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HEALTHCARE QUALITY OF BANGLADESH  
AND OUTBOUND MEDICAL TRAVEL TO THAILAND 1

The healthcare system in Bangladesh suffers from many shortcomings. This drives not only the affluent 
and the middle-class, but also the poor Bangladeshi to travel cross-border to India, Thailand, Singapore 
and Malaysia for medical treatment. In Bangladesh, there are an over-crowded public healthcare system, 
the paucity of funds, a lack of medical expertise and technology, and few quality private hospitals to service 
the local high-income population. For this paper, Bangladeshi patients (n=113) who had undergone medi-
cal treatment in Thailand during February 2017 to June 2017, completed the survey. Statistical findings sug-
gest that the medical costs are high in Thailand and hiring personal attendants for older patients is expen-
sive. Apart from the language barrier with no interpreting services, the patients are also required to pur-
chase sample medicine from the hospital dispensary at a higher price. On the positive side, the physicians 
in Thailand were overseas qualified, caring, trustworthy, honest and straightforward while dealing with pa-
tients, and had the expertise to provide diagnostic results for several diseases. Results also show that com-
pared to Bangladesh, Thailand has less waiting-time for surgery with state-of-the-art medical facilities, and 
excellent healthcare service, resulting in an increasing outbound medical travel from Bangladesh. Healthcare 
policy implications are that the public and private hospitals in Bangladesh need to provide the quality of ac-
credited and timely healthcare to the locals, so that the poor and middle-class Bangladeshi do not have to 
travel cross-border for healthcare. Unless Bangladesh improves its healthcare system, the outbound med-
ical travel to Thailand and other neighboring countries will continue, and can it dream to develop a medi-
cal tourism market to attract foreign patients. Doctors, nurses and lab technicians along with health man-
agement personnel must be ethical and corruption free. Improved excellence in healthcare delivery, interna-
tional accreditation, and elimination of dishonest performs in Bangladeshi healthcare will steadily decrease 
outbound medical travel by the poor and middle class Bangladeshi, save medical travel costs, medical trav-
el-risk and anxiety of being away from home and relatives, resulting in more and more Bangladeshi patients 
preferring to trust and use their healthcare system. Future research directions will explore the quality, access 
and affordability of inclusive healthcare in both public and private hospitals of Bangladesh. 

Keywords: Bangladesh, Thailand, medical, travel, public healthcare, quality, accreditation, patient, economic de-
velopment, region

1. Introduction

For any developing country with high popula-
tion, the healthcare sector is one of the most de-
manding. It requires more funding as a percent-
age of GDP, along with availability and equitable 
access to medical treatment and facilities for the 
local population. The public healthcare system 
in Bangladesh is overcrowded, with a paucity of 
funds, a lack of medical expertise and technology, 
and few excellent private hospitals exist catering 
to the local needs [1]. For example, Bangladesh 
has a branch of famous Apollo Hospitals Group 
from India, which is an underutilised medical fa-
cility. Moreover, Bangladesh Institute of Research 

1 © Ali M. M., Medhekar A. Text. 2018.

and Rehabilitation in Diabetes, Endocrine and 
Metabolic Disorders (BIRDEM) does not have the 
capacity to cater to the needs of a large number of 
diabetic patients all over the country. Bangladesh 
is far behind many developing countries in provid-
ing adequate healthcare facilities due to funding 
constraints [2]. The public healthcare system in 
Bangladesh suffers from the lack of qualified and 
experienced medical professionals, unnecessary 
diagnostic tests and outdated medical equipment. 
Whereas a private health sector is driven by profit 
motive. This motivates not only the affluent and 
the middle-class Bangladeshi patients to travel 
cross-border to Thailand, Singapore and Malaysia 
for medical surgery, but also the lower income 
populations to go to India for medical treatment 
[1, 3, 4].
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Most of the Bangladeshi people are no longer 
satisfied with the poor quality of domestic pub-
lic health system and tend to visit private health-
care services 1. Government efforts to provide bet-
ter healthcare services are yet to be realised [5]. 
With the globalisation of healthcare, many pa-
tients from developed countries in Asia are trav-
elling to Thailand, India and Malaysia for obtain-
ing ‘first world treatment at third world prices’ [1, 
6, 7, 8, 9,10, 11, 12]. Patients from developed and 
developing countries compare worldwide health-
care service quality, waiting times, cost, post-sur-
gery care, and search for value in healthcare, rel-
ative to their own countries. This has resulted in 
medical innovation and outsourcing healthcare to 
low-cost countries [13, 14, 15, 16].

Medical tourism business is a strategy adopted 
by developing countries for the economic develop-
ment. It helps to generate revenue from interna-
tional patients, which translates into output, jobs, 
and foreign exchange earnings for the destination 
country, having a multiplier effect on the economy 
[1, 16, 24]. Issues of economic development and 
the potential for economic dependency suggest 
that developed nations in the future might even-
tually become dependent on developing coun-
tries for affordable healthcare provision. At the 
same time, the developing countries may benefit 
through the transfer of health technology, phar-
maceutical medicines, healthcare innovations, as 
the foreign exchange revenue from medical travel 
will help to improve developing countries’ health-
care system [14, 16]. For Bangladeshi middle-class 
patients after India, Thailand is the second most 
popular destination for medical treatment and 
repeat visits. This is due to Thailand’s friendly 
hospitality, the quality of caring healthcare ser-
vices, world-class medical facilities, cultural af-
finity and availability of Halal food [17,18, 20, 57]. 
Bangladeshi with the level of higher income usu-
ally travel to developed nations like the USA, UK, 
Germany and Singapore for surgery [1]. 

