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Abstract
Background: The liability of plastic surgery tourism in patient health and postoperative resource allocation is significant.
Procedures completed within the context of medical tourism often lack rigorous quality assurance and provide limited pre-
operative evaluation or postoperative care. Not only does this jeopardize the patient’s well-being, but it also increases the
financial burden and redirects invaluable resources domestically through often unnecessary diagnostic tests and
hospitalizations.
Objectives: This manuscript will examine the complications and associated costs following plastic surgery tourism and
highlight unnecessary expenses for patients with outpatient complications.
Methods: A retrospective review was conducted of all patients 18 years or older who underwent destination surgery and
were seen within 1year postoperatively in consultation with plastic surgery at our health system between January 11, 2015
and January 7, 2022. Patient admissions were reviewed and deemed necessary or unnecessary after review by
2 physicians.
Results: The inclusion criteria were met by 41 patients, of whom hospitalization was deemed necessary in 28 patients vs
unnecessary in 13 patients. The most common procedures included abdominoplasty, liposuction, breast augmentation, and
“Brazilian butt lift.” The most common complications were seroma and infection. Patients deemed to have a necessary ad-
mission often required at least 1 operation, were more likely to need intravenous antibiotics, were less likely to have the
diagnosis of “pain,” necessitated a longer hospitalization, and incurred a higher cost. The total financial burden was
$523,272 for all 41 patients.
Conclusions: Plastic surgery tourism poses substantial health risks, the morbidities are expensive, and it strains hospital
resources.
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Medical tourism is defined as when a patient travels, do-
mestically or internationally, specifically to receive medical
care. It has witnessed a surge in popularity over the last few
decades, especially in plastic surgery.1’3 Unfortunately,
plastic surgery tourism can have significant ramifications.
Multiple studies have demonstrated increased mortality
with plastic surgery tourism due to the lack of appropriate
postoperative care, with complications such as uncon-
trolled pain, infection, wound dehiscence, or poor aesthetic
outcome that the patient must deal with independently at
home.®” Often, these complications require admission
into the hospital, surgical intervention, and long-term
follow-up and can pose a huge financial burden, with costs
ranging from $26,000 to $154,000.% Patients travel for
many reasons, including increased privacy, lower wait
times, interest in combining a vacation with surgery, and
most commonly, decreased cost.*®° Unfortunately, quality
and safety measures are often compromised to allow for a
lower cost of surgery, often predisposing the patient to a
much more expensive complication.7 More importantly,
an individual’'s health and life are jeopardized, deeming
medical tourism unsafe by many, with efforts in place to im-
prove safety guidelines and public awareness."’

An Australian study showing significant financial burden
and multiple endangered lives questions not the surgical
skill or technique, but often the lack of perioperative care,
thus indicating that the delivery model of medical tourism
is inadequa’te.10 Despite the ethical dilemma of treating pa-
tients without being involved in their surgery, prioritizing pa-
tient safety and delivering prompt, dependable care aligns
with the American Board of Plastic Surgeons Code of
Ethics and enhances the well-being of society at large."™
Patients with complications from plastic surgery tourism
should be seen and evaluated by a plastic surgery team.

Patients of plastic surgery tourism with complications are
often seen, diagnosed, and admitted into the hospital with-
out ever seeing their operating surgeon. One study
showed that only 26% of patients received a postoperative
appointment.“ Without a “home” surgeon, patients present
to the emergency department (ED) for any complication or
question. Minor morbidities, such as fat necrosis, seroma,
superficial dehiscence, and pain, are evaluated in the
emergency room (ER) without the guidance of a plastic sur-
geon and can undergo extensive unnecessary diagnostic
and therapeutic interventions for issues that can be re-
solved with an office visit or phone call. Only later are
they seen by a plastic surgeon and generally discharged,
resulting in unnecessary medical expenses. The extent of
useless tests and studies has been well documented and
with ER visits on the rise, some insurance companies
have gone to the extreme of denying coverage for inappro-
priate/nonemergent visits.”> '

The purpose of this study is to evaluate the cost of com-
plications from destination surgery and to estimate the cost

of unnecessary workup and admissions once these patients
return home. Understanding this may not only improve ap-
propriate disposition at the ED through encouraging earlier
plastic surgery involvement or use of telemedicine but can
also increase public awareness regarding the safety issues
associated with medical tourism.'®"”

METHODS

A retrospective cohort study was conducted involving all
patients >18 years who presented to our institution from
January 1, 2015 to Janurary 11, 2022 and were seen in plas-
tic surgery consultation within 1 year after undergoing
destination surgery. Patients who presented greater than
1 year postoperatively were excluded from the study.

