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Medical tourism is a developing market for Thailand’s tourism industry, and 

offers a unique alternative to the issues associated with an excessive reliance on 

traditional forms of tourism. Previous literature on this subject is limited. The primary 

focus has been on the economic and social impacts of medical tourism on a host 

country, and on the quality of medical services that influence medical tourists’ 

loyalty. There has been insufficient research conducted on developing Thailand’s 

image as a medical tourism destination to establish destination loyalty. Therefore, this 

study proposes to increase academic research on both developing Thailand’s 

destination image to establish destination loyalty, and on medical tourism, 

contributing both theoretical and practical knowledge. 

The objectives of this study are: 1) to study Thailand’s image as a medical 

tourism destination, 2) to examine the perceptions of medical tourists towards travel 

motivation, destination image, travel constraints, destination satisfaction and 

destination loyalty, 3) to analyze the factors influencing destination loyalty, 4) to 

examine the causal relationships among travel motivation, destination image, travel 

constraints, destination satisfaction and destination loyalty, and 5) to propose policy 

recommendations for developing Thailand’s image as a medical tourism destination to 

establish destination loyalty. 
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Qualitative and quantitative methods were employed to achieve these 

objectives. The research commences with qualitative data analysis. A literature review 

of previous studies and media sources related to medical tourism in Thailand, and 

semi-structured in-depth interviews of medical tourism experts, were conducted to 

comprehend Thailand’s image as a medical tourism destination. The qualitative data 

analysis is directed towards objective 1, the study of Thailand’s image as a medical 

tourism destination, and objective 5, the policy recommendations for developing 

Thailand’s image as a medical tourism destination to establish destination loyalty. The 

analyzed data identified important measurement items of a destination image 

construct to achieve the remaining objectives. Examining these relationships 

expressed in the conceptual framework was attained by using a quantitative method; a 

cross-sectional survey on medical tourists in Thailand using the finalized design at the 

qualitative phase was conducted. Descriptive statistics and Structural Equation 

Modeling (SEM), including confirmatory factor analysis and path analysis, were used 

to analyze the data. 

The findings of the study revealed that medical tourists’ destination 

satisfaction was affected by destination image, which was directly influenced by 

travel motivation. Furthermore, destination satisfaction directly affected destination 

loyalty, which was also indirectly affected by travel motivation through destination 

image and destination satisfaction. The findings also verified that medical tourists’ 

destination loyalty was increased by the rise of travel motivation, positive perceived 

destination image and higher destination satisfaction. These findings contributed 

towards the policy recommendations for developing Thailand’s image as a medical 

tourism destination to establish destination loyalty. This study merged the key 

concepts in developing image and confirmed their significant influences on 

destination loyalty. 
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CHAPTER 1 

 

INTRODUCTION 

 

1.1 Background of the Problem 

 

Government authorities in both developed and developing countries are keen 

to encourage tourism development. The tourism industry can generate employment 

and increased income in economies. Thailand is one of the developing countries that 

has invested heavily in the tourism industry, with the belief that it will help improve 

their economic conditions, both as a large revenue earner of foreign currency and as a 

large source of employment. The direct contribution of tourism (Tourism Direct: 

TDGDP) to Thailand’s GDP was worth THB 783,414.68 million (5.79% of total 

GDP) in 2015, while the Tourism indirect GDP (TIGDP) was worth THB 

1,453,743.37 million (10.74% of Thailand GDP). It was also reported that during 

2015, there were 4,089,382 people working within Thailand’s tourism sector, which 

was a rise in tourism sector employment of 1.92% from 2014. The Tourism industry 

accounted for 10.74% of the total employment in Thailand (Department of Tourism, 

2016). 

The Tourism Authority of Thailand ( TAT)  recently revealed its tourism 

marketing strategies for 2017. The current strategy is designed to maintain Thailand’s 

brand image, marketing profile and to increase visitor arrivals in a world of 

unprecedented change.  The TAT governor, Yuthasak Supasorn stated that the 

‘Amazing Thailand’ brand will continue to be employed as a strategic marketing tool. 

The ‘ Amazing Thailand’  campaign was first launched in 1998/ 99.  The initial 

objectives of the “Amazing Thailand” campaign were to increase visitor arrivals from 

Thailand’ s principal visitor markets; Japan, South Korea and China.  In particular it 

was the desire to attract higher spending tourists and those visitors with a propensity 

for longer lengths of stay, in order to boost national earnings from the tourism 
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industry during the economic crisis that occurred in the region during 1998-1999. 

After the initial launch of the “ Amazing Thailand”  campaign, the number of 

international tourists visiting Thailand rose by 10%  in 1999 ( McDowell & Wang, 

2009) . The tourism marketing strategies for 2017 highlights the ‘Unique Thai Local 

Experience’ that visitors can gain, and the belief that Thailand will be perceived as a 

‘ Preferred Destination’  in the eyes of international tourists.  TAT has planned to 

enlarge the travel market from Muslim nations, in addition to increasing visitor 

arrivals from the fast developing economies of the BRIC nations (Brazil, Russia, India 

& China) , Argentina, Eastern Europe and high-end tourists.  Due to the development 

of the ASEAN region, Thailand is also expected to act as a gateway to neighbouring 

countries, such as Cambodia, Laos, Myanmar and Vietnam, for European and US 

tourists. TAT is continuously counting on growth in four niche markets: wedding and 

honeymoon, green tourism, sport tourism and health and wellness ( Wanwisa 

Ngamsangchaikit, 2016a). 

The Tourism and Sports Ministry expects revenue from international tourists 

to rise 8.5%  to 1.78 trillion baht, and the number of tourists is estimated to reach 35 

million by 2017, which is an increase from the 32.5 million recorded visitors in 2016 

( Krissana Parnsoonthorn, 2017) .  In addition, the statistics from previous years 

outlined in the table below, show there is a positive outlook for the tourism industry, 

although there have been significant falls in visitor numbers caused by political 

instability in Thailand during recent years.  The coup d’ état in 2014, for example, is 

believed to have had a severe effect on tourist arrivals. 
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Table 1.1 Thailand Tourism Statistics 2005-2015 

 

 

 

Year 

International Remarks 

Tourist Average Average Expenditure Revenue 

Number Change Length of 

Stay 

Per person 

Per day 

Change Million Change  

(Million) (%) (Days) (Bath) (%) (Baht) (%)  

2005 11.52 -1.51 8.20 3,890.13 -4.13 367,380 -4.42  

2006 13.82 +20.01 8.62 4,048.22 +4.06 482,319 +31.29  

2007 14.46 +4.65 9.19 4,120.95 +1.80 547,782 +13.57  

2008 14.58 +0.83 9.20 4,200.00 +1.92 561,439 +2.49  

2009 14.15 -2.98 8.99 4,011.21 -4.50 510,255 -9.12 Recession, 

riot 

2010 15.94 +12.63 9.12 4,078.67 +1.68 592,794 +16.18 Riot, Political 

instability 

2011 19.23 +20.67 9.64 4,187.12 +2.66 776,217 +30.94 Political 

instability 

2012 22.35 +16.24 10.02 4,392.81 +4.91 983,928 +26.76 Political 

instability 

2013 26.54 +18.76 9.85 4,616.49 +5.09 1,207,145 +22.69 Political 

instability 

2014 24.80 -6.54 9.83 4,808.92 +4.17 1,172,798 -2.85 Coup d’état 

2015 29.92 +20.61 9.47 5,142.18 +6.93 1,457,150 +24.25  

 

Source: The Tourism Authority of Thailand, 2008; Department of Tourism, 2016. 

 

Tourism is now appreciated as Thailand’s most important service industry. It 

generates job creation, income distribution and foreign exchange earnings, but while 

the industry has been doing well so far, it has been noted that it cannot rest on its 

glory in a changeable and unpredictable world (Muqbil, 2012). Although Thailand’s 

strengths are the variety of its resources, its accessibility and value for money, it is 

believed that the traditional sun, sea and sand mass tourism formula can no longer 

achieve a competitive advantage over tourist industry competitors, partly because of 

the increasing demands of the ‘ new consumer’  for alternative tourism experiences 

( Chambers & McIntosh, 2008) .  To increase and attract quality visitors, Thailand 

needs to provide new, distinctive and unique tourism products.  Medical tourism, a 

subset of the tourism market has become a global economic phenomenon.  It is 
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regarded as an alternative solution, a unique tourism market for Thailand which can 

attract relatively high spending visitors, and help alleviate the problem of too much 

reliance on the traditional forms of tourism development. 

“Medical tourism applies to people who travel to another country for medical 

treatment, often combined with a vacation, or take the opportunity to receive such 

treatment in the course of a vacation” (Cohen, 2008a, p. 25). Heung, Kucukusta, and 

Song ( 2010)  noticeably define medical tourism to mean a vacation related to 

travelling across international borders to attain a broad range of medical services. It is 

not only typically comprised of leisure, fun, and relaxation activities, but also includes 

wellness and health-care services. 

At present, there are 14 million medical tourists who are in search of medical 

services in countries around the world. It is estimated that the medical tourism sector 

generates overall revenues of between USD 45. 5-72 billion.  The average medical 

tourist spending is expected to be USD 3,800-6,000 per visit including the costs of 

medical procedures, doctor’s fees, travelling across country and local transportations, 

inpatient room costs and accommodation.  Consequently, medical tourism generates 

huge revenues to the global economy (Patients Beyond Borders, 2017). 

In the past, moneyed people from developing countries travelled to advanced 

medical centers in developed countries such as the United States, and to other 

developed countries in Europe such as Switzerland and the United Kingdom for 

medical services.  The trend has been reversed due to the emergence of medical 

tourism.  Nowadays, there are an increasing number of people from developed 

countries travelling to ‘the third world’ nations to receive affordable, high quality and 

hasty medical treatment ( Herrick, 2007; Horowitz, Rosensweig, & Jones, 2007; 

Reddy, York, & Brannon, 2010). 

There are numerous reasons why medical tourists choose to receive medical 

treatments abroad.  These include the avoidance of long waiting times for medical 

treatment in his/her country; the lower costs of those medical treatments; the types of 

medical procedures and services which are not covered by medical insurance; the 

availability of medical treatment that is not permitted in his/her country; a preference 

for increased privacy and confidentially, and an attractive, undisturbed location for 

relaxation and recuperation after medical treatment ( Smith & Puczkó, 2014) .  In 



5 

addition, there are other significant factors contributing to the growth in medical 

tourism.  These include the widespread liberalization of trade, especially across the 

service industries, while the purchase of international services is not something new 

for customers, as individual consumers have become used to looking across borders 

and purchasing tangible products across another country. In addition, the lessening of 

restrictions on foreign investments in emerging markets has helped to raise additional 

finance for the building and operating of medical service providers (M. Bookman & 

R. Bookman, 2007). 

Furthermore, an effect of globalization has been to, figuratively, cause the 

world to become a smaller place.  The advances in transportation and information 

technology have contributed to increasing the number of tourists seeking medical 

procedures, and the phenomenal growth of the medical tourism industry.  Cheaper 

transportation has allowed large numbers of people to travel almost anywhere in the 

world, while advanced information technology has helped people gather information, 

either via the internet or through various kinds of media coverage relating to almost 

all geographical corners of the world. This has also helped reduce geographic barriers, 

and enabled cross-border trade in medical services ( M. Bookman & R. Bookman, 

2007). 

In addition to these lifestyle changes, an important driver in the growth of 

medical tourism has been the demographic changes that have taken place across much 

of the world. For instance, the increase in aging populations amongst many countries 

has resulted in a growing demand for medical services. This demand is inadequate for 

the needs of many western and developed countries under their public services (Lee & 

Spisto, 2007) .  Japan is one country that is facing the challenging issue of an aging 

population.  They have traditionally been unwilling to accept immigration, and one 

effect of this policy has been that their health care system is under considerable 

pressure. Japan is an example of a country that has taken particular advantage of the 

notion of medical tourism ( Connell, 2006) .  García-Altés ( 2005)  also adds that the 

postwar baby-boom cohort is less concerned with the costs involved in receiving 

medical treatments, but more receptive to other aspects of the marketing mix, such as 

the location, the destination, the levels of privacy and confidentiality, and the quality 

of care.  
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Asia is the main region for medical tourism, and Thailand has been known as 

a destination for medical tourism since the early 1970s ( Connell, 2006) .  In the late 

1990s, Thailand encountered a devastating economic crisis. A large number of upper 

middle-class citizens could not access medical services in the private hospitals, 

because the cost of treatments was too expensive.  To compensate for this loss of 

revenue from Thai residents, private hospitals in Thailand began to market themselves 

to expatriates and foreigners living in Thailand, and to countries in the region that do 

not have the same level of quality health care as Thailand. This marketing of medical 

services to foreign residents had a snowball effect on Thailand’ s medical tourism 

industry.  According to Burkett ( 2007) , less than a decade after the Asian economic 

crisis, Thailand’s hospitals reported treating 600,000 foreign patients during 2004. It 

can be said that Thailand turned the nation’s economic crisis into an opportunity, with 

the medical tourism industry emerging partly from policy changes forced upon the 

medical organisations, because of the regions financial crisis and economic 

depression. 

The Institute of Small and Medium Enterprises Development (2010) , quoted 

data from the Department of Export Promotion and the Department of Health Service 

Support, stating that the growth rate of the medical tourism industry in Thailand was 

16.48%  between 2001-2007, with the consequence that annual revenue from medical 

tourists had also continually risen. The five principal nationalities of medical tourists 

who have received medical treatment in Thailand are from Japan, USA, UK, Middle 

East and Australia respectively. Thailand’s medical tourists can be divided into three 

groups:  1)  expatriates ( 41.4% ) ; 2)  general tourists who receive medical treatment 

during their vacation (32% ); and 3) foreign patients who purposely visit the country 

for treatment ( 26. 6% ) .  It was estimated by the Kasikorn Research Centre that by 

2015, there were approximately 2. 81 million medical treatments provided to 

international patients, for a total industry revenue amounting to USD 3 billion (IMTJ, 

2015) .  ( This does not mean there were as many patients, since each patient can 

undergo multiple procedures.) According to this estimate, there was a 15% increase in 

medical tourism demand from 2014 to 2015 (IMTJ, 2015). According to research by 

Kansinee Kantawongwan, Akkarapong Aunthong, and Mingsan Kaosa-ard (2016), in 

2017 the number of international patients is expected to reach 4.41 million, including 
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450,000 medical tourists. This will generate an approximate revenue of 138.39 billion 

baht. Nonetheless, Cohen (2008a) argues that statistics relating to medical tourism in 

Thailand must be cautiously interpreted. It can assume that 30% of the total quoted in 

the statistics was medical tourists.  It seems to be that the general tourist groups are 

most likely to affect Thailand in a major way, however, medical tourists are rising at a 

rapid rate from almost none to 450,000 a year in less than a decade (see Figure 1.1). 

In addition, for the Thai economy, medical tourism creates a value added 

approximately equal to 0.4%  of the GDP ( Anchan NaRanong & Viroj NaRanong, 

2011). 

 

 

 

Figure 1.1  Number of International Patients in Thailand 

Source: Kansinee Kantawongwan, Akkarapong Aunthong, & Mingsan Kaosa-ard, 

2016, p. 47. 
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The Thai government aims to develop Thailand as a regional “medical hub” in 

Asia. The government announced a policy to promote “quality tourism” and promote 

the development of high quality medical services tailored to foreigners. Following this 

initiative, the government body began to promote medical tourism abroad. In 1999, 

the Tourism Authority of Thailand introduced a campaign to promote the country’s 

first health care services to tourists. In 2000, there was the launch of the “Amazing 

Thailand” promotion strategy, a campaign aimed at showcasing spas, hospitals and 

herbal products, followed in 2004 by the first authority organized, “Thailand Health 

Expo 2004” (Connell, 2011). Due to the fact that the Thai Government considers 

medical tourism as a prime growth factor of the economy, the Thai government has 

driven Thailand's medical tourism industry as part of a long-term government 

strategy, in cooperation with private hospitals, to establish the country as the 'health 

tourism hub of Asia' since 2004. There have been several strategic plans for 

developing Thailand as a medical tourism destination, including Developing Thailand 

as the Excellent Medical Hub of Asia (2004-2008), Developing Thailand as the 

Center of Excellence Health Care of Asia (2004-2010), Developing Thailand as 

World Class Health Care Provider (2010-2014), and Thailand as a Hub of Wellness 

and Medical Services (2016-2025) (Division of International Health, 2014; Thailand 

Board of Investment, 2016). 

Although the medical tourism industry appears to be a rising star of Thailand’s 

economy, the medical tourism market is highly competitive. According to Patrichi 

and Dodu (2014), there are 35 nations across the world, all positioning their countries 

as medical tourism destinations (see Table 1.2). 
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Table 1.2  Medical Tourism Destinations 

 

Asia Middle 

East 

The 

Americas 

Europe Africa Other 

India Israel Argentina Austria South 

Africa 

Cuba 

Malaysia  Jordan Bolivia Belgium Tunisia Cyprus 

Philippines Turkey Brazil Czech 

Republic 

  

Singapore United Arab 

Emirates 

Chile France   

South Korea  Colombia Germany   

Sri Lanka  Costa Rica Greece   

Thailand  El Salvador Hungary   

Vietnam  Guatemala Poland   

  Mexico Spain   

  Venezuela    

 

Source: Adapted from Patrichi & Dodu, 2014, p. 45. 