Thailand Board of Investment claimed that in 
2016, Thailand had increasing government’s ex-
penditure in healthcare and medical tourism. Thai 
government spends 14 % of its total budget on 
the healthcare industry, which accounts for 4.6 % 
of Thailand’s GDP. It is the highest amongst the 
ASEAN countries. Thailand has 53 JCI accredited 

1 United Nations. (2004). Millennium Project. Millennium 
Development Goals Needs Assessments: Country Case Studies 
of Bangladesh, Cambodia, Ghana, Tanzania and Uganda, 
1–123. Retrieved from: www.waterfund.go.ke/watersource/ 
/007.%20MDG%20Needs%20Assessment.pdf (date of access: 
1–11- 2017).

hospitals 2. Hospitals maintain electronic medical 
records of foreign patients. They reply to patient 
queries by e-mail within shortest possible time. 
However, in Bangladesh, the quality of healthcare 
service and facilities comparable to Thailand are 
not available, due to which Bangladeshi patients 
choose to travel in large number cross-border for 
medical treatment [1]. Malaysia and Thailand have 
a good mixture of elements (medical, tourism and 
wellness) to be an excellent medical tourism des-
tination while Singapore and India need further 
development in some of these factors [19].

We have identified four types of inbound med-
ical tourists for Thailand: the dedicated medical 
tourist, the hesitant, the holidaying, and the op-
portunistic medical tourist. Bangladeshi patients 
in this sample even on tourist/visitors visa were 
all dedicated medical tourists [20]. As discussed by 
[21], the improving healthcare in Bangladesh re-
quires attention to the ‘quality of healthcare ser-
vice features’, which are regularly rated by in-pa-
tients in western countries. These features in-
clude doctors, nurses, tangibles, and other hospi-
tal processes. However, additional organizational 
and healthcare management issues must also be 
addressed to improve the overall healthcare sys-
tem. Further, they commented that in Bangladesh, 
political influence, corruption at the Ministry 
of Health and Family Welfare and Directorate of 
Health, conditions imposed by the Ministry of 
Establishment and Ministry of Finance in matters 
of recruitment of medical and non-medical staff, 
purchase of expensive diagnostics, clinical equip-
ment, related budgetary matters, and interfering 
nature of the development partners who provide 
financial assistance are also need to be examined. 
Failures at all these levels have significant impli-
cations for the delivery of healthcare services in 
Bangladesh [21].

1.1. Background to Bangladesh Healthcare 
System

In the last fourteen years, (2003–04 to 2016–
17) in Bangladesh, the allocation of funds towards 
the health sector has increased gradually. In the 
proposed national budget 2017–18, the allocation 
of funds to healthcare is reduced to Taka, i.e. 13.05 
billion from previous year’s budget. Total health 
expenditure in Bangladesh, as a total percentage 
of GDP in the year 2004 was 2.5 %, and gradually 

2 JCI. (2017). Joint Commission International Accreditation 
Standards for Hospitals. Retrieved from http://www.jointcom-
missioninternational.org/about-jci/jci-accredited-organiza-
tions/(Date of access: 12.05.2016).
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increase to 3.7 % in 2013 and fell to 2.8 % in 2014 1. 
In 2014, per-capita health expenditure increased 
to $27, from $16 in 2007. However, governments 
share in health expenditure has declined from 
27 % to 23 %, which is very low for achieving the 
objective of universal healthcare, resulting in an 
increase in the out-of-pocket expenditure of 63 % 
for the patients. The people of Bangladesh are con-
cerned about the high out-of-pocket payment for 
health, and there is a need for reforms into health-
care finance scheme [22]. However, from the sup-
ply side, the country is still not prepared to pro-
vide benchmark quality and access to affordable 
public healthcare for everyone. There are numer-
ous medical schools and hospitals in Bangladesh, 
but their quality of health service is questionable 
[1, 21, 23]. Best doctors migrate to overseas coun-
tries for better working conditions, medical facil-
ities and remuneration 2. The factors that moti-
vated Bangladeshi to travel to India for medical 
treatment are the following: low cost of surgery, 
qualified experienced doctors, quality of nursing 
care, non-availability of treatment in Bangladesh, 
and state of the art medical facilities and treat-
ment in India [24].

To overcome quality in access to universal 
healthcare, the World Bank has promised to pro-
vide US$515 million to Bangladesh to improve 
health, nutrition and population services un-
der the 4th health sector programme, costing 
US$14.7 billion 3. The programme will strengthen 
the country’s health system, cover essential pri-
mary healthcare services and enhance equity 
through focussed service improvements in Sylhet 
and Chittagong divisions where key health in-
dicators are below national averages. The pro-
ject will also work to improve neonatal mortality 
rate, maternal mortality ratio, total fertility rate, 
and prevalence of stunting among under the age 
of five children, hypertension among adults and 
increase the total health expenditure financed 
from public sector 4. The aim of this program un-
der the Health and Family Welfare Ministry is to 
ensure quality and equitable access to healthcare 
services for all Bangladeshi citizens. Bangladesh 
has made remarkable achievements in health-re-

1 World Bank. (2003). Private sector assessment for health, nu-
trition and population in Bangladesh. Report No. 27005-BD, 
6–7. Washington, DC: World Bank. Retrieved from http://doc-
uments.worldbank.org/curated/en/(Date of access 25–4-2017).
2 Ibid.
3 The Bangladesh Chronicle. (2017). Government World Bank 
$515m loan deal for health sector, 28 August 2017. Retrieved 
from: http://bangladeshchronicle.net/2017/08/28/ (date of ac-
cess: 12–11–2017).
4 Ibid.

lated Millennium Development Goals (MDGs), 
though in the case of Sustainable Development 
Goal-3 (ensure healthy lives and promote well-be-
ing for all at all ages) has not been fully achieved. 
Prime Minister Sheikh Hasina received the UN-
MDG Award in 2010 for success in reduction of 
under-five mortality. In 2011, Bangladesh received 
‘Digital Health for Digital Development’, a South-
South Award for successful attainment of MDG-4 
& MDG-5, as the Government of Bangladesh rec-
ognizes health as an integral part of development 
process. However, there is a lack of political will, 
in case of actual allocation of funds and imple-
menting health-related projects and programs 5. 
SDG3 refers to ensure healthy living and promote 
wellbeing for all, at all ages 6. Knowledge about hy-
giene, language and cleanliness, medical equip-
ment and tests, meals, needs and caring, attractive 
and punctual, examination and skills, admission 
process and professionally dressed have emerged 
important factors for determining the quality of 
the private healthcare services of Bangladesh [25].

