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pproximately 400,000 medical travelers visited Mexico each year

for health purposes before the COVID-19 pandemic. The reve-
nues from medical tourists in Mexico were estimated in approximately
$3.1 billion dollars in 2014 (1). As a destination, Mexico has gradually
increased the services offered to medical tourists. In the early 20* cen-
tury, Mexican border cities were offering different health care services
to transnational patients such as dental, vision, elective, and cosmetic
treatments. Currently, Mexico supplies a wide variety of medical tourism
and medical wellness services in multiple destinations ranging from beach
resorts to colonial towns and large metropolitan areas. Highly specialized
care is available to transnational patients in large cities (2). Mexican
border cities with the United States, however, still supply the majority
of health care services to medical tourists (3).

The main incentives for the development of the medical travel
industry in Mexico have been lower cost of health care and geographic
proximity to the United States. Medical travelers to Mexico are predomi-
nantly from the United States. Approximately 70% of these visitors
are either Mexican or Latino immigrants living in the U.S. or Mexi-
can Americans and other U.S. citizens who are familiar with health
care delivery in Mexico (4). Non-Latino medical travelers mainly cross
the border to receive dental treatments, purchase prescription drugs,
and receive elective treatments that are not covered by health insurance

plans in the U.S. (5).
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An offering of health and tourism services for medical tourists
in Mexican border towns has evolved from a relatively unregulated and
disorderly industry into organized “clusters” of health care and tourism
providers who have partnered with government authorities to promote
the medical travel industry in cities and towns along the U.S.-Mexico
border. The five cities in the Mexican state of Baja California were the
pioneers in the development of these medical travel clusters in Mexico
(6). For example, the medical, dental, and hospital cluster of Baja Cali-
fornia organized a range of medical services along with hotels, food, and
recreational services (1). This new structure of the industry enabled health
care providers to include recreational services along with the comprehen-
sive health services, responding to demands of medical travelers and their
companions. This association also encouraged the certification and ac-
creditation of Mexican health care providers, facilitated links with devel-
opment agencies to fund improvements and certification, and began to
actively promote Baja California as a medical travel destination (1, 6).

U.S.-Mexico Health Visitors

Health services for international medical travelers are provided mostly
by private organizations and paid out-of-pocket. According to a recent
study that examined international travelers to Baja California, cost and
quality are the main considerations for the use of services in Mexico (6).
According to estimates from the Mexican government, in 2013 costs in
Mexico were 36% to 86% less when compared to U.S. prices for different
types of health services (2). Insurance coverage was the main motivation
to cross the border for health care only among 3% of the surveyed pop-
ulation. While uninsured individuals are the majority of cross-border
patients, it is not unusual for dental treatments and other health services
to be administered to individuals with health insurance coverage in the
U.S., even to those covered by relatively generous public health insurance
plans (5, 7).

Different “push” and “pull” factors incentivize U.S. to Mexico
health visitors. Lack of adequate health insurance coverage and access
to care in the U.S. have been “push” factors to use health care abroad.
Familiarity, geographic proximity, and lower cost of treatment in Mexi-
co has been a “pull” factor (6, 8, 9). One study analyzed data from
international travelers into Baja California to examine the profile of
health travelers to Mexico from the U.S., from 2010-2013 (10). Its
main findings are in table 1.
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Table 1: Health Care Travelers to Baja California, 2010 and 2013
Variable 2010 2013
Average Age 41 43
Annual Income (USD) 36,000 35,496
Married 64.0% 72.0%
Education
Less than High School 25.0% 21.0%
High School 44.0% 41.0%
More than High School 31.0% 38.0%
Race/Ethnicity
U.S. born Latino 32.0% 41.0%
Latino Immigrant 59.0% 33.0%
Non-Latino White 7.0% 9.0%
Other 2.0% 17.0%
Health Insurance in the U.S. 33.0% 33.0%
Transportation
Car 82.0% 78.0%
Pedestrian 17.0% 10.0%
Bus 0.8% 11.0%
Airplane 0.2% 1.0%
Traveling With Companions 59.0% 73.0%
Main motivation for medical travel
Lower Cost 57.0% 49.0%
Quality 13.0% 33.0%
Health Insurance Coverage 3.0% 2.0%
Other 27.0% 16.0%
Use of Health Services in Mexico
Primary Care 29.5% 28.4%
Internal Medicine 6.8% 6.8%
Dental Treatment 29.1% 28.8%
Vision 1.3% 1.1%
Trauma-Orthopedics 7.3% 6.5%
Cardiology 3.4% 3.2%
Other Specialities 22.6% 25.2%

