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Abstract. Medical tourism is a well-established sector in developing countries, 
and attracts a significant number of tourists from developed countries. Medical 
tourism is a strong driver of economic growth, but some argue that this kind of 
tourism promotes inequality in terms of access to healthcare facilities in both de-
veloping and developed countries. Whilst research has been conducted on medi-
cal tourists travelling to South Africa, no research has focused on the geography of 
South Africans travelling abroad for medical tourist activities. This study therefore 
sought to obtain first-hand information from Indian-South African citizens who 
have partaken in medical tourism in India. Data was gathered through personal, 
semi-structured interviews conducted with 54 individuals. It was ascertained that 
the majority of the individuals interviewed in this study travelled to India pri-
marily for medical treatment, while tourist activities were a secondary objective. 
A smaller proportion of interviewees travelled to India for vacation, with medi-
cal care being a secondary motivation, or an impulse due to the low cost of treat-
ment and convenience. Medical tourism by Indian-South Africans travelling to 
India highlights various shortfalls in South African medical care, including a lack 
of treatment availability, a poorer quality of service, medical expertise abroad, and 
the higher cost incurred locally.
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1. Introduction

Medical tourism studies predominantly focus on 
the increasing population of medical tourists from 
developed nations, particularly Europe and North 
America, who seek medical services in develop-
ing countries (Crush et al., 2012; Hall, 2013). Med-
ical tourism has therefore played an important role 
in the globalisation of both the medical industry 
and the tourism sector (Hall, 2011; Hołowiecka, 
Grzelak-Kostulska, 2013). It is argued that access 
to medical services, combined with affordability, 
are the primary motivations for travel (Crooks et 
al., 2011). The rapid development of medical tech-
nologies, services and facilities in developing coun-
tries has resulted in a form of ‘reverse globalisation’, 
where patients from developed countries seek med-
ical care in developing countries, for reasons in-
cluding affordability, quality, and greater access to 
services (Ben-Natan et al., 2009). However, increas-
ing recognition is given to ‘south-south’ travel for 
medical treatment where individuals from develop-
ing countries often travel to other developing coun-
tries within the same region for medical treatment 
(Ormond, Sulianti, 2014).  This study forms part of 
this recognition by looking at travel by Indian-South 
Africans to India for medical treatment and tourism.

Research on the dynamics of South African 
medical tourism is limited, as most of the exist-
ing studies focus on incoming patients (Mazzaschi, 
2011; Crush et al., 2012), and exclude the dynamics 
of South African citizens travelling abroad for med-
ical treatment. Indian-South Africans form the larg-
est population of Indians born outside of India, and 
have in many cases maintained close traditional, 
cultural and familial links with India, whether real 

or ‘transcendentally’ (Landy et al., 2004: 203; Jain, 
2010). Anecdotal evidence from specific communi-
ties, especially in Johannesburg, suggests that trav-
elling to India for medical treatment is common, 
driven by the state-of-the-art facilities, affordability, 
and English speaking professionals (Gupta, 2008). 

In the global context, much research is required 
to determine the biographical profile and economic 
reach of medical tourism (Yu, Ko, 2012). The num-
ber of medical tourists, and their impact on health-
care systems in both domestic and foreign countries, 
is largely unknown, particularly in the developing 
world context (Connell, 2013). Furthermore, the re-
liance on data sourced from consultancy firms and 
media reports results in ‘speculative claims’, and does 
not provide an in-depth understanding of medical 
tourism (Johnston et al., 2012:  2). It is clear that 
more research needs to be conducted on a broader 
scale to study the types of medical tourists in great-
er detail, and to improve understanding of medical 
tourism as a global phenomenon, especially from 
a developing world perspective. This paper attempts 
to address this lack of information by drawing at-
tention to Indian-South Africans travelling to India 
as medical tourists.  This research therefore explores 
the motivations of Indian-South Africans travelling 
to India for medical treatment, and their reasons for 
deciding against using South African medical care.