 

Subsequently, it is a major challenge for Thailand to achieve its goal of being 

one of the principal medical tourism hubs of Asia.  Many countries are on a quest to 

develop a medical tourism industry, and the number of countries promoting 

themselves as medical tourism destinations continues to grow, resulting in Thailand 

facing fierce competition in the future.  An example regarding the competition 

between potential medical tourism destinations relates to the cost advantages available 

to medical tourists.  In a study conducted by the India Brand Equity Foundation, the 

results showed that India is more cost-competitive than other major medical tourism 

destinations such as Thailand (Hazarika, 2009) , but India has to face the challenging 

issue of a negative image over poor hygiene and sanitation.  Thailand has a price 

benefit over Singapore as the charges in Singapore are higher than Thailand, because 

Singapore positions themselves as a destination for high-end, complex quality care, 
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while Malaysia proposes a high quality product at low prices ( García-Altés, 2005) , 

but its focus is mostly on Muslim patients from Indonesia, Brunei and the Middle East 

(Jutamas Rerkrujipimol & Assenov, 2008). 

Evidently, there are an increasing number of countries, including Thailand’ s 

neighboring countries, which are competing in the medical tourism market.  Hence, 

Thailand needs to offer itself as a unique and desirable destination for potential 

medical tourists. In order to attract prospective medical tourists and gain a larger share 

of the medical tourism market, Thailand needs to portray a positive image as a 

medical tourism destination.  Being different can be achieved by developing 

destination image and tourists are attracted to visit destinations ( Crompton, 1979b; 

Fakeye & Crompton, 1991). An additional challenge confronting the medical tourism 

industry in Thailand is to convince distant potential patients that medical care in what 

are perceived as relatively poor countries, is comparable with the quality of care 

available in their home country, in terms of outcome and safety standards.  The 

destination images of third-world countries as medical tourism destinations can imply 

a lesser quality in both products and services (Johnston et al., 2010). This statement is 

consistent with the research of Jutamas Rerkrujipimol and Assenov ( 2008) , who 

found that most respondent comments from Westerners, especially those who have 

never visited Thailand before, still consider Thailand as a developing country. 

However, Connell (2011, p. 85) argues that  

 

The image of a country is also absolutely crucial even where this has no 

bearing on the health system. Violence and poverty are deterrents – as they are 

to any kind of tourism, and have reduced the potential of medical tourism in 

Colombia, Mexico and even Thailand in recent years, whereas Costa Rica and 

Singapore are seen as particularly stable. 

 

Moreover, research by Harryono et al. (2006, p. 30) highlights the lack of 

adequate marketing and promotion of the medical tourism industry in Thailand, and 

minor development of a positive image of the country as being a clean and safe 

destination. As a result, the cluster of medical tourism should be communicated to 

raise awareness among medical tourists. 
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In addition, healthcare is one of four service industries that will be liberalized 

in 2015 under the ASEAN Economic Community (AEC) scheme. The AEC will alter 

ASEAN into a region with free movement of goods, services, investment, skilled 

labour, and the free flow of capital. Within the healthcare service, this will result in an 

increase in the foreign ownership restrictions for investors who have ASEAN 

nationality to 70% , and also generate the free movement of skilled labor ( ASEAN 

Secretariat, 2009) .  According to the Economic and Business Intelligence Center of 

Siam Commercial Bank ( 2012) , the liberalization of the services sector will bring 

stronger competition between nations, as most countries in the ASEAN region believe 

that the services sector is one of the key economic drivers. 

In the healthcare sector, there are a growing number of countries competing 

for medical tourists.  In Southeast Asia, Thailand, Singapore and Malaysia are 

considered as the main regional hubs for medical tourism, but Indonesia, the 

Philippines and Vietnam are also interested in promoting their countries as a medical 

tourism destination, thus potentially offering considerably more competition in the 

future (Pocock & Phua, 2011). “There is a need to investigate whether the images of 

countries projected to the world and perceived by international tourists and potential 

tourists are the most appropriate for new markets” (Jenkins, 1999, p. 13). In order to 

attract more medical tourists, and gain a larger share of the medical tourism market, 

Thailand needs to develop a positive image, and position itself as a leading medical 

tourism destination in the region. 

Aziz and Zainol ( 2010)  indicate that the positioning and differentiating of 

destinations can be accomplished by using effective implements to develop and 

maintain a positive destination image. Further, these authors affirm that “Competitive 

positioning also requires strong destination image as a characteristic for target 

markets to use to weigh and compare from those offered by the competitors” (Aziz & 

Zainol, 2010, p. 51). Therefore, a study on developing Thailand’s image as a medical 

tourism destination to establish destination loyalty is not only essential to create 

competitive positioning and differentiation amid fierce competition in the medical 

tourism market, but medical tourist destination loyalty as a driving force is also 

important to retain medical tourists in the competitive medical tourism market 

( Dimanche & Havitz, 1994) .  Medical tourist loyalty can generate additional 
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advantages by increasing the likelihood of continuing to purchase services, and 

helping attract others by recommending the services ( Mao, 2008) .  Furthermore, 

previous research has confirmed that destination image has an influence on tourists’ 

behavior and destination selection ( Echtner & Ritchie, 1991; Baloglu & McCleary, 

1999b; Bigne, Sanchez, & Sanchez, 2001). Once a tourist has a desirable destination 

image, it leads to a favorable on-site experience, which results in higher satisfaction 

which can cause future behavior intention (C.K. Lee, Y. K. Lee & B. Lee, 2005). 

In reality, the study of medical tourism destination image is still limited. 

Heung et al.  ( 2010, p.  237)  stated that there is little research available on medical 

tourism, and most of the currently available research is focused on an economic, 

medical and marketing perspective, with most of the marketing research dedicated to 

the study of either the supply-side or the demand-side (M. Bookman & R. Bookman, 

2007; Connell, 2006; Smith & Forgione, 2007). Vijaya (2010, p. 55) points out that 

the study of medical tourism has been limited to two fields. For example, the research 

of Milstein and Smith ( 2 0 0 7)  and Wachter ( 2006)  focus their studies on the 

perception of international medical tourists primarily from the US in the aspect of 

safety. Additional research from Mattoo and Rathindran (2006); Teh and Chu (2005); 

Awadzi and Panda (2006) and Vijaya (2010) present research relating to the impacts 

of medical tourism on the economics of the host countries, particularly the impacts on 

revenues.  Thai researchers have also studied the impacts of medical tourism on 

Thailand’ s economy and society ( Anchana NaRanong, 2011; Anchan NaRanong & 

Viroj NaRanong, 2011). Further examples of research on medical tourism in Thailand 

focus on the perception of service quality and the behavioural loyalty of international 

tourists towards medical tourism in Bangkok (Lertwannawit & Gulid, 2011). 

The limited availability of research on medical tourism is particularly 

highlighted in the scarcity of studies that focus on developing Thailand’s image as a 

medical tourism destination to establish destination loyalty.  It is believed to be 

necessary to further increase the available academic research.  Therefore, this study 

will examine Thailand’ s image as a medical tourism destination, and analyze the 

factors influencing destination loyalty in order to contribute both theoretical and 

practical knowledge to the academic research available in this area of study. 

Furthermore, this research will propose policy recommendations for developing 
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Thailand’ s image as a medical tourism destination to establish destination loyalty, 

recommendations that will help medical service providers, destination marketers 

and/ or managers to develop and maintain a positive image that helps to create 

competitive positioning, differentiation and medical tourist loyalty, in order to 

compete in the challenging medical tourism market. 

 

1.2 Objectives of the Study 

 

The study is expected to achieve the following objectives: 

1.2.1 To study Thailand’s image as a medical tourism destination1. 

1.2.2 To examine the perceptions of medical tourists towards travel 

motivation, destination image, travel constraints, destination satisfaction, and 

destination loyalty. 

1.2.3 To analyze the factors influencing destination loyalty. 

1.2.4 To examine the causal relationships among the constructs:  travel 

motivation, destination image, travel constraints, destination satisfaction, and 

destination loyalty. 

1.2.5 To propose policy recommendations for developing Thailand’s image as 

a medical tourism destination to establish destination loyalty. 

 

1.3 Research Questions  

 

The research questions of this study are as follows: 

1.3.1 What is Thailand’s image as a medical tourism destination? 

1.3.2 What are the perceptions of medical tourists towards travel motivation, 

destination image, travel constraints, destination satisfaction, and destination loyalty? 

1.3.3 What are the factors influencing destination loyalty? 

1.3.4 What are the causal relationships among the constructs:  travel 

motivation, destination image, travel constraints, destination satisfaction, and 

destination loyalty? 

1.3.5 What should the policy recommendations for developing Thailand’ s 

image as a medical tourism destination to establish destination loyalty be? 
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1.4 Expected Results of the Study 

 

1.4.1 This study attempts to understand Thailand’s image as a medical tourism 

destination. 

1.4.2 This study attempts to understand the perceptions of medical tourists 

towards travel motivation, destination image, travel constraints, destination 

satisfaction and destination loyalty. 

1.4.3 This study attempts to understand the factors influencing destination 

loyalty. 

1.4.4 This study attempts to understand the causal relationships among the 

constructs:  travel motivation, destination image, travel constraints, destination 

satisfaction and destination loyalty. 

1.4.5 This study attempts to propose policy recommendations for developing 

Thailand’s image as a medical tourism destination to establish destination loyalty. 

 

1.5 Expected Benefits of the Study 

 

1.5.1 This study contributes to create a better understanding of medical 

tourism in Thailand. 

1.5.2 This study contributes to classifying the categories of medical travel 

motivation and destination image based on both qualitative and quantitative methods. 

1.5.3 The findings of the study will create a better understanding of 

motivation, destination image, travel constraints, destination satisfaction and 

destination loyalty perception relating to medical tourism. 

1.5.4 This study hopes to explain the causal relationships between the 

constructs:  travel motivation, destination image, travel constraints, destination 

satisfaction and destination loyalty. 

1.5.6 The findings of this study will help medical service providers to develop 

medical tourism services that meet the needs of medical tourists effectively. 

1.5.7 The findings and recommendations of this study will help medical 

service providers, destination marketers and/ or managers to develop and maintain a 

positive image that helps to create competitive positioning, differentiation and 
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medical tourist loyalty, in order to compete in the challenging medical tourism 

market. 

1.5.8 There are suggestions to benefit medical service providers, destination 

marketers and/or managers for policy development of medical tourism in Thailand in 

order to establish destination loyalty. 

 

1.6 Definition of Terms 

 

1.6.1 Medical tourism means the act of travelling to another country for 

receiving medical treatment, including essential and non-essential treatments such as 

general treatment ( e. g.  flu, food poisoning, etc. )  dental care, cosmetic surgery, 

elective surgery ( e. g.  joint surgery, hip/ knee replacement, cardiac surgery, etc. ) , 

cardiology, orthopedic service, fertility treatment, gender reassignment, eye treatment, 

skin treatment, diagnostic and check-up, etc.  ( Cohen, 2008a; Heung, Kucukusta, & 

Song, 2010). 

1.6.2 Medical tourists are defined as people who travel to another country and 

receive medical services. This study includes four types of medical tourists based on 

the study of Cohen (2008a, p. 227) about Thailand medical tourism. 

 1.6.2.1 ‘medicated tourist’ who obtains treatment for accidents or health 

problems that occur during an overseas holiday; 

 1.6.2.2 ‘ medical tourist proper’  who visits a country for medical 

treatment-unrelated to the trip-and who may also decide on a procedure while 

vacationing; 

 1.6.2.3 ‘ vacationing patient’  who visits mainly for medical treatment, 

but makes incident use of vacationing opportunities, especially during the period of 

recovery; and 

 1.6.2.4 ‘ mere patient’  who visits solely to receive medical treatment, 

and make no use of any vacationing opportunities; 

These four types of medical tourists are consistent with the types of medical 

tourists that are defined by the Tourism Authority of Thailand (MarketWise, 2010). 

In brief, medical tourists are tourists that come to Thailand deliberately to 

undergo one or more medical or surgical treatments, tourists who not intend to 
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undergo such treatments but change their mind on arrival, and tourists that suffer 

accidents and/ or illnesses that require emergency medical care.  However, it will 

exclude expatriates, who live in Thailand ordinarily and seek medical care as part of 

their daily life in their country of residence. 

1.6.3 Travel motivation refers to socio-psychological forces that influence a 

medical tourist to visit Thailand and receive medical services ( Iso-Ahola, 1982) .  In 

this study travel motivation consists of two factors as follows: 

 1.6.3.1 Push motivations focus on avoiding long waiting time, lower 

cost of medical treatment, availability of medical treatment, uncovered by medical 

insurance, and preference of privacy and confidentiality. 

 1.6.3.2 Pull motivations focus on an opportunity for limited/ no medical 

insurance, an exotic destination for relaxation after medical treatment, an ability to 

combine medical treatment with a vacation, and various types of medical services, 

and good value for money. 

1.6.4 Destination image means the perceptions of medical tourists based on 

their individual beliefs, knowledge and feeling on Thailand as a medical tourism 

destination ( Crompton, 1979b; Fakeye & Crompton, 1991; Kotler, Haider, & Rein, 

1994). Destination image in this study comprises seven categories as follows: 

 1.6.4.1 Medical staff focuses on quality, reputation, availability, 

knowledge, willingness, communication skills, courteousness and respectfulness, and 

prompt services of staff. 

 1.6.4.2 Facility focuses on advanced medical facilities, security and 

personal safety, hospital amenities, accessibility, and healthy and clean environment. 

 1.6.4.3 Reliability focuses on international accreditation, medical hub, 

professionalism and exceptional services, and trustworthiness. 

 1.6.4.4 Patient support focuses on ease of medical treatment 

arrangement, a short waiting time, language interpretation service, patient’ s privacy 

and confidentiality, protection against medical mal practice and liability, and 

alternative treatment and recreational services during period of therapy. 

 1.6.4.5 Supporting industries focuses on ease of visa and immigration 

procedures, extensive accommodations, a variety of tourist attractions, international 
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and local food, numerous spa and health resorts, shopping, quality of infrastructure, 

and local transport. 

 1.6.4.6 Thailand destination image in general focuses on natural 

attractions, climate, cultural attractions, historic attractions, environment, nightlife 

and entertainment, personal safety, hygiene and standard of cleanliness, friendly 

people, and political stability. 

 1.6.4.7 Affective image focuses on relaxing, pleasant, exciting, 

inexpensive, friendly, and trustworthy feeling. 

1.6.5 Travel Constraints refers to factors that limit medical tourists from 

travelling to Thailand to receive medical services (Chen, Hua, & Wang, 2013) .  The 

travel constraints employed in this study comprise four factors as follows: 

 1.6.5.1 Structural constraints focus on distance, time, organizing a trip, 

cost, language, and lifestyle/culture. 

 1.6.5.2 Political constraints focus on travel document, politic, and 

safety. 

 1.6.5.3 Personal Constraints focus on information about medical 

tourism, friends and family support, and accompanying. 

 1.6.5.4 Environmental constraints focus on environment, hygiene, and 

comfortable travel. 

1.6.6 Destination satisfaction refers to a response of medical tourists after 

obtaining medical services or the evaluation of post using medical services ( Oliver 

1997). 

1.6.7 Destination loyalty refers to medical tourists’  intentions or future 

behaviors to recommend, revisit and be willing to pay more on Thailand medical 

tourism (Hawkins, Best, & Coney, 1995). In this study destination loyalty consists of 

three components as follows: 

 1.6.7.1 Recommendation focuses on recommending to other people, 

saying positive things, and encouraging other people. 

 1.6.7.2 Revisiting focuses on visiting again for follow-up medical 

treatment, revisit in the near future, and considering Thailand as first choice for 

medical service. 
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 1.6.7.3 Willingness to pay more focuses on increased costs, and higher 

cost than other destinations. 

 

1.7 Chapter Synopsis 

 

This dissertation consists of five chapters.  Chapter 1 introduces the 

background of the problem, together with introducing the study objectives, research 

questions, expected results of the study, expected benefits of the study and the 

definition of terms.  Chapter 2 provides an inclusive review of previous literature 

related to the field of research. The research hypotheses are also presented. In chapter 

3, the research methodology and procedures are explained, including research design, 

the sampling technique, the survey instrument and the data analysis methods. Chapter 

4 presents the major findings of each objective of the study and the results of the data 

analysis.  Chapter 5 discusses the results of the research and provides policy 

recommendations for developing Thailand’s image as a medical tourism destination to 

establish destination loyalty.  The limitations and suggestions for future research are 

also discussed. 



 

CHAPTER 2 

 

LITERATURE REVIEW 

 

This chapter provides an overview and critique of the literature on medical 

tourism, travel motivation, destination image, destination satisfaction and destination 

loyalty formation.  The chapter discusses the background of medical tourism in both 

Thailand and on a global context. It examines travel motivations, focusing on the push 

and pull model of travel motivation; introduces the concepts of destination image and 

travel constraints; and defines the concepts of destination satisfaction and destination 

loyalty. The relationships of travel motivations, destination image, travel constraints, 

destination satisfaction and destination loyalty are examined.  The research 

hypotheses, a hypothetical model of the study and research conceptual framework are 

also proposed. 

