

choice is seen as enabling, as a good thing.  At the same time, if we are willing to 

consider choice as having no inherent value, if we consider choice as an instrumental 

component that can either enable or constrain then we may begin to look at the idea 

among others. 

 

8.3 Final Thoughts on Choice as a value 

The phrase Utang Na Loob means idiomatically “Something for something” in Tagalog, 

the national indigenous dialect of the Philippines; but literal translation would mean 

"debt of inside".  In traditional it was central to their social system before American 

influence and has remained a component of the way of life.  I asked a bar tender about 

this, and she said (after correcting my incorrect pronunciation): “then [in the time of our 

ancestors] this was the idea of a fair deal, now it can mean to get a good deal…. then…. 

you were related to everyone so it had to be fair.” Much like the emphasis on caste and 

hierarchical social structure in the early anthropology of India, the systems of exchange 

and familial relations in which the fair deal and reciprocity were so central were an early 

source of fascination to the anthropology of the Philippines (Lopez, 2006).  It is my hope 

that in examining choice and change in healthcare I am doing a small part to remind 

people that a “fair deal” is not the same as a “good deal”.  Sometimes choice isn’t 

enough, because we choose for others as well. 
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The question of choice, and whether choice is an appropriate guiding value in its 

current role of justificatory regime is in part a response to the fact that governance 

processes are often characterized by uncertainty, doubt, and indeterminacy which open 

avenues of critique for those who advocate a laissez-faire model (Altenstetter, 1991; 

Harvey, 2005; Jasanoff, 2004; Petryna et al., 2006). By shifting the role of decision 

makers onto individuals, and by justification of that shift based on the need to allow non-

governmental actors to make choices traditional questioning of governance choices is 

mitigated. As Sheila Jasanoff notes in the realm of privatization of scientific governance 

the “the often invisible role of knowledges, expertise, technical practices and material 

objects in shaping, sustaining, subverting or transforming relations of authority” is the 

process of determining where the ability to make justified choice lies, and can be 

justified by technical expertise (2004, p. 4). Though it can be justified by technical 

expertise, the core of Jasanoff’s sentiment, and the core of a great deal of study is the use 

of that technical expertise, and the question of where that expertise is applied or denied 

(see also(Nowotny et al., 2001). The problem as Jasanoff notes is that choice making 

doesn’t require the transparent declaration of the sources of the determination behind it. 

In transition to the primacy of justification from individual agency in the discourse of 

choice the question of why a choice is made becomes all the harder to parse out, no 

longer justified by scientific or technical expertise, choice is justified by the act of the 

chooser.  The problem with the solipsistic justification from choice has been noted 

across fields, but  

In looking at contemporary conceptions of choice, particularly amid the 

American English language usage in which it has been idealized, as inherently positive, 

we lose the visibility of the fact that even expansion of choices available does not 

necessitate that those are good or fair choices.  The expansion of choice as an ethically 

presupposed good in and of itself arises from a complex history of intellectual, 

ideological and media processes throughout the last fifty years in direct contrast to the 

idea of rights, and the connection of rights to the mechanisms used to provide for those 

rights.  A simple example of this is the transition in rhetoric to the use of a choice to 

describe the increased privatization of federal services, running counter to the original 

formation of those federal services as intended to provide for the needs of citizens and in 
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so doing allow them more meaningful choices in other areas of life.  The current debate 

around healthcare is similarly framed, and contrasts the provision of healthcare 

infrastructure as subject to either government provision or individual choice, the choice 

of provider, with little or no recognition that the original implementation was designed 

in fact to promote choice for those with limited resources, the more universal choice to 

seek care despite economic disparities.   

