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Abstract

Background Cosmetic tourism is a global commodity, but

patients seeking treatment for complications of interna-

tional cosmetic tourism appear to be on the rise. We cal-

culate the financial burden to a single NHS trust and

summarise the literature, reviewing the implications of

cosmetic tourism and summarising available guidance to

assist surgeons in this ethically challenging, but expanding,

field.

Methods Hospital episodes for patients with complications

from cosmetic tourism between January 2016 and March

2017 were retrieved using the patient management system.

The coding department provided the episode costs. A lit-

erature search was conducted using Medline, EMBASE

and HBE identifying 273 English abstracts. The abstracts

were reviewed for relevance followed by assessment of the

48 selected full articles by all authors and 17 papers con-

tained relevant, new information.

Results Eleven patients underwent management for com-

plications of cosmetic surgery, most commonly infection,

with a sum of 29 inpatient episodes and total cost of

£259,732.

Discussion Our study illustrates the management of com-

plications of cosmetic surgery carries a high cost. This is

not an experience limited to just this trust in the UK.

Internationally, healthcare systems are evolving to raise the

safety profile for cosmetic tourists, some going the extra

mile to accommodate healthcare tourists, reaping the

financial reward.

Following the examination of the literature, we query

whether NHS trusts should heighten their presence as

providers of private services on the international market,

eliminating numerous medical–ethic concerns associated

with substandard cosmetic tourism.

Level of Evidence V This journal requires that authors

assign a level of evidence to each article. For a full

description of these Evidence-Based Medicine ratings,

please refer to the Table of Contents or the online

Instructions to Authors www.springer.com/00266.

Keywords Cosmetic tourism � Healthcare tourism �
Medical tourism � Complications of cosmetic tourism

Introduction

Cosmetic tourism is an established global commodity. Data

captured by the International Society of Aesthetic and

Plastic surgeons (ISAPS) in 2017 illustrates cosmetic sur-

gery is a relentlessly expanding market [1]. More than 11

million cosmetic procedures were carried out, with a 1%

rise in face and body procedures, 4% rise in breast proce-

dures and a cumulative rise of 7% in body and extremity

procedures [1]. The main contributors to the total number

of operations were: the USA (18.4%), Brazil (10.4%) and
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Japan (7.2%). Cosmetic tourists most frequently visited

Thailand (30.8%), Columbia (26%) and Mexico (23.4%),

with breast augmentation, liposuction and blepharoplasty

being the three most common procedures.

With rationalisation and funding shortfalls across the

NHS for what were once common elective plastic surgery

procedures, the number of patients seeking treatment for

complications of privately funded, international cosmetic

tourism appears to be on the rise. Tourists follow the path

of least financial resistance, directly to the National Health

Service, for ‘free’ emergency treatment. In this retrospec-

tive study and literature search, we calculate the financial

burden of cosmetic tourism on our department, explore the

patient factors and review the implications of cosmetic

tourism, summarising available guidance to assist surgeons

in this ethically challenging, but expanding field.

Methods

The plastic surgery department inpatient lists were

reviewed to identify patients admitted with a complication

from a privately funded cosmetic procedure between Jan-

uary 2016 and March 2017. Both British and foreign

tourists undergoing international and domestic (UK) pro-

cedures were included. The dates of all hospital episodes,

inpatient and outpatient department (OPD), were retrieved

using the hospital patient management system. The coding

department provided the cost of each episode based on the

management, the codes used in theatre and on discharge

summaries and clinic episodes.

A literature search was conducted using Medline,

EMBASE and HBE (Fig. 1). In total, 273 English abstracts

were identified and 13 duplicates removed. The abstracts

were reviewed for relevance followed by assessment of the

48 selected full articles by all authors and 17 papers con-

tained relevant, new information.

Results

Eleven patients underwent management for complications

of their private cosmetic surgery under the care of the

Plastic Surgery Department at Chelsea and Westminster

Hospital between January 2016 and March 2017 (Table 1).