SOURCE: Vargas Bustamante A., “U.S.-Mexico cross-border health visitors: how Mexi-
can border cities in the state of Baja California address unmet healthcare needs from U.S.
residents,” Journal of Ethnic and Migration Studies, 2020, 46(20):4230-47.
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The Role of the Mexican Population in the United States in
the Evolution of the Medical Tourism Industry in Mexico
The Mexican population represents approximately 11% of the overall
U.S. population (11). This figure includes 11.4 million Mexican im-
migrants and 22.3 million U.S.-born individuals who self-identify as
Mexican-Americans (11). Almost 83% of Mexican immigrants are con-
centrated in ten states and 37% reside in California (12). Previous re-
search shows that the Mexican population in the U.S. is twice as likely
to underutilize health care and experience low quality of care compared to
non-Mexicans (13-15). U.S.-born Mexican Americans as well as Mexi-
can immigrants experience access to care barriers, low utilization of
preventive services, and lower health care spending compared to other
U.S. racial/ethnic groups (16-21). One of the main deterrents to health
care access and use and health insurance coverage among Mexican im-
migrants in the U.S. is legal status, since approximately 50% of Mexican
immigrants are undocumented (22, 23). Undocumented immigrants
are excluded from federal government programs that provide subsidized
health insurance coverage (Medicaid and Medicare) and from all provi-
sions related to the Affordable Care Act (ACA), which expanded health
insurance coverage to approximately 70% of the U.S. uninsured popula-
tion after its implementation in 2011 (24, 25).

U.S.-Mexico Cross-Border Health Care Utilization

Mexicans in the U.S. travel across the border to Mexico to utilize health
care and to overcome some of the barriers encountered within the United
States. Cultural familiarity, geographic closeness, and lower cost of health care
in Mexico are among the main drivers of health care utilization south of the
border (26, 27). Different studies have documented and characterized
the cross-border utilization of health care in regions and states close to the
border (28-30). For instance, a 2001 study from California estimated that
approximately one million individuals, 70% of Mexican origin, crossed
the border between California and Mexico to utilize health care, purchase
medications, or receive dental treatments (4). Another study from 2011
found that Mexican immigrants in the U.S. return to Mexico regularly to
receive hospital care for serious illnesses in response to limited access to care
in the U.S. (31).

Almost one third of Mexicans in the U.S. have immigrated recently
to the U.S. and most are first or second-generation immigrants. Cultural
beliefs from Mexico and familiarity with the Mexican health care system
are still strong among millions of Mexican adults. Cultural approaches to
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health care and understanding the Mexican health care system are likely
to influence cross-border health care utilization among Mexican adults
and future retirees (5, 32, 33). The main predictors of health care use in
Mexico are health need, lack of health insurance coverage in the U.S.,
employment status, delay seeking care, more recent immigration, limited
English proficiency, and prescription drug use (19, 27, 34). Additionally,
cultural factors such as language and provider attitudes influence health
care utilization south of the border (35, 36). However, lack of legal sta-
tus for undocumented immigrants also deters undocumented Mexican
immigrants from using health care in Mexico, since mobility across the
border has diminished due to increased border enforcement by U.S. bor-
der authorities (25, 37).

Documented and undocumented Mexican immigrants in the
U.S. contribute to health care utilization in Mexico in another way. Some
$40.6 billion in 2020 was sent by these immigrants as remittances to
their relatives in Mexico (38). One of the main reported uses of migrants’
remittances has been spending for health care (39). It is estimated that
46% of those receiving remittances use some share of these funds for
health care, which represents the single largest category of the intended
use of remittances (40).