 

2.1 Medical Tourism 

 

2.1.1 Medical Tourism in a Historic and Global Context 

Medical tourism is travel undertaken for the purposes of undergoing medical 

interventions, typically surgical treatments such as cardiac surgery, weight loss 

surgery, or cosmetic surgery (Connell, 2011) .  The principal reasons for undertaking 

medical tourism include long waiting times, costs and the non-availability of specific 

treatments in an individual’s home country (Runnels & Carrera, 2012). However, the 

tourism aspect of the medical tourism activity is also important; for example, 

individuals may prefer a strange sense of place and experience of a distinct culture 

( Bell, Holliday, Jones, Probyn, & Taylor, 2011) .  It is also believed that individuals 

engage in repeat treatments at a particular facility because of quality, satisfaction and 

trust formation (Han & Hyun, 2015), while a social and institutional context can also 

influence the choice of destination (Österle, Johnson, & Delgado, 2013). 
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Medical tourism has its roots in the spa hotels of the 1800s, which were 

explicitly designed for health and well-being, but until recently these facilities were 

not widely available ( Connell, 2006) .  Connell ( 2011)  explained that contemporary 

medical tourism prior to the 1990s was a niche activity, mainly undertaken by 

individuals with complex medical needs, or those requiring more experimental 

treatments such as individuals seeking gender confirmation surgery. Medical tourism 

became increasingly more popular in the 1990s.  This was due to numerous factors, 

including the rising health care and insurance costs, a growing demand for cosmetic 

surgery, the availability of information and internet access, reduced transport costs 

and an aging population with both the money and time to travel to undertake medical 

care ( Connell, 2011) .  By the late 2000s, organized medical tourism industries had 

emerged in many developing countries, who encouraged the practice as a means of 

capturing higher-value tourism flows ( Zarocostas, 2009) .  Many of these countries 

were in Asia, and implemented medical tourism as a means of enhancing existing 

tourism industries (Connell, 2006). 

There are both ethical and practical problems with medical tourism as it is 

practiced today. As one author notes, dedicating medical resources including facilities 

and personnel to medical tourism can create shortages in medical care for residents of 

a country (Ramírez De Arellano, 2007). This is particularly problematic for countries 

that do not have robust medical training systems in place, as it can create an internal 

‘brain-drain’ (Ramírez De Arellano, 2007). Medical tourism has also been associated 

with negative practices such as paid organ donation, which take advantage of the host 

country’ s relatively impoverished state, negatively affecting the health of the donor 

and the long-term human capital stocks of the host country to serve a transnational 

elite who can afford to pay for such services ( Rudge, Matesanz, Delmonico, & 

Chapman, 2012) .  Medical tourism can also have problems such as unknown or 

uncertain quality, which may discourage those who could benefit (Runnels & Carrera, 

2012) .  While the risks to individuals can to some extent be controlled, for example 

through credential programs, the broader ethical and social risks associated with 

medical tourism have not been studied fully and cannot easily be controlled (Hopkins, 

Labonté, Runnels, & Packer, 2010). 
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One of the biggest gaps in the knowledge of medical tourism on a global scale 

is that there are very few accurate statistics available (Connell, 2011) .  One industry 

trade group estimates the size of the market at being between USD45. 5 billon to 

USD72 billion, figures that are generated from approximately 14 million cross-border 

patients, and an annual growth rate of between 15%  and 25%  ( Patients Beyond 

Borders, 2015) .  However, this is a very broad estimate and does not have a strong 

degree of precision. 

 

2.1.2 The Principles of Medical Tourism 

This research is concerned with medical tourism.  Medical tourism has been 

defined by one author as a type of patient mobility, in which the patient travels 

internationally to seek a required or elective medical treatment or set of treatments 

( Lunt & Carrera, 2010) .  Another definition of medical tourism holds that it does 

involve international travel for medical treatments, but is not necessarily long-range 

international travel and serious procedures; instead, this may involve regional travel 

and can be for unimportant or even unnecessary procedures ( Connell, 2013) .  A 

theoretical model of medical tourism suggests that medical tourism emerges as part of 

a complex interaction of supply and demand in the home country and host country of 

the medical tourist ( Heung, Kucukusta, & Song, 2010) .  These factors include, for 

example, availability of desired procedures in the home country (for example, due to 

regulatory constraint, lack of training, cost, or lack of personnel), the extent to which 

the procedure is desired or required, and its availability in the host country (Heung et 

al., 2010) .  Medical tourism can be regarded as part of a subset of health tourism, 

which is travel for the purposes of addressing physical or mental health and well-

being needs ( Yu & Ko, 2012) .  Other forms of health tourism include spa tourism, 

retreat tourism ( for example retreat to religious communities, yoga communities or 

similar) , and beauty tourism ( which is tourism that involves non-surgical beauty 

treatments) (Yu & Ko, 2012). However, not all authors draw this distinction, and in 

some cases health tourism can incorporate non-invasive treatments (Connell, 2011) . 

For the purposes of this study, medical tourism will be defined as foreign tourism 

activities that include essential and non-essential medical treatments.  This broad 

definition will include groups such as tourists that come to Thailand deliberately to 



22 

undergo one or more medical or surgical treatments, tourists who not intend to 

undergo such treatments but change their mind on arrival, and tourists that suffer 

accidents and/ or illnesses that require emergency medical care.  However, it will 

exclude expatriates, who live in Thailand ordinarily and seek medical care as part of 

their daily life in their country of residence. 

Medical tourism is a relatively recent trend, beginning in the 1990s with the 

combination of maturing medical care systems in developing countries, increasing 

medical costs and constrained availability in developed countries ( especially the 

United States and Europe), and falling airfare costs and increasing air travel frequency 

(Connell, 2011). Prior to these changes, medical tourism was a niche activity, mainly 

undertaken by patients seeking unusual, unproven or complex surgical treatments 

( Connell, 2011) .  However, today it is increasingly common for patients seeking 

common elective surgeries and even non-surgical treatments, and is more driven by 

cost concerns than availability (Lunt & Carrera, 2010). It is also increasingly common 

for tourists to undergo relatively trivial elective procedures, such as minor cosmetic 

surgeries or dental work, as part of a broader tourism experience ( Connell, 2013) . 

Thus, the medical tourism industry is not stable, but is instead in a state of change due 

to increasingly globalized and borderless medical needs and industries ( Connell, 

2013). 

 

2.1.3 Medical Tourists 

There has been limited research into who engages in medical tourists and what 

types of medical tourists there may be, but the literature does offer some insight into 

motivations and demographic factors.  It also demonstrates that medical tourism is 

changing and evolving. 

One review of medical tourism found that there were clear geographic and 

demographic trends for medical tourism ( Hopkins, Labonté, Runnels, & Packer, 

2010). This review demonstrated that medical tourism was mainly driven by tourists 

from European and North American countries, who visited a relatively small number 

of countries in Asia and South America, including Thailand. Motivations for medical 

tourism were economic in nature, including lack of supply for certain procedures in 

the tourist’s home countries and/or the cost of these procedures. Lack of supply could 
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result from several factors, including lack of healthcare system capacity (for example, 

not enough trained doctors)  or regulatory constraints ( for example, procedures that 

were not allowed or restricted in some way). 

Hopkins et al. ( 2010)  review of the existing literature on medical tourism 

suggested that at the time, medical tourists were primarily well-off tourists from 

Western countries travelling long distances for complex procedures.  However, 

Connell (2013) found only a few years later that this situation was changing. He noted 

that there was an increased interest in minor procedures, medical tourism as an ‘add-

on’  to general trips, and more short-distance, regional medical tourism and medical 

tourism between developing countries.  This suggests that as economic conditions 

change even further, medical tourism may also change. However, a survey of medical 

tourists showed that cost differences between home and host countries continued to 

play a role (Fisher & Sood, 2014). 

Personal characteristics also play a role in determining whether an individual 

will undertake medical tourism. For example, Fisher and Sood (2014) , although they 

found that the cost differential between home and host markets was a major factor in 

choice of medical tourism, also found that prior international travel also played a role. 

Individuals that had not travelled internationally were more reluctant to consider 

medical tourism and less likely to engage in it (Fisher & Sood, 2014). Another study 

found that different cultures had different perspectives on medical tourism, which also 

influenced the likelihood of individuals engaging in it (Yu & Ko, 2012). In summary, 

medical tourists are primarily from developed countries, seeking economic benefits 

(lower costs) or availability of procedures, and interested in expensive procedures and 

dental care. However, there are some medical tourists who have lighter weight needs, 

travel closer to home, and integrate medical tourism into a wider holiday experience. 

 

2.1.4 Medical Tourism in Thailand 

This research is primarily concerned with medical tourism in Thailand. 

Thailand has historically been a medical tourism destination, largely due to its niche 

specialty in gender reassignment and other gender-related surgeries ( Enteen, 2014) . 

Up to the early 2000s, this type of surgery was the main driver of the medical tourism 

industry in Thailand, although the industry remained relatively small. However, at the 
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turn of the century the medical tourism industry began to expand, encompassing other 

types of cosmetic surgeries and ultimately complex non-cosmetic surgeries ( Enteen, 

2014) .  More recently, medical procedures related to dentistry, reproductive health 

care, and LASIK surgery have become common choices for tourists (Wilson, 2011) . 

Medical tourism in Thailand has been associated with a drain on local healthcare 

resources (Connell, 2006) . However, it has also resulted in more advanced facilities 

and services becoming available to Thai patients (Connell, 2011). Therefore, although 

the global ethical issues identified above do affect Thailand, it is not necessarily a 

wholly negative effect. 

The number of medical tourists Thailand receives each year has grown 

substantially over the past decade. In 2006, the Thai Ministry of Commerce stated that 

the medical tourism industry accounted for approximately USD1.1 billion ( or about 

9%  of the total industry revenue) , with 1. 2 million tourists visiting Thailand for 

healthcare ( Noree, Hanefield, & Smith, 2016) .  By 2015, it was estimated by the 

Kasikorn Research Centre that approximately 2. 81 million treatments would be 

provided to international patients, for a total industry size of USD3 billion ( IMTJ, 

2015) .  ( This does not mean there were as many patients, since each patient can 

undergo multiple procedures.) According to this estimate, there was a 15% increase in 

medical tourism demand from 2014 to 2015 (IMTJ, 2015). Overall, medical tourism 

is estimated to contribute approximately 0.4%  of Thailand’s GDP, while the tourism 

industry overall contributes approximately 7%  of Thailand’ s GDP ( Wanwisa 

Wanwisa Ngamsangchaikit, 2016c). As a result, the medical tourism industry plays a 

significant role in the Thai economy, and is regarded as a priority policy area for the 

Thai government (Wanwisa Wanwisa Ngamsangchaikit, 2016c). 

The home countries of medical tourists to Thailand have changed over time. 

During the early 2000s, Thailand drew many of its medical tourists from Japan 

(Connell, 2006). This was due in part to tourism promotion activities in Japan and the 

training of Thai medical personnel in the Japanese language ( Connell, 2006) . 

However, this focus has gradually expanded, with private hospitals now offering 

medical personnel that speak multiple languages and comprehensive translation 

services ( Wilson, 2011) .  For example, Noree et al. ( 2016)  found that 38. 7%  of 

patients in their survey came from the Eastern Mediterranean region, with Southeast 
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Asia, Europe, and South Asia each contributing between 12%  and 14%  of the 

patients. However, the most common regions of origin have been the US, Japan, the 

Middle East and Europe ( IMTJ, 2015) .  A study conducted by Noree, Hanefeld and 

Smith ( 2014)  focused on the behavior of UK medical tourists by studying 4,000 

patients in five private hospitals in Thailand. They found that 104,830 medical tourists 

had used those 5 hospitals for services overall, but the UK medical tourists were the 

largest nationality group of the European patients.  The majority of UK medical 

tourists (60% ) received treatment for minor medical procedures and services, which 

cost less than USD500. The serious cases of medical services such as orthopedic and 

cardiothoracic were fewer. 

 

2.1.5 The Development of Medical Tourism in Thailand 

There are three key periods of medical tourism development in Thailand. 

These include the pre-1997 period; 1997-2010; and 2010 to present.  Each of these 

periods is marked by different government policies and issues, and response to 

changes in markets and demand. 

1) Pre-1997: Organic Growth and Niche Surgery Needs 

Medical tourism in Thailand has its origins as early as the 1970s and 

1980s (Connell, 2011). The country pioneered specific types of surgeries, particularly 

gender reassignment surgeries, that were rare and stigmatized in the west ( Connell, 

2011). The development of this category of surgery grew in part from the traditional 

gender norms of Thai society, which included the kathoey (third gender) concept that 

is excluded from Western binary gender systems (Rowland & Incrocci, 2008). Gender 

reassignment surgeries comprised the majority of medical tourism activities in 

Thailand prior to the 2000s, and up to the 1990s this was a small industry ( Aizura, 

2010). Dr. Preecha Tiewtranon, who began practicing gender reassignment surgery in 

the 1970s, was one of the main practitioners in the early part of development, and 

pioneered a number of advanced surgeries ( Aizura, 2010) .  According to Aizura 

( 2010) , the technological advancement and accepting attitudes of the Thai medical 

personnel, as well as the comparatively good prices and availability of procedures, led 

to Thailand becoming a center of niche medical tourism for transgender women prior 

to the Internet. The gender reassignment surgery sector was also marked by a relative 
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lack of regulation, especially compared to Western countries, where there were 

prohibitively high barriers to gender reassignment surgery (Aizura, 2010). 

The majority of medical tourists during the pre-1997 period came from 

Europe and the United States ( Aizura, 2010) .  Thus, this period of medical tourism 

was marked by a strong focus on a single niche industry, which was technologically 

advanced and unregulated compared to other markets.  During this period, medical 

tourism could be said to be motivated by the availability of procedures, rather than 

more recent factors such as falling airfares or extensive waiting lists (Connell, 2011). 

During this pre-1997 period, medical tourism was not overly regulated and there was 

no particular government policy either encouraging or discouraging it.  Furthermore, 

medical tourism was limited to niche surgeries, with demand typically driven by 

unavailability or barriers to treatment in the home countries of patients seeking 

controversial surgeries. The pre-1997 period can be considered the embryonic period 

of development for the medical tourism industry. 

2) 1997 to 2010: Beginnings of Government Policy 

The medical tourism industry in Thailand was one of the first industries 

that began to develop in the 1990s, when increasing costs and constrained availability 

of major surgeries began to affect patients in Western countries ( especially Europe 

and the United States)  ( Connell, 2011) .  Between 1994 and 1997, the number of 

private hospitals grew significantly, largely due to tax incentives and financial 

liberalization policies (Siripen Supakankunti & Herberholz, 2012). In 1997, the Asian 

financial crisis encouraged medical providers to directly promote their services, as 

domestic demand dropped, leaving excess capacity in high-end private hospitals that 

had expanded during the economic boom of the early 1990s (Siripen Supakankunti & 

Herberholz, 2012). Thus, this period began with a sharp drop in the number of private 

hospitals in Thailand, along with a market incentive to promote services to foreign 

patients ( Siripen Supakankunti & Herberholz, 2012) .  A number of government 

policies encouraging medical tourism followed. One author remarked, 

 

 

 



27 

Since 2003, the Thai government has attempted to make Thailand a global 

center for medical tourism through a Centre of Excellent Health Care of Asia 

initiative. Efforts at patient recruitment have included international road shows 

and tax exemptions for investments in new health facilities that target medical 

tourists (Noree et al., 2016, p. 30). 

 

Although the policy formation during this period has been described as 

“ relatively passive (Teh, 2007, p. 494) ,”  the Thai government did engage in several 

initiatives, including establishing special tourist visa categories for medical tourists 

and engaging in increasingly broader medical tourism campaigns.  For example, 

following the 2001 terrorist attacks, the government shifted its focus to the Middle 

East, seeking out patients that were no longer comfortable travelling to Western 

countries (Teh, 2007). 

The medical tourism industry in Thailand was characterized by growth 

and centralization during this period. Figure 2.1 shows the growth in foreign patients 

in Thailand during the period ( 2001 to 2009) .  All foreign patients are treated in 

private, mostly for-profit hospitals and clinics, the majority of which are located in 

Bangkok or in a small number of second cities (especially Chiang Mai and Pattaya) 

(Siripen Supakankunti & Herberholz, 2012). With a few notable exceptions, services 

offered to medical tourists during this period were similar to Thai patients; for 

example, one author noted that up to 2009, many patients seeking information about 

surgery in Thailand were greeted with English-language versions of sites that offered 

the same services and packages to Thai patients ( Enteen, 2014) .  While gender 

reassignment surgeries remained common during this period ( and are still common 

today)  (Aizura, 2010) , the services provided diversified widely, including cosmetic, 

cardiac, and other surgeries and treatments (Pocock & Phua, 2011). 

This period was also marked by increasing differentiation, 

specialization and service innovation by private hospitals seeking to compete for a 

share of the growing medical tourism market with both domestic and international 

competitors (Ramírez De Arellano, 2007). For example, Bumrungrad Hospital, one of 

the largest private hospitals in Bangkok, sought out Joint Commission on 

Accreditation of Healthcare Organizations ( JCAHO)  certification, hired interpreters, 
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and established a department to care for its Japanese patients as a means of competing 

against other private hospitals (Ramírez De Arellano, 2007). Hospitals also invested 

heavily in advanced diagnostic technology and other technologies in order to serve the 

unusual needs of medical tourists (Ramírez De Arellano, 2007). These changes were 

required by increasing competition from neighboring countries, which were drawing 

on Thailand’ s regional markets and targeting its Middle Eastern and European 

markets (Teh, 2007). 

 

 

 

Figure 2.1  Number of Foreign Patients Treated in Thai hospitals (2001 to 2009) 

Source: Siripen Supakankunti & Herberholz, 2012, p. 148. 