2. Exploring medical tourism:
from South Africa to India

South Africa’s healthcare sector is influenced by rem-
nants of apartheid inequalities which left the present 
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government with enormous challenges to provide 
comprehensive, quality, and affordable healthcare 
for South African citizens (Mayosi et al., 2012). 
The  apartheid government, who came into power 
in 1948, considered healthcare a private responsibili-
ty, with the exception of those who could not afford 
it (Coovadia et al., 2009). By 1960, approximately 
80% of the white population had invested in medical 
aid schemes (Söderlund et al., 1998). The demand 
for high quality healthcare, over and above the ba-
sic primary services offered at public hospitals, re-
sulted in the development of a large private medical 
sector. At present South Africa has a dual health-
care sector made up of government funded public 
services and a private sector for those who possess 
the necessary funds for access (Harris et al., 2011). 
The public health sector is often described as over-
crowded and undersupplied (Mayosi et al., 2012). 
Much of the blame for this situation has been direct-
ed to former presidencies that failed to acknowledge 
the impact of the HIV/AIDS and tuberculosis epi-
demics (Kleinert, Horton, 2009). Effective leadership 
is argued to be key driver necessary for reforma-
tion of the health sector, which requires the effective 
implementation of existing legislative health policies 
(Edmeston, 2012). Regulatory concerns are not lim-
ited to just the public sector; the greatest problem 
plaguing the private sector is the lack of price regu-
lation, which has resulted in excessive price escala-
tion, and may potentially contribute to middle-class 
citizens seeking treatment abroad (McIntyre et al., 
2006). This may be the case for Indian-South Afri-
cans, who were thought not to be affected by med-
ical affordability, due to the middle class income 
stature of this population group (Shishana et al., 
2006). Medical-aid schemes have developed a mar-
ket in which most medical expenditures are covered 
by third parties, and as a result patients rarely se-
lect professionals or services based on price (Fran-
cis, 2012). Therefore, the lack of competition and no 
incentives to keep prices affordable result in patients 
avoiding both the public sector and the expensive 
private sector, and considering treatment options 
in other countries. This is similar to the scenario 
faced by the predominantly privatised American 
health sector, from where an increasing numbers of 
patients travel as medical tourists for reasons of af-
fordability, even when covered by medical insurance 
(Perfetto, Dholakia, 2010; Meghani, 2011).

Medical tourism traditionally involves patients 
from less developed countries travelling to more de-
veloped and medically advanced centres for treat-
ment they cannot receive in their home countries 
(Connell, 2013). However, an increasing number of 
patients from more developed countries now seek 
medical services in less developed countries, such 
as South Africa, India and Thailand. Asia currently 
boasts the top three major global medical tourism 
destinations, namely, India, Singapore and Thailand 
(Crush, 2012). More specifically, the development of 
medical tourism as an economic development strat-
egy in India is argued to have resulted from ne-
oliberalisation of the economy and related efforts 
to reduce public expenditure and to open the In-
dian economy for foreign investment (Chee, 2010; 
Smith, 2012). From the early 1980s, India devel-
oped policies to actively promote the transition 
from a public healthcare system to the current pre-
dominantly privatised system (Chaudhry et al., 
2004). One of the objectives of the pre-1980 wel-
fare policies was to provide comprehensive health-
care services across the socio-economic spectrum 
of Indian citizens (Smith, 2012). This was gradually 
downgraded with the implementation of structur-
al adjustments from the 1980s (Kirk, 2011), where 
poorer classes were limited to public healthcare ser-
vices available at a minimal service-fee, while more 
expensive services were restricted to private institu-
tions, and  thus became less accessible to the local 
populace. These services maintained comparatively 
affordable for the wealthy in India, and for medical 
tourists from both developed and developing coun-
tries (Reddy, Qadeer, 2010). Private healthcare con-
tinues to become inaccessible to local Indians as the 
Indian government encourages expansion to capi-
talise on medical tourists, particularly from neigh-
bouring countries such as Pakistan and Sri-Lanka, 
where patients often do not have similar access 
to the specialised services offered in India (Red-
dy, Qadeer, 2010). Recently, India has witnessed 
exponential growth and development in its medi-
cal tourism sector. The medical tourism sector was 
specifically initiated in 2002 by the government, 
as part of the ‘Incredible India’ tourist campaign 
(Chinai, Goswami, 2007). The multi-billion dol-
lar campaign spurred infrastructure development 
to accommodate incoming tourists, including up-
grades to airports, tourist facilities, and hospitals to 
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cater specifically for tourist needs (Chinai, Goswa-
mi, 2007). India hosts patients from approximately 
fifty-five countries across Europe, North-America, 
Africa and Asia (Gupta, 2008).  