California-Mexico Health and Health Care Cooperation af-
ter COVID-19

The U.S.-Mexico border is the busiest in the world. After the decline in
border crossings in 2020 with the onset of the COVID-19 pandemic and
U.S. government restrictions, the flow of cross-border patients and medical
tourists has been gradually recovering to its 2019 peak. Healthcare cost
differentials between the U.S. and Mexico will continue to incentivize
cross-border health care utilization in the future (10). Private health care
providers in Mexico are quickly adopting international standards to treat
cross-border patients (28). Cooperation between California and Mexico
has centered in the health and health care needs of Mexican immigrants
in the state and the important presence of Mexican nationals who cross
the border each day to work in California, but who reside in Mexican
border cities. Currently, California is the only U.S. state where health in-
surance can operate in conjunction with Mexico. This was accomplished
through the amendment of the Knox-Keene Act in 1998. Three private
U.S. insurance companies and one insurance group from Mexico are li-
censed to offer this type of coverage (28). Providers in California offer a
variety of plans with different service options that range from managed
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care coverage (Health Maintenance Organization or Preferred Provider
Organization) to emergency coverage only (42).

Two main challenges for California-Mexico cooperation in health
care regulation and quality of care relate to population aging and the
coverage under the Affordable Care Act and Medicare.

a) With population aging, it is expected that the number of
Mexicans in the U.S. who will retire in Mexico will increase
rapidly in the next 3 decades (43). Future policy developments
could impact the U.S.-Mexico transnational patient low and
transform its current characteristics. Transnational health care
utilization is likely to evolve from border crossing of unin-
sured or underinsured individuals who purchase cheaper pre-
scription drugs, dental treatments, and pay out-of-pocket for
regular doctor visits, to one of newly insured individuals and
Medicare eligible persons who may opt for health care in Mexi-
co, driven by cultural familiarity and high cost of care in the
United States. Policy makers and health care organizations in
California and Mexico will have to respond to an increased
demand for affordable and quality public and private health
care services for Mexicans who will spend their productive
years in the U.S.

b) In addition to access to care barriers that have remained in
place after the ACA implementation, cultural familiarity with
the Mexican health system, cost control policies in the U.S,,
and population aging are likely to increase the flow of U.S.
patients to Mexico. Previous research shows health care and
socioeconomic barriers are the main drivers of U.S.-Mexico
cross-border health care use (4, 26, 44). Future U.S. budget
restrictions could limit available resources for subsidized health
care for low-income and uninsured Mexican adults who reside in
the U.S. Cross-border health care utilization in Mexico would
remain a feasible option for this population.

Legal and Political Considerations

The high cost of treating currently uninsured individuals with complex
and expensive health conditions is a serious financial burden for safety
net hospitals in the U.S. (45). Previous attempts to expand cross-border
regulations in U.S. border states show that physicians and other organized
health professional groups are unlikely to support cross-border health care
use and medical tourism. For instance, in 2001 the state legislature in Texas
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considered a bill to establish a regulatory framework at the Texas-Mexico
border, along similar lines as the scheme approved in California (28). The
Texas Medical Association, however, strongly objected to this proposal
based on regulatory and liability issues (46).

The growth of cross-border health care use and medical tourism
still struggles on how the legal systems of two countries could work to
solve cases of medical malpractice. The European experience could be
useful to consider (47). Various European directives allow the free move-
ment of health professionals recognizing their qualifications throughout
the European economic area (48, 49). Audit, quality assurance, timeliness
of reporting, confidentiality, and quality of the data are day-to-day as-
pects of the medical practice factored into contractual agreements (50).