While the American healthcare situation has never resolved the tension around 

choice, between an ideal of pure liberty and compassionate assistance, the critical 

tradition responds more to the legitimate perception of a tyranny of authority in medical 

relationships (this traditional focus draws attention to the inequality of patient and 

doctor’s power, e.g.  Doyal, 1979; Illich, 1976; Marmor & Oberlander, 2009).  The 

question should arise if the response to problems has recently been to remedy via 

providing more unsupported choices to more people whether that choice is useful? Can 

choice in fact be a bad thing? There is an increasingly prevalent willingness to accept 

that choice is inherently good in popular culture, and a growing literature in social 

sciences showing the negative effects of certain kinds of expanding choices (Citations or 

FN).  But a real part of the problem can be seen in the difficulty of reflexivity and 

disaggregating the ethical, ontological, and epistemological components that interact in 

even simple social components.   

I mention the change over time from the implication in a tagalong phrase “Utang 

Na loob” from a mutually beneficial exchange to a good deal for the individual speaker.  

I suggest as one final example that a similar shift in values has occurred in the United 

States with an example from political rhetoric. I hope that this piece of carefully 

constructed rhetoric will offer a final example of the rise of individualism, and its 

association with choice.  I think no more eloquent evidence of change can be found than 

the comparison of two documentary moments in American ideology, the New 

Nationalism speech by President Teddy Roosevelt (1910) and an address by President 

Barack Obama (2011) while the still feeling the repercussions of an economic crisis 

widely accepted as exacerbated by privatization. The speech by President Obama was 

given in the same town and directly referencing Roosevelt’s speech. Like the transition 

in Tagalog from fair-deal connotations to good-deal, these two speeches exemplify the 
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transition from reciprocal exchange to a good deal and from the obligation of 

participation to the suggestion of a choice.   

On Dec 6
th

 2011 in Osawatomie, Kansas, pushing for a consumer protection 

organization at the federal level President Obama used the language of choice to frame 

federal imposition of regulation, the language of choice overt throughout the speech was 

in contrast to the language of “responsibility”, “obligation”, “regulation” and 

cooperative spirit that was the heart of the message.  The site of the speech was selected 

carefully to coincide with Teddy Roosevelt’s “New Nationalism” speech given on the 

campaign trail in 1910.  Roosevelt had expressed in subtle ways the inherent tension 

between the individualist ideal, the ‘bootstrap myth’ of American prosperity, and the 

need to participate in a nation.  Roosevelt’s speech is famous for capturing a balance 

between liberal and federalist ideas in an era which labeled it radical, leading in part to 

his being labeled as progressive and even socialist.   

In December 2011, just more than one hundred years later, President Obama 

spoke about the values of the American people, and stated the need for their participation 

in making the future better, in part in response to economic change, as well as in 

response to a need to balance the ideals and practicalities of being a nation.  While 

broadly sweeping in describing the current state of the economy President Obama’s 

speech centered on the need to maintain the American dream cooperatively, through the 

work and dedication of individuals.  Obama referenced Roosevelt’s speech but without 

an explicit recognition of a tension between the two components of American ideology: 

 

…You see, this isn’t the first time America has faced this choice.  At the turn of the last 

century, when a nation of farmers was transitioning to become the world’s industrial 

giant, we had to decide….  Roosevelt also knew that the free market has never been a 

free license to take whatever you can from whomever you can….[discusses economic 

and social policy repeatedly using the discourse of choice]… We have to make choices.  

Today that choice is very clear….  This is about the nation’s welfare.  It’s about making 

choices that benefit not just the people who’ve done fantastically well over the last few 

decades, but that benefits the middle class, and those fighting to get into the middle 

class, and the economy as a whole….  Investing in things like education that give 
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everybody a chance to succeed….  It will require parents to get more involved in their 

children’s education….  We pull together.  We pitch in.  We do our part.  We believe that 

hard work will pay off, that responsibility will be rewarded, and that our children will 

inherit a nation where those values live on…(Obama, 2011). 