3. Methodology

Data was collected through semi-structured inter-
views and questionnaires conducted with 54 indi-
viduals in Johannesburg, South Africa, identified 
by a snowball sampling approach. Audio record-
ings were made of all interviews, which were later 
transcribed (Ye et al., 2011; Johnston et al., 2012). 
Ethical clearance was obtained in accordance with 
the University of Witwatersrand ethics guidelines. 
The sample presents a very specific study popula-
tion accessing a niche medical tourism market. In 
part, the purpose of the study was to gauge per-
ceptions of medical tourists as the literature often 
excludes tourists’ behaviour and expectations (Con-
nell, 2013). A select number of quotations are used 
to depict patient’s experiences. The sample popula-
tion is made up South African Indians who travelled 
to India for medical purposes. Patients ages ranged 
from 10-80 years old (underage patients were not 
interviewed, but rather their parents/guardians), but 
the majority of the respondents were middle aged 
to retired. The socio-economic status of the major-
ity of patients was middle class. Middle class South 
Africans income per household are between R5400 
to R40 000 per month after tax (1US$=11.67ZAR) 
(Visagie, 2013).  This income bracket serves to in-
form the reader of the costs of medical procedures 
and medical tourism within the South African and 
Indian contexts with reference to both perceived 
and real affordability of this tourism sector.

4. Results and discussion: 
motivations to travel for touristic 
and medical reasons

4.1. Tourist activities

The respondents’ decisions to receive treatment in 
India were driven by a combination of motivations 
and needs. These motivations were influenced pri-

marily by accessibility of treatments in India. This 
included respondents who did not have success 
with treatments in South Africa, treatments offered 
at a low cost in India, and a greater level of ex-
pertise and quality of treatments available in In-
dia. Referrals and success stories from friends and 
relatives played a significant role in the decision to 
access treatment in India.  The diversity of motiva-
tions for patients engaging in medical tourism may 
not necessarily be entirely associated with medical 
treatment. It could be argued that just as medical 
tourists engage in tourist activates when travelling 
primarily for treatment, they may also seek un-
planned medical treatment while predominantly on 
vacation (Connell, 2013). Socio-cultural influences 
were also important, with visiting friends and rela-
tives (VFR) in India being a very important factor 
for travelling to India, many accompanying friends 
and relatives that went for treatment, and the gen-
eral affordability of India as a holiday destination.

Of the 54 respondents, 33 travelled primarily to 
receive treatment, to destinations in a variety of lo-
cations outlined in Fig. 1, with Mumbai and Kochi 
receiving significantly large numbers. The remain-
ing 21 respondents travelled primarily for leisure 
purposes, or to take part in VFR travel or business 
tourism, with Mumbai and Kochi similarly attract-
ing the majority of visitors (Fig. 2). The average 
length of stay in India was 32 days, with a large 
range from seven to eighty-four days. 

The nature of the treatment influenced the prob-
ability of patients engaging in further tourist activ-
ities. Patients receiving invasive surgeries were less 
likely to take part in tourist activities due to the 
significant recovery periods (Connell, 2013). Of the 
respondents that undertook further travel in addi-
tion to their treatments, 14 respondents travelled to 
southern parts of India, 16 travelled in the western 
parts, five did countrywide tours, three travelled to 
northern and eastern parts of India, and one trav-
elled to western and eastern parts.  In relation to the 
period of medical treatment, 25 respondents under-
took sightseeing and travelling during treatments, 
while 11 travelled before treatment, and four after 
treatment. 