The most common surgery was a body contouring proce-

dure to the abdomen (Table 2). The primary procedure was

most commonly performed within the UK (Fig. 2), and the

most common complication was infection (Table 1).

Two patients had ongoing management during the time

frame of this study, but their management commenced in

2012 (Table 2, patient 7) and 2013 (Table 2, patient 2). One

patient transferred to the private services within the trust

after four days during their admission (Table 2, patient 11).

The average inpatient stay was nine days for medical

management, surgical intervention or a combination of

both. Three patients required critical care admissions: two

intensive care unit (ICU) and one high-dependency unit

(HDU) (Table 2: patients 3, 4 and 7). Across ten patients,

there was an average of three operations and five dressing

clinic appointments. A mean of two consultant-led outpa-

tient appointments per patient were required (Table 3).

Eleven patients had a sum of 29 inpatient episodes

(Table 4). The total cost for inpatient management

amounted to £247,982, £259,732 with the inclusion of

outpatient clinics. The three most expensive patient epi-

sodes based on management (Tables 2 and 4) were from

patients 3, 4 and 7: £33,991, £99,261 and £53,637,

respectively. Patient 3’s primary cosmetic procedure was in

the Dominican Republic, whilst patient 4’s and patient 7’s

procedures took place in Turkey.

The literature search identified 17 relevant papers pub-

lished between 2010 and 2019 on trends in cosmetic and

medical tourism (Table 5). These papers explore the impact

of this industry on an international stage.

Discussion

Patient Incentives

The motivating factors behind medical tourism extend

beyond healthcare needs and have been described in a

hierarchical order [2]. This ranges from fulfilling ‘basic’

healthcare requirements such as immunisation, to patients

seeking to optimise physical and mental well-being. Cos-

metic surgery can be placed towards the top of this

hierarchy.

Driving forces facilitating interest in cosmetic tourism

include anonymity, shorter waiting lists, consumerism,

patient dictated operations, less stringent regulation, new

innovations unlicensed for use in the home nation and,

most commonly, cost savings [3–5]. Klein et al. describe it

as patients seeking ‘First-World service at Third-World

cost’ [3], the cost being one part of the value perceived by

patients. Harvard university strategist Michael Porter sur-

mised that the patient perceived value is equal to the

patient-relevant outcomes at a particular price [6]:

Patient Perceived Value ¼ Patient� relevant Outcomes

Price

Consequently, the patient seeks a lower cost and

perceives an increase in value. Outcomes, however, are

patient-specific and influenced by factors including patient

co-morbidities, the ability and experience of the surgeon
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performing the procedure, compliance with post-operative

instructions, the occurrence of complications and

appropriate management in a timely fashion. Following

the PIP scandal of 2013, Sir Bruce Keogh highlighted the

lack of robust regulation within the cosmetic industry,

highlighting the potential for a lack of accountability,

further adding to the variability in outcomes for cosmetic

tourists [7].

Alizideh identifies patient education as fundamental in

bridging the gap between patient expectations and the

actual patient outcome [8]. The importance of this patient

education is reflected by the efforts of representative

organisations such as British Association of Plastic Sur-

geons (BAPRAS), the British Association of Aesthetic

Plastic Surgeons (BAAPS) and the American Society Of

Plastic Surgeons (ASPS), with their persistent and very

public efforts [9–11].

Cosmetic Surgery as a Commodity

The conversion of surgery into a commodity has allowed

interference from market forces in the patient’s decision-

making process. This is reflected by the established asso-

ciation between particular countries and particular proce-

dures: South America for aesthetic surgery, Hungary and

Poland for dental treatments and countries such as

Switzerland, Belgium and Canada attracting wealthier cli-

ents because of their attention to delivering patient pref-

erence with modern technology [1, 12].

The UK itself is a net exporter of medical tourists [13].

This net emigration is reinforced by the widespread

availability of low-cost airlines and the increasing promi-

nence of ‘packages’ offering a cost-effective flight and

surgery all-in-one deal [14]. The financial lure, however,

commits the patient early into undertaking what are

entirely elective procedures, straddling an ethically fine

line for cosmetic surgery providers [15].