 

During this period, the healthcare industry in Thailand began to suffer 

increasing distortions in medical provision due to the influence of medical tourism 

(Ramírez De Arellano, 2007). For example, over-investment in advanced technology 

used resources that could be used to develop basic healthcare (Ramírez De Arellano, 

2007) .  There was also an increasing shift of resources from public to private 

healthcare provision, including human resources and hospital beds (Pocock & Phua, 

2011). For example, the public sector in Thailand had a personnel shortage of almost 

6,000 physicians in 2005 (Hopkins, Labonté, Runnels, & Packer, 2010). Even though 

these physicians were available, they preferred to work in private hospitals, which 

offered better pay and benefits (Hopkins et al., 2010). Even though these physicians 
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were still in the country, unlike countries experiencing an external brain drain, it still 

reduced availability of resources for the public healthcare system most Thais 

depended upon ( Hopkins et al., 2010) .  This shift particularly affected hospitals and 

other service providers in urban areas, creating an urban-rural divide and a private-

public divide in the availability and provision of basic and advanced healthcare 

services ( Pocock & Phua, 2011) .  The result of this change in policies is that even 

though highly advanced medical treatments are available in the private healthcare 

sector in Thailand, these treatments have not filtered through to the public healthcare 

sector, where most of the Thai population receives their basic care (Pocock & Phua, 

2011). 

Furthermore, the Thai government spent up to twice as much on 

healthcare as neighboring countries of Malaysia and Singapore, which is partly 

attributable to the redirection of resources to the private sector ( Pocock & Phua, 

2011). The increasing demand from medical tourism also constrained availability and 

increased costs for Thai patients, including those in the private healthcare system 

(Anchan NaRanong & Viroj NaRanong, 2011). These constraints occurred not just for 

cosmetic and elective procedures, but for necessary surgeries such as Caesarean 

sections, appendectomies and knee replacements ( Anchan NaRanong & Viroj 

NaRanong, 2011). These authors argued that changes to policy, such as removing the 

Thai language requirement for physicians and encouraging immigration of medical 

professionals, could mitigate the resource shortages that caused these shortages 

(Anchan NaRanong & Viroj NaRanong, 2011). 

3) 2010 to Present: Centralizing Medical Tourism 

Beginning in 2010, the Thai government began to take a more active 

role in the medical tourism industry, establishing policies and engaging in industrial 

development activities.  In 2010, the National Health Assembly passed a Resolution 

on Medical Hub Policy, which was endorsed by Thailand’s Cabinet in 2011 (Cha-aim 

Pachanee, 2012) .  This policy was designed to address the inequalities in health care 

access that emerged during the first growth period of the medical tourism industry 

while continuing its development (Cha-aim Pachanee, 2012) . The proposed changes 

included improving the assignment of medical resources ( including human resources 

and financial resources)  and ensuring that the benefits of medical tourism, such as 
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access to advanced procedures and equipment, were passed on to the Thai population 

in the public health care system (Cha-aim Pachanee, 2012). 

Thai government policies during this period did not go far enough to 

restructure the medical industry to cope with the demands of medical tourism.  For 

example, it was recommended that the personnel shortages of the 2000s could be 

mitigated by allowing foreign physicians to practice in Thailand (Anchan NaRanong 

& Viroj NaRanong, 2011) .  However, these recommended policies were not put into 

place, with Thai language requirements continuing to block most international 

practitioners.  The human resources shortage in the Thai medical industry continued 

and the public health system continued to be constrained in terms of the availability of 

procedures and cost. 

Although the period from 2010 to today did not have significant 

movement in terms of equitable redistribution of health resources, in terms of industry 

promotion there was substantial change. During the late 2000s, Thai hospitals began 

developing holiday packages that incorporated accommodation, transportation, and 

tourist activities along with their medical services ( Enteen, 2014) .  These packages 

were specifically designed for tourists, drawing on the exotic image of Thailand as a 

tourism destination and combining this exoticism with the advanced medical 

procedures available (Enteen, 2014). This approach is consistent with the motivations 

of medical tourists, who are not only driven by the demand for medical procedures 

but also drawn by the location’s sense of place, history, environment and other factors 

(Runnels & Carrera, 2012; Österle, Johnson, & Delgado, 2013). 

The government also began to become involved in marketing 

campaigns for medical tourism in Thailand during this period ( Enteen, 2014) .  This 

involvement included several campaigns by the Tourism Authority of Thailand.  The 

most recent of these campaigns, “Visit Thailand to Enhance Your Healthy Life”, was 

launched by Thailand’ s Ministry of Public Health in September 2016 ( Wanwisa 

Ngamsangchaikit, 2016) .  This campaign promotes medical tourism to a broader 

audience, and includes medical check-ups, dental services, and reproductive 

healthcare ( Wanwisa Ngamsangchaikit, 2016) .  It is expected that up to 70 

internationally certified hospitals will participate in this marketing campaign. 

However, the long-term effects of the campaign on medical tourism are unknown. 
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This type of campaign is characteristic of Thai government policies in medical 

tourism during this period. 

 

2.2 Travel Motivation 

 

Theories of tourism motivation typically draw on Maslow’ s hierarchy of 

needs, which argues that humans fulfill more basic needs ( such as food, shelter and 

safety)  before more advanced needs ( such as status and self-actualization)  ( Hsu & 

Huang, 2008) .  A later model of travel motivation, the travel career ladder ( Figure 

2. 2) , used Maslow’ s hierarchy of needs to identify individual travel motivations 

associated with each level. Under this model, tourist experience influences their travel 

motivations and goals, and what they seek out when they travel. Thus, inexperienced 

travelers will seek out primarily relaxation, security, and relationship supports, while 

more experienced travelers will be unsatisfied with these basic motivations and will 

seek out self-esteem, development and fulfilment-supporting activities. 

Perhaps the most accepted model of tourism motivations is the push/ pull 

model, in which tourism motivations for a specific destination are influenced by a 

combination of push factors ( what the tourist is seeking)  and pull factors ( what the 

destination has to offer) (Hsu & Huang, 2008). The push and pull model was found by 

Crompton ( 1979)  to reveal an influence on tourist destination selection and 

experiences.  Push factors are internal forces that drive tourists to take action by 

seeking activities to fulfill their needs (Gnoth, 1997). Pull factors are attributes, which 

include both tangible and intangible elements, such as natural and cultural attractions, 

food, people, novelty, benefit expectation and the marketed image of the destination 

which is created by a destination to attract tourists ( Baloglu & Uysal ,1996; Kim, 

Crompton, & Botha, 2000). Push and pull motivations have been employed by many 

researchers to investigate tourist motivation in different tourism destinations (Yoon & 

Uysal, 2005; Jang & Wu, 2006; Correia, Valle, & Moço, 2007). According to Hsu and 

Huang (2008, p. 18), “push factors are defined as internal motives or forces that cause 

tourists to seek activities to reduce their needs, while pull factors are destination-

forces and the knowledge that tourists hold about a destination. ”  These factors are 
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typically studied as a dichotomous pairing, with fit between push factors and pull 

factors being a factor in destination satisfaction (Hsu & Huang, 2008). 

 

 

 

Figure 2.2  The Travel Career Ladder (TCL) as Proposed by Ryan (1998)  

Source: Hsu & Huang, 2008, p. 17. 

 

2.2.1 Push Motivations 

There are a variety of push motivations for travel and tourism that have been 

identified in the literature, some of which have been organized into different 

typologies ( Kim & Ritchie, 2012) .  However, there are some commonalities in the 

identification of push motivations.  A categorical analysis of travel needs suggested 

that these needs could be classified into arousal, escape, self-actualization, and social 

affiliation, each of which covers a variety of more specific push motivations (Tasci & 

Ko, 2015) .  A common push motivation is novelty seeking, or the desire for new 

experiences, places and cultures ( Jang, Bai, Hu, & Wu, 2009; Jang & Feng, 2007) . 

Another motivating factor can be environmental concern, which can push people 

toward ecotourism and sustainable tourism ( Luo & Deng, 2008) .  A study on post-

tsunami tourism to Thailand showed that curiosity (especially curiosity about death) , 

safety and desire to help can be push motivations in some circumstances (Ngamsom 

Rittichainuwat, 2008). 
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One of the basic insights of push motivations is that different tourism 

segments have different motivations; for example, general pleasure tourists are likely 

to have different push motivations than focused segments like wine tourism or fishing 

tourism (Kim & Ritchie, 2012). This research is concerned with the push motivations 

of a specific segment, medical tourism.  Evidence on push motivations for medical 

tourism is relatively rare, but some studies have examined a broader health and 

wellness tourism market.  Research by Kamata and Misui ( 2015)  used a cluster 

analysis to study a survey of Japanese spa tourists.  They identified seven push 

motivations, including uniqueness, soothing qualities, release from routine, romance, 

sports, friendship and pets.  Uniqueness and soothing qualities explained the highest 

variance of these factors ( Kamata & Misui, 2015) .  Push motivations of Western 

wellness tourists have been identified to include novelty, escape and relaxation, 

physical health and appearance, indulgence, self-esteem, and transcendence ( Voigt, 

Brown, & Howat, 2011). Mak, Wong and Chang (2009) proposed that these findings 

are more similar to those of a study on Hong Kong spa goers than the findings of 

Kamata and Misui, ( 2015) , therefore, it can be difficult to even compare directly 

between segments.  Unlike many other forms of push motivation, medical tourism 

may also be highly specific to the individual tourist’ s situation & scontext; for 

example, a study of Chinese medical tourists to Hong Kong found that a common 

push motivation was a desire to avoid the Chinese “one child” policy or concern about 

their health (Ye, Qiu, & Yuen, 2011). Thus, it may not be easy to identify a single set 

of medical tourism push motivations. 

There are some limitations in the research on travel motivation. For example, 

some market segments such as seniors have had limited attention, although this is 

beginning to change ( Jang et al. , 2009) .  Medical tourism, as discussed above, is 

another limited area of research. Chew and Koeshendro (2016) state that efficient and 

up-to-date research on medical tourist motivations are still lacking, and is needed to 

contribute towards successful marketing strategies Therefore, there is an opportunity 

to improve the understanding of push motivations and their effects on tourism 

decisions and outcomes. 
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2.2.2 Pull Motivations 

Pull motivations work as a dyad, including both the objective view ( the 

destination’ s characteristics)  and the subjective view ( destination image)  ( Hsu & 

Huang, 2008) .  Common pull factors include a destination’ s geographic and natural 

characteristics ( such as a city, beach resort, sun and sand, outdoor or environment) , 

the culture of the location, cleanliness, shopping, cuisine and the levels of luxury 

available ( Hsu & Huang, 2008) .  However, the precise nature of pull factors is also 

likely to vary depending on the tourism situation; for example, golf tourists are likely 

to be attracted by a combination of sports offerings, the outdoor environment and 

available luxury (Kim & Ritchie, 2012). 

Evidence of pull motivations for medical tourism destinations is also limited, 

with research primarily focusing on geographically unrelated areas and studies 

showing inconsistent results, making comparison difficult.  Musa, Thirumoorthi and 

Doshi (2012, pp. 9-12) examined the pull factors influencing medical tourists in Kuala 

Lumpur, Malaysia.  Their study revealed that key factors attracting medical tourists 

were ‘value for money’, ‘excellent medical services’, ‘supporting services’, ‘cultural 

similarity’ and ‘religious factors’ respectively. Meanwhile a study of medical tourism 

in Hong Kong by Ye et al.  ( 2011)  indicated that the availability of advanced 

procedures and medical reputation played an important role.  Furthermore, a study of 

wellbeing tourists in Finland by Nicoletta and Servidio ( 2012) , identified the 

influence of an issue that has not been studied in any sufficient detail; the interaction 

between pull motivations and destination image. These authors observed that tourists 

may select different destination images depending on their push motivations, which 

argues that push motivations could also have an indirect influence on pull motivations 

( Nicoletta & Servidio, 2012) .  Therefore, even though pull motivations may seem 

simpler to study, in practice this remains a complex concept. 
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2.3 Destination Image 

 

Another key factor examined in this study is destination image.  Destination 

image is a commonly used construct in tourism research, but despite this, it remains a 

poorly defined phenomenon with different definitions and scope (Lai & Li, 2015) (see 

Table 2.1). Lai and Li (2016) , who examined definitions of destination image found 

no fewer than 45 such definitions, many of which varied widely.  Their integrative 

definition stated that destination image was: 

“A voluntary, multisensory, primarily picture-like, qualia-arousing, conscious, 

and quasi-perceptional mental ( i.e.  private, non-spatial, and intentional)  experience 

held by tourists about a destination.  This experience overlaps and/ or parallels the 

other mental experiences of tourists, including their sensation, perception, mental 

representation, cognitive map, consciousness, memory and attitude of the definition.” 

(Lai & Li, 2016, p. 1074) 

 

Table 2.1  Destination Image Definitions 

 

Researcher(s) Image Definition 

Crompton (1979) “An image may be defined as the sum of 

beliefs, ideas, and impressions that a 

person has of a destination” 

Embacher and Buttle (1989) “Image is comprised of the ideas or 

conceptions held individually or 

collectively of the destination under 

investigation. Image may comprise both 

cognitive & evaluative components” 

Fakeye and Crompton (1991) “Image is the mental construct developed 

by a potential tourist on the basis of a few 

selected impressions among the flood of 

total impressions” 
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Table 2.1  (Continued) 

 

Researcher(s) Image Definition 

Ahmed (1991, p. 331) 

Leisen (2001, p. 49) 

Adapt Reynolds’ (1965) definition: “the 

mental construct developed by the consumer 

on the basis of a few selected impressions 

among the flood of total impressions. 

It comes into being through a creative 

process in which these selected impressions 

are elaborated, embellished, and ordered.” 

Dadgostar and Isotalo (1992, p. 34)  “The overall impression or attitude that an 

individual acquires of a specific destination. 

This overall impression is considered to be 

composed of the tourist’s perceptions 

concerning the relevant qualities of the 

destination.” 

Gartner (1993), (1996) “Destination images are developed by three 

hierarchically interrelated components: 

cognitive, affective, and conative. 

Santos Arrebola (1994) Image is a mental representation of attributes 

and benefits sought of a product” 

Kotler et al. (1994) “The image of a place is the sum of 

beliefs, ideas, and impressions that a person 

holds of it.” 

Milman and Pizam (1995, p. 21) “A sum total of the images of  the individual 

elements or attribute that make up the 

tourism experience.” 
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Table 2.1  (Continued) 

 

Researcher(s) Image Definition 

Walmsley and Young (1998, p. 65) “A common structure or schema of 

evaluations that can be used to differentiate 

between tourism destinations.” 

Choi, Chan, and Wu (1999, p. 361) “People’s beliefs, ideas or impressions about 

a place.” 

Sussmann and Unel (1999, p. 185) “The result of composite perceptions 

which are, in turn, dictated by attitudes to 

result in a positive or negative image.” 

Tapachai and Waryszak (2000,  

p. 37) 

Beneficial image: “perceptions or 

impressions of a destination held by tourists 

with respect to the expected benefit or 

consumption values including functional, 

social, emotional, epistemic, and conditional 

benefits of a destination. These 

perceptions/impressions in turn lead to the 

decision to visit a country as a vacation 

destination.” 

Coshall (2000, p. 85) “The individual’s perceptions of the 

characteristics of destinations.” 

MacKay and Fesenmaier (2000,    

p. 417) 

“A composite of various products 

(attractions) & attributes woven into a total 

impression.” 

Sonmez and Sirakaya (2002,         

p. 185) 

Adapt Crompton’s (1979) definition: “a 

mental conception held in common by 

members of a group and symbolic of a basic 

attitude and orientation.” 
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Table 2.1  (Continued) 

 

Researcher(s) Image Definition 

O’Leary and Deegan (2003,          

p. 213) 

Identify Echtner and Ritchie’s (1993) 

definition of image components as the most 

comprehensive image definition: 

“Destination image comprises attribute, 

holistic, functional, psychological, common 

and unique components.” 

 

Source: Gallarza, Suara, and García, 2002, p. 60; Tasci, Gartner, and Cavusgil, 2007, 

p. 202-203. 

 

Destination image is not a static construct. Instead, it may be built up through 

a process of information searches & visits (Kim & Chen, 2016), as discussed below. It 

may also decline over time (King, Chen, & Funk, 2015) . These authors show that a 

destination’s emotional and cognitive image fades over time if an individual does not 

revisit, although cognitive images may remain stable ( King et al. , 2015) .  In other 

words, the tourist may retain positive attitudes and knowledge about a destination, but 

their positive emotions and visit intentions will fade (King et al., 2015). Furthermore, 

destination images may vary for a given destination depending on where the 

individual is from (McCartney, 2008) .  This researcher examined destination images 

for Macao in Chinese travelers from Hong Kong, Beijing and Taiwan, and discovered 

significant differences even though presumably all respondents shared a similar 

cultural background. This relates to Lai and Li’s (2016) point that destination image is 

similar to, but not precisely the same as for other travelers. 

 

2.3.1 Destination Image Formation 

There are varying ideas about the formation of destination image. Gunn (1988) 

presented a seven-stage process model of destination image formation ( Echtner & 

Ritchie, 2003) .  These stages ( shown in Figure 2. 3) , include “ 1)  accumulation of 

mental images about vacation experiences; 2) modification of those images by further 
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information, 3)  decision to take a vacation trip, 4)  travel to the destination, 5) 

participation at the destination, 6) return home, [and] 7) modification of images based 

on the vacation experience (Echtner & Ritchie, 2003:  38) .”  In the first stage of this 

model, the tourist modifies the organic image (the basic information he or she already 

knows about the destination)  with additional research.  The tourist then makes a 

destination choice, travels and participates and returns home. The information gained 

from experience then modifies the destination image further ( Echtner & Ritchie, 

2003; Gunn, 1988). Thus, under this model, destination image is not a fixed or static 

construct, but a process that is reformed and developed over time. 

