
Mainil, T. and Stan, S. 2019. Transnational health care. In Winnett, R., Furman, R., Epps, D. and 

Lamphear, G. (eds.) Health Care Social Work: A Global Perspective. Oxford: Oxford University 

Press, pp: 42-57. https://global.oup.com/academic/product/health-care-social-work-

9780190942168?cc=us&lang=en& 

 

Transnational health care 

 

Tomas Mainil1 and Sabina Stan2 

1. NHTV Breda University of Applied Sciences, the Netherlands; CELLO, University of 

Antwerp, Belgium 
2. School of Nursing and Human Sciences, Dublin City University, Dublin 9, Ireland 

 

What is transnationalism in health care  

How can we define transnationalism in health care?   It is certain that in our contemporary world, 

many patients, medical professionals, organizations and governments are looking beyond 

national borders to explore options to access health care services. As such, every movement 

across national borders seeking to provide or receive health care is transnational. When you are 

transcending the national health system and its borders, you are performing a transnational 

action.  Ormond and Sulianti (2014) position international medical travel as a social force with 

transformative capacity.  And indeed, transnational dynamics more generally changes the life 

world of patients and health workers who engage in cross-border health care.   

If the health system of Romania is of lesser observed quality than its Hungarian counterpart, the 

resulting patient mobility (Kovacs et al., 2014) will change the lives of cross-border patients, but 

also have a transformative impact on both health systems.  This raises the question of equity of 

access:  not every Romanian patient is able to cross the border in order to receive better health 

services. Travelling for medical procedures also incorporates bio-value (Whittaker and Heng 

Leng, 2016). When patients travel and increase their health, this raises the economic value of 

their bodies in their countries of residence. And transnational spaces and flows also challenge 

concepts of citizenship (Ong, 2006).  

Transnationalism has been defined as sustained linkages between people, places and institutions 

across the borders of nation states (Pordie, 2013; Faist, 2010). In transnational health care, these 

linkages are formed through the transnational flows of patients and healthcare providers, but also 

of technologies, information and policies. Taking into consideration these flows does not mean 

discarding the nation state, but considering new territorial assemblages in regard to health issues, 

and thus introducing what Bochaton (2013) calls a new transnational healthcare paradigm.  
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This paradigm covers not only medical tourists and migrant healthcare workers but also 

transnational families (Baldasser, 2007), where transnational care ties develop among migrants , 

aiding grandparents and their grandchildren overseas. According to Stan (2015) transnational 

health care practices can also lead to inequalities and marketization.  This poses the issue which 

governmental bodies should evaluate these processes within the transnational spaces.  Even some 

analysts have seen transnationalism as being ‘globalization from below’ (Guarnizo and Smith, 

1998), one can counter argue that most of the dynamics in transnational health care is, in 

essence, informed not so much by grassroots and democratic logics as by contemporary neo-

liberal transformations. 

In this chapter we will first observe transnational health on three levels.  On the micro-level we 

see that patients go abroad for health care. We also show that medical professionals are working 

abroad. On a meso-level we trace the influence of transnational health organizations. On a 

macro-level we highlight the role of governments in this global arena.  Finally we present a case 

study of the EU as a transnational health care space 

Transnationalism and patients 

There is a vast diversity in the pathways followed by transnational patients and in their 

motivations to travel abroad for health care. At the core, patients need to be a willing to travel 

abroad. This willingness has changed because of the changing landscape of international travel, 

of availability of information and of marketing of health-care facilities.  

Medical travel contradicts the fact that health care is generally and originally marked by its high 

degree of localism (Exworthy and Peckham, 2015). Evidence of such movement has, however, 

become, in the last decade or so, more and more conspicuous. For example in Thailand, in 2010 

104830 medical tourists visited five private hospitals (Noree et al, 2014).  A recent UK study 

(Hanefeld and Horsfall, 2015) on bariatric surgery found out that transnational patients are more 

likely to be seen as medical migrants rather than just simple tourists. Other authors are pledging 

for taking into account the ethics of medical tourism. Patients may be unaware of safety 

concerns, given their lack of familiarity with the destination health system, and language or 

cultural barriers to adequate communication with health care workers (Penney  et al., 2011).  

However, these patients may also sometimes benefit from more or less formal networks 

providing information and recommendation on specific providers (Hanefeld and Lunt, 2015).  

This is confirmed by another Canadian qualitative study (Johnston et al., 2012) where the 

majority of participants sought advice from other medical tourists. The study also highlighted the 

importance of the reputation of the surgeon and the facility as opposed to the characteristics of 

the destination  

Transnationalism and medical professionals  

Health professionals’ mobility is on the global agenda, following the 2010 WHO code of 

conduct (WHO, 2010). In 2006 the WHO estimated that 57 countries, 36 of which being in 



Africa, were facing severe shortages in trained health personnel (WHO, 2006).  Health 

professionals’ mobility impacts on the performance of health systems by changing the 

composition of the health workforce in both sending and receiving countries (Glinos, 2014). 