A lack of access to the provider in the post-operative

period is also significant concern, often arising due to

geographic distance between the tourist and the initial

provider. Sir Keogh’s report emphasised that providers

have a duty to ensure suitable post-operative management,

for an appropriate amount of time, with the patients having

an avenue for recourse regardless of geographic location

[7]. This study identified a cost of £259,732, an average of

Fig. 1 Cosmetic tourism

literature search

Table 1 Patient cohort summary

Demographics

Male 1 Transgender 1 Female 9

Mean age

39

Age range

27—56

Most common complication

Infection
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£23,612 per patient, across eleven patients, between Jan-

uary 2016 and March 2017, to a single trust for managing

complications of private aesthetic surgery. Despite 37% of

patients in this study having their private cosmetic proce-

dure in the UK, all patients presented to the National

Health Service for immediate, definitive and continued

management of their complication, accruing costs that

were not reimbursed by the private provider or the patient.

Emergency Management in the NHS

The eleven patients included in this study were solely

managed by the Plastic Surgery Department at Chelsea and

Westminster Hospital. This is a narrow reflection of the

true extent and a likely under-representation of complica-

tions arising from breast surgery, for which there are a

number of reasons.

The distribution of plastic surgery units across London

means that there are two other large plastic surgery units in

South London and a further three units in North, East and

West London. This Pan-London network of plastic surgery

units, a number of which with an established sub-specialty

service in breast, creates an uneven pattern of referrals

from primary care, secondary care and as decided by

patients through their presentation to emergency

departments.

Within the NHS, breast surgery is also an established

sub-specialty of general surgery. It is a commonly

encountered and accessible service within numerous

37%

27%

9%

9%

9%

9%

Uk
Turkey
USA
Jordan
Carribean
Uknown

Country of primary cosme�c surgery

Fig. 2 Primary procedure by destination for eleven patients

Table 2 Patient cohort procedure summary

Patient Procedure Complication Inpatient NHS management

1. Gender reassignment:

penile inversion

Labial flap

dehiscence

IV antibiotics

2. Body contouring:

abdominoplasty & thigh

lift

Infection IV antibiotics, debridement (multiple), evacuation of seroma, negative pressure

dressings, SSG (multiple), incision and drainage, scar revision

3. Body contouring: unknown Necrotising

fasciitis

IV antibiotics, debridement (multiple), negative pressure dressings, drain, insertion

of tissue expander, SSG, intensive care unit

4. Body contouring:

abdominal liposuction

Necrotising

fasciitis

IV antibiotics, debridement (multiple), negative pressure dressings, Strattice mesh,

SSG, intensive care unit

5. Body contouring:

abdominal liposuction

Flank necrosis Debridement, negative pressure dressings, SSG

6. Body contouring:

abdominoplasty

Seroma Ultrasound guided drainage

7. Facial rejuvenation: dermal

fillers

Infection IV Antibiotics, incision and drainage, ultrasound scan, high-dependency unit

6 Body contouring:

liposuction and fat

transfer

Infection IV antibiotics, ultrasound scan

7 Body contouring:

abdominoplasty

Infection IV antibiotics, debridement and closure

8. Body contouring:

liposuction and fat

transfer

Skin necrosis Conservative management with dressings

9. Body contouring:

gluteoplasty/buttock

implants

Infection and

wound

dehiscence

IV antibiotics, ultrasound guided drainage

SSG Split Thickness Skin Graft, IV Intravenous
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district general hospitals, by comparison with the often

tertiary centre located care delivered by plastic surgery

units in the UK. We hypothesise that this furthers divides

patients with complications from cosmetic breast surgery

leading to their under-representation by a single unit.

Thirdly, although the NHS is a free point of emergency

care for all individuals, when implants require removal in

the case of emergency such as frank infection, the National

Health Service’s position is not to offer replacement [14].