Medical tourism is most common among those 
touring in a personal capacity with friends and rel-
atives, as only Respondent 50 made use of a pack-
age tour through a company. This could be due to 
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their knowledge of the language, and their own 
VFR connections, allowing them to travel to dif-
ferent destinations. VFR connections and cultural 
heritage played an important part in tourist behav-
iour, as individuals often attempted to access their 
family villages to ‘rediscover their roots’. The (re)dis-
covering of roots and (re)establishing of VFR con-
nections does present very different evidence from 
what Perfetto and Dholokia (2010) argue for many 
American medical tourists, who prefer replicated 

American standards in terms of tourism products. 
The one respondent who made use of a package 
tour visited iconic tourist sites and regions including 
the Taj-Mahal, the Red Fort, Goa and Delhi. All re-
spondents did extensive shopping, especially in the 
major centres they flew into, such as Mumbai, or in 
transit options such as Dubai, in the United Arab 
Emirates. Therefore, it seems that there are links be-
tween shopping tourism and medical tourism espe-
cially in the case of the respondents of this study.

Fig. 1. Treatment locations of respondents

Source: Authors, based on interviewees responses
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Fig. 2. Travel locations of respondents

Source: Authors, based on interviewees responses

4.2. Medical treatments

In terms of treatments, a large variety of non-in-
vasive and minimally invasive treatments were 
sought by medical tourists, including physiothera-
py, Ayurveda, heart treatments, ophthalmological, 

dental, general check-ups, full medicals, and derma-
tological treatments (as displayed in Fig. 1). Inva-
sive procedures were less popular, and less common 
amongst respondents, but those which were used 
included urological, gastric bypass, and kidney 
surgeries.



Faheem Dangor, Gijsbert Hoogendoorn, Raeesa Moolla / Bulletin of Geography. Socio-economic Series / 29 (2015): 19–30 25

Many of the medical tourists obtained a varie-
ty of medical and health related services impulsive-
ly, owing to the low cost and convenience of the 
services. For example, Respondent 27 travelled pri-
marily to visit family, but had booked an appoint-
ment for a full medical at the New Medical Centre 
hospital before his trip: “I think it was just the fact 
that the impression I got was that you had a one-
stop-shop in India”. In cities such as Mumbai where 
medical tourism is common, a variety of health and 
medical facilities are located in close proximity to 
one another, encouraging patients to impulsively 
purchase products and access services. Respondent 
27 went for a full medical and then purchased a pair 
of prescription glasses during the lunch break be-
tween tests: “I took a walk around the corner, there’s 

a whole street of opticians, so I had some glasses 
made.”

Word-of-mouth referrals and success stories from 
friends and relatives were another major motivator 
for patients receiving treatment in India, together 
with referrals from spiritual and religious leaders in 
South Africa. Positive references and personal first-
hand accounts of patients being cured of various ail-
ments when local conventional medicine failed, far 
surpass any form of formal advertising as “no mes-
sage is as convincing as one that comes from a satis-
fied customer” (Strolley, Watson, 2012: 28). Two of 
the study respondents were motivated to travel af-
ter hearing about the success story of Respondent 1 
who was paralysed from the waist down, and had 
no success with treatment in South Africa. With in-

Fig. 3. Various treatments received by patients/respondents

Source: Authors, based on interviewees responses
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tense physiotherapy treatment in India, at the public 
Kejal Hospital, Respondent 1 reported to have re-
gained full function of limbs. 