According to Hardy et al. (2014) financial incentives induce the migration of health workers not 

only from low-to high-income economies, but also from weak to strong core economies and 

from weak to strong peripheral economies.  

For sources countries healthcare worker migration entails financial costs related to the education 

and training of health workforce, and leads to gaps in service delivery and access. The 

phenomenon of brain drain can be regarded as an economic cost, since emigrants usually take 

with them the value of their training sponsored by the country of origin (Kalipeni et al., 2012). In 

the Philippines, for example, the perceived high demand for nurses in many developed countries 

made the nursing degree a popular option for many students (Taguinod, 2013).  After decades of 

Global South to Global North nurse migration, new sources of oil wealth in the middle east have 

created new circuits of South to South health professional migration (Walton-Roberts, 2015). Of 

course, in the same time the receiving countries benefit from these professional mobilities, as 

they make important savings in training and education costs (Martineau et al., 2004).   

Transnationalism and organizations  

Brown et al. (2004: 332) show that ‘the dynamics behind the growth of the corporate hospital 

sector in Australia are: increased access to international and domestic capital and shifts in 

investment, the emergence of corporate managerialism with the introduction of private sector 

management techniques and information systems; and changes to the mode of regulation and 

role of the state.’  In our view these dynamics are even stronger when they become transnational.  

Currently hospitals worldwide have developed strategies to attract transnational patients. These 

strategies have been accompanied by the rising privatization of hospitals. Privatization also many 

times entails the development of corporate hospital chains. According to Connell (2015) Asia 

hosts a number of private international hospital chains, such as the Singapore-based Parkway 

Holdings chain.  Also Fortis health care is mentioned as having 75 hospitals in eleven countries, 

and linked with Parkway by a purchase of a stake in 2010.  Hospitals become more transnational 

also because of Global North and Global South connections, as shown, for example, by the 

Singapore and Dubai branches of the American hospital chain Johns Hopkins.   

Sometimes hospitals are transformed into health theme parks (Lefevbre, 2008), with emerging 

linkages to hotels. In Thailand, the advertisement developed by private hospitals reveals a 

constant mix between medical and recreational areas (Bochaton, 2013). According to Lunt 

(2015) some large international hospitals aim to integrate services by organising finance, travel, 

accommodation, full concierge, tours, translation and aftercare. This approach mimics the 

growth of supermarkets with expansion into additional retail and services.   

Transnationalism and governments  



Some countries, such as the Philippines, have developed active policies to build a migration 

regime whereby healthcare professionals are trained mostly for export (Taguinod, 2013). Many 

others have developed national strategies to attract transnational patients. Thailand, Malaysia and 

South Africa, for example, have developed strategies to increase their offer of services to 

transnational patients. Since 2003, the Thai Government has attempted to make Thailand a 

global center for medical tourism by developing the Asia initiative, a center of excellence in 

health care (Pachanee et al., 2013). Malaysia is also among the most recognized international 

medical tourism destinations (Ormond, 2013). But in the private hospitals aimed at medical 

tourists some 95 % of patients are national patients (Ormond et al., 2014). These results illustrate 

the myth and relative weight of the medical tourism industry. 

South Africa is generally pictured as a medical tourism destination into cosmetic surgery (Crush 

et al., 2015). But the country is in fact much more active in attracting ‘medically 

disenfranchised’ patients form neighboring countries who seek to access basic health care that is 

unavailable or inaccessible in their own countries. Between 2006 and 2012 an estimated 2.8 

million individuals crossed the borders to obtain health care in South Africa. This logic is also 

valid for other neighboring countries such as Malaysia and Thailand, suggesting the importance 

of inter-regional medical tourism (Ormond, 2014). However, countries such as Malaysia, 

Thailand, Singapore, South-Korea and Taiwan are investing in the development of  medical 

tourism, and seeing it as an economical engine for their national income (Ormond and Mainil, 

2015). Finally evidence of Libyan patient flows to Tunisia  (Rouland, 2016) shows the existence 

of transnational care networks and bottom-up globalization processes, not driven by 

governmental policies. 

Europe as a transnational health care space  

Healthcare in Europe has been seen as traditionally being informed by the principle of universal 

access to services in particular national jurisdictions, a principle translated in the public and/or 

non-profit delivery of services and a strong involvement of national states in their regulation and 

funding (Maarse 2006). Since the fall of the Berlin wall, EU integration has both preserved and 

challenged the strong link between healthcare, public delivery and nation-states in Europe. 