Improvements in the health of the Bangladeshi 
population would translate into higher produc-
tivity, incomes, economic growth, and acceler-
ated poverty reduction. However, more needs to 
be done to achieve SDG3, universal primary, sec-
ondary and tertiary, access to reliable quality of 
healthcare along with the availability of health-
care facilities, diagnostic services at an affordable 
price, especially for the poor people living in rural 
and remote villages as well as for the urban poor. 
In Bangladesh, pathological and diagnostic tests 
are not reliable, due to the poor quality of health-
care facility and medical technology, long waiting 
time, unavailability of super-specialty, and corrup-
tion, as doctors often take a commission for dif-
ferent unnecessary diagnostic tests as reported in 
the media [1, 17, 18, 23]. Given the poor healthcare 
quality, health-conscious Bangladeshi’s demand 
for quality healthcare is on the rise, and more and 
more patients are travelling abroad to seek qual-
ity in healthcare. Building on the previous re-
search, a research gap was identified regarding 
the reasons for medical travel to Thailand, where 
it was found that Bangladeshi crossed a border 
for high-end care, because of the poor quality of 
healthcare services, diagnostic clinics, lack medi-
cal expertise, surgical speciality, and post-surgery 
care [1, 17, 23]. In Bangladesh, currently, there 
are 31 Government medical colleges and 68 pri-

5 World Health Statistics. (2017). Retrieved from: www.who.int/
gho/publications/world_health_statistics2016_Chapter6.pdf 
(date of access: 12–11–2017).
6 Retrieved from: http://www.who.int/sdg/targets/en/(viewed 
(date of access: 10–11–2017).
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vate medical colleges. Furthermore, there is an ur-
gent need that the quality of healthcare services 
offered at Bangabandhu Sheikh Mujib Medical 
University (Formerly Institute of Postgraduate 
Medical Research (IPGMR), which was established 
in December 1965), and Dhaka Medical College 
and Hospital that was established in the year 1946, 
will be improved. The government in Bangladesh, 
recently, decided to set up two medical universi-
ties through Chittagong Medical University Act, 
2015 and Rajshahi Medical University Act, 2015, to 
meet the shortage of medical facilities and med-
ical doctors and nurses. In the case of in-patient 
treatment in a government facility in Bangladesh, 
especially if surgical intervention is required, the 
households have to incur a huge amount as out-
of-pocket expenditures on medicines, diagnos-
tic tests and other related items. To meet the hos-
pitalisation expenses, many households have to 
borrow money and even liquidate their assets [5].

A small case of unethical practices in 
Bangladesh, which is a normal phenomenon is 
quoted: “Unfortunately with the few exceptions 
they are indulged in immoral activities and un-
ethical practices of all sorts. I think it is not too 
late to rectify ourselves now. Malpractices of all 
sorts have engulfed the physicians of all categories 
and money appears as the single most important 
driving factor. Money should not be the only fac-
tor for our profession. Cesarean operation is a life-
saving method for mother and baby for selective 
and complicated labor. It is popular in the West. 
However, in Bangladesh, it is different. When this 
procedure was first available in our country several 
decades ago, hardly 10 % labor was due to it. Now 
around 50 % (varies 40 % to 95 %) labors are due 
to it across the country and in majority cases inju-
diciously. It becomes the easiest method of earn-
ing a lot of money within shortest possible time! If 
we become an exploiter instead of a perfect tech-
nical person, how can we be able to protect the in-
terest of a patient? Cases of gross negligence on 
the part of physicians are being reported in the 
paper now and then. One of my known patient de-
cided to deliver their baby by Cesarean section. He 
managed to get the best anesthesiologist and gy-
necologist. Patient started muscle twitching on 
the operation table during later part of opera-
tion. On inquiry, it was found that Oxygen cylin-
der ran out of oxygen! In addition, the anesthetist 
was found upstairs in computer game! By this time 
patient incurred irreparable brain damage. Then 
she was transferred from Dhaka to Singapore, at-
tended by both the British and the American spe-
cialists. Now she is unconscious, has been bed-rid-
den for last one and a half decades, on life-sav-

ing measures.” 1 An overwhelming number of the 
patients and their attendants also faced negli-
gence, of different types in the hospital services in 
Bangladesh [26].

The key aim of this paper is to explore the rea-
sons for outbound medical travel from Bangladesh 
to Thailand for surgery, due to the low quality of 
healthcare in Bangladesh. This paper is structured 
as follows. First part covers introduction and back-
ground to the healthcare system of Bangladesh. 
Followed by a literature review on medical travel 
to Thailand. Part three deals with research meth-
odology, justification and research hypothesis. 
Policy implications for healthcare discussed in 
part four; followed by conclusions and future re-
search directions.

2. Literature Review

2.1. Trade in Healthcare Services  
and Medical Travel

Cross-border trade in healthcare services of de-
veloping countries is expanding, becoming more 
competitive, and creating new dimensions of the 
globalization of healthcare, as the new niche of 
the medical market for global healthcare [16, 27, 
28, 29, 30]. In Canada, supporters of medical tour-
ism argue that medical travel reduces waiting 
list at home and improves access to care for citi-
zens who cannot afford to travel abroad for sur-
gery. Supporters of medical tourism note that in-
ternationally accredited private healthcare facili-
ties are located around the world and especially in 
Asia. South American countries provide interna-
tional and comparable quality of medical surger-
ies [30, 31, 32]. There is a positive impact of medi-
cal tourism in the developing countries, which also 
raises many ethical and moral questions. Growing 
healthcare globalization due to medical travel has 
its costs and benefits for the patient who travel 
overseas for surgery. Such treatments may include 
dental, heart, orthopedic and bariatric surgery, re-
productive services and liver or kidney transplan-
tation [6, 14, 32].

Medical tourism can bring economic bene-
fits to developing countries, and additional for-
eign resources for investment in healthcare [16, 
33]. However, unless medical travel is accredited, 
managed, and regulated, the financial benefits of 
medical tourism for health systems may come at 
the expense of access to and use of health services 
by the local population. There is a lack of system-
atic data concerning international health services 

1 Retrieved from: http://www.pnhp.org/news/2010/october/
lessons-from-bangladesh (date of access: 15–10–2017).
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trade, in the case of individual modes of delivery 
and advantage to destination countries, resulting 
from medical tourism [34].