 

 

 

Figure 2.3  Seven Stages of Destination Image Formation 

Source: Adapted from Echtner & Ritchie, 2003; Gunn, 1988. 

 

Another model of destination image uses the concept of schemas, or “a mental 

structure of perceiving and classifying acquired information and knowledge (Kim & 

Chen, 2016, p. 154) .”  The model (Figure 2.4)  indicates that schemas of self, place, 

emotion, mega event, and crisis influence the formation of motivation.  This then 

drives information search, assimilation and integration of destination image. 

Following the actual visit, the tourist integrates the information they have gained into 

their existing schemas, updating them and changing the destination image ( Kim & 
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Chen, 2016) .  This model is more based on cognition and emotional effects than the 

model proposed by Gunn (1988) , which emphasizes tourist experience and learning. 

Thus, the two together describe the internal processes of image formation and the 

external observable process.  Both models call for integration of information from 

various sources (Tasci & Gartner, 2007). Common sources include information from 

the destination itself, such as marketing materials (projected image)  and information 

from independent sources (autonomous image) (Tasci & Gartner, 2007). For example, 

in medical tourism, medical tourism facilitation websites, which act as marketing and 

coordination sites, can act as a source of projected image (Cormany & Baloglu, 2011). 

 

 

 

Figure 2.4  Schema-Driven Holistic Model of Pre-Visit Destination Image Formation 

Source: Kim & Chen, 2016, p. 156. 
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2.3.2 Attributes of Destination Image 

There is still no consensus on attributes used to assess destination image. 

Baloglu and McCleary ( 1999a)  suggested two linked up components of destination 

image:  cognitive and affective components.  The cognitive component represents the 

knowledge or belief of a person on a destination such as the climate, attractions, 

accommodations, infrastructure and the local people.  In contrast, affective image 

refers to the feelings of individuals towards a destination such as pleasant, exciting or 

relaxing (Gartner, 1994; Baloglu & McCleary, 1999a) . A study by Boulding (1956) 

shows that destination image consists of not only cognitive and affective image 

components, but also includes a conative image which denotes how people take action 

on information collected from cognitive and affective components.  Echtner and 

Ritchie ( 1993, p. 6)  argued that most research on destination image employed an 

attribute-based structured approach to determine destination image.  The authors 

argued that with these approaches, it may be unable to capture all constructs of 

destination image, and it potentially leads to a lack of an absolute comprehending of 

destination image constructs.  Consequently, they suggested a framework of 

destination image which comprised of four components:  physical functional 

characteristics ( such as climate, facilities and infrastructure) , psychological 

characteristics (such as friendliness and safety), functional holistic (mental picture of 

physical attributes)  and psychological holistic ( general feeling or atmosphere) . 

Moreover, Beerli, and Martín (2004, p. 659) classified attributes of destination image 

into nine dimensions (see Table 2.2): 1) natural resource, 2) general infrastructure, 3) 

tourist infrastructure, 4)  tourist leisure and recreation, 5)  culture, history and art, 6) 

political and economic factors, 7) natural environment, 8) social environment and 9) 

atmosphere of the place. 

According to the review on attributes used in destination image studies and 

arranging the most common attributes into functional/psychological axis (Gallaza et 

al., 2002; Keerati Trakarnsirivanij, 2012) , it was found that resident’s receptiveness, 

landscape/ surrounding, nature and cultural attractions were the most mentioned 

attributes in previous destination image researches.  The balance between functional 

and psychological attributes was also revealed ( see Table 2.3) .  It can be concluded 

that the determination of attributes used to assess destination image is highly 
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subjective and it is highly dependent on the objectives of the research and the unique 

characteristics of a studied place ( Fakeye & Crompton, 1991; Echtner & Ritchie, 

1993; Baloglu & McCleary 1999a, 1999b) .  As a result, this study employed an 

attribute-based method to measure destination image construct. 

 

Table 2.2 Dimensions/Attributes Determining the Perceived Destination Image 

 

 Dimensions/Attributes  

Natural resources General Infrastructure Tourist Infrastructure 

Weather 

Temperature 

Rainfall 

Humidity 

Hours of sunshine 

Beaches 

Quality of seawater 

Sandy or rocky beaches 

Overcrowding of beaches 

Wealth of countryside 

Protected nature reserves 

Lake, mountains, deserts, etc. 

Variety and uniqueness of flora and fauna 

Development and quality of roads, 

airports and ports 

Private and public transport 

facilities 

Development of health service 

Development of 

telecommunications 

Development of commercial 

infrastructure 

Extent of building development  

Hotel and self-catering 

accommodation 

Number of beds 

Categories 

Quality 

Restaurant 

Number  

Categories 

Quality 

Bars, discotheques and clubs 

Ease of access to destination 

Excursions at the destination 

Tourist centres 

Network of tourist information 

Tourist Leisure and Recreation Culture, History and Art Political and Economic factors 

Theme Parks 

Entertainment and sports activities 

Golf, fishing, hunting, skiing, scuba 

diving, etc. 

Water parks 

Zoos 

Trekking 

Adventure activities 

Casinos 

Night life 

Shopping 

Museum, historical buildings, 

Monuments, etc. 

Festival, concerts, etc. 

Handicraft 

Gastronomy 

Folklore 

Religion 

Custom and ways of life 

Political stability 

Political tendencies 

Economic development 

Safety 

Crime rate 

Terrorist attacks 

Prices 

 

 

Natural Environment Social Environment Atmosphere of the place 

Beauty of the scenery 

Attractiveness of the cities and  

towns 

Cleanliness 

Overcrowding 

Air and noise pollution 

Traffic congestion 

Hospitality and friendliness of the 

local residents 

Underprivileged and poverty 

Quality of life 

Language barriers  

Luxurious 

Fashionable 

Place with a good reputation 

Family-oriented destination 

Exotic 

Mystic 

Relaxing 

Stressful 

Fun, enjoyable 

Pleasant 

Boring 

Attractive or interesting 

 

Source: Beerli & Martín, 2004a, p. 659. 

 



43 

Table 2.3 Most Used Attributes in Destination Image Studies from 2000-2013 
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Source: * Keerati Trakarnsirivanij, 2012, p. 26-29. 
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 2.3.3 Problems of Studying Destination Image 

 One of the problems of destination image studies is measuring the destination 

image itself ( Dolnicar & Grün, 2013) .  These authors studied several methods of 

measurement, including Likert rankings (used by academic researchers) , “ pick any” 

items, where respondents are asked to identify image factors that apply to a 

destination ( used by trade researchers) , and forced-choice binary items, which ask 

participants to specify yes or no as to whether the image characteristic applies.  They 

found that the forced-choice binary items actually resulted in more reliable 

identifications of destination image compared to the other two methods (Dolnicar & 

Grün, 2013) . However, this literature review reveals that the Likert rankings remain 

predominant in academic literature. This problem relates to a general class of issues in 

conceptualizing and measuring destination image and its constituent constructs (Tasci, 

Gartner, & Cavusgil, 2007) .  At the time of Tasci et al.’ s ( 2007)  writing, a single 

conceptual model for destination image or empirical approach for its measurement 

had not emerged.  This review of the literature reveals that this is still the case, with 

conflicting information and models routinely used.  Thus, although one approach to 

destination image is used here, it is not necessarily superior to other approaches. 

 

 2.3.4 Thailand’s Tourism Destination Image 

 The destination image can be defined as the individual tourists’ holistic mental 

map or construct of a given destination, which can variously include cognitions 

(knowledge and thoughts) , affect (emotions) , attitudes (beliefs) , and multisensory or 

experiential impressions ( Pearce, 2005) .  Destination images can include a 

combination of generic information gleaned from sources like tourism marketing 

campaigns, news reports, and travel reviews, and specific information resulting from 

actual visits and personalized word of mouth ( travel reports from trusted sources) 

(Pearce, 2005) .  As Pearce (2005)  points out, destination image is a vague concept, 

and differs from tourist to tourist and country to country.  However, it remains an 

important concept because it determines tourist behaviors like destination choice and 

revisit intention (destination loyalty) (Chi & Qu, 2008). 

For this research, we are particularly concerned with Thailand’ s destination 

image as a medical tourism destination, particularly cognitive and affective attributes 
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of this image.  Thailand has long been established as a medical tourism destination, 

and it has a highly advanced medical tourism service sector that offers a range of 

complex procedures ( Connell, 2011, 2013; Hopkins et al., 2010) .  Thus, it is 

reasonable to examine how tourists perceive Thailand as a medical tourism 

destination specifically. 

A predominant destination image of Thailand as a medical tourism destination 

is its association with very high quality of facilities, staff, and procedures (Methawee 

Wongkit & McKercher, 2016). These authors surveyed medical tourists in Thailand to 

understand their perceptions and preferences.  They found that overwhelmingly, 

medical tourists were concerned with markers of quality such as international 

certification of hospitals, staff training, and availability of advanced procedures. They 

also found that these perceptions of high quality were part of the participants’ 

destination choice for Thailand and for the specific facilities or service providers 

(Methawee Wongkit & McKercher, 2016). Thus, to begin with it can be said that the 

destination image of Thailand as it relates to medical tourism is focused on 

perceptions of high quality of care available.  

One of the ways that tourists find out about quality of care and services 

available is through medical tourism web sites that are managed by the Tourism 

Authority of Thailand (TAT) and independent agencies (Cormany & Baloglu, 2011). 

These sites offer tourists extensive information about the procedures available, along 

with information about different clinics that could potentially provide these 

procedures.  Thus, the tourists’  destination image of Thailand for medical tourism is 

likely to be heavily influenced by the cognitive information provided by these sites 

(Cormany & Baloglu, 2011). Another factor that is likely to influence the destination 

image of Thailand as a medical tourism, as shown by a cross-cultural study, is online 

word of mouth ( WOM)  ( Abubakar & Ilkan, 2016) .  Online WOM occurs through 

review sites and communities that are devoted to medical tourism.  WOM provides 

what receivers view as first-hand, independent experience with the characteristics of a 

given destination, and can be a powerful influence in the receivers’  perception of a 

destination’ s characteristics.  This was shown to be the case for medical tourism as 

well, with WOM increasing destination attitudes and cognitions and influencing trust 
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(Abubakar & Ilkan, 2016). Thus, there are several potential sources of information for 

formation of destination image for Thailand as a medical destination. 

Thailand’ s general destination image could also influence medical tourists. 

One study has identified general destination images of international tourists, 

comparing them to Thai residents ( R. Henkel, P. Henkel, W. Agrusa, J. Agrusa, & 

Tanner, 2006) .  This study identified a number of shared destination image factors, 

including the importance of nightlife and entertainment (particularly for international 

travelers) , friendly people, food, and cultural sightseeing ( Henkel et al., 2006) . 

Although these factors did vary in importance between national and international 

visitors, they are consistent with other studies of Thailand as a tourism destination that 

site these factors (Henkel et al., 2006). A study of repeat medical tourism to Pattaya, 

Thailand found that general destination image also played a role in the destination 

choice ( Panisa Mechinda, Sirivan Serirat, Jirawat Anuwichanont, & Nak Gulid, 

2010) .  These authors found that the destination image of Pattaya, which included 

aspects of sun and sand (the natural environment), friendly people (culture), food, and 

good weather (aspects of comfort and relaxation) , influenced the choice of Thailand 

( Mechinda et al., 2010) .  These aspects are a mixture of cognitive and affective 

attributes.  Since the authors were studying repeat visitors to Pattaya, it can also be 

argued that there were multisensory attributes resulting from the visitors’  previous 

experience (Pearce, 2005). 

Another author found that destination image attributes including perceived 

quality of tourism infrastructure ( hotels, restaurants and transport)  and natural and 

cultural attractions influenced perceptions of Thailand ( Pimtong Tavitiyaman & Qu, 

2013) .  However, perceived risk could also be part of the general destination image 

that negatively affects medical tourists ( Pimtong Tavitiyaman & Qu, 2013) .  These 

authors found that some tourists at least did have a high perceived risk for Thailand, 

which mediated the relationship of satisfaction and revisit intentions. Thus, if visitors 

do perceive a high risk associated with Thailand, they may not choose to visit or 

revisit despite the destination image ( Pimtong Tavitiyaman & Qu, 2013) .  Thus, the 

general destination image of Thailand could have an influence on the choice of 

Thailand as a medical tourism destination, although there have not been any studies 

that explicitly examined this. 
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2.4 Travel Constraints 

 

Another significant factor considered is travel constraints.  Travel constraints 

are barriers to travel, which make it more difficult for individuals to travel or limits 

where they can travel to ( Chen & Petrick, 2016) .  Research by Chen and Petrick 

( 2014)  showed that travel constraints had a negative relationship to both the 

perception of travel benefits, and the attitude towards the importance of traveling, thus 

indirectly influencing travel behavior.  Thus, travel constraints are part of the factors 

that will influence travel decisions. 

A three-dimensional definition of travel constraints specifies that they consist 

of “ 1)  structural constraints ( such as a lack of time or financial resources, work 

schedule, or a family commitment) , 2)  intrapersonal constraints ( such as stress or 

physical conditions) and 3) interpersonal constraints (such as finding a travel partner) 

(Chen & Petrick, 2016, p. 512).” The authors believe that individuals may encounter 

intrapersonal constraints before interpersonal constraints and structural constraints 

(Chen & Petrick, 2016). There have also been additional constraints identified in the 

literature.  Chen et al. (2013)  identified a fourth category of constraints, which were 

described as unfamiliar culture constraints.  These unfamiliar culture constraints may 

pose a barrier to travel, particularly for inexperienced travelers and young travelers 

with low levels of intercultural interaction (Chen, Chen, & Okumus, 2013). Uraiporn 

Kattiyapornpong and Miller ( 2013)  identified sociodemographic constraints, 

including age, life stage, and income, as factors that influenced travel decisions, while 

Nyaupane and Andereck ( 2008)  concluded that there could be additional structural 

constraints than those identified in the standard model.  These authors showed that a 

lack of time, a shortage of money and place attributes ( such as inaccessibility) 

influenced tourism decisions differently ( Nyaupane & Andereck, 2008) .  Thus, the 

three-level hierarchical model is useful but not an absolute determinant of travel 

constraints.  

Travel constraints are thought to determine travel and to influence destination 

choice (Chen & Petrick, 2016; Chen et al., 2013). However, these influences are not 

absolute.  Travel constraints interact with destination image factors, allowing the 

tourist to determine whether travel to a given destination is feasible given their 
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constraints ( Chen et al. , 2013) .  Furthermore, Chen et al. ( 2013)  argued that travel 

constraints typically interact with destination image early in tourism destination 

choice. An Australian study by Uraiporn Kattiyapornpong and Miller (2013) showed 

that there is a wide variation within constraint groups, which reflect differences in 

individual travel preferences.  For example, many highly constrained individuals will 

travel, while non-constrained individuals often will not (Uraiporn Kattiyapornpong & 

Miller, 2013) .  Tourists may also make choices that allow them to travel to a given 

location within their constraints; for example, senior travelers may select package 

tours as a way of reducing risk and increasing safety in response to physical travel 

barriers ( Kazeminia, Del Chiappa & Jafari, 2015) .  Thus, travel constraints create 

patterns of travel, but are not the sole determinant. 

The dimensions of travel constraints included in this study were sourced from 

several previous researchers ( Chen, Hua, & Wang, 2013; Li, Zhang, Mao, & Deng, 

2011; Scott-Halsell & Wanlanai Saiprasert, 2011) .  The four dimensions or types of 

travel constraints these authors identified were structural constraints, political 

constraints, personal constraints, and environmental constraints. Structural constraints 

refer to lack of time or resource availability that make travel difficult, following Chen 

and Petrick ( 2014) .  Political constraints included issues like obtaining visas and 

whether or not the destination was politically stable ( Chen et al., 2013) .  Personal 

constraints incorporate what Chen and Petrick ( 2014)  identified as intra-personal 

constraints ( or internal barriers to travel to the given location)  and interpersonal 

constraints (for example disagreement between traveling companions over where the 

group should travel to). Finally, environmental constraints refer to location constraints 

such as pollution and hygiene, which could be a different level than the individual’s 

home destination ( Li et al., 2011) .  It is not expected that all tourists will have the 

same level of constraints related to a given destination or be equally as sensitive, since 

tourists have different preferences and resources to overcome travel constraints (Chen 

& Petrick, 2016). However, it is expected that Thailand will be more likely to trigger 

perceptions of some kinds of constraints than others. 
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2.5 Destination Satisfaction 

 

One of the core concepts of this study is destination satisfaction.  Destination 

satisfaction is an extension of customer satisfaction theories to tourism destinations 

(Neal & Gursoy, 2008). In their research, Neal and Gursoy (2008) explain that there 

are various theories that describe the formation of customer satisfaction, such as the 

expectancy-disconfirmation model, which was initially proposed by Oliver ( 1980) , 

and cited by Neal and Gursoy ( 2008) .  In this model, customer satisfaction results 

from the comparison of the actual performance of a product or service, with the 

expectations formed prior to their purchase. If the product exceeds expectations, then 

the customers are satisfied and are likely to repurchase, but if the product 

underperforms their expectations, the customers are more likely to be dissatisfied 

(Neal & Gursoy, 2008; Oliver, 1980). A similar theory, known as norm theory, argues 

that customers have reference points for what they expect from a product or service; 

products or services that meet or exceed these reference points result in satisfaction 

(LaTour & Peat, 1979; Neal & Gursoy, 2008). For example, a study by Pham (2015) 

on medical tourists in Singapore, developed a model of medical tourist satisfaction 

using three important attributes: service quality, medical facilities and environment to 

illustrate the measurement of satisfaction for medical tourists.  It was found that the 

quality of medical services, the facilities and the advanced technology used definitely 

affected medical tourist satisfaction. 