Indeed, the principle of ‘subsidiarity’ of last decades’ EU treaties sought to keep healthcare 

policy under national rather than EU jurisdiction. However, in the same period, the increasingly 

economic, rather than social and political nature of European integration (Greer et al 2016: 264) 

led to the extension of the common European market and the attendant transnational mobility of 

people, goods, services and capital into new geographical, economic and social spaces. Despite 

the Lisbon treaty explicitly excluding healthcare from free movement stipulations (and thus, at 

least in theory, from the extension of the European common market to the sector), Europe has 

seen the gradual convergence of rather diverse national healthcare systems towards healthcare 

services where private actors and interests (including transnational ones) play an increasingly 

significant role (Hassenteufel et al 2000; Maarse 2006; Andre and Hermann 2009; Schmid et al 

2010; Eurofound 2011; Pavolini and Giollen 2013).  



An important process that underlies the transnationalisation of European healthcare, namely the 

diffusion, in Europe and worldwide, of a neo-liberal healthcare governance model seeking to 

make healthcare services more market than public-sector-like, makes this articulation visible. In 

Central and Eastern Europe (CEE), the diffusion of the new model has been conducted through 

transnational policy-making networks with nodes situated in supra-national actors such as the 

European Commission, international financial organisations (such as the World Bank and the 

International Monetary Fund) or again international non-governmental organisations (such as 

Transparency International) (Stan 2007; Deacon and Stubbs 2007). In EU-15 countries, the 

higher participation of nationally-bred experts in the diffusion of the neoliberal governance 

model has also been reflected in their relatively greater importance in the transnational networks 

mobilised in the process (Stamati and Baeten 2015). Finally, ‘the EU has [had] an increasing 

impact on the organization and governance instruments of national healthcare’ through a rising 

‘Europeanized healthcare model’ (Marinsen and Vrangbaek 2008: 169). Rooted, especially since 

the 2008 financial crisis, in ‘the EU fiscal governance framework, [and] reinforced by the threat 

of central bank and market responses’ (Greer et al 2016: 278; Erne 2015), the resulting European 

policy regime is ‘more about markets than about individual or aggregate health outcomes’ (Greer 

and Jarman 2012: 260) and has encoded budget austerity goals in EU laws and institutions 

(Legido-Quigley and Greer 2016: 205).  

More generally, the involvement of the EU as ‘an extra, albeit thin, layer in organizing, financing 

and providing healthcare’ has led to a ‘European healthcare union […] in the making’ (Vollaard 

et al 2016: 171). Indeed, healthcare is ‘produced, consumed, and provided across the internal 

borders of the EU’ and member states (MS) can draw on common EU healthcare-related 

institutions, regulations and financing (Vollaard et al 2016: 171). In the area of cross-border care, 

examples are legislation on cross-border patient mobility and the recognition of professional 

qualifications, as well as recently developed institutional designs such as the network of national 

contact points for information on access and reimbursement for cross-border care in the EU (EC 

2015) or European Reference Networks for rare diseases. 

The diffusion of a neoliberal healthcare governance model across Europe can be seen as an 

instance of the transnationalisation of healthcare policy. The process has been uneven, as the 

model has been introduced at different moments, paces and degrees, and has involved different 

sets of elements in various national healthcare services. It has permitted, however, the growth of 

a lucrative market for the corporate, for-profit provision of healthcare services (Lethbridge, 

2013: 14).  

Significantly, the process of marketisantion of healthcare has been accompanied by the rise in 

importance and consolidation of a number of European and non-European ‘healthcare 

multinationals’ (Andre and Hermann, 2009; Lethbridge, 2013). Notable examples in the area of 

healthcare provision are Capio (a company based in Sweden and active in several EU countries), 

Medicover (a Swedish company active in CEE) (Lethbridge, 2013: 16), or again US-owned 

corporations such as Pacific Health Corporation (already present in 2009 with 56 hospitals in 



Germany) or Universal Health Services (already owning 14 hospitals in France in 2009) (Smith 

et al, 2009: 596).   

Several companies active in healthcare now belong to investment funds (Lethbridge, 2013: 25), 

as private equity investors have become increasingly attracted by ‘the historically high returns of 

the healthcare market [in Europe] – many deals now fetching 10x’ (BVCA, 2013: 5). Another 

indication of the transnationalisation of European healthcare provision is the rise in the 

international accreditation of healthcare organisations on the continent. 67 (or 20%) of the 329 

international accreditations made by Joint Commission International (JCI) between 1999 and 

2011 were to hospitals or clinics located in the EU  (Woodhead 2013: 697). By 2016, the number 

of healthcare organisations accredited by JCI in the EU rose to 142, which represents a 112% 

increase compared to 2011 (JCI 2016).  