Despite being part of an increasingly global 
medical industry, most of the medical travel is 
cross-border and diasporic, mainly linked to and 
parallel with the tourism industry, as foreign med-
ical tourists also use tourism services, such as, 
book hotels, accommodation, shopping, and some 
sightseeing [35, 36]. Intermediaries such as medi-
cal tourism travel agents and facilitators also play 
a key role in connecting patients to hospitals, air-
lines and hotels. In Bangladesh, family and friends 
play a significant role to inform the potential pa-
tients by ‘Word of Mouth’ along with internet that 
plays a secondary role in spreading the informa-
tion in Bangladesh. Healthcare quality and avail-
ability of care are key influences on medical travel 
behaviour, alongside economic and cultural fac-
tors for Bangladeshi patients. National health and 
economic statistics can assist in developing met-
rics of public and private revenues, benefits, and 
aggregate welfare gains from medical tourism [36, 
37]. Therefore, detailed developing country spe-
cific studies are required to ascertain the distri-
butional impact of net economic health gains and 
losses to the economy from medical travel. Some 
measure of patient flows could be estimated from 
data collected by medical tourism facilitators or 
destination country healthcare facilities, and from 
government medical-visa category. However, such 
information is confidential and difficult to obtain 
by the researchers. 

2.1. Thailand as a Medical Destination  
for Bangladeshi

Thailand is a popular tourist place as well as a 
top medical tourism destination for the patients. 
Medical tourists are drawn to Thailand from all 
parts of the world because of the excellent qual-
ity of healthcare, accredited hospitals by JCI, af-
fordable pricing and tourism attractions [20, 33, 
38,39,40]. Health screening packages in Thailand 
are bundled with hotel, tourism and travel pack-
ages, which is half the cost of Singapore [41]. 
Thailand faces credibility concerns when it 
comes to complex higher-end surgical treatment. 
Bumrungrad Hospital, for instance, had to market 
and promote itself as the US, JCI accredited hospi-
tal to avoid the perception of low-quality services. 
In Thailand, quality considerations are given top 
priority by private hospitals regardless of the type 
of treatment sought. Certain types of medical pro-
cedures availability and quality influences the de-
cision-making processes of medical tourists when 
they are looking for medical service providers [20, 

42, 43]. Bioethics includes medical ethics, envi-
ronmental ethics, legal ethics, business ethics and 
ethics in human rights and politics including mat-
ters of crisis management. Corruption, nepotism, 
selfishness, misconduct and malpractice are be-
coming the common phenomena in Bangladesh 
healthcare [44], causing Bangladeshi to travel to 
Thailand.

In Thailand, doctors are courteous, patients 
are dealt with quickly and efficiently in a friendly 
manner, and do not display the authoritarian 
‘‘doctor’s gaze,’’ thereby making clients feel com-
fortable like guests than foreign patients [45]. 
This makes a visit to an overseas hospital a pos-
itive experience and reduces fear which is associ-
ated with hospital visits when suffering from se-
rious disease. In the case of Japanese outbound 
medical tourists to Thailand, some elderly mid-
dle income Japanese stay for long, in spite of high 
medical costs, as their incomes are relatively high 
compared with the average Thai or Bangladeshi 
patients, with no health insurance and out-of-
pocket medical expenses, in addition to travel and 
accommodation costs [46]. 

Medical tourism has led to the shortage of staff 
and high healthcare costs for local Thai popula-
tion, for physicians, dentists and nurses [47]. [48], 
identified that the strengths of Thailand’s health-
care service providers and highlights a number of 
problems that may reduce the growth opportunity 
of this industry. These include a lack of practical 
government policies with regard to medical tour-
ism and of other supporting medical regulations, 
a lack of organization as a cooperation center 
aimed at promoting the medical tourism indus-
try as a whole, remaining low awareness of the op-
portunities presented by the industry among po-
tential foreign patients, and a shortage of doctors 
and qualified medical staff [48]. Thailand’s main 
advantages are its high quality of medical pro-
fessionals, no waiting-time, affordable health-
care costs, state-of-the-art healthcare facilities 
and a hospitable and service-minded culture [40]. 
Besides, Thailand has traditionally been a popular 
global tourist destination and specialises in niche 
areas for cosmetic, dental, reproductive and well-
ness tourism packages. 

Thailand receives a large number of inbound 
medical tourists from western countries and 
cross-border in Asia. Private hospitals specially 
cater to foreign medical tourists and are able to 
cope influx of high and low season medical tour-
ists from all over the world [50]. Major hospitals 
in Thailand are capable to meet the growing de-
mand for medical tourists from Asia and abroad 
during high season. Medical travellers search for 
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internal and external sources of information [50, 
52] or contact the medical service providers/hos-
pitals through online internet appointment [51]. 
Internet has become a platform for hospitals, 
medical travel agents and medical tour facilita-
tors to promote their healthcare services to search 
for hospital and doctor, based on patient’s medi-
cal problems in many countries [34]. In Thailand, 
medical information system works on cloud com-
puting for cosmetic clinic management. Cloud 
computing was developed by the cooperation of 
researchers, doctors and network service provid-
ers, providing easy access to transfer patient data 
between the physician and patient [53, 54]. Social 
media is also utilized to create opportunities for 
medical travel market for patients and doctors to 
share their ideas, needs and requirements in the 
field of health tourism. 

Differences exist between hospital websites in 
India, Singapore, Malaysia, and Thailand, point-
ing to the need for hospital managers to improve 
their hospitals home page so that patients can 
easily navigate and hospitals can cater to patients 
needs from different countries, as their healthcare 
needs, motivation factors for travel and expecta-
tions vary [55]. Hospital settings catering for med-
ical patients present highly complex cross-cultural 
interactions between medical staff and patients, 
but also between patients and other patients. This 
has ramifications for notions of ‘cultural compe-
tence ‘and ‘transcultural nursing’ in medical care, 
which strive to provide services to patients of di-
verse values and religious beliefs by paying spe-
cial attention to their social, cultural, diet and lin-
guistic needs [56]. Health tourism facilities and 
medical and administrative staff have to be sen-
sitive to patients from different cultural and reli-
gious backgrounds such as medical travellers from 
Islamic countries [18].