In the U.S., physicians are licensed to provide medical care within
the boundaries of each state. Different states have different definitions
of medical malpractice; some are defined more broadly than others (51,
52). One possibility could be to use the United States-Mexico-Canada
Agreement (USMCA) model (53), which resolved differences in trade
law across states in the U.S. and between Canada and Mexico by agree-
ing to settle any trade disputes using a common legal framework (28). A
similar model could be developed for disputes involving medical tourism.

Conclusions

Health care costs keep rising rapidly in the U.S. and the cost differential of
health services in comparison to Mexico is widening. Budget restrictions
also limit the resources available for subsidized health care for low-in-
come vulnerable populations in the U.S. Cross-border health care use
and medical tourism could serve as a mechanism to improve coverage
and provide quality and affordable health care to underserved individuals
living in the U.S., particularly Mexican immigrants and Mexican Amer-
icans. Any policy to promote medical tourism, however, will require fi-
nancing schemes and regulations that promote quality of care, response
in case of medical complications, and effective mechanisms to solve cases
of medical malpractice. Policymakers, health care providers, and researchers
in both the U.S. and Mexico should continue to explore potential oppor-
tunities to expand the availability of affordable and quality health care
options for medical tourists in Mexico.

References

1. OECD, Tourism Policy Review of Mexico, Paris, 2017.

2. ProMéxico, Turismo de Salud, Mexico City, Secretaria de Economfa, 2013.
3. Secretaria de Economia, Turismo de Salud, Mexico City, 2015.

89



90

Medical Tourism in the U.S.-Mexico...

4.

10.

11.
12.

13.

14.

15.

16.

17.

18.

19.

20.

Wallace SP, Mendez-Luck C, Castaneda X, Heading south: Why Mexican immigrants
in California seek health services in Mexico, Med Care, 2009, 47(6):662-9.

Horton S, Cole S., Medical returns: seeking health care in Mexico, Soc Sci Med, 2011,
72(11):1846-52.

Bustamante AV, U.S.-Mexico cross-border health visitors: How Mexican border cities in
the state of Baja California address unmet healthcare needs from U.S. residents, ] Ethn
Migr Stud, 2020, 20(46):4230-47.

Judkins G, Persistence of the U.S.-Mexico Border: Expansion of Medical-Tourism amid
Trade Liberalization, Journal of Latin American Geography, 2007, 6(2):11-32.
Bustamante AV, Globalization and medical tourism: The North American experience
Comment on “Patient mobility in the global marketplace: a multidisciplinary perspecti-
ve”, International Journal of Health Policy and Management, 2014, 3(1):47-9.
Vargas Bustamante A, “U.S.-Mexico Bi-national Insurance Efforts and the Prospec-
tive Impacts of Healthcare Reforms in the U.S. and Mexico,” in Hanefeld ], Llunt
N, Horsfall D, editors, Handbook of Medical Tourism and Patient Mobility, London,
Edward Elgar, 2015, pp. 247-57.

Vargas Bustamante A, “U.S.-Mexico cross-border health visitors: How Mexican bor-
der cities in the state of Baja California address unmet healthcare needs from U.S.
residents,” Journal of Ethnic and Migration Studies, 2020, 46(20):4230-47.

U.S. Census, FFF: Hispanics Heritage Month 2015, in Newsroom, editor, 2017.
“Mexican Immigrants in the United States [Internet],” Migration Policy Institute,
2008 [cited October 2009], available from: http://www.migrationinformation.org/
USfocus/display.cfm?id=679

Vargas Bustamante A, Fang H, Garza ], Carter-Pokras O, Wallace SP, Rizzo JA, et
al, “Variations in healthcare access and utilization among Mexican immigrants: The
role of documentation status,” Journal of Immigrant and Minority Health/Center for
Minority Public Health, 2012, 14(1):146-55.

Vargas Bustamante A, Fang H, Rizzo JA, Ortega AN, Understanding observed and
unobserved health care access and utilization disparities among U.S. Latino adults, Med
Care Res Rev, 2009, 66(5):561-77.

Rodriguez MA, Bustamante AV, Ang A., Perceived quality of care, receipt of preventive
care, and usual source of health care among undocumented and other Latinos, ] Gen
Intern Med, 2009, 24 suppl 3:508-13.