 

In President Obama’s speech the language of choice, and individualism, has infiltrated 

the more populist message and frames the discourse broadly as through neoliberal 

justification.  He quotes several times from Roosevelt’s original speech, but fails to 

include the strongest single statement in it, when Roosevelt declares a priority for the 

nation:   

 

I believe in shaping the ends of government to protect property as well as human 

welfare.  Normally, and in the long run, the ends are the same; but whenever the 

alternative must be faced, I am for men and not for property…(Roosevelt, 1910) 

 

In Roosevelt’s speech, choice wasn’t a key factor, rather than economic policy, the 

speech was a remembrance of the all too recent uprising in Kansas of John Brown, and 

the Civil War.  A reminder of the inherited obligation as well as the need for ongoing 

participation in shaping a nation of shared opportunity.   

The New Nationalism speech is famous for having articulated a fundamental 

American optimism that the people together could work towards egalitarian society.  It 

mobilized the need to create liberty, and maintain the space for self-determination, not 

because choice in and of itself was the goal, but because the denial of liberty (qua 

choice) had the tendency to become tyranny of an elite or minority.  For Roosevelt it was 

possible to say that:  

 

The right to regulate the use of wealth in the public interest is universally admitted.  Let 

us admit also the right to regulate the terms and conditions of labor, which is the chief 

element of wealth, directly in the interest of the common good.  The fundamental thing to 

do for every man is to give him a chance to reach a place in which he will make the 

greatest possible contribution to the public welfare. (Roosevelt, 1910) 
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That work towards the common good, not infinite personal liberty, was the goal.  In fact 

the expansion of individual opportunity is therefore described as a mechanism towards 

shared advancement.  Choice was explicitly a subordinate concern to cooperative social 

health as the source of individual well-being.  

I hope that the transition to a very different conception of national values is 

transparent when these two quotes are compared, that this transition may denote a shift 

in values, and that I have made a successful demonstration of how that shift enabled the 

development of medical tourism. 

8.4 Future Directions 

 

Like any research project, this dissertation changed over time. My initial intent 

was to document negotiation of local variations in medical technique within the global 

context of medical tourism. While my empirical focus on medical tourism as a growing 

system of practices was underway, it became clear that the subject of clinical practice 

was only one aspect of the story. The industry construction, negotiation of the context of 

economic development, as well as the justificatory basis of these practices all formed a 

vital story about the forces that shape biomedical practice. What I had initially 

envisioned as the contextualization and background of the study shifted to the 

foreground as biomedicine itself became the context through which social change was 

examined. I consider both transnationalism and biomedicine as key factors in the 

development of the industry of medical tourism that can be used to draw an analytic 

distinction between the practices that comprise medical tourism and those of 

biomedicalization within any one localized site. That industrial focus shifted my 

attention to how medical tourism was part of active efforts by patients, and by nations as 

a touchstone subject to negotiate national identity and differential development. Shifting 

focus onto investigation of national identity eventually drew my attention to the question 

of choice, particularly how neoliberalism hinged on the value system dependent on 

acceptance of choice as a good. These changes all leave traces within the work, each 

topic subsumed into the eventual result, and in the end this became  a work about choice 
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rather than about medical tourism. These choices in research left questions and paths 

unfinished or untaken as avenues available for future expansion and separate research. 

Now that I have a framework for evaluation of choice as a value, how has that shift in 

values been perceived and experienced within communities of medical professionals? 

How does the increasing shift in prioritization from values of care and public good to 

choice shape medical research? I envision in the future adding analyses of the action of 

the discourse and value of choice in other phenomena, while hopefully returning to and 

strengthening the case of medical tourism in reference to these new cases. I would 

particularly be interested in looking at other marginal, responsive phenomena and 

considering how these can change and enrich the question of how choice should be 

considered. In the meantime I hope that the dissertation as the product of situations and 

choices leads the reader to question whether the ideal of individual choice that has come 

to be dominant is commensurate with the other ideals the reader holds. 