To improve short-term medical volunteer work 
by the medical professionals, it was necessary to 
coordinate with and respect local healthcare pro-
viders and their communities, as insufficient un-
derstanding of the country’s existing healthcare 
resources and needs may result in perceived harm 
to the recipient community [57]. Therefore, it is 
essential that the Tourism Authority of Thailand 
support studying of medical tourist behavior and 
medical tourist needs from different countries 
and religious backgrounds. In doing this, they 
can access the tourism resources of the Tourism 
Authority of Thailand (TAT). Further, TAT travel 
agencies and spa businesses post detailed infor-
mation on the internet regarding the quality of 
healthcare services provided by famous hospi-
tals such as Bangkok Hospital and Bumrungrad 

Hospital, which are popular with foreign medi-
cal tourists. Moreover, TAT can emphasise on the 
role played by health tourism facilitators and 
the medical standards in Thailand, and compare 
them to that of the USA or Switzerland [58]. TAT 
has started to promote medical tourism in 2004, 
developed a detailed medical tourism website 
that highlights many of the most popular treat-
ments available including dental works, derma-
tology, and cosmetic surgery as well as listing re-
puted hospitals, making it easy for potential visi-
tors to decide on a procedure [54]. Therefore, the 
cross-border healthcare sector is entwined with 
a demand for additional services for foreign pa-
tients whose expectations are high, in compari-
son to the domestic demand for healthcare from 
locals [1].

Bagadeshi patients are more likely to be moti-
vated to go to a chosen country such as Thailand 
because they have a positive perception to-
wards the quality of medical service providers in 
Thailand. Therefore, patients with higher percep-
tion towards the image of the chosen destination 
as Thailand tend to perceive the higher quality of 
medical procedures at Thai medical facilities [59]. 
Medical tourists from Bangladesh have a positive 
perception of service quality of medical facilities 
of Thailand and India, giving the shorter wait-
ing-time and affordable quality. Therefore, they 
are more likely to travel for medical reasons and 
be satisfied with the healthcare services. The lit-
erature review is based on inbound medical tour-
ism to Thailand from different countries. However, 
these studies did not consider the push factors for 
outbound Bangladeshi patients to Thailand due to 
the poor quality of Bangladeshi healthcare provi-
sion. The aim of this chapter is to focus on the rea-
sons for Bangladeshi patients to travel to Thailand, 
as one of the members of BIMSTEC countries. The 
objective of this research is to examine the asso-
ciation between four hypothesis stated in Table 2 
along with findings.

3. Methodology and Findings

3.1. Participants

This study is based on the quantitative sur-
vey data, which were collected from Bangladeshi 
medical travellers who had all undergone medical 
treatment in Thailand. Purposive sampling and 
snowball technique were used, with the condition 
that patients went to Thailand for medical treat-
ment, to select a sample of respondents. Survey 
data were collected during February 2017 to June 
2017 from 113 Bangladeshi patients, post-surgery, 
who had experienced medical tourism to Thailand. 
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However, out of these 113 patients, the data of 
43 Bangladeshi respondents were collected in 
Thailand from various hospitals in Bangkok. The 
remaining 70 surveys were collected from Dhaka 
and Chittagong metropolitan area. From this sam-
ple, 43 Bangladeshi patients, only two officially 
travelled on Thai medical-visa and other 41 trav-
elled to Thailand as tourists to avoid the compli-
cations of getting medical-visa. The main purpose 
of all of the dedicated medical patients was medi-
cal treatment and not tourism. 

The study also took in-depth one to one quali-
tative interview of the patients to crosscheck and 
validate their view, The details of it are not pre-
sented in this chapter. Statistical analysis tech-
niques using SPSS version 22 was used for relia-
bility and validity tests. Factor analysis is based 
on eight factors. (i) Deliverable services of health 
sector in Bangladesh, (ii) Better quality of health-
care services in Bangladesh, (iii) Expertise of doc-
tor/nurses, (iv) Overall hospital’s treatment envi-
ronment at Thailand, (v) Cost savings at Thailand, 
(vi) Availability of Halal food in Thailand, (vii) 
Affordable and caring healthcare service in 
Thailand, (viii) Medical care along with some re-
laxation in Thailand, and (ix) Less waiting time for 
appointments and surgery. 

3.2. Findings

In the model, medical treatment in Thailand is 
considered as dependent variable while independ-
ent variables are satisfaction level, cost of treat-
ment and healthcare expectation in Thailand. 
The study has following binary logistic regression 
model: MTT = f(CT, ST, EX). Where, MTT = Medical 
Treatment in Thailand; CT = Cost of treatment; 
ST = satisfaction; EX = Expectation. From Table 1, 
Medical Treatment in Thailand is positively re-
lated to satisfaction level, and significant at 1 % 
level of significance and negatively related to 
the cost of treatment at 5 % level of significance. 
However, coefficient and expectation levels are 
insignificant. Mcfadden R-squared = (.6151). The 
likelihood ratio test value is 101.3121. The null 
hypothesis is not fully rejected as the expectation 
is insignificant, but other two independent vari-
ables are significant. The findings conclude that 
Medical Treatment in Thailand is related to Cost 
of Treatment and Satisfaction Level is significant, 
but Expectation is insignificant.

Treatment in Thailand as dependent variable 
while independent variables are satisfaction level 
and the cost of treatment in Thailand.

Here satisfaction level is significant at 1 % level 
while the cost of treatment is significant at 5 % 
level of significance.

 The following hypothesis in Table 2 was tested 
with Chi-square estimates.

Table 3 shows association between numbers of 
times Bangladeshi patients visited Thailand for 
the purpose of medical treatment and deliverable 
services quality of healthcare in Bangladesh.