Bustamante AV, Fang H, Rizzo JA, Ortega AN, Heterogeneity in health insurance cover-
age among U.S. Latino adulss, ] Gen Intern Med, 2009, 24 suppl 3:561-6.

Chen ], Fang H, Vargas-Bustamante A, Rizzo JA, Ortega AN, Latino disparities in
prescription drug use and expenditures: A nationally representative analysis, The Annals
of Pharmacotherapy, 2010, 44(1):57-69.

Vargas Bustamante A, Chen ], Health Expenditure Dynamics and Years of U.S. Resi-
dence: Analyzing Spending Disparities among Latinos by Citizenship/Nativity Status,
Health Serv Res, 2011.

Vargas Bustamante A, Chen J, Fang H, Rizzo JA, Ortega AN, “Identifying health
insurance predictors and the main reported reasons for being uninsured among U.S.
immigrants by legal authorization status,” 7he International Journal of Health Plan-
ning and Management, 2013.

Vargas Bustamante A, Chen J, Rodriguez HP, Rizzo JA, Ortega AN, “Use of preven-
tive care services among Latino subgroups,” American Journal of Preventive Medicine,
2010, 38(6):610-9.



21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Arturo Vargas Bustamante

Chen J, Vargas-Bustamante A, “Estimating the effects of immigration status on men-
tal health care utilizations in the United States,” Journal of Immigrant and Minority
Health/Center for Minority Public Health, 2011, 13(4):671-80.

Pew Hispanic Center, “A Nation of Immigrants: A Portrait of the 40 Million, Including
11 Million Unauthorized,” Washington DC, Pew Research Center, 2013.

Ortega AN, Fang H, Perez VH, Rizzo JA, Carter-Pokras O, Wallace S, ez al, Health
care access, use of services, and experiences among undocumented Mexicans and other
Latinos, Arch Intern Med, 2007, 167(21):2354-60.

Congressional Budget Office, “Estimates for the Insurance Coverage Provisions of
the Affordable Care Act Updated for the Recent Supreme Court Decision,” Washing-
ton DC, July 24, 2012.

Bustamante AV, Chen J, McKenna RM, Ortega AN, “Health Care Access and Utili-
zation among U.S. Immigrants Before and After the Affordable Care Act,” Journal of
Immigrant and Minority Health/Center for Minority Public Health, 2018.

Gonzalez Block MA, Vargas Bustamante A, De La Sierra LA, Martinez Cardoso
A, “Redressing the limitations of the Affordable Care Act for Mexican immigrants
through bi-national health insurance: A willingness to pay study in Los Angeles,”
Journal of Immigrant and Minority Health/Center for Minority Public Health, 2014,
16(2):179-88.

Bustamante AV, Ojeda G, Castaneda X, Willingness to pay for cross-border health insur-
ance between the United States and Mexico, Health Aff (Millwood), 2008, 27(1):169-
78.

Vargas Bustamante A, Laugesen M, Caban M, Rosenau P, United States-Mexico
cross-border health insurance initiatives: Salud Migrante and Medicare in Mexico, Rev
Panam Salud Publica, 2012, 31(1):74-80.

Byrd TL, Law JG, Cross-border utilization of health care services by United States resi-
dents living near the Mexican border, Rev Panam Salud Publica, 2009, 26(2):95-100.
Glinos IA, Baeten R, Helble M, Maarse H, A typology of cross-border patient mobility,
Health Place, 2010, 16(6):1145-55.

Gonzalez-Block MA, De La Sierra-De La Vega LA, “Hospital utilization by Mexi-
can migrants returning to Mexico due to health needs,” BMC Public Health, 2011,
11:241.

Bergmark R, Barr D, Garcia R, Mexican immigrants in the U.S. living far from the
border may return to Mexico for health services, Journal of Immigrant and Minority
Health/Center for Minority Public Health, 2010, 12(4):610-4.