4.3. Ayurvedic treatments

Ayurveda is an ancient traditional Indian treatment 
commonly practiced in conjunction with conven-
tional medicine (Byrne, 2012). Ayurvedic medicine 
focuses on achieving a balance between the various 
dimensions constituting human beings; the physi-
cal body, the mind, the spirit, and the surrounding 
environment. It is alleged that an imbalance in an-
yone of these dimensions results in illnesses or dis-
ease, which in turn may be corrected by means of a 
healthy lifestyle, diet, massages, or through consum-
ing herbal medications (Suchday et al., 2014). All of 
the ayurvedic patients in this study travelled to In-
dia because either they had no success with conven-
tional treatments, or treatments for their conditions 
were not available in South Africa. An example is 
a patient who was born with Sturge-Webber Syn-
drome, a rare non-curable central nervous system 
disorder that affects speech and cognitive skills. 
The patient was treated at the Punarnava Ayurve-
dic Hospital in Kerala, after conventional treatment 
in South Africa was unable to remedy paralysis on 
the right side of her body. The Ayurvedic treat-
ment was reported to have cured the paralysis, and 
also improved the patient’s general condition: “The 
first treatment in India proved very effective to help 
strengthen her muscles and enable her to start walk-
ing within the first week of her treatment. In addition 
to this, the consulting doctor began a specialised head 
treatment for brain stimulation. The effect of this was 
noted after the second treatment whereby both her 
speech and cognitive skills improved tremendously” 
(Respondent 9). It is important to note that many of 
the Ayurvedic treatments incorporated convention-
al medical tests and scans which were performed 
at hospitals situated within close proximity, but the 
Ayurvedic treatment itself is entirely non-invasive. 
Due to Ayurvedic treatments often requiring long 
sessions over a number of days in a controlled en-
vironment (which is believed to be conducive to 
healing), patients, along with their accompany-
ing friends and/or family, are fully catered for by 
the hospital. Respondent 19 attended the Ayurve-

da House for Treatment in Kerala: “They provide 
everything and take total care of you during your 
stay. All your food is cooked to specification to aid 
in healing for the purpose you’ve been for treatment. 
Clothing washed and some transfers done for shop-
ping sightseeing etc.” (Respondent 19). The  non-in-
vasive nature of the Ayurvedic treatments allowed 
patients to tour the area between treatment sessions. 
Patients were, however, mostly restricted to areas in 
and around the Ayurvedic centres, as widespread 
touring was discouraged to prevent drastic environ-
mental changes, which are believed to adversely af-
fect patients. 

4.4. Ophthalmological treatments

Ophthalmological treatments were the second most 
common type of treatments obtained by medi-
cal tourists in this study, utilised by 16 respond-
ents. These treatments included general eye checks 
at optometrists, the purchase of prescription glasses 
and contacts lenses, cataract surgery, laser eye sur-
gery, and glaucoma surgery. Patients requiring in-
vasive eye surgery claimed to have chosen India for 
the expertise of the ophthalmologists, and advanced 
technologies and techniques used to perform the 
surgeries, which according to them are not com-
monly found in South Africa. Two patients who 
were advised by friends and family to receive treat-
ment in India, and claimed to have chosen India 
after their own internet-based research, confirmed 
the availability of state of the art equipment. Anoth-
er interviewee related how he had suffered with eye 
problems since childhood, and had undergone nu-
merous treatments in South Africa throughout his 
life by various doctors and specialists, but experi-
enced no improvement. By word-of-mouth he learnt 
about treatment in India, and travelled out of des-
peration. He commented that the treatment he re-
ceived in India was far more advanced, and that the 
service was superior to South Africa. Indian special-
ists were more patient and willing to spend more 
time consulting with and diagnosing patients, com-
pared to the specialists he encountered in South Af-
rica. Assessments were more intense and vigorous, 
lasting for up to three hours, and were conducted 
by junior doctors and followed up by a senior doc-
tor. In India he was diagnosed with a degenerative 
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eye disorder, for which he was treated using laser 
eye surgery, allowing him regain most of his vision.

5. South African medical care compared 
to Indian medical care: 
medical tourists’ perspectives

All of the respondents who travelled with the pri-
mary motive to receive treatment would have pre-
ferred being treated in South Africa, with reasons 
relating to affordability, access, and quality of infor-
mation. Respondent 51, for example, was unaware of 
surrogacy services in South Africa; “If I knew the 
surrogacy was legal here, and if I knew that I would 
have to wait eight months to get a surrogate mother 
in South Africa I would have done it, I found out way 
too late, they already had fifteen thousand dollars 
(USD) of mine.” Respondent 33 who suffered from 
scoliosis was treated in South Africa for 13  years, 
involving two invasive surgeries with no success. 
The patient travelled out of desperation after hear-
ing about the success of Respondent 1, and after 
one week of intense physiotherapy in India, the re-
spondent claimed her condition improved sub-
stantially. Respondent 49 who suffered from a back 
injury was unable to find non-invasive treatments 
for his ailment in South Africa, and travelled to In-
dia to avoid surgery: “I just went to so many guys, 
I just took all their treatments and all their medica-
tions and everything, and I’d say I saved myself an 
operation, where here in South Africa they were just 
adamant that they wanted to do spinal fusion”.