Nearly 13.9 % of patient have experienced 
the highest quality of healthcare service in 
Bangladesh, high (11.1 %), moderate services 
(18.1 %), low (33.3), and 23.6 % experienced low-
est healthcare service quality. Because of which 
they travelled abroad to Thailand for medical 
reasons. In addition, 2.4 % experienced high-
est healthcare services quality in hospitals of 
Bangladesh, high (12.2 %), moderate (4.9 %), and 
low services (75.6 %). Patients (4.9 %) who ex-
perienced the lowest quality of healthcare ser-
vices in Bangladesh travelled more than once 
time to Thailand for medical treatment. However, 
the results indicate that there was a relation-
ship between going to Thailand for medical treat-
ment and deliverable services of Bangladesh, 
(χ2 = 22.00; P < .000), and the alternative hypoth-
esis (H1) is accepted. This means that relationship 
between numbers of times Bangladeshi patients 
visited Thailand for medical treatment purpose → 
because the deliverable services of healthcare sec-
tor of Bangladesh were not excellent.

Table 4 shows the association with numbers of 
times Bangladeshi patients visited Thailand for 
medical treatment purpose and quality of health-
care in Thailand.

Data in Table 4 explains associations with 
numbers of times Bangladeshi patients visited 
Thailand for medical treatment purpose. From 
Table 4, it can be observed that 5.6 % of respond-
ents travelled only once to Thailand because they 
received the highest level of better quality of ser-
vices in their home country Bangladesh. Further, 
the data show that patients travelled once to 
Thailand for medical purposes, because nearly 
12.5 % experienced a high quality of healthcare 
services in Bangladesh; moderate (4.2 %), low 

Table 1
Estimated Result of Logistic Regression

Dependent Variable: Medical Treatment in Thailand
C CT ST EX

Coefficient –0.827 –0.91 1.611 0.78
Std. Errors 1.524 .399** .516*** 1.754
McFadden 
R-squared 0.615 LR statistic 101.312

Total 113

Note: *** = 1 % level of satisfaction; ** = 5 % level of satisfaction.
(Source: Estimated results based on Data obtained from the 
survey).
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Table2
Hypothesis

Hypothesis Reason Results were given Findings of Hypothesis
Association between numbers of times 
Bangladeshi patients visited Thailand 
for medical treatment purpose and 
deliverable services 
Quality of healthcare in Bangladesh

the deliverable services of 
healthcare sector of Bangladesh 
was not excellent

Table:3 Accepted

Association between numbers of times 
Bangladeshi patients visited Thailand 
for medical treatment purpose and 
quality of healthcare at Thailand

Related between numbers of 
times Bangladeshi patients 
visited Thailand for 
medical treatment purpose and 
quality of healthcare at Thailand

Table:4 Accepted

Association between different sources 
of medical travel information that is 
easily available and patient satisfaction 

Cost savings in Thailand Table:5 Accepted

Association between the numbers of 
patients went to Thailand for medical 
treatment purpose and expertise 
of Doctor-nurses and overall poor 
hospital environment and treatment in 
Bangladesh 

The expertise of Doctor-Nurses 
and overall very poor quality of 
Hospital’s healthcare treatment 
environment in Bangladesh

Table:6 Accepted

(Source: Prepared by the authors’).

Table 3

Number of visits to Thailand
Deliverable services in Bangladesh

Total
Highest High Moderate Low Lowest

Once
Number 10 8 13 24 17 72

% 13.90 11.10 18.10 33.30 23.60 100.00

More than once
Number 1 5 2 31 2 41

% 2.40 12.20 4.90 75.60 4.90 100.00

Total
Number 11 13 15 55 19 113

% 9.70 11.50 13.30 48.70 16.80 100.00
Pearson X 2 = 22.00(4) P < .000

(Source: Estimated results based on Data obtained from the survey).

Table 4 
 

Number of visits to Thailand
Better quality of healthcare

Total
Highest High Moderate Low Lowest

Once
Number 4 9 3 31 25 72

% 5.60 12.50 4.20 43.10 34.70 100.00

More than once
Count 1 2 8 12 18 41

% 2.40 4.90 19.50 29.30 43.90 100.00

Total
Count 5 11 11 43 43 113

% 4.40 9.70 9.70 38.10 38.10 100.00
Pearson X 2 = 10.34 (4) P < .035

(Source: Estimated results based on Data obtained from the survey).

quality of healthcare (43.1 %) and lowest quality 
of healthcare services in Bangladesh was received 
by 34.7 % of patients. 

Further, as Bangladeshi patients who did not 
receive better quality of services in their home 
country travelled more than once time to Thailand 

for medical treatment. Those who travelled more 
than once to Thailand for medical services at the 
highest level were (2.4 %), high (4.9 %), moderate 
(19.5 %), low (29.3 %) and at the lowest level were 
(43.9 %). However, the data indicates that there 
is a relation between going to Thailand for med-
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ical treatment and better quality of healthcare of 
Bangladesh, where (χ2 = 10.34(4); P <  .035), and 
the alternative hypothesis (H2) is accepted. There 
is a positive association between the number of 
times of visits to Thailand for medical treatment 
→ due to excellent healthcare service quality in 
Thailand compared to Bangladesh.

Table 5 shows both the association between 
different sources of medical travel information 
that is easily available and patient satisfaction

Data in Table 5 indicate that respondents, who 
searched for various sources of information be-
fore travelling to Thailand for medical treatment, 
had significant cost-savings. For example, nearly 
11.1 % of respondents had highest cost savings, 
12.5 % — high-cost savings, moderate cost-sav-
ings — (9.7 %), low cost-savings — (36.1 %) and 
30.6 % had the lowest-wings. In addition, the re-
sults also indicate that 7.3 % of respondents had 
highest and moderate cost-savings as they visited 
Thailand twice for medical treatment. Further, 
78.0 % respondents had highest cost-savings, 
and 7.3 % of respondents had lowest-cost sav-
ings because they gathered information from var-
ious sources regarding medical travel to Thailand. 
Results indicate that there was a significant rela-
tionship between getting information for the med-

ical purpose from many sources and medical cost 
savings in Thailand (χ2 = 20.715; P < .000), and the 
alternative hypothesis (H3) is accepted. Therefore, 
there is a positive association between different 
sources of medical travel information that is eas-
ily available → due to which the cost-savings in 
Thailand is possible.