Patient Encounter Review Process

Dr Vasko is a board-certified plastic surgeon and Dr Hery is
a general surgery chief resident. Each patient case and ad-
mission were reviewed by both of these authors and deter-
mined to be necessary or unnecessary based on whether
an inpatient medical or procedural intervention was neces-
sitated. An unnecessary admission was defined as an
inpatient admission or ER visit where treatments and proce-
dures were performed that would normally be performed in
an outpatient setting. For example, if the patient is started
on oral antibiotics (something that could be done in an of-
fice visit) and discharged that would be considered unnec-
essary. On the other hand, if a patient was admitted and
plastic surgery recommended further evaluation or sur-
gery, this was deemed as a necessary admission. Since
some patients could have a combination of both inpatient
and outpatient interventions done simultaneously (eg,
starting oral antibiotics and need for surgery), the assign-
ment of whether this was a necessary or unnecessary ad-
mission was based on the admission as a whole, such
that if a necessary intervention was performed, the admis-
sion was deemed necessary. Incongruence between the
2 physician raters about whether an admission was neces-
sary or unnecessary was discussed until a consensus was
obtained.

Statistical Analysis

The study population was summarized using means, stan-
dard deviations, percentages, and ranges. Hospitalization
data such as whether the patient saw a provider prior to
presentation, diagnostic testing, interventions performed
by the plastic surgery or other teams, if there were follow-
up or repeat admissions, and the cost of the hospital admis-
sion were collected. The actual cost incurred by our institu-
tion was extracted from the administrative record for each
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Table 1. Patient Characteristics

Table 2. Original Surgery Characteristics

ece ecessa Unnecessary  Necessary
aracte 8 P e Characteristic (n=13) (n=28) P-value

Age, mean + SD 37.2+87 38.8+8.6 .586 Procedure, % (n)

Sex, % (n) 1.000 Breast augmentation 30.8 (4) 25.0 (7) 719
Female 100 (13) 96.4 (27) Abdominoplasty 84.6 (11) 71.4 (20) 458
Male 0 (0) 3.6(1) Liposuction 69.2 (9) 50.0 (14) 321

Insurance payor, % (n) 299 Gluteal lift 30.8 (4) 21.4 (6) .698
Medicare 7.7 (1) 0 (0) Other 0 (0) 17.9 (5) 160
Medicaid 69.2 (8) 71.4 (20) Location of surgery, % (n) 409
Self-pay 0 (0) 10.7 (3) Arizona 0 (0) 3.6 (1)

Private insurance 23.1(3) 17.9 (5) California 7.7 (1) 0 (0)

Comorbid conditions, % (n) Dominican Republic 15.4 (2) 32.1(9)
Hypertension 15.4 (2) 28.6 (8) A58 Florida 76.9 (10) 429 (12)

Diabetes 0 (0) 36(1) 1.000 lowa 0 (0) 3.6 (1)
Coronary artery disease 0 (0) 0(0) — Louisiana 0 (0) 3.6 (1)
Congestive heart failure 0 (0) 36() 1.000 Michigan 0 (0) 36 (1)
Anxiety/depression 231(3) 393 (M) 481 Ohio 0(0) 71(2)

History of smoking, % (n) 38.5(5) 32.1(9) 734 Texas 0 (0) 3.6(1)

Blood thinner use, % (n) 7.7 (1) 0 (0) 317 Had follow-up with original .785

surgeon, % (n)
SD, standard deviation. No 615 (5) 60.7 (17)
Yes 38.5(5) 35.7(10)
patient encounter and calculated based on relative value
units, a standardized indicator of the value of services. All SnKnown 0i(0) 36/(1)

analyses were conducted in SPSS Version 25.