The expectancy-disconfirmation model has been commonly used in definitions 

of destination satisfaction ( Chen & Phou, 2013) .  Chen and Phou ( 2013, p. 271) 

defined destination satisfaction as “ the tourists’  emotional reaction to the extent to 

which a specific destination is able to meet their travel needs and expectations. ” 

Destination satisfaction is part of the overall tourist satisfaction; one study argues that 

“ travelers’  overall satisfaction with travel and tourism services is a function of their 

satisfaction with pre-trip services, satisfaction with services at the destination and 

satisfaction with the transit route services (Neal & Gursoy, 2008, p. 53). By extension 

of these definitions, destination satisfaction results from perceived quality of the 

destination’s characteristics in comparison to their expectations (Žabkar, Brencic, & 

Dmitrovic, 2010). Destination characteristics can include tourism infrastructure (such 
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as transportation networks and hospitality services) , sights and attractions, shopping, 

and cultural, historical, and natural characteristics (Žabkar et al., 2010). Tourists form 

expectations through a process of destination image formation (Žabkar et al., 2010) . 

As mentioned above, destination image was defined in detail, and is a key construct of 

this research. 

There are some historic gaps in studies of tourism satisfaction.  Neal and 

Gursoy ( 2008)  noted that most studies on tourism satisfaction assessed a general, 

post-trip satisfaction level rather than a comparison of pre-and post-trip perceptions 

and satisfaction. The personal characteristics of tourists have also not been studied in 

any detail, which raises the question of how these characteristics influence initial 

expectations and overall satisfaction ( Oom De Valle, Silva, Mendes, & Guerreiro, 

2006) .  The characteristics of the destination, including the increasing differentiation 

of destinations in the face of mass travel and a growing market segmentation based on 

this differentiation, have also not been studied in sufficient detail (Neuts, Romão, Van 

Leeuwen, & Nijkamp, 2013). However, destination satisfaction has itself been studied 

extensively as one of the factors in destination loyalty, unlike most other factors 

( Chen & Phou, 2013) .  Thus, there are opportunities for further research into the 

destination satisfaction-loyalty relationship. 

Destination satisfaction is measured in this study based on previous research 

by several authors, who have articulated slightly different scales for measuring 

destination satisfaction (Song, Van Der Veen, Li, & Chen, 2012; Žabkar et al., 2010). 

These measures have been constructed using multiple raters that address slightly 

different aspects of destination satisfaction, following the recommendations from 

studies on customer satisfaction generally ( Mao, 2008; Yoon & Uysal, 2005) .  The 

measure used here drew on several different perspectives on satisfaction, including 

value for money, the price of the service compared to its quality, and whether or not 

met the traveler’ s expectations.  Thus, it incorporates several different theoretical 

viewpoints, including expectancy-confirmation theory ( and similarly norm theory) 

(Chen & Phou, 2013; LaTour & Peat, 1979; Neal & Gursoy, 2008; Oliver, 1980). It 

also follows common empirical practice, for example the study conducted by Chen 

and Phou ( 2013) .  The measure also addresses general satisfaction levels and self-
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confirmation that the study was a good choice, which is important for considering the 

overall impact of that choice. 

 

2.6 Destination Loyalty 

 

The ultimate outcome that this research is concerned with is destination 

loyalty.  The model of destination loyalty is based on the concept of brand loyalty, 

which can be defined either behaviorally or attitudinally ( Oppermann, 1999) . 

Definitions of destination loyalty do vary, although all such definitions incorporate 

either intent to return or actual return behavior. Behavioral measures of loyalty relate 

to consumer behavior towards previously purchased products and services, such as 

repurchase or revisit behavior or a willingness to recommend. Attitudinal measures of 

loyalty relate to aspects like affective ( emotional)  attachment and attitudes. 

Oppermann ( 1999)  noted that loyalty may be measured using a composite measure 

incorporating both attitudinal and behavioral measures. In keeping with these varying 

definitions, Oppermann (1999) identified destination loyalty as a composite measure, 

including the intent to return to a location and positive attitudes towards the 

destination.  However, as he noted, there are multiple factors that can influence a 

revisit decision; therefore, destination loyalty cannot be measured only attitudinally 

(Oppermann, 1999). 

Another model of destination loyalty by A. Yuksel, F. Yuksel, and Bilim 

(2010)  divided the loyalty construct into three parts. These include cognitive loyalty 

(positive attitudes), affective loyalty (positive emotions), and conative loyalty (desire 

or intention to revisit the location) . The authors used the so-called four-stage model, 

in which cognitive, affective, and conative loyalty combine in order to create actual 

behavioral decisions (behavioral loyalty) (Yuksel et al., 2010). Thus, while definitions 

and models of destination loyalty do vary, in general it represents the formation of 

behavioral intentions through a cognitive and emotional process, followed by 

behavior such as revisiting or recommending a destination. A willingness to pay more 

is another indicator used to measure loyalty Campón, Alves, and Hernández ( 2013) 

studied the measurement of loyalty in tourism.  They analyzed 74 studies using the 

loyalty constructs for an investigation of loyalty to destinations, accommodation and 
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other tourism products.  Their research shows that a willingness to pay more was not 

only an indicator used to measure loyalty to destinations, but also to various kinds of 

tourism products, such as accommodations (Back, 2001; Skogland & Siguaw, 2004; 

Lin, 2005; Loureiro & González, 2008); Shammout, 2007), cruise lines (Li, 2006; Li 

& Petrick, 2008), and spa resorts (González, Comesaña, & Brea, 2007). 

There are some critiques of the implementation and study of destination 

loyalty in the literature. One of these critiques questions whether intent to return can 

be used as a proxy for actual behavioral loyalty for a destination (McKercher & Tse, 

2012). The authors noted that the measurement of intent to return to a destination is 

typically weak, asking about general attitudes to returning rather than specific plans. 

However, there are a number of factors other than destination loyalty that can 

influence the tourist’s decision making, ranging from practical concerns like budget to 

season and tourism desires, as well as personal characteristics. These authors’  study, 

which examined visitors to 18 different destinations, did not find a strong correlation 

between revisit intentions and actual revisit behavior.  However, in most cases there 

are difficult problems in studying actual behavior in a cross-sectional study, which is 

why return intentions continue to be used as a proxy for destination loyalty 

( McKercher & Tse, 2012) .  This study will follow this practice, but with the 

recognition that this behavioral intention may not translate to actual return to the 

destination. 

In contrast to some of the other aspects of this study, destination loyalty is 

routinely used and has shared operationalised meanings between multiple studies. 

Commonly, studies have routinely used willingness to recommend a destination and 

the revisit intention for the destination as the choice of measures (Fornell, 1992; Chi 

& Qu, 2008; Kim, 2010) .  However, other studies have gone further.  For example, 

Mao (2008) included positive reviews and recommendations, customer loyalty, share 

of total customer spend, and the willingness to pay a price premium to visit the 

location. In the current author’s viewpoint, not all of these dimensions are appropriate 

for destination loyalty.  In particular, share of customer spend, used by Mao ( 2008) , 

would be difficult to measure and compare because potential tourism destinations 

vary so widely.  A customer may for example make several trips to Thailand for the 

same cost as a more expensive destination such as Macao or Singapore, showing a 
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high level of revisit loyalty even though their spending is equal. Additionally, positive 

reviews and recommendations may be considered aspect of the same dimension of 

word of mouth.  The three variables used to measure destination loyalty included 

recommendation, revisit intention, and willingness to pay more, based on an 

intersection of previous authors and their choice of operationalised variables (Fornell, 

1992; Chi & Qu, 2008; Kim, 2010; Mao, 2008). 

 

2.7 The Relationships of Travel Motivation, Destination Image, Travel 

Constraints, Destination Satisfaction and Destination Loyalty 

 

2.7.1 Relationships of Destination Image  

There are three relationships between destination image and other constructs 

studied in this research.  These include the relationships of travel motivation and 

destination image; destination image and tourist satisfaction; and destination image 

and destination loyalty. These relationships are studied in this research because while 

the role of destination image on destination choice is well-established, the effects on 

tourist attitudes and behaviors during and after the trip are less studied ( Tasci & 

Gartner, 2007). This leaves more of an opportunity for academic development. 

 2.7.1.1 Travel Motivation and Destination Image 

 Previous studies supported the relationship of travel motivation and 

destination image. It has been observed theoretically that tourist motivations influence 

the formation of destination image, because motivation influences the choice of 

information and its relevance to the traveler (Beerli & Martin, 2004b). However, most 

studies have instead examined destination image and tourism formation. For example, 

a study by Lee (2010) proposed a structural model of tourism behavior for tourism in 

Taiwan.  The author tested destination image, attitudes and motivation as factors in 

revisit intentions, finding that both factors influenced revisit behavior, but the cross-

effects of the two factors were not studied.  Similarly, research by Hsu, Tsai and Wu 

( 2009)  conceptualized push motivations and destination images as internal and 

external factors respectively, testing them on destination choice, but the authors failed 

to study the internal relationships of the model.  There have also been a few other 

studies that have examined the impact of push and pull motivations on destination 
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image in different contexts.  One study examined the influence of psychological 

factors in the formation of destination image, including cognitive and affective factors 

(San Martín and Rodríguez Del Bosque, 2008) . This study examined both push and 

pull factors.  The authors conducted interviews with tourists and used exploratory 

factor analysis ( EFA)  followed by a second-order analysis to estimate the effect of 

motivations on the formation of destination image.  Their findings showed that 

affective image ( the emotional response of the individual, a push motivation) , along 

with the natural environment, cultural environment, atmosphere and infrastructure and 

socioeconomic environment ( destination attributes or pull motivations)  all had a 

significant, large effect on formation of destination image for the location.  

 Confirmatory factor analysis also showed that push motivations 

including leisure, tourism, knowledge, and social interaction had an effect on the 

formation of destination image ( San Martín & Rodríguez del Bosque, 2008) .  Thus, 

the outcome of this study strongly supported that tourism push and pull motivations 

does influence the formation of destination image.  Another study has suggested that 

travel motivations may influence the extent of destination image formation and 

whether the traveler views the destination as suitable for their needs (Pesonen, 2012). 

This study involved a segmentation analysis of rural tourists in Finland, incorporating 

push and pull motivations to understand whether an individual would engage in rural 

tourism and if so, how. The author found several segments of rural tourists, who had 

different destination requirements ( for example, different levels of accommodation, 

preferred activities, and so on). While Pesonen (2012) did not complete the analysis 

by examining how these differences affected destination image for a given location, 

he indicated that the extent to which the destination appeared to meet the individual’s 

requirements could influence the perception of destination image.  Thus, there is a 

plausible explanation for why push and pull motivations could have an effect on 

destination image.  Nonetheless, there are several problems with studying this 

relationship, which may have prevented the relationship being developed. 

 This means that although in theory these factors should be related, in 

practice there have been few studies examining this relationship.  The relationship of 

motivations and destination image may be somewhat circular, especially since the 

destination image of a location also serves as a pull motivation to encourage travelers 
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to consider and eventually to visit the destination (Prayag & Ryan, 2011). In fact, it is 

common for destination image to be included in studies explicitly as one component 

or the entirety of push motivations considered ( Hong, Kim, Jang, & Lee, 2006) . 

However, as Prayag and Ryan’s (2011) study of Mauritius showed, different types of 

images (such as cognitive and affective images) acted differently as pull motivations. 

In fact, at least some authors have noted that they have not been able to explore the 

relationship of push and pull motivations and the destination image, leaving a gap in 

the literature that continues to persist (Ekinci & Hosany, 2006). Thus, this relationship 

is not absolute, and it is one that remains to be explored in more detail. This is one of 

the novel contributions of the current research. 

  2.7.1.2 Destination Image and Destination Satisfaction 

 There is some evidence for the relationship between destination image 

and tourist satisfaction. An image-based study of destination image selection showed 

that different types of influences have different effects on their cognitive and 

emotional responses to the destination ( Nicoletta & Servidio, 2012) .  The study 

showed that stereotypical pictures did not influence their destination image.  Instead, 

the use of emotional and motivation-based images had a positive effect on destination 

image ( Nicoletta & Servidio, 2012) .  This effect is interesting, but the study was 

undertaken on a relatively small scale, and the findings have not been explored 

further. The authors, Chen and Phou (2013), highlight a study of destination image in 

visitors to Angkor Wat in Cambodia. The research emphasized that destination image 

had a direct relationship to destination satisfaction, as well as an indirect relationship 

through destination personality, while research on tourists visiting Portugal (n = 923) 

showed that destination attributes had a positive influence on destination satisfaction 

( Eusébio & Vieira, 2013) .  Furthermore, an SEM-based analysis of international 

tourists to Korea (n = 369) found a similar relationship between destination image and 

tourist satisfaction ( S. -Kim, Han, Holland & Byon, 2009) .  These authors used an 

alternative construct of destination brand equity, but as this comprises cognitive and 

affective attitudes based on existing information it is functionally the same as 

destination image constructs. 

 Additionally, a recent study of domestic tourists in Italy (n =  275) used 

SEM to examine the relationship of emotional factors ( joy, love, and positive 
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surprise) on overall image, satisfaction and intention to recommend (Prayag, Hosany, 

Muskat, & Del Chiappa, 2017). They found that overall image had the strongest effect 

on destination satisfaction (Prayag et al., 2017). The findings of the past studies state 

that destination image carries out a positive influence on destination satisfaction. 

Tourism satisfaction was defined as the mental state of tourists after experiencing 

destinations including products and services ( Baker & Crompton, 2000; Severt, 

Wang, Chen & Breiter, 2007). Tourists create their expectations before their visit, and 

then they will compare their expectations with their actual experiences when they are 

on site (Phelps, 1986; Bigne et al., 2001; Wanlanai Saiprasert, 2011). In other words, 

the more favorable destination image will conduce towards more exceeding tourist 

satisfaction. Nonetheless, destination image will be modified and be influenced by the 

evaluation of tourists, when they have on site experiences ( Chon, 1991; Echtner & 

Ritchie, 1991; Fakeye & Crompton, 1991; Ross, 1993; Chi, 2005) .  These studies 

generally support a positive relationship of destination image and destination 

satisfaction. 

 2.7.1.3 Destination Image and Destination Loyalty 

 The strongest available evidence is for destination image and destination 

loyalty.  A quantitative meta-analysis of studies on destination image and destination 

loyalty incorporated 66 studies in its hypothesis testing (Zhang, Fu, Cai, & Lu, 2014). 

The study included five destination image constructs (cognitive, affective, and overall 

image; cognitive-affective joint image; and self-congruity) , with loyalty constructs 

including attitudinal, behavioral, and composite loyalty.  The effects of each of these 

destination image constructs was significant on all three dimensions of loyalty, with 

total effects sizes typically strongest on composite loyalty ( Zhang et al. , 2014) . 

Additional studies also support this relationship, although the relationship may not be 

direct. For example, Chen and Phou’s (2013) study showed that destination image had 

an indirect relationship to destination loyalty through destination satisfaction, while 

an empirical study of tourists to Italy ( n =  542)  also showed this correlation ( De 

Nisco, Mainolfi, Marino, & Napolitano, 2015) .  These authors only studied affective 

destination image, but their findings showed that affective destination image and 

country image influenced both revisit intentions and recommendations ( a composite 

destination loyalty construct) (De Nisco et al., 2015). 
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 Furthermore, a study in Portugal showed that the perception of 

destination attributes influenced composite destination loyalty indirectly through 

destination satisfaction (Eusébio & Vieira, 2013) . Castro, Armario, and Ruiz (2007) 

also studied the impacts of destination image on the loyalty of tourists. Their sample 

was comprised of 1526 tourists, who visited several large cities located in Southern 

Spain.  The study, using latent cluster analysis, showed that the destination image 

resulted indirectly on future behavior of the tourists through the service quality and 

satisfaction.  In addition, visitors could be categorized based on the need of variety 

into four groups, and found that there was a significant difference between the groups 

in terms of the impact of the destination image on the intention to return and a 

willingness to tell a group of friends and relatives. 

 A study of two winter sports destinations ( Oberstdorf, Germany & 

Saalbach-Hinterglemm, Austria)  ( n =  795)  showed that affective and cognitive 

destination images formed during the visitor’ s stay influenced conative loyalty 

( intention to revisit and recommend the destination)  ( Hallmann, Zehrer, & Muller, 

2015) .  International travelers in South Korea also showed an indirect relationship 

between destination image (destination brand equity) and revisit intentions (S.-Kim et 

al. , 2009) .  Besides, Lee ( 2010)  investigated a behavioral model of tourists visiting 

wetlands in southwestern Taiwan by using variables of destination image, attitude, 

motivation, satisfaction and future behavior. His study proved that tourist satisfaction 

significantly affected future behavior intention, as well as being an important 

mediating variable within the tourist behavior model. The results of previous studies 

indicated that destination image has both a direct and indirect effect on destination 

loyalty ( Bigne, Sanchez, & Sanchez, 2001; Chen & Tsai, 2007) .  Destination image 

does not only have an influence on tourists while they are in the travel making 

decision stage, but it can also cause an effect on tourists when they are at destinations, 

and after their visitation. The study of Castro, Armario, and Ruiz (2007) also pointed 

out that future intentions of tourists, which were recommend and revisit, were directly 

and indirectly affected by destination image. In addition, a study of medical tourists in 

Pattaya, Thailand, showed that destination image was a significant factor in attitudinal 

loyalty, although it was the weakest of the factors examined (Mechinda et al., 2010). 