Results in Table 6 indicate the number of times 
patients travelled to Thailand for medical treat-
ment due to the low expertise of doctor-nurses 
and overall poor hospital treatment and the en-
vironment in Bangladesh. The respondents who 
travelled to Thailand only once, considered treat-
ment in Bangladesh at highest level (1.4 %), high 
level — (18.1 %), moderate — (14.2 %), low level — 
(31.9 %) and lowest level — (44.4 %) due to the low 
expertise of medical professionals, hospital treat-
ment and environment in Bangladesh. 

Table 6 shows an association between the num-
ber of patients went to Thailand for medical treat-
ment purpose and expertise of Doctor-nurses and 
overall poor hospital environment and treatment 
in Bangladesh.

In addition, patents who travelled to Thailand 
twice due to the low expertise of medical profes-
sionals and poor hospital treatment and the en-
vironment was considered highest (2.4 %), high 

Table 5

Source of getting information on medical 
travel/treatment 

Overall Patient Satisfaction
Highest 

Cost saving
High-cost 

saving
Moderate 

cost saving
Low-cost 

saving
Lowest cost 

saving 

Once
Count 8 9 7 26 22

% 11.10 12.50 9.70 36.10 36.60

More than once
Count 0 3 3 32 3

% 0.00 7.30 7.30 78.00 7.30

Total
Count 8 12 10 58 25

% 7.10 10.60 8.80 51.30 22.10
Pearson X 2 = 0.715 (4) P < .000

(Source: Estimated results based on Data obtained from the survey).

Table 6

Number of times patients went to Thailand 
for medical treatment 

The expertise of doctor-nurses and overall poor hospital 
environment and treatment in Bangladesh Total

Highest High Moderate Low Lowest
Once Count 1 13 3 23 32 72

% 1.40 18.10 4.20 31.90 44.40 100.00
More than once Count 1 5 3 25 7 41

% 2.40 12.20 61.00 17.10 7.30 100.00
Total Count 2 18 48 39 6 113

% 1.80 15.90 5.30 42.50 34.50 100.00
Pearson X 2 = 12.068 (4) P < .017

(Source: Estimated results based on Data obtained from the survey).
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level (12.2 %), moderate (61 %), low (17.10 %) and 
lowest (7.30 % ). Table 6 shows a significant rela-
tionship between the number of patients went to 
Thailand for medical treatment, due to the low ex-
pertise of medical staff and overall very poor qual-
ity of hospitals’ healthcare treatment environment 
in Bangladesh (χ2 = 12.068; P < .017), and the al-
ternative hypothesis (H4) is accepted. The results 
conclude that the number of times the patients 
visited Thailand for medical treatment purpose → 
because of the low expertise of doctor-nurses and 
overall poor hospitals’ healthcare treatment envi-
ronment, which is worst in Bangladesh.

Table 7 reports that the KMO measure of sam-
pling adequacy is greater than 0.49, the sample 
size was adequate for factor analysis. The study 
eight principal components with an Eigenvalue 
>1 is explained by 28 % of four components and 
rest four components were not responsive. The 
Bartlett’s Test of Sphericity was not statistically 
significant (χ2 = 3.528, P < 0.740), which indicated 
that variances across groups against the alter-
native that variances were equal for at least two 
groups. Cronbach’s alpha was satisfactory 0.621, 
which signified moderate results. The average 
communality for the variables was calculated as 

0.56, which was also satisfactory given the sample 
size for this study. 

4. Discussion and Implications

From the results, we can conclude that 
outbound cross-border medical travel from 
Bangladesh to its neighboring countries will con-
tinue to increase. This is mainly because of the 
poor quality of healthcare services and facilities, 
unreliable pathological and diagnostic reports, 
outdated medical technology, a lack of medical su-
per-specialties and expertise, corruption — where 
doctors often take a commission for unnecessary 
diagnostic tests — that is regularly reported in the 
newspapers. After India, Thailand is the next des-
tination for repeat visits by Bangladeshi patients 
mainly because of the country’s friendly hospi-
tality, quality of caring healthcare services, world 
standard medical facilities, language, cultural af-
finity and availability of Halal food mentioned by 
the sample of patients. 

In the case of Thailand, in the open-ended 
questions, most of the patients suggested that ad-
ditional English speaking medical and non-med-
ical staff in Thailand are required such as inter-
preters. Further availability of affordable attend-
ants for old patients, might encourage repeat vis-
its by Bangladeshi to Thailand. Patients further 
suggested that accredited hospitals with foreign 
joint venture can be established in Bangladesh 
through Government-to-Government protocol, as 
a part of Bay of Bengal Initiative for Multi-Sectoral 
Technical and Economic Cooperation (BIMSTEC), 
which will encourage Bangladeshi to use quality 
domestic healthcare facilities. Bangladesh has only 
one-Apollo as JCI accredited hospital compared to 
54 in Thailand [19]. Further, some patients com-
mented that recent decision by the Indian govern-
ment to ban cow-meat creates a negative image 
of India. However, India is still the popular medi-
cal travel destination due to strong cultural affin-
ity, language, food and common historical herit-
age, being part of one country pre-1947 [49]. The 
following Table 8 provides other countries, which 
the sample of 113 Bangladeshi patients visited for 
medical tourism before Thailand. 

In Bangladesh, neither public nor private hos-
pitals follow any type of self-assessment and ex-
ternal quality accreditation process to accurately 
assess their level of performance in relation to es-
tablished health quality standards and to imple-
ment ways for continuous quality improvement 
and accreditation healthcare facilities and medical 
professional staff qualifications [19]. Bangladesh is 
not equipped to provide quality of healthcare ser-
vices to its local population, due to a lack of med-

Table 7
Perception about Thailand by Bangladeshi patients

Factor Description Communalities Component- 1
Deliverable services 
of Bangladesh health 
sector

0.577 0.744

Better quality of 
services at Bangladesh 0.569 –0.702

The expertise of 
doctor-nurses and 
overall hospital 
treatment 

0.506 0.201

Cost saving 0.593 –0.197
Component -2

Availability of Halal 
food in Thailand 0.577 0.125

Affordable and caring 
healthcare in Thailand 0.569 0.117

Medical care along 
with some rest and 
relaxation in Thailand

0.577 0.743

Least waiting–time for 
medical treatment 0.593 0.734

Kaiser-Meyer-Olkin (KMO) Measure of Sampling 
Adequacy = 0.493; Cronbach Alpha = 0.621
Bartlett’s Test of Sphericity — Chi-square X 2/df 3.528(6) : 
P < 0.740
Variance: Comp-1= 28.129 %; Comp-2: 28.006 %

(Source: Estimated results based on Data obtained from the 
survey).
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ical equipment, super-specialty and state-of-the-
art medical technology along with especially un-
ethical behavior and rampant corrupt practices of 
medical practitioners and profit motive objectives 
of the owners of private hospitals, putting patient 
clinical and medical safety at risk in Bangladesh.