RESULTS

A total of 41 patients met the inclusion criteria. Of these, ad-
mission was deemed necessary in 28 (68%) patients and
unnecessary in 13 (32%) patients. As seen in Table 1, the
majority of the patients (n = 40; 98%) were female (1 male,
n=1, 2%) and were insured through Medicaid (n=29;
70%). The ages in the necessary admission group ranged
from 27 to 56 years old, with the average being 37 years
old, and the age range for the unnecessary admission
group was 22 to 55 years old, with the average being
39 years old.

Table 2 demonstrates the most common destination pro-
cedures, with abdominoplasty (n=31; 76%), liposuction
(n=23; 56%), breast augmentation (n=11; 27%), and/or
Brazilian butt lift (n = 10; 24%). The top 3 most common sur-
geries in this study are the same as the top surgical proce-
dures completed nationally in the United States in 2021.®

Over 60% of patients in both groups had no follow-up
with their surgeon after they left their destination (Table 2).

The most common complications were seroma (n=23;
56%) and infection (n = 21; 51%). Patients deemed to have
a necessary admission were more likely to need intravenous
antibiotics (42.9% vs 0%, P =.007), often required at least
1 operation (64.3% vs 0%, P < .001), get blood or body fluid
cultures taken while admitted, have a longer hospital stay,
and more likely to be seen for follow-up (Tables 3, 4). The av-
erage short-interval follow-up time for necessary admission
patients was 7 days and for unnecessary admission patients
was 11 days. The range for necessary patients was 2 to
161 days and for the unnecessary patients was 4 to 52 days.

Patients deemed necessary were less likely to have the
diagnosis of “pain” (3.6% vs 38.5%, P =.008) and had a lon-
ger average length of stay (5.3 vs 1.8 days, P=.003). The
average cost for a necessary admission was significantly
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Table 3. Admission Characteristics

Table 4. Patient Outcomes

Unnecessary  Necessary Unnecessary Necessary
Characteristic (GENE)] (n=128) P-value Characteristic (n=13) (n=28) P-value
Days since original surgery, mean 30.9+26.1 315+ 942 Complications from original
+SD 247 surgery, % (n)
Saw medical provider before 7.7 (1) 32.1(9) 129 Skin necrosis 0 (0) 14.3 (4) .288
coming to the hospital, % (n)
Pain 38.5(5) 3.6 (1) .008
Plastic surgery interventions, % (n)
Infection 30.8 (4) 60.7 (17) 100
None 15.4 (2) 3.6 (1) 232
Seroma 38.5(5) 64.3 (18) 179
Oral antibiotics 69.2 (9) 42.9 (12) 181
Wound dehiscence 30.8 (4) 28.6 (8) 1.000
IV antibiotics 0 (0) 42.9 (12) .007
Contour abnormalities 0 (0) 3.6 (1) 1.000
Surgery 0 (0) 64.3 (18) <.001
Other 7.7 (1) 14.3 (4) 1.000
Minor procedure 30.8 (4) 25.0 (7) 719
Mortality 0 (0) 0 (0) —
Hospital workup, % (n)
Transfusion, % (n) 0 (0) 71(2) 1.000
CT scan 100 (13) 96.4 (27) 1.000
ICU stay, % (n) 0 (0) 0 (0) —
Ultrasound 15.4 (2) 71(2) .579
Seen for follow-up, % (n) 38.5(5) 75.0 (21) .038
Culture 23.1(3) 71.4 (20) .008
Repeat hospitalization, % (n) 15.4 (2) 28.6 (8) 458
CT, computer tomography; SD, standard deviation.
Length of stay, mean + SD 18+14 53+39 .003
Cost of admission, mean + $3828 + $16,911 + .001
SD $2540 $14,018

higher ($16,911 vs $3828, P=.001; Table 4). Total cost was
$523,272 for all 41 patients.