For patients who have undergone augmentation, this may

offer enough concern for patients to pursue private man-

agement from the outset of any complication.

NHS Trusts As Providers Of Private Services

Previous studies have shown the UK to be a net exporter of

patients for medical tourism [13]. This is reflected in our

study with 54% of patients having their cosmetic surgery

performed outside of the UK (Fig. 2). Hospitals within the

UK do derive some benefit from medical tourists finan-

cially, with one tertiary care trust having estimated earn-

ings of £20 million across 650 patients from international

locations. In these centres with readily accessible private

services, healthcare tourism will contribute a significant

proportion of private patient generated revenue. We raise

the question: Should more NHS trusts be proactive in

offering private services?

Hospitals in Southeast Asia proactively cater to health-

care tourists within their healthcare model to actively

attract these patients. In this model, medical tourism is a

state-led business generating a revenue of $7.5 billion US

dollars from 2004 to 2008, which has led to the formation

of a centre of excellent health care of Asia initiative,

focused on attracting this international patient cohort [16].

Whilst competitive pricing is a common attraction for

many tourists, there are a proportion of patients travelling

to well-industrialised countries to attain high-quality care

at a premium price [1, 12, 13]. NHS trusts in the UK fall

into this category and engaging medical tourist would relay

both local and national benefits.

Revenue generated may reduce reliance on government

funding for day-to-day maintenance matters and allow

greater funding for matters concerning national moderni-

sation of outdated NHS hospital buildings and historic

NHS digital platforms, enabling systems to be more effi-

cient and communicate on a local and national level

[17, 18].

Table 3 Management summary

Mean number of operations 3 Number of operations per patient (range) 0–17 Mean days of IV antibiotics 4

Mean hospital episodes per patient 3 Mean inpatient stay 9 days

(range 1–56)

Critical care admissions (ICU/HDU) 3

Mean number of dressings clinic appointments 5 Mean number of outpatient department clinics 2 DNA to OPD 2

Table 4 Patient management cost analysis

Patient Number of

inpatient episodes

Mean length of

inpatient stay (days)

Cost of

inpatient

episodes

Dressings clinic

(£115/appt)

Therapy-led clinic

(£115/appt)

Consultant clinic

(£130/appt)

Total

1 1 1 £102 4 1 (DNA) £692

2 8 7 £47,826 19 1 £50,141

3 3 12 £31,501 13 3 5 £33,991

4 2 47 £99,146 1 £99,261

5 2 1 £2848 8 5 £4343

6 1 1 £102 2 £260

7 8 9 £53,032 3 2 £53,637

8 1 11 £7719 20 £10,319

9 1 4 £5196 2 1 (DNA) £5556

10 1 1 £102 8 £920

11 1 4 £408 N/A (private) N/A (private) £408

Total 29 £247,982 £6555 £1035 £4160 £259,732

DNA Did Not Attend
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Local benefits include increased investment into opera-

tive and clinical spaces, in addition to the employment of a

much-needed larger workforce with enhanced pay scales.

Optimising working conditions would improve retention

and reduce reliance on agency staff and the associated

expenditure [18]. Heightened operative capability would

enable reduced elective waiting times which has histori-

cally attracted fines in the remit of £300 for every patient

not operated on within 18 weeks [19].

Brightman et al. [20] found 83.9% of 368 American

plastic surgeons reported their patients had complications

from procedures performed by non-plastic surgeons, with

infection the most common complication. Although 35 of

45 surveyed medical tourism companies required provider

or hospital accreditation, this was not to a uniform standard

and only 19 companies had a role in coordinating follow-

up. Our local study demonstrated that the most expensive

patients to manage were those who had their cosmetic

surgery abroad, requiring admission to critical care and

management amounting to £186,889 across only three

patients whose presenting complication was related to

infection.

Specific benefits to UK nationals undergoing private

surgery within NHS trusts include reduction in risks from

medium- to long-haul travel post-surgery, more accessible

follow-up, opportunity for more timely management of

both emergency and non-urgent complications and where

infection arises, reduced exposure to and co-transport of

foreign pathogens, allowing for greater efficacy of our local

microbiology-led empirical antibiotic choices [21].