In the last two decades, the increasing transnationalisation of healthcare policy and provision has 

also been accompanied by a parallel internationalization (or, we could say, transnationalisation) 

of higher-level healthcare professional training, and especially medicine. In the last years, an 

increasing number of higher-level institutions across Europe have started offering medicine and 

nursing programs in non-national languages, most frequently English but also, albeit more rarely, 

French. The European University Central Application Support Services (EUNICAS) catering for 

students looking for cross-border higher-level training in English in Europe (EUNICAS 2016) 

listed, in 2016, 160 health studies programs (amounting to 16% of the total of 988 programs 

offered by the platform) spread across 18 countries around the continent.  

But not only healthcare policies, services and students are increasingly crossing borders in 

Europe, healthcare workers have also increasingly done so in the last decade. The 

transnationalistion of healthcare workforce has been most intense in EU-15 countries, although 

some CEE MS are also following suite (Maier et al 2011). At the end of 2000s, seven EU-15 

countries registered very high (above 20% of the total medical workforce; Ireland and the UK) 

and high (between 10% and 20%; Belgium, Portugal, Spain, Austria and Sweden) reliance on 

foreign medical doctors (Maier et al 2011: 26), with one EU-11 country registering very high 

reliance (Slovenia, 23%) (Maier et al 2011: 27).  

While in some EU-15 countries (e.g. the UK and Spain) non-EU workers have been traditionally 

dominant among foreign healthcare workers, flows of EU healthcare workers, especially from 

the eastern parts of the continent, have started to grow in importance in the last decades (Maier et 

al 2011: 35, 43). Mobility of doctors among neighboring MSs has also increased in the last years 

(Maier et al 2011: 35, 39). As a result, at the end of the 2000a, a number of EU-15 countries 

(Austria, Belgium, France, Germany and Italy) as well as Slovenia received their foreign 

healthcare professionals predominantly from the EU (Maier et al 2011: 37, 38). Moreover, the 

share of medical doctors from other EU countries in the UK medical workforce rose from 6% in 

1998 (Maier et al 2011: 39) to 10.8% in 2016 (GMC 2016) following the intensification of 

inflows from the EU during the financial crisis (Hardy et al 2012: 26).  



In parallel with the rising transnationalisation of healthcare in areas of policy, provision, training 

and workforce, intra-European cross-border patient mobility also increased in the last decade or 

so. This followed more particularly the formulation of new citizenship rights and the 

development of new healthcare-related markets in the EU (Mainil, 2012). In addition, health 

insurers and providers in several EU MSs have started to conclude bilateral arrangements on 

patient mobility (van Ginneken and Busse 2011: 317-318) and have also been increasingly 

drawn into cross-border collaborations in e-health and telemedicine (Footman et al, 2014). 

According to the special Eurobarometer 425 (EC, 2015: 4), the percentage of EU residents who 

received medical treatment in another MS rose from 4% of the total population in 2007 to 5% in 

2014  (EC, 2015: 4). The development of European legislation and of bilateral agreements on 

cross-border care led to an intensification of frontier cross-border patient mobility (ex. Benelux) 

but also to thickening flows of east-west and north-south citizenship-based cross-border 

mobilities (Pacolet and de Wispelaere 2014, a and b; EC, 2015).  

In the same time, an already existent health and medical tourism industry expanded its 

infrastructure and geographical outreach, attracting private patients both to established high-class 

medical centers in western and northern Europe (Connel, 2015), but also, increasingly, to a 

developing pool of internationally-oriented medical facilities in Southern and Central and 

Eastern Europe (Issenberg, 2016). Finally, transnationally mobile Europeans working, studying 

and living in another EU MS (and most notably in northern and Western Europe, where intra-

European migration is concentrated) have displayed strong preferences for recourse to healthcare 

services in their countries of origins (Stan, 2015; Osipova, 2014; Favell, 2008; Migge and 

Gilmartin, 2011; Stan, 2016). 

Conclusion   

Several complementary, but not necessarily always opposing, processes thus drive the 

transnationalisation of healthcare in Europe. The EU has developed legislation and initiatives 

that foster the transnationalisation of healthcare based on citizenship rights and members states’ 

commitment to the public/non-profit provision of healthcare. Significantly, the rising 

marketization of healthcare has been triggered by the transnationalisation of healthcare policy, 

by the extension of the single market to new sectors and by the increasing cost pressures on 

healthcare policy following the 2008 financial crisis. In all these processes the EU has played an 

important role, making thus the union an actor that fosters both citizenship and market-based 

healthcare transnationalisation on the continent. However, while free movement of people is 

under serious pressure in the EU following the UK referendum on Brexit and the refugee crisis, 

the larger forces that drive the transnationalisation of healthcare on the continent are here to stay. 

Although transnational forces are also present in other regions around the globe, the EU can be 

perceived as an engine for the sustainable development of transnational health policies. 
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