Thailand as a medical travel destination for 
Bangladeshi patients may occupy the first position 
in the future. This is because in India, as per new 
medical travel regulation, without medical tour-
ist-visa, accredited private hospitals do not ad-
mit foreign patients. Further, organ donation and 
transplantation laws are regulated in India to pro-
tect the vulnerable donor and prevent illegal trade 
in organs on one hand, and to protect the foreign 
medical tourists on the other hand. Indian medical 
regulation now prevents donation of organs such 
as kidney transplantation from strangers (except 
relatives). Because of this law, one of the patients 
from this study sample went to Sri-Lanka and did 
two-kidney transplants and thereafter she came to 
Thailand for further checkup under tourist-visa.

Tthe he government of Bangladesh is trying to 
provide universal primary healthcare to meet the 
MDG. However, to implement SDG-3, Bangladesh 
government has a long march, which is only pos-
sible with public-private partnerships (PPPs) with 
private and foreign healthcare providers invest-
ment in the domestic health sector. Social welfare 
needs are met slowly and it is important to con-
sider equity and ethical issues gave a large num-
ber of poor people [50]. The government along 
with Bangladesh medical council should imple-
ment mandatory external international accred-
itation for the public and private hospitals of 
Bangladesh. Similar to India, domestic accredita-
tion by National Accreditation Board for Hospitals 
and Healthcare Providers in Bangladesh should 
accredit and certify the qualifications of doc-
tors, nurses, diagnostic centers, pathology, medi-
cal technologist, and other allied medical services 
to ensure quality in healthcare delivery. It helps 
to local patients to trust to the quality of the do-
mestic healthcare system. Medical and non-med-
ical professional staff should work sincerely, ethi-

cally and honestly, by following the motto of ser-
vice over and above selfish profit-motive objec-
tive, and reduce rampant corruption in public 
and private hospitals. Unless and until the cur-
rent healthcare services are near international 
standards and accredited, free from corruption, 
Bangladeshi and also foreigners working and 
studying in Bangladesh (expatriates, students, 
and Bangladeshi diaspora) will not trust and have 
a poor perception of the quality of public and pri-
vate healthcare in Bangladesh. Therefore, quality 
hospitals through PPFPs (pubic-Private–Foreign 
Partnerships), attracting foreign investment can 
be established [51], similar to JCI accredited su-
per-specialty private Apollo Hospital in Dhaka. 
However, patients felt that quality and pricing 
for services of Apollo Hospital in Dhaka is below 
the standard of Apollo hospital of Chennai and 
Calcutta. Other famous private hospitals such as 
Sheikh Fazilatunnesa Mujib Memorial Specialized 
Hospital and Nursing College and Kwaja Yunus-Ali 
Medical College and Hospital should be accredited 
for quality and reviewed every three years by an 
international accrediting body like JCI. Strategic 
opportunities in the medical sector should be de-
veloped along with international health care man-
agement system and international health support-
ing networking system along with pharmaceuti-
cals and logistic support to improve the quality of 
healthcare delivery in Bangladesh. The improved 
quality of healthcare delivery by international ac-
creditation, and the elimination of corrupt prac-
tices in Bangladeshi healthcare will gradually re-
duce outbound medical travel by poor and mid-
dle class Bangladeshis, save medical travel costs, 
medical travel-risk and anxiety of being away 
from home and relatives, resulting in more and 
more Bangladeshi patients preferring to trust and 
use their healthcare system. 

5. Conclusions

The findings conclude that four hypothesis 
listed in Table 2 were agreed. Unless Bangladesh 
improves its healthcare system, the outbound 
medical travel to Thailand and other neighboring 
countries will continue, nor it can dream of de-
veloping a medical tourism market to attract for-
eign patients. Doctors, nurses and lab technicians 
along with health management personnel must be 
ethical and corruption-free in order to meet the 
SDG of healthcare. Bangladesh should provide af-
fordable quality of accessible and available uni-
versal primary and secondary healthcare and ter-
tiary care for its poor and lower-middle-class pa-
tients in the public system, who cannot afford to 
travel cross-border and have to sell their fortune 

Table 8
Popular Countries as Medical Travel Destinations

Name of the country No. of respondents
India 42
Singapore 23
Malaysia 11
Sri Lanka 9
Others 28
Total 113

(Source: Study Data).
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to do so. As a regulatory authority, Bangladesh 
Medical and Dental Council needs to play a dual 
role of accreditation of qualification and medical 
facilities for quality assurance and to ensure that 
medical treatment and facilities are of excellent 
quality [1, 21, 55].

Bangladesh should have an international med-
ical accrediting body to make sure that the quality 
of healthcare is provided without any corruption 
at the hospital and government level. Ranking of 
both public and private medical hospitals must 
be done to ensure continuous quality improve-
ment. For future research, a qualitative and quan-
titative study of a large sample size will be under-
taken of the Bangladeshi patients who had trav-
elled to India, Thailand and Malaysia for medical 

treatment to identify the push and pull factors for 
cross-border medical tourism. The ways to have 
inclusive availability, affordability, access, equity 
and quality of healthcare services in Bangladesh 
should be identified. The role played by relatives 
who travel with the patient for medical treatment 
is also worth studying. Bangladesh should pro-
vide quality of accredited healthcare in both pub-
lic and private hospitals aiming at the implemen-
tation of the inclusive provision of healthcare for 
all Bangladeshi and commitment from both the 
government and the medical profession, to re-
duce cross-border travel by poor and middle-class 
Bangladeshi and use more quality of domestic 
healthcare system. 
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