These studies all point to a positive relationship of destination image and destination 
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loyalty, although in many cases these relationships are mediated by destination 

satisfaction (Chi & Qu, 2008; Lee, 2010; Wang & Hsu, 2010). 

 

2.7.2 Relationships of Travel Motivation 

 2.7.2.1 Travel Motivation and Tourist Satisfaction 

 There have been several studies that have connected both push and pull 

motivations to tourist satisfaction, although relatively few have focused specifically 

on destination satisfaction.  While these studies have had limited positive findings, 

there are also some inconclusive findings and problems in the relationship of travel 

motivation and tourism satisfaction.  

 A study by Devesa, Laguna, and Palacios ( 2010)  used various cluster 

analysis and factor analyses to examine the role of motivation in tourist satisfaction of 

rural tourists in Segovia, Spain ( n =  316) .  The authors identified four different 

motivation clusters, including tranquility and nature; culture; proximity, gastronomy 

and nature; and return tourists. These tourist clusters had several overlapping factors, 

and they highlighted different levels of satisfaction with the destination 

characteristics.  The authors concluded that different motivation characteristics 

resulted in different expectations for a location (different choice of destination image), 

and therefore different metrics by which tourists judge their satisfaction ( Devesa et 

al., 2010). 

 A similar approach to study tourism satisfaction, based on motivation 

clusters and attributes for visitors to a nature resort in Virginia (n = 177) was used by 

Meng, Tepanon and Uysal (2008). The authors found that pull motivations, including 

lodging and friendly/ quality services, influenced overall satisfaction, and discovere 

that food and location influenced destination satisfaction. Push motivations were not a 

significant factor in satisfaction, although the research did identify family/ friend 

togetherness as a possible practically significant factor (Meng et al., 2008). 

 A third study examined the relationship of tourism motivations, 

satisfaction and loyalty in tourists to Northern Cyprus ( n =  148)  using exploratory 

factor analysis (EFA) and LISREL (a SEM analysis approach) (Yoon & Uysal, 2005). 

The authors proposed that push and pull motivations would influence destination 

satisfaction, which would in turn influence destination loyalty. There were eight push 
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motivations for visiting Northern Cyprus, including exciting, knowledge/ education, 

relaxation, achievement, family togetherness, escape, safety/fun, and away from home 

and seeing things, which in aggregate explained 70.4%  of variance in the EFA. Pull 

motivations including modern atmosphere and activities, wide space and activities, 

small size and reliable weather, natural scenery, restaurants and tennis, different 

culture, cleanness and shopping, nightlife and local cuisine, interesting town/village, 

and water activities explained 70.1% of variance. In the structural model, motivations 

did not have a significant effect on travel satisfaction, but pull motivations had a 

significant negative effect ( -0. 54) .  The authors observed in their conclusion that 

identifying motivation factors was not always straightforward, and determining how 

many factors should be included and what should be grouped together can cloud the 

findings.  This empirical problem could limit the effectiveness of studying the 

relationship (Yoon & Uysal, 2005). 

 Overall, travel motivation can influence destination satisfaction, because 

travel motivation is one of the ways in which tourist expectations are set.  However, 

the evidence is somewhat stronger for pull factors than push factors.  Furthermore, 

Yoon and Uysal ( 2005)  emphasized the problem of identifying push and pull 

motivation factors, and the lack of standardized scales for these factors, which could 

preclude effective measurement. 

 2.7.2.2 Travel Motivation and Destination Loyalty 

 Oom De Valle et al. (2006)  and Neuts et al. (2013)  both made critical 

observations of the limited focus on specific tourist and destination characteristics in 

the studies of destination loyalty formation.  To address this limitation, this research 

will include travel motivations, a theory that encapsulates the tension between the 

tourist and the destination.  There is some empirical evidence for a relationship 

between travel motivation and destination loyalty, but this relationship has not been 

studied as frequently as travel motivations and satisfaction or satisfaction and loyalty, 

and the problems of defining destination loyalty and its relationship to actual revisit 

behavior (McKercher & Tse, 2012) still apply. 

 Yoon and Uysal ( 2005)  followed the study discussed above to the 

conclusion of destination loyalty, which they operationalized as recommendation and 

a general intention to revisit.  Their structural equation model found that while push 
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motivations did not have a significant impact on destination satisfaction, they did 

have a significant impact on destination loyalty ( 0. 41) .  This relationship was 

somewhat weaker than the direct impact of satisfaction, but still represents a 

significant direct effect of push motivations. 

 A study of mainland Chinese tourists visiting Hong Kong, by Huang and 

Hsu (2009) , used SEM (LISREL)  to examine the influence of tourism motivations, 

along with past travel experiences and travel constraints, on attitudes and destination 

loyalty.  The authors identified a range of push motivations, many of which were 

place-specific, but did not examine pull motivations.  They measured destination 

loyalty as revisit intentions.  The only motivation that directly influenced revisit 

intentions was shopping, although novelty and relaxation were significant influences 

on attitudes toward Hong Kong as a tourism destination, which had a direct 

relationship to revisit intentions ( Huang & Hsu, 2009) .  Thus, this study shows to 

some extent that there is a relationship between push motivations and destination 

loyalty. 

 A study of Portuguese travelers to Brazil (n = 112) used logit regression 

analysis to study factors in revisit intention ( destination loyalty) , including 

motivations, expectations, travel characteristics, and socio-demographics as potential 

factors ( Oom De Valle, Correia, & Rebelo, 2008) .  Unlike some previous studies, 

these researchers included both push and pull motivation factors in their model.  The 

push motivations they studied included knowledge, leisure and socialization.  Pull 

motivations were facilities, core attractions, and landscape features.  The authors 

found that leisure and socialization had a significant positive effect in revisit 

intention, while core attractions had a significant negative attention. None of the other 

motivation factors influenced revisit intention (Oom De Valle et al., 2008). This study 

demonstrates that pull motivations as well as push motivations can have a potentially 

significant influence on destination loyalty or revisit intention ( a more specific 

formulation). It also provides more support for the significance of push motivations.  

 In summary, there is positive evidence that there is a relationship 

between push motivations and destination loyalty.  However, evidence for pull 

motivations and destination loyalty is weaker, largely because they have been 
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included in fewer studies.  There is also the problem of identifying appropriate 

motivations to include in these studies, as discussed above. 

 

2.7.3 Relationships of Travel Constraints 

 2.7.3.1 Travel Constraints and Satisfaction 

 There is limited evidence for the relationship of travel constraints and 

destination satisfaction. One study that addressed this possible relationship examined 

the effect of tourism as a stress relief activity (Chen, Petrick, & Shahvali, 2016). The 

authors noted that stress could be a travel constraint, while stress relief was a common 

push motivation.  Thus, there is the possibility that the two factors could be 

complementary.  The authors found that if travel was effective at relieving stress, it 

could lower the travel constraint and increase satisfaction, but it was difficult to test 

the direct relationship (Chen et al., 2016). This relationship between travel constraints 

and destination satisfaction has been directly analyzed by very few, if any other 

studies. This study will contribute to the literature by exploring this relationship. 

 2.7.3.2 Travel Constraints and Destination Loyalty 

 There is limited research into the relationships of travel constraints and 

destination loyalty, although some has been conducted. One study examined the travel 

constraints of Chinese tourists, observing different destination loyalty behaviors based 

on cultural, structural, knowledge, and information constraints ( Li, Zhang, Mao, & 

Deng, 2011) .  The authors noted that Chinese tourists face significant structural, 

cultural and knowledge constraints; although they are often adventurous, they also 

may have limited knowledge of language, culture, and the practicalities of travel. 

Thus, constraints can have a significant impact on their destination choice.  Tourists 

with cultural, knowledge and information constraints may show a high level of 

destination loyalty once they have identified a suitable destination, while structural 

constraints may not have as much of an influence (Li et al., 2011). However, not all 

studies have been positive. For example, one study included three travel constraints as 

potential determinants of revisit intention, including interpersonal, structural, and 

disinterest (Huang & Hsu, 2009) . Of these factors, only disinterest had the expected 

negative significant relationship with revisit intention.  Thus, while travel constraints 
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may influence destination loyalty, the empirical evidence for this relationship is 

relatively weak. 

 

2.7.4 Destination Satisfaction and Destination Loyalty 

The relationship between destination satisfaction and destination loyalty is one 

of the most studied relationships for both constructs ( Chen & Phou, 2013; Neal & 

Gursoy, 2008) .  Fornell ( 1992)  stated that satisfaction has a positive influence on 

future behaviours.  The relationship is based on customer satisfaction theories that 

predict that satisfaction with a good service leads to the formation of customer loyalty 

or repeat purchase ( Neal & Gursoy, 2008) .  The satisfaction-loyalty relationship has 

also been supported by empirical research.  For example, one study examined the 

factors in destination loyalty for tourists to Arade, Portugal ( Oom De Valle et al. , 

2006) .  The authors used a structural equation modeling ( SEM)  approach, and 

categorical principal component analysis ( CATPCA)  to model the destination 

satisfaction-destination loyalty relationship.  They found that tourist satisfaction with 

dimensions including attribute satisfaction, general satisfaction, and met expectations 

had a strong positive relationship to destination loyalty, including the intention to 

return and the intention to recommend (Oom De Valle et al. , 2006) . Furthermore, a 

study using the four-stage model of destination loyalty formation, employed SEM to 

study tourism to Turkey ( Yuksel et al. , 2010) .  The authors found a strong positive 

relationship between destination satisfaction and destination loyalty.  Similar results 

have been found in research on diverse destinations, and with different tourism 

market segments (Assaker, Vinzi, & O’Connor, 2011; Jang & Feng, 2007; Sun, Geng-

Qing Chi, & Xu, 2013) .  In regards to research on medical tourism, Natcha 

Thawesaengskulthai, Patcharin Wongrukmit, & Dahlgaard (2015), undertook a study 

of medical tourists from four major components who were receiving medical services 

in Thailand.  The authors also employed SEM to study the relationship between 

service quality, satisfaction and loyalty.  Their results showed an increase in the 

perceived service quality, and indicated the two most influential dimensions: personal 

service and professional service. This led the medical tourists to receive higher levels 

of satisfaction, and medical tourist satisfaction had a powerful influence on behavior 
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intention.  Thus, there is reliable evidence for a positive relationship between 

destination satisfaction and destination loyalty formation. 

Some of these studies have examined more complex problems than a simple 

relationship.  Neuts et al. ( 2013)  examined whether the satisfaction-loyalty 

relationship persisted in an increasingly segmented mass tourism market influenced 

by digital marketing and information search. They studied tourism destination loyalty 

to Leipzig, Germany, examining whether digital services could influence its 

formation.  The authors found that intangible satisfaction ( or satisfaction with 

services)  had a significant effect on destination loyalty formation, although tangible 

satisfaction did not (Neuts et al., 2013). An additional study examining all-inclusive 

resorts, suggested that the destination satisfaction-loyalty relationship is a two-way 

relationship, with existing destination loyalty influencing satisfaction with a particular 

resort (Ozdemir, Çizel, & Cizel, 2012). However, most studies have sometimes used 

different loyalty components ( such as Yuksel et al., 2010) , but have not tried to 

differentiate markets.  Research discussed in more detail elsewhere have also had 

strong findings for the satisfaction-loyalty relationship. For example, one study using 

LISREL found that this relationship was positive and significant ( 0. 79)  ( Yoon & 

Uysal, 2005). 

 

2.8 Summary of Research Hypotheses, a Proposed Hypothetical Model 

and Research Conceptual Framework 

 

Latent and observed variables were developed.  These relied upon previous 

studies across various contexts that were discussed earlier in this chapter, in order to 

achieve the objectives of the study.  The key concepts involved in developing 

destination image leading to destination loyalty are the relationships between travel 

motivation, destination image, travel constraints, destination satisfaction and 

destination loyalty.  The model indicates that travel motivation, destination image, 

travel constraints and destination satisfaction all have directional relationships, and 

act as antecedents to destination loyalty.  The proposed hypothetical model and 

research conceptual framework of destination loyalty, depicted in figure 2. 5 and 

figure 2. 6, builds on the development of Thailand’ s image as a medical tourism 
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destination to establish destination loyalty. This leads to the policy recommendations 

for developing Thailand’ s image as a medical tourism destination to establish 

destination loyalty. Consequently, the following hypotheses were drawn as: 

1) H1: Travel motivation has a direct positive effect on destination image. 

2) H2: Travel motivation has a direct positive effect on destination 

satisfaction. 

3) H3: Travel motivation has a direct positive effect on destination loyalty. 

4) H4: Destination image has a direct positive effect on destination 

satisfaction. 

5) H5: Destination image has a direct positive effect on destination loyalty. 

6) H6: Destination satisfaction has a direct positive effect on destination 

loyalty. 

7) H7: Travel constraint has a direct negative effect on destination 

satisfaction. 

8) H8: Travel constraint has a direct negative effect on destination loyalty. 

9) H9: Travel motivation has an indirect influence on destination satisfaction 

through destination image. 

10) H10: Travel motivation has an indirect influence on destination loyalty 

through destination image and destination satisfaction. 

11) H11: Destination image has an indirect influence on destination loyalty 

through destination satisfaction. 

12) H12: Travel constraint has an indirect influence on destination loyalty 

through destination satisfaction. 

The proposed hypothetical model of destination loyalty, building on the 

development of Thailand’ s image as a medical tourism destination to establish 

destination loyalty is depicted in figure 2.5 
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Figure 2.5 A Proposed Hypothetical Model of Destination Loyalty, Building on the

 Development of Thailand’ s Image as a Medical Tourism Destination to

 Establish Destination loyalty 
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Figure 2.6 Research Conceptual Framework 



 

CHAPTER 3 

 

METHODOLOGY 

 

This study employed a mixture of research methods, with the aim of proposing 

policy recommendations for developing Thailand’s image as a medical tourism 

destination to establish destination loyalty. This chapter discusses the research 

methodology used in this study. Research design, research instrument, data collection 

and data analysis are discussed, respectively. 

 

3.1 Research Design 

 

This research uses a mixed method research approach, incorporating multiple 

quantitative analyses (structural equation modeling, confirmatory factor analysis and 

path analysis) and qualitative analysis. Mixed method research is an approach to 

research which includes elements of both quantitative and qualitative analysis 

(Creswell & Clark, 2011). There are a variety of reasons for using mixed method 

research, including a need for multiple perspectives on a problem and as a tool for 

both formulating and testing theories (Creswell & Clark, 2011). The mixed method 

research process also allows the researcher to balance the strengths and weaknesses of 

qualitative and quantitative research, providing both depth and breadth in the research 

findings for a more complex evaluation of the research problem (Teddlie & 

Tashakkori, 2009). Thus, assuming that the research resources are appropriate for the 

mixed method approach and the researcher can clearly define and scope the research, 

it is an ideal approach to studying complex problems (Creswell & Clark, 2011; 

Teddlie & Tashakkori, 2009).  

The objectives of the study call for different perspectives on the research 

question, with two objectives examining destination image of medical tourism in 

Thailand and proposing policy recommendations for developing Thailand’s image as  
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a medical tourism destination to establish destination loyalty. The remaining 

objectives are disparate in terms of appropriate research methods, encouraging the use 

of mixed methods. A more fundamental issue is that the literature on destination 

image for medical tourism destinations is under-developed, highly regionalized and 

segmented. This is important because of the differences in destination image for 

special interest tourism. This research will seek to make theoretical and managerial 

contributions for developing a destination loyalty model, building on the development 

of Thailand’s image as a medical tourism destination. This leads to policy 

recommendations for developing Thailand’s image as a medical tourism destination to 

establish destination loyalty. 

Jenkins (1999) stated that qualitative research needs to be employed at the first 

phase of studying a destination image, in order to identify constructs applicable to a 

particular market. In the second phase, quantitative research would be conducted to 

measure the level of significance of these constructs to discrete individuals and 

groups. The author also added that both qualitative and quantitative methods needed 

to be used for creating quality research. To achieve two objectives: to study 

Thailand’s image as a medical tourism destination, and to propose policy 

recommendations for developing Thailand’s image as a medical tourism destination to 

establish destination loyalty, employed qualitative methods. The additional three 

objectives: to examine the perceptions of medical tourists towards travel motivation, 

destination image, travel constraints, destination satisfaction and destination loyalty; 

to analyze the factors influencing destination loyalty; and to examine the causal 

relationships among the constructs: travel motivation, destination image, travel 

constraints, destination satisfaction and destination loyalty, use quantitative methods. 

The research begins with qualitative data analysis. The qualitative data 

analysis will incorporate interviews with medical tourism experts, and relevant 

literature, brochures, news and website reviews. The qualitative data analysis is 

directed towards objective 1, the study of Thailand’s image as a medical tourism 

destination, and objective 5, the policy recommendations for developing Thailand’s 

image as a medical tourism destination to establish destination loyalty. In addition, 

desk research and gap analysis were employed to uncover any gaps that might arise 

from the causal relationships among the constructs. These findings contributed 
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towards the policy recommendations for developing Thailand’s image as a medical 

tourism destination to establish destination loyalty. Qualitative data will be analyzed 

using content analysis. Content analysis is a common approach to analysis of texts, in 

which the content of the text is analyzed to identify responses to key questions 

(Teddlie & Tashakkori, 2009). The content analysis approach helps identify shared 

themes and responses in different texts. Because content analysis is a textual analysis 

approach, it can incorporate different types of data (Teddlie & Tashakkori, 2009). 