Increased awareness and availability of private services

within NHS trusts would provide an attractive alternative

for cosmetic tourists, offering solutions to many of the peri-

operative clinical and ethical concerns which compromise

patient safety and increase morbidity.

Medical And Ethical Guidelines Within The

Cosmetic Tourist Industry

For a patient to make an informed decision, there needs to

be a consultation with the provider prior to any financial

commitment, followed by a cool-off period [15]. Pareira

et al. [22] identified that prior to having surgery abroad,

patient counselling may only be by a non-medically trained

representative. Following their review of the literature on

Table 5 Summary of selected papers from literature search

Title Author Year of

publication

Travelling abroad for aesthetic surgery: informing healthcare practitioners and providers while

improving patient safety

R. Jeevan et al. 2010

The unwritten price of cosmetic tourism: an observational study and cost analysis K. Miyagi et al. 2011

Why do patients engage in medical tourism Vivien Runnels and

P.M Carrera

2012

The globalization of healthcare: implications of medical tourism for the infectious disease clinician Lin H. chen and Mary

E. Wilson

2013

Medical tourism: a cost or benefit to the NHS Johanna Hanefield et al. 2013

What do we know about medical tourism? A review of the literature with discussion for the UK

national health service as an example of a public health care system

Johanna Hanefield et al. 2014

Medical tourism in plastic surgery: ethical guidelines and practice standard for perioperative care Mathew L. lorio et al. 2014

Medical tourism in Thailand: a cross sectional study Thinakom Noree et al. 2015

Complications after cosmetic surgery tourism Holdger J. Klein et al. 2016

Population health implications of medical tourism Kian Adabi et al. 2016

Commentary on: complications after cosmetic surgery tourism Kaveh Elizadeh 2017

Cosmetic tourism for breast augmentation: a systematic review Louise Brightman et al. 2018

Aesthetic journeys: a review of cosmetic surgery tourism Pereira et al. 2018

Cosmetic surgery: regulatory challenges in a global beauty market Griffiths et al. 2018

Plastic surgery complications from medical tourism treated in a U.S. academic medical center

To download

Ross et al. 2018

The implications of cosmetic tourism on tertiary plastic surgery services; The need for a national

reporting database

Sadr et al. 2019

Plastic surgery medical tourism in Colombia: a review of 658 international patients and 1796 cosmetic

surgery procedures

Campbell et al. 2019
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the issues affecting cosmetic tourists, they put together a

series of travel health recommendations, for cosmetic

tourists, at three distinct phases: the pre-travel consultation,

during travel and at the time of return. These recommen-

dations provide the patient with a safe framework of con-

siderations peri-operatively, aiming to reduce the morbidity

associated with cosmetic tourism and allow for future

complications to be dealt with locally in a safe

environment.

Lorio et al. [23] summarise recommendations by rep-

resentative bodies in the USA into a guidance for providers

of cosmetic surgery. This includes the recommended con-

tent of the pre-operative consultation, provisions for post-

operative care, including a named service provider for

continued local follow-up for patients out of region and a

commitment to reporting complications. These recom-

mendations are in harmony with the recommendations by

Pereira et al. which are from the patient perspective and is

information which we advocate for patients to be informed

of and coordinated in partnership with their surgeon

[22, 23].

Although the responsibilities of the provider are evident

and there is increasing emphasis on patient awareness pre-

operatively, there is limited acknowledgment of the

responsibilities of the domestic plastic surgeon in manag-

ing the complications of a cosmetic tourist. Within the

NHS, the Department Of Health’s recommendation is that

emergency treatment should be provided, but no revision or

elective treatment should be undertaken for patients who

have undergone private cosmetic surgery elsewhere [14].

From the patient perspective, what access do they have to

recourse and should the NHS be remunerated by the private

provider or insurance?