DISCUSSION

Medical tourism is defined as the act of traveling either do-
mestically or internationally with the intent to obtain health-
care. Medical tourism has withessed an enormous surge in
popularity and though difficult to verify, conservative esti-
mates of the global market value in 2022 range from $10
to $36 billion, with a compound annual growth rate of
14% to 31%.°2° Cosmetic surgeries are among the most
common destination surgeries performed and typically
consist of abdominoplasty, breast augmentation, gluteal
augmentation, and liposuction.”™?® Popular countries for
destination surgery for patients residing in the United
States include the Dominican Republic, Mexico,
Columbia, Turkey, and Thailand likely as a result of lower
costs, decreased wait times, increased privacy, and pros-
pects for a combined vacation.>?22* Fifty-three percent
of the patients in our study had their procedures performed
in Florida, a state which has been known for its lenient pol-
icies and regulations regarding outpatient plastic surgery
centers and the physicians who are performing them.
Florida law allows any physician to perform any procedure
as long as they have the patient’s permission, regardless of

ICU, intensive care unit; SD, standard deviation.

the physicians training or prior experience. An increase in
publicity about several out-of-state medical tourists’
complications and even mortalities, particularly following
BBL'’s (Brazilian butt lift) or gluteal lift and body contouring
procedures, prompted the state of Florida to impose
stricter regulations. As of July 2023, the state’s first plastic
surgery bill was passed mandating: the use of ultrasound
guidance during gluteal fat grafting procedures as well as
video documentation of ultrasound-guided technique in
the patient’s chart, fat grafting may only be performed by
the operating surgeon and may not be delegated, in-
person examinations by the operating surgeon prior to
the day of surgery, office inspections by the Department
of Health must be passed prior to opening and will undergo
annual reinspection. These new laws have been instituted
in an attempt to optimize patient safety and hold physicians
to a higher standard but how this will ultimately affect the
complication rates and continually increasing popularity
of surgical tourism has yet to be delineated.?®
Unfortunately, decreased procedural costs of destina-
tion plastic surgery may be due to less stringent quality as-
surance, as demonstrated by the lack of informed consent
reported in 1 study in 50% of patients.?® The lack of appro-
priate preoperative medical evaluation raises concerns for
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patient selection and limits optimization of controllable
factors that can predispose to poor outcomes (eg, smoking
cessation, determining expectations). We found that
over one-third (34%) of our patients smoked tobacco. All
patients are screened in the ED at our institution for nico-
tine use, but it is unclear as to whether they were asked
about smoking prior to their original surgery. Active nico-
tine use in these patients more than likely contributed to
adverse outcomes. Moreover, language and cultural barri-
ers can exacerbate the vulnerability felt by these patients
as they are recovering in an unfamiliar environment.
Postoperative care is often limited or truncated and nearly
half of the patients in 1 study report no postoperative eval-
uation by their operating surgeon (60% in our study).26
Also, patients following destination surgery often return
home without adequate recovery and suffer risks that do-
mestic patients are not typically exposed to (eg, long
flights).7 In our opinion, patients who simply travel either
domestically or abroad in pursuant of better medical care
(eg, higher expertise) are not subjected to the same vulner-
abilities as the aforementioned population, as these pa-
tients often undergo likely more stringent perioperative
evaluation. Ambiguity is, however, further increased
when itinerant surgeons travel to perform destination sur-
geries and require patients to receive their perioperative
care at these locations.

The most common complications following plastic surgery
tourism in our study were seroma (56%) and infection (51%),
with some patients experiencing both, and are similar to the
distributions of adverse outcomes described in the litera-
ture.???’ Interestingly, the incidence of “pain” was lower in
those who required admission relative to those who were
managed in the outpatient setting (3.6% vs 38.5%, P =.008),
suggesting those who were admitted had more complex com-
plications than poor analgesic control, which could easily be
managed without an in-hospital stay.