 

8.4.1 Future Research: Forms of Life in a Transnational and Neoliberal Era 

Science and Technology Studies is at the heart of a cross disciplinary interest in 

research on biomedicine as a global system, with deepening literatures available on 

pharmaceutical trade and use; medical research; conceptions of health/illness; healthcare 

distribution and inequality; as well as specific technologies and their embeddedness 

within social systems. I share with this diverse community of scholars an underlying 

concern regarding the governance of technoscience and its place in our social world.  

Although I remain committed to continuation of my empirical focus on medical 

tourism and the global expansion of biomedicine, I am convinced that its presence 

comprises one small node in a global system of increasing presence and immediacy. I 

believe that extending my current focus on transnational and neoliberal forms of life and 

their impacts on institutions situates me strongly within conversations about a wide 

assortment of topics connected to traditional concerns in anthropology and sociology of 

science, technology, and medicine. While my current project focuses on establishing a 

theoretical framework for further analysis within STS, I consider it imperative to 

develop these ideas within the broader disciplines as well. When I have completed my 
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current line of research, my commitment to a focus on multidisciplinary social theory 

and collaborative research will direct me to other sites and practices of technoscience as 

objects of study. Of particular interest for me are projects that extend and correct 

culturally and historically specific understandings of choice, agency, technological 

enablement, and social justice. With this increasing attention paid to the roles of science 

and technology both as catalysts and subjects to ongoing social change, I view 

biomedicine as both a key set of institutions and a bellwether of the impacts of ongoing 

social change on people. Important aspects of social change noted across all social 

institutions, including increased individuation, reliance on consumer market models, and 

expansions of scale have been mirrored by specific changes within biomedicine. From 

the concept of informed consent to the structuring of healthcare as, and within, a market 

system, the practices and knowledges of biomedicine are suffused with questions about 

choice and agency. This dissertation represented a focused attempt to understand the role 

of the discourse of choice in change, and how discursive shifts in the meaning of choice 

and institutional processes are changing the values in the social world on which the 

practices of biomedicine are grounded.  

Within a focus on developing a theoretical model of choice as a central value in 

contemporary systems of justification, this work explores health and inequality, and 

links US culture and society with the increasingly international study of the global 

connections within the biological sciences and scientifically informed medicine 

For the foreseeable future my research trajectory is in increasing the depth of my 

theoretical focus on a theory of choice as a contemporary value, and interpreting 

neoliberalism as containing a privileging of choice. I am particularly interested in 

looking at the privileging of choice as a value in what I term a justificatory regime, 

responding to Thevenot and Boltanski’s On Justification (2006), and theoretical work on 

the shaping power of discourse as theorized in works on critical discourse analysis (e.g. 

value within the work of Norman Fairclough, 2013). This theoretical work will be linked 

to ongoing research on medical tourism and global biomedicine.  

 

I was told many times that you find topics to investigate that you do not have 

time or space for in a dissertation, and it is my plan to come back to as many of those 
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delayed opportunities as possible through the collection of further cases to interrogate 

the expansion of “choice” as a value in neoliberal governance, while also providing 

further detail to develop empirical understandings of medical tourism and the 

consumerization of healthcare. Additional work will be added, developing specific lines 

of inquiry within the dissertation, both as stand-alone articles, and in preparation of 

expansion of this work for broader publication. Subsidiary lines of inquiry initiated 

within the dissertation will be expanded in the future:  

 The ongoing importance of technology and scientific research as shaping 

of ideas of development; particularly how technology is actively used as a 

symbol of modernity. 

 The importance of ideas of choice as shaping technologies and technical 

systems through promotion of user agency and participation as 

intrinsically important, rather than epiphenomenal , in design. 

 The role of technoscience in promotion of individualization and cultural 

acceptance of the value of choice.  

 The role of perceptions of universality of medical practice within global 

health and the linkage between local biologies (Lock & Farquhar, 

2007)and regional Modernities (Sivaramakrishnan & Agrawal, 2003).  

 Integration of rhetorical theory with social theory, such as attempting to 

integrate mechanisms of euphemism and the negotiation of multiplicity of 

meaning with discourse analysis. 