In private healthcare systems, there is potential for

reimbursement by insurance companies for out of country

medical treatments such as cardiac valve procedures. The

funding by insurers, however, is only for reconstructive

procedures that would be required due to complications,

let alone funding elective cosmetic procedures. From a

surgeon’s perspective, it may be less feasible to take on the

care of these patients secondarily, due to lack of access to

information pertaining to the primary procedure and the

consumption of resources without equivocal reimburse-

ment. Further management of the complications of cos-

metic tourist privately will be even less desirable due to the

escalating threat of litigation in an already unsatisfied

patient [23]. Whether the complications of cosmetic tour-

ism are managed privately or on a ‘free’ health service, the

higher risk when the primary procedure is performed in

developing countries, is becoming a matter of public health

concern [24]. As revision procedures are entirely elective,

for the revising surgeon, the decision to perform subse-

quent procedures should be based on the same parameters

as any patient, in keeping with the surgical guidelines,

recommendations from governing bodies and ethical

principles.

Reform In The Cosmetic Tourist Industry

This study does not investigate the qualifications of the

cosmetic tourist’s primary surgeon, but the rise in ‘high-

street’ cosmetic procedures by the non-medically or sur-

gically trained is well documented [25]. Where complica-

tions of cosmetic tourism are encountered, where feasible,

we recommend the cosmetic practitioners are informed by

the patient and their details documented at the least. This

information will allow for trends to be noted and rela-

tionships identified, with the potential for this information

to be used to inform management locally, regionally or

nationally as a public health concern where significant.

Within the qualified surgical and medical profession

exists a range of allied and sub-specialties of plastic sur-

gery with names that undoubtedly would cause confusion

amongst the non-surgically trained. Examples include

oculoplastics, facial plastic surgeons and aesthetic medical

practitioners, all of which will have a range of surgical and

medical training, but nomenclature potentially leaves scope

for generalisation of their skill set by a member of the

public. In the ethically ambiguous service provider, this

could be used to attract tourists for procedures out of the

scope of the practitioners’ routine practice.

Within the UK, the Royal College of Surgeons,

BAPRAS and BAAPS have consciously produced infor-

mation for patients on the expected standards of care when

pursuing cosmetic surgery, home or abroad. These organ-

isations have facilitated formation of the Cosmetic Surgery

Inter-specialty Committee (CSIC) and its certification

scheme and the Joint Committee for Cosmetic Practitioners

(JCCP), which provides the public with a means to verify

their cosmetic practitioners training, qualifications and

experience. These changes aim to provide a more ethically

balanced framework within an industry that has existed

unregulated, optimising patient safety through

transparency.

To drive the necessary reform, change at a government

level is needed. These changes may seek to mirror those

established in France with the enactment of the Kouchner

law 2002, providing comprehensive safeguards such as

advertising regulation, in addition to the established role

for criminal law in a patient’s desire to pursue recourse

[26].
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Conclusion

Our study illustrates the management of complications of

cosmetic surgery carry a high cost. This is not an experi-

ence limited to just this trust in the UK [27]. Internation-

ally, healthcare systems that have evolved to accommodate

healthcare tourists, however, are reaping the financial

reward.

There is still a need to raise the patient safety profile for

cosmetic tourism, and solutions include a database for

reporting complications to facilitate development of

healthcare strategies and the subscription to the ‘Global

Partner’ agreement amongst international plastic surgery

societies that commit to maintaining a high standard in

plastic surgery [27, 28]. Nevertheless, significant mile-

stones have already been reached in the UK since the

absence of a regulatory framework was officially high-

lighted in 2013 [7].

As the cosmetic tourist industry continues to strive for

higher global standards, we query whether NHS trusts, with

their certified surgeons and physicians, established stan-

dards of care, regulation and governance, should seek to

heighten their presence as providers of private healthcare

services on the international market. The proactive provi-

sion of these services would be a means of generating

further income for financially strapped NHS trusts and

potentially eliminate a number of the clinical and ethical

concerns associated with international substandard health-

care and cosmetic tourism.
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