The general response was that medical care and 
services in India were superior to South Africa. This 
is directly related to the two largest sample popu-
lations of medical tourists who received Ayurvedic 
and ophthalmological services in this study. There 
was, however, a distinction made between services 
and standards: all patients commented on the effi-
ciency of the services they received, while opinions 
of hospital standards varied. Respondent 33 com-
mented that the hospital was in poor condition and 
very run down, but that the service was good. Ac-
cording to Respondent 48 who visited a public hos-
pital for treatment, the way in which Indian public 
hospitals operate cannot be compared to South Af-
rican hospitals, as the vast number of patients and 
lack of space and hospital requires staff to be ex-

tremely efficient in order to treat as many patients 
as possible. Respondent 1 similarly commented: 
“They go out of their way and they do not waste 
time and effort to get to the problem because they 
have limited resources”. Private hospitals actively at-
tracting medical tourists, by contrast, are far more 
luxurious, and have been designed “not to look or 
smell like hospitals”, but resemble hotels to ensure 
the comfort of patients (Reddy, 2010: 73). Respond-
ent 27 argued that: “This place is by no means a hos-
pital, it is a shop. And you look at it and next door 
is a shop selling clothes and next door is a shop sell-
ing something else, and when you go in, you got a 
normal reception area, then once you go in its ba-
sically a long shop that’s got like seven or eight con-
sulting rooms on the left, seven or eight on the right. 
But their service and the way they treat you as a pa-
tient is phenomenal”. 

This highlights the stark differences between 
public and private healthcare, which are similarly 
observed in South Africa (Pinchuck et al., 2002). An 
interview with a medical doctor, who travelled to 
India for an alternative treatment stated that med-
icine in India and South Africa both have their 
strengths and weaknesses, and that it is up to the 
discretion of the patient to choose the country with 
the most advanced treatment. He mentioned that 
India offers certain unique non-medical, unconven-
tional treatments not easily found anywhere else, in-
cluding different forms of Ayurveda, and that the 
decision to travel should be based on the availability 
of treatments for particular ailments or conditions. 
When asked how South African medical services 
compared to those in India he replied that state of 
the art hospitals in South Africa are comparable to 
the state of the art hospitals in India, but that the 
general hospitals in India are better than the gener-
al hospitals in South Africa. In India there are also 
numerous very small, poor government hospitals on 
the urban outskirts in rural areas with very poor 
conditions. This is significant when considering the 
availability of quality health care for the majority 
of poor citizens unable to afford private service or 
travel as medical tourists, and suggests that South 
African healthcare is more orientated toward the 
welfare of general citizens compared to India, which 
is more profit orientated.

Several respondents were of the opinion that it 
is advisable to receive treatment in India only for 
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certain treatments and under specific circumstanc-
es. Respondent 49 argues: “For particular stuff yes, 
India is the way to go but not everything, guys have 
to be careful with regards to what they are doing, be-
sides that if I had like any serious medical conditions 
or something, I would never mind going to Barag-
waneth in Johannesburg, because if you look at it all, 
the top dogs are in Baragwaneth”. Similarly, Respond-
ent 40 believes that South African medical stand-
ards are comparable to the best in the world, with 
“first-class facilities and first-class doctors”, but feels 
that “greed has overtaken them” in terms of the pric-
es charged for certain treatments and consequent 
financial benefits to the healthcare professionals. 
Respondent 40 speaks of his nephew who recently 
qualified as a doctor, and according to him unjust-
ly charges R1500 (135US$) for a single 15 minute 
consultation at a specialist doctor. He feels that the 
“lack of sincerity to the community”, compounded 
by high prices in South African medical care, often 
encourages individuals to travel to India for treat-
ment. Personal service from medical professionals 
was also generally perceived as better in India than 
in South Africa: “What I liked most, is the profes-
sionalism from the nurses and the care givers. You 
know here, my end of the world here they scream at 
you, they shout at you, you don’t need that kind of 
things” (Respondent 42).