Horton SB, “Medical returns as class transformation: situating migrants’ medical
returns within a framework of transnationalism,” Medical Anthropology, 2013,
32(5):417-32.

Gonzalez Block MA, Vargas Bustamante A, De La Sierra LA, Martinez Cardoso A,
Redressing the Limitations of the Affordable Care Act for Mexican Immigrants through
Bi-National Health Insurance: A Willingness to Pay Study in Los Angeles, ] Immigr Mi-
nor Health, 2012.

Bustamante AV, Van der Wees PJ, Integrating immigrants into the U.S. health system.
The virtual mentor, VM, 2012, 14(4):318-23.

Vargas Bustamante A, Chen ], Physicians cite hurdles ranging from lack of coverage to
poor communication in providing high-quality care to Latinos, Health Aff (Millwood),
2011, 30(10):1921-9.

Gonzalez-Barrera A, Hugo M, “A Demographic Portrait of Mexican-Origin Hispanics
in the United States,” Washington DC, Pew Hispanic Center, 2013.

91



Medical Tourism in the U.S.-Mexico...

92

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

Congressional Budget Office, “Migrant Remittances & Related Economic Flows,”
Washington DC, Congressional Budget Office, 2011.

Dominguez-Villegas R, Bustamante AV, Health Insurance Coverage in Mexico among
Return Migrants: Differences between Voluntary Return Migrants and Deportees, Health
Aff (Millwood), 2021, 40(7):1047-55.

Amuedo-Dorantes C, Bansak C, “Access to Banking Services” & “Money Transfers
by Mexican Immigrants,” Southern Economic Journal, 2005.

Xu K, Evans DB, Carrin G, Aguilar-Rivera AM, Musgrove P, Evans T, Protecting house-
holds from catastrophic health spending, Health Aff (Millwood), 2007, 26(4):972-83.
Warner DS, Schneider PG, “Cross-Border Health Insurance: Options for Texas,”
U.S.-Mexico Policy Report, Austin, University of Texas, Lyndon B. Johnson School of
Public Affairs, 2004.

Warner D, Medicare in Mexico: Innovating for Fairness and Cost Savings, University
of Texas, Lyndon B. Johnson School of Public Health, 2007.

Su D, Richardson C, Wen M, Pagan JA, Cross-border utilization of health care: Evidence
[from a population-based study in south Texas, Health Serv Res, 2011, 46(3):859-76.
Sack, K, “Uninsured Immigrants; Public Hospitals Warnings,” 7he New York Times,
2010, [cited February 21, 2010], available from: http://query.nytimes.com/gst/full-
page.html?res=9FOCEEDF143CF936A25752C0A9669D8B63.

2001 Legislative Compendium: Public Health and Science [Internet], Texas Medical
Association, 2007 [cited December 17, 2009], available from: http://www.texmed.
org/Template.aspx?id=2402.

Laugesen MJ, Vargas-Bustamante A, “A patient mobility framework that travels: Eu-
ropean and United States-Mexican comparisons,” Health Policy, 2010, 97(2-3):225-
31.

Jarman H, Greer S, “Crossborder trade in health services: Lessons from the European
laboratory,” Health Policy, 2009, 94(2):158-63.

Glinos IA, Baeten R, Maarse H, “Purchasing health services abroad: Practices of
cross-border contracting and patient mobility in six European countries,” Health Policy,
2010, 95(2-3):103-12.

Jarvis L, Stanberry B, “Teleradiology: Threat or opportunity?,” Clin Radiol, 2005,
60(8):840-5.

West RW, Sipe CY, “Anatomy of malpractice defense, part 2: Trial and beyond,” / Am
Coll Radiol, 2004, 1(8):547-8.

West RW, Sipe CY, “Anatomy of malpractice defense, part 1: Suit through discovery,”
J Am Coll Radiol, 2004, 1(6):383-5.

Kinney ED, “Health Care Financing and Delivery in the U.S., Mexico and Canada:
Finding and Establishing Intentional Principles for Sound Integration,” Wisconsin
International Law Journal, 2009, 26(3):935-65.