 Integration of theories of neoliberalism as cultural form, governmentality 

and the mechanisms of governance, and discursive theories of the 

structuring of perception and behavior. 

 Extending from brief vignettes the analysis of different perceptions, and 

uptake of the discourse of choice in disciplinary academic communities, 

as well as extending the documentary analysis of the way that literatures 

on medical tourism continue to display differential use of choice. 

 Refinement and extension of my discussion of boundary work around 

delimitation of medical tourism and the role of active rhetorical efforts. 

Particularly I feel that the industry participants’  active distancing of 
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medical tourism from ongoing plastic surgery markets, as negotiation of 

legitimacy, can be extended so as to combine analysis of marketing 

practice, and efforts by industry to participate in definitions of medicine 

more broadly. 

 Extending my focus on justificatory regimes to be more comprehensively 

responsive to broader literatures on value. Particularly Boltanski’s later 

work on neoliberal values (Boltanski & Chiapello, 2005), and the 

sociological conversation regarding ‘markets’ as systems for value 

negotiation (Callon, 1998). 

 My research is based on questioning whether meaningful choice is 

possible within biomedicine. If increasingly culture is becoming more 

broadly reliant on choice through marketization, individuation, and 

neoliberal governance, how does that change the system upon which 

societies have relied to assist those most immediately in need of care? As 

traditional definitions of the states of illness, questions of normalcy or 

deviance, marginality (both economic and identity), are being 

situationally redefined, how have the institutions of care been altered.  

Each of these topics supports developing an ongoing research trajectory on the 

importance of value in social theory and the production of new forms of biomedical 

practice. Individually they form components of a research agenda directed towards 

pairing documentation of ongoing change in biomedicine with efforts to ask and answer 

the question: why is marketization of healthcare increasingly accepted as appropriate, 

necessary or beneficial? The focused goal is to expand and develop a framework for 

further inquiry into the roles of the discourse of choice and ongoing extensions of 

medical scientific logics into more and more arenas of the social world. This particular 

issue and its role in the distinguishing of medicalization as a theoretical concept being 

distinct from biomedicalization are of particular importance. The expansion of medical 

logics that was central to medicalization is not wholly distinct from the form of change 

and expansion of medical logics referred to as distinct with the term biomedicalization, 

but what that distinction is may be hard to describe. Particularly that the two forms of 

cultural change are ongoing simultaneously makes the theoretical distinction between 
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them important. The earlier identification of medicalization focused on how powerful 

medical logics and ideas were in increasing numbers of social arenas outside of clinical 

care, and by extension the discussion focused on the expansion of the clinical. In 

contrast biomedicalization focuses on the way that those logics are being extended 

outside of increasing numbers of clinical forms. Medicalization may predict that 

globalization would extend to new forms of clinical site and encounter, but that doesn’t 

encompass the shift we’ve seen. Particularly with the reframing of medicine within 

empirically driven biosciences biomedicalization becomes important because the 

meaning and form of encounter and role associated with the clinical is shifting away 

from what used to define the medical. Medicalization on its own would not have 

predicted the shifts in patient role that I highlight; while the extension of biomedical 

logics to be a dominant expectation in people’s daily lives may be a vital cause. That is 

to say that the extension of authority is still a process of medicalization, but the change 

in what it means to be medical is not encompassed by that theoretical term as it is by 

biomedicine. It is through interpretation of biomedicalization that we can understand the 

shifts in culture of medicine most clearly as opposed to documenting its expansion. 

I intend to work on a historically and ethnographically enriched engagement with the 

social roles of science and technology in current social transitions around the meanings 

of personal responsibility as a component of guiding values and epistemological 

systems. On the whole, my research is guided by my commitment to developing social 

science tools to allow questioning and reorganization of expertise, technical design, 

social responsibility, care and choice, as elements in an effort at engaging with social 

inequality while advancing interdisciplinary social science research. 
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