The above results suggest that medical care in 
South Africa is perceived to be of high quality in 
terms of treatments, and is generally trusted by pa-
tients, who would prefer to undergo invasive pro-
cedures in South Africa than anywhere else, despite 
the perceived high cost and bad personal service. 
The biggest shortfall identified was the lack of pro-
fessionalism in terms of the perceived concern for, 
and sincerity towards, patients. Medical profession-
als and care givers were described as less accommo-
dating and less concerned for the well-being of the 
patients compared to Indian professionals.

6. Conclusion

Medical tourism is a highly commercialised, mul-
ti-billion dollar industry with far-reaching global 
impacts due to the flow of people and capital. These 
impacts, resulting from the privatisation of health 

services globally, affect the general access to health-
care. Though economically orientated, it is more 
than an economic issue for medical tourists, whose 
personal motivations to seek treatment abroad re-
flect the ability of domestic medical services to sat-
isfy the needs of the local populace. This study 
highlights the presence of a diasporic Indian-South 
African population who access Indian medical tour-
ism through maintained cultural, social, economic 
and familial links. This is particularly highlighted by 
the finding that all respondents learnt about treat-
ment in India by word-of-mouth from others with-
in the local Indian community in Johannesburg, 
followed up by detailed internet searches. The most 
significant motivator for respondents to travel was 
‘the need for treatment’ where local treatments were 
either unsuccessful or unavailable. This would sug-
gest the existence of a larger South African medical 
tourist population outside of the Indian commu-
nity which may provide the backdrop for further 
 research.

An analysis of the accounts given by respond-
ents comparing South African and Indian health-
care revealed both shortfalls and strengths in the 
South African health sector. It is probable that many 
South African patients, especially those from low-
er socio-economic classes, tolerate poor service be-
cause they have no choice in terms of accessibility, 
while the wealthy can access high quality specialised 
services at private hospitals. India is therefore of-
ten the logical place for treatment for middle class-
es that can consider treatment internationally that 
is financially within reach. Other shortfalls includ-
ed the lack of availability of certain services, such 
as alternative non-invasive treatments and high-tech 
ophthalmological services. There were also com-
plaints regarding the lack of effectiveness of South 
African treatments for particular ailments. There-
fore, for those who can afford to travel, medical 
tourism serves as a means to avoid the perceived 
shortfalls of local services, enabling them to satis-
fy their medical needs and expectations. Although 
limited to a particular niche of the medical tour-
ism market, this study has demonstrated the diver-
sity of medical tourists, even within a specialised 
niche. It has also highlighted shortfalls in the South 
African medical system, which may be remedied if 
South African healthcare is able to meet the un-
satisfied needs of patients. A possible solution may 
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be the development of the public health sector to 
compete with the private sector, which would low-
er prices by creating competition, and incorporate 
a broader variety of treatments and improved per-
sonal service, which would discourage potential pa-
tients from scouting the global medical market. This 
would have the added benefit of attracting medical 
tourists to South Africa, thereby further strengthen-
ing the South African tourism sector. 

A research niche exists in South Africa in con-
sidering different kinds of medical tourists both 
travelling from South African to countries such as 
India, and from developed countries to South Af-
rica for treatment. This could develop a broader 
understanding of (medical) tourism to and from 
developing countries, instead of hegemonic under-
standing of developed to developing country, or de-
veloping to developed travel. This paper also raises 
questions relating to health tourism in South Africa 
and South Africans travelling abroad as health tour-
ists, and how these travel arrangements take place. 
Nevertheless, anecdotal evidence from this study 
may suggest that medical tourism is a widespread 
phenomenon amongst Indian-South Africans espe-
cially in Johannesburg. The phenomenon is under-
pinned by VFR connections and cultural heritage 
of the respondents and therefore more research is 
suggested to understand the scope of this phenom-
enon in the developing world but also the influence 
of cultural connections.
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