While lower surgical fees may be enticing at first, patients
often overlook the costs of complications if they were to
arise.?® The lack of appropriate postoperative care by the op-
erating surgeon following surgical tourism mandates evalua-
tion by a medical team previously unknown to the patient,
predisposing to unnecessary diagnostic testing and interven-
tions. Nearly $1.3 billion was spent in 2017 by the United
States in treating complications arising from medical
tourism.?® The average cost for evaluation in our study is
approximately $6180 per patient and is not dissimilar to ex-
pense reports published previously ($6000-$26,000).”20>"
Furthermore, as described in other studies, Medicaid was
the primary insurance provider for our patients as well.”?2
Seventy percent of our patient population was insured by
Medicaid which is funded by federal and state taxpayers.
A 2016 paper analyzing medical tourism calculated that ap-
proximately 15 million US citizens seek healthcare abroad,
with an average cost of complications at over $18,000 each

an estimated total cost to the US healthcare system was
$1.33 billion.*?

After a case-by-case evaluation by 2 physicians, we de-
termined that 13 (32%) of 41 patients were hospitalized un-
necessarily. Unsurprisingly, there was a significant
difference in expense between those who were admitted
and those whose complications could be managed on an
outpatient basis, highlighting the importance of appropri-
ate triaging and early evaluation by the plastic surgery
team to minimize unwarranted costs and resource utiliza-
tion. Although the sensitivity and specificity of diagnostic
tests vary by patient and case, typical laboratory testing
such as a complete blood count and basic metabolic panel
and diagnostic imaging (eg, computer tomography [CT] or
ultrasound) may help uncover an underlying infection and
guide appropriate management with early antibiotics and/
or intervention, and can help significantly decrease total
hospital costs and readmission rates.®® The patients need-
ing inpatient care were also more likely get blood or body
fluid cultures while in the hospital and be started on IV an-
tibiotics, which is expected given cultures are generally
only taken with sepsis or with a drainage procedure and
IV antibiotics initiated in more septic patients needing inpa-
tient admission. Pain was more likely the chief complaint in
patients who did not require admission. Besides 1 patient
who required a pain consult and IV pain medications (nec-
essary admission), the 5 other patients (unnecessary ad-
mission) had no other complications besides regular
postoperative pain and were able to be discharged with
oral pain medications. Patients with necessary admission
were unsurprisingly likely to have a longer length of stay,
given they are generally undergoing procedures/surgeries
and receiving more intensive treatment. Because these
patients often have more critical complications, potentially
receive a surgery, and have a longer length of stay, we be-
lieve that they likely become more familiar with the surgeon
and have a more difficult recovery after their admission,
making them more likely to follow-up with the surgeon as
well.

As previously shown, most postoperative complications
in these patients can be managed in the outpatient setting
and thus prompt involvement of the plastic surgery team
in the ER can assist with appropriate triage in these
patients.>2°

Limitations

This study utilizes data collected during the patient’s clini-
cal course. Clinical data may be recorded differently among
providers and carries the risk of being incomplete. The
study sample was derived by convenience sampling, and
thus it is prone to selection bias and may not be represen-
tative of the general population. As only patients with post-
destination surgery complications are captured by this
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study, calculating the true incidence of adverse events is
difficult given the nearly impossible task of ascertaining to-
tal patient volume in this demographic, which complicates
accurate outcome comparisons between domestic and
tourist surgical surgeons. Also, it is possible that small com-
plications following destination surgery were addressed by
a provider not part of the plastic surgery team and did not
require consultation and meet the inclusion criteria. These
patient encounters have the possibility of not being cap-
tured by this study. Furthermore, the necessity of patient
admission may involve some subjectivity, and review by
only 2 physicians may not be truly representative of the
generalized practice of plastic surgeons across various lev-
els of training, experience, and comfort.

CONCLUSIONS

Destination plastic surgery confers significant medical
complications, including the need for operative proce-
dures, nonsurgical interventions, and days of intravenous
antibiotics. Seromas and infections were the most common
complications, and most patients did not have follow-up
with their original surgeons. The majority of the admissions
were deemed to be necessary and were appropriately tri-
aged. Unsurprisingly, these patients contributed to a signif-
icantly increased medical expense compared to those
whose admission was deemed unnecessary, although
both patient subgroups were costly. Whether patients
had complications that necessitated admission or not, plas-
tic surgery tourism poses substantial health risks, their mor-
bidities are expensive, and it strains hospital resources.
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