Moreover, based on the results of interviews with medical tourism experts, a 

review of the content in the literature and printed and online information related to 

medical tourism in Thailand, variables and destination image attributes are not only 

extracted, but variables of each research concept were also modified to suit the 

research site and target population. The preliminary survey questionnaire was then 

developed and assessed by medical tourism experts to validate the instrument for data 

collection. A pilot test was conducted among the survey population to test the 

reliability and validity of the instrument. 

The quantitative phase, a cross-sectional survey on medical tourists using the 

finalized design at the qualitative phase was conducted. Descriptive statistics and 

Structural Equation Modeling (SEM) are used to analyze the data. The employing of 

Descriptive statistics and Structural Equation Modeling (SEM) are discussed in detail 

below. 

 

3.2 Research Instrument 

 

3.2.1 Semi-Structured Interview 

In order to obtain information about medical tourism in Thailand, and 

Thailand’s image as a medical tourism destination, the semi-structured interview was 

employed. The interviewees were asked a prepared set of open questions, and they 

were allowed to raise any issues that may not be contained in the set of questions. The 

interviewees included an official from the Tourism Authority of Thailand, an official 

of The Ministry of Public Health, two private hospital administrators and a doctor. 

Confidentiality was the most important concern of the interviewees, due to research 

ethics and medical ethics, therefore, the interviewees remained anonymous. Data 
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triangulation was employed to test validity through the concurrence from different 

sources (informants) (Patton, 1999). Bryman (2015) argued that triangulation was a 

qualitative strategy to gain deep understanding from different viewpoints of an 

investigated occurrence, in order to gain deeper knowledge and strengthen views from 

various perspectives. The data from the interviews was used to acquire information 

about Thailand’s image as a medical tourism destination, to develop the questionnaire 

survey. 

 

3.2.2 Survey Questionnaire 

A survey questionnaire is the most popular tool used in destination image 

assessment (Chon, 1991; Baloglu & McCleary, 1999b; Beerli & Martin, 2004b; 

Pikkemaat, 2004). An English survey questionnaire was used as a research instrument 

for this study. It consisted of the following major sections: 

 3.2.2.1 Personal and Medical Travel Information 

 The first section of the questionnaire was composed of two parts: 

personal and medical travel information. To understand the respondents’ background, 

the section on personal information gathered data concerning the demographic 

profiles of respondents, including their gender, marital status, age, region of residence 

and nationality, education, annual household income and occupation. The medical 

travel information section included the type of medical services required, medical 

insurance coverage, any sources of information and preferred medical tourism 

destination. This section was designed to understand the behaviour of medical 

tourists. 

 



74 

 

 

Figure 3.1  Quantitative Phase Procedure 
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 3.2.2.2 Medical Travel Motivation 

 The second section of the questionnaire was created to understand 

medical tourists’ motivations, including any push and pull factors. The respondents 

were asked to rate their agreement on medical travel motivation factors. Fodness 

(1994) stated that motivation is created by internal factors that cause desires and are 

followed by stress, it is necessary to reduce that stress and fulfill those desires. 

Crompton (1979a) classified travel motivation into two categories: push factors or 

socio-psychological motives, and pull factors or cultural motives. Push factors are 

comprised of 1) to escape from the routine of daily life, 2) to find and evaluate 

oneself, 3) to relax, 4) to honor and be well-known, 5) to return to its original state,  

6) to encourage relationships, and 7) to have interaction with others. Pull factors 

consist of newness and learning. 

 This study divided travel motivation into two categories: push and pull 

factors. Previous studies indicated that travel motivation had an influence on the 

decision making process, and the perceptions of tourists on a destinations image 

(Baloglu & McCleary, 1999b; Beerli & Martin, 2004b and Lee, 2009). Medical travel 

motivation for this study is defined as the forces or influences that cause medical 

tourists to travel to Thailand and receive medical services. The factors and items of 

medical travel motivation were derived from a comprehensive review of previous 

medical tourism and destination literature (Baloglu & McCleary, 1999b; Beerli & 

Martin, 2004b; Lee, 2009; MarketWise, 2010; Mechinda et al, 2010; Wanlanai 

Saiprasert, 2011; Sarunya Lertputtharak, 2013; Maung & Walsh, 2014). Based on the 

previous literature, ten items divided into two measurements of motivation, including 

push and pull factors, were presented (see Table 3.1). The respondents were asked to 

indicate the degree to what extent they agreed on medical travel motivation. A 7-point 

interval scale was used to evaluate the medical travel motivation, where 1 = strongly 

disagree and 7 = strongly agree. Table 3.1 shows the categories and items of medical 

travel motivation. 

 

 

 

 



76 

Table 3.1  Categories and Items of Medical travel Motivation 

 

Travel Motivation Category 

1. Avoiding long wait times for medical treatment 

in your country of residence 

Push Motivation 

2. Lower cost of medical treatment than your 

country of residence 

Push Motivation 

3. Availability of medical treatment that is not 

allowed in your country 

Push Motivation 

4. Types of medical procedures and services not 

covered by medical insurance in your country 

of residence 

Push Motivation 

5. Preference of privacy and confidentially. Push Motivation 

6. An opportunity for person who has limited or 

no medical insurance in his/ her country 

Pull Motivation 

7. An exotic destination for relaxation and 

recuperation after medical treatment 

Pull Motivation 

8. The ability to combine medical service with a 

vacation 

Pull Motivation 

9. Various types and availability of medical 

services 

Pull Motivation 

10. Good value for money Pull Motivation 

 

Source: Baloglu & McCleary, 1999b; Beerli & Martin, 2004b; Lee, 2009;  

 MarketWise, 2010; Mechinda et al, 2010; Wanlanai Saiprasert, 2011; 

Sarunya Lertputtharak, 2013; Maung & Walsh, 2014. 

 

 3.2.2.3 Destination Image 

 This section comprises items related to destination image constructs, and 

measures the respondents’ perceptual/cognitive assessment and the affective 

assessment of the destination. Echtner and Richie (1991), Pike (2002) and 

Stepchenkova and Mills (2010) stated that most research on destination image 

employed structured measurement techniques to assess attribute-based images. The 

measurement of the destinations image in this study was also developed from an 

attribute-based component of the destination. The study employed the Likert scale for 
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measuring a destinations image (Gartner, 1989; Baloglu, 1997; Chi 2005; Mao, 2008). 

Most researchers agree that a destinations image contains two outstanding 

characteristics; cognitive and affective images (Chon, 1991; Baloglu & McCleary, 

1999b; Bongkosh Ngamsom Rittichainuwat, Qu & Brown, 2001; Beerli & Martin, 

2004b; Del Bosque & Martín, 2008). Cognitive image refers to a perception or 

knowing about a destination, whereas the affective image is defined as how tourists 

feel about a place (Gartner, 1994; Baloglu & McCleary, 1999a; Stepchenkova & 

Mills, 2010). Echtner and Richie (2003) suggested that to apprehend absolute 

destination image components, it is necessary to blend both qualitative and 

quantitative methods. For this study, destination image refers to the idea, belief, 

impression and/or feeling that medical tourists held on Thailand as a medical tourism 

destination. 

The destination image items were developed based on a literature 

review, medical tourism brochures, websites and interviews with medical tourism 

experts. In addition, affective destination image items were adapted from Baloglu and 

McCleary (1999b); Beerli and Martin (2004b) and relevant medical tourism literature. 

As mentioned previously, numerous past studies regarding destination image and 

medical tourism were reviewed. For example, Nattapong Jotikastira (2010) examined 

the factors that influenced potential medical tourists on choosing Thailand as a 

medical tourism destination. He identified six attributes of medical tourism 

destination, including quality of care, saving potential, safety and security issues, 

overall hygiene levels, tourism opportunities and accessibility. He also developed two 

additional variables of image: the hygiene levels of a destination, and the safety and 

security of a destination. His study found that the quality of care, cost savings, and the 

image relating to hygiene and safety were the most important factors influencing 

prospective medical tourists on choosing Thailand as their medical tourism 

destination. 

Wanlanai Saiprasert (2011) studied medical tourists’ motivations and 

perceptions on destination image, quality, value, satisfaction, word of mouth, repeat 

visit and the willingness to pay more. The study found that the perceived destination 

image was a mediator between motivation and perceived quality. The strengths of 
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Thailand’s image were ‘high standard level of medical facilities’, ‘high standard level 

of medical staff’ and ‘ease of visa and immigration procedures’, respectively. 

A study project aimed at increasing the marketing potential for medical 

tourism in Thailand, by the Tourism Authority of Thailand, indicated that medical 

tourists had immensely high levels of satisfaction in relation to the courteous/polite 

service of medical staff, the state-of-the-art medical technology and the expertise of 

doctors. However, there were several factors to consider in developing medical 

tourism. These include the accessibility of information, the costs of medical treatment, 

safety within Thailand and the ease of entry (MarketWise, 2010). 

Multiple resources were used to capture the specific image of Thailand 

as a medical tourism destination. As a result, seven categories with forty eight items 

relating to the image of Thailand as a medical tourism destination were developed 

(see Table 3.2). Respondents were asked to indicate their level of agreement with the 

image attributes of Thailand as a medical tourism destination on a 7-point scale, 

where 1 = strongly disagree, 2 = disagree, 3 = somewhat disagree, 4 = neutral, 5 = 

somewhat agree, 6 = agree, and 7 = strongly agree. 

 

Table 3.2  Categories and Items of Destination Image 

 

Destination Image Category 

1. Highly qualified and experienced doctors 

2. A globally renowned reputation for the 

doctors and medical staff in Thai hospitals 

3. doctors and medical staff in Thai hospitals 

4. Knowledgeable and skillful doctors and 

medical staff in Thai hospitals 

5. The willingness and ability of  medical staff 

and hospital employee in providing a quality 

service 

6. Medical staff who have good communication 

skills 

7. Medical staff and hospital employees who are 

consistently courteous and respectful 

Medical Staff 

Medical Staff 

 

Medical Staff 

Medical Staff 

 

Medical Staff 

 

 

Medical Staff 

 

Medical Staff 
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Table 3.2  (Continued) 

 

Destination Image Category 

8. Hospital employees who provide a fast and 

courteous response to questions and concerns 

Medical Staff 

 

9. Advanced medical facilities that meet 

international standards 

Facility 

10. High levels of security and personal safety 

while availing the hospital facilities 

Facility 

 

11. Extensive hospital amenities (cafeteria, 

public phone, minimart, etc.) 

Facility 

 

12. Ease of accessibility from your country of 

residence 

13. Healthy and clean hospital environments 

14. International hospital accreditation 

15. Thailand is the Medical Hub of Asia 

16. A Strong reputation for professionalism and 

exceptional services 

17. Medical treatment in Thailand is trustworthy 

18. Ease of medical treatment arrangement 

19. A short waiting time for examination by 

doctors 

20. Arrangement for language interpretation 

service 

21. The hospital’s attention to patient’s privacy, 

confidentiality and disclosure 

22. The hospital has acceptable protection 

against medical malpractice and liability 

23. Choice of holistic and alternative treatments 

24. Excellent recreational services offered during 

the period of therapy 

25. Ease of visa and immigration procedures 

26. Thailand offers extensive accommodation 

options for all budgets 

27. A variety of tourists attractions 

28. A variety of quality international and local 

food 

Facility  

 

Facility  

Reliability 

Reliability 

Reliability  

 

Reliability  

Patient Support 

Patient Support 

 

Patient Support 

 

Patient Support 

 

Patient Support 

 

Patient Support 

Patient Support 

 

Supporting Industries 

Supporting Industries 

 

Supporting Industries 

Supporting Industries 
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Table 3.2  (Continued) 

 

Destination Image Category 

29. Numerous spa and health resorts for 

relaxation and recovery 

Supporting Industries 

 

30. Good shopping opportunities 

31. Quality of infrastructure throughout the 

country 

32. An extensive and efficient local 

transportation system 

Supporting Industries 

Supporting Industries 

 

Supporting Industries 

 

33. Beautiful scenery and natural attractions  

34. A good year-round climate 

35. Interesting cultural attractions 

36. Interesting historic attractions 

37. An unpolluted and pristine environment 

38. Good nightlife and entertainment 

39. Personal safety 

40. Good hygiene and standards of cleanliness 

41. Interesting and friendly people 

42. Political stability 

43. Relaxing 

44. Pleasant 

45. Exciting 

46. Inexpensive 

47. Friendly 

48. Trustworthy 

Thailand destination image in general 

Thailand destination image in general 

Thailand destination image in general 

Thailand destination image in general 

Thailand destination image in general 

Thailand destination image in general 

Thailand destination image in general 

Thailand destination image in general 

Thailand destination image in general 

Thailand destination image in general 

Affective Image 

Affective Image 

Affective Image 

Affective Image 

Affective Image 

Affective Image 

 

Source: Chon, 1991; Baloglu & McCleary, 1999b; Bongkosh Ngamsom 

Rittichainuwat, Qu & Brown, 2001; Beerli & Martin, 2004b; Bosque & 

Martín, 2008; Nattapong Jotikastira , 2010; MarketWise, 2010; Mechinda et 

al., 2010; Wanlanai Saiprasert, 2011; Sarunya Lertputtharak, 2013; Maung 

& Walsh, 2014. 

 

 3.2.2.4 Travel Constraints 

 This study defined travel constraints as factors that limit medical tourists 

from travelling to Thailand to receive medical services. Travel constraints were 



81 

adapted from Mao (2008); Chen, Hua and Wang (2013) and Wanlanai Saiprasert 

(2011). Fifteen items were divided into structural constraints (the distance, time-

consuming, the cost and the language barrier), political constraints (obtaining travel 

documents, political instability and safety within Thailand), personal constraints 

(insufficient information, hard to find travel companions and discouraged from 

travelling), and environmental constraints (polluted environment, the standard of 

hygiene) (see Table 3.3). The travel constraints were measured on a 7-point Likert 

scale ranging from 1 = strongly disagree, 2 = disagree, 3 = somewhat disagree, 4 = 

neutral, 5 = somewhat agree, 6 = agree, and 7 = strongly agree. 

 

Table 3.3 Categories and Items of Travel Constraints 

 

Destination Image Category 

1. The travel distance to Thailand is too long. 

2. The trip to Thailand takes too much time. 

3. Organizing a trip to Thailand is difficult. 

4. Traveling to Thailand for medical treatment is too expensive. 

5. Language barrier is a problem for me. 

6. I feel uncomfortable with the different lifestyle/culture in 

Thailand. 

7. It is difficult to obtain travel document (passport, visa, etc.) to 

Thailand. 

8. Political instability in Thailand makes me feel uncomfortable to 

travel to Thailand. 

9. It is not safe to travel within Thailand. 

10. Information about medical tourism services in Thailand is 

limited. 

11. My family and friends discourage me from traveling to 

Thailand. 

12. It is difficult to find a travel companion to Thailand. 

13. The polluted environment is a major concern. 

14. The standard of hygiene in Thailand is are not adequate. 

15. Thailand is too crowded to comfortably travel within the 

country. 

Structural Constraints 

Structural Constraints 

Structural Constraints 

Structural Constraints 

 

Structural Constraints 

Structural Constraints 

 

Political Constraints 

 

Political Constraints 

 

Political Constraints 

Political Constraints 

 

Political Constraints 

 

Political Constraints 

Environmental Constraints 

Environmental Constraints 

Environmental Constraints 

 

 

Source: Mao, 2008; Chen, Hua & Wang, 2013; Wanlanai Saiprasert, 2011. 
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 3.2.2.5 Destination Satisfaction 

 In this specific study, destination satisfaction refers to the extent of how 

medical tourists felt content or pleasure with medical tourism in Thailand, based upon 

the consequence of the medical tourists’ prior judgment of their expectations in 

comparison to their actual experience. Chiu et al. (2012) and Jani and Han (2013) 

indicated that when customers gain a more desirable experience, it will lead to a 

higher level of satisfaction. Yoon and Uysal (2005) and Mao (2008) suggested that 

using multiple-item measures were necessary in assessing destination satisfaction, 

because it was able to increasingly illustrate the diversity of destination satisfaction. 

Five items were employed to measure the medical tourists’ destination satisfaction, 

including 1) I received quality medical treatment for a reasonable price; 2) The 

medical treatment I received was good value for money; 3) The medical treatment I 

received in Thailand met my expectations; 4) Receiving medical treatment in 

Thailand was a wise decision; 5) Overall, I was satisfied with my medical treatment in 

Thailand. The respondents were asked to rate their satisfaction with their medical 

tourism experience on a 7-point Likert scale, with 1 being strongly disagree and 7 

being strongly agree. 

 3.2.2.6 Destination Loyalty 

 According to Chen and Gursoy (2001), each tourism product should 

have its own measurement variables or constructs. Prior research on customer loyalty 

has shown that recommendations and revisit intentions were frequently used as 

appropriate indicators (Fornell, 1992; Chi & Qu, 2008; Kim, 2010). Mao (2008) wrote 

that the destination loyalty scale measurements used in her research, applied from 

Zeithaml, Berry and Parasuraman (1996), include “say positive things about the 

company (destination), recommend the company, remain loyal to the company, spend 

more with the company and pay a price premium” (Mao, 2008: 98). Destination 

loyalty in this study is defined as the future behavioural intention of medical tourists 

to recommend and revisit Thailand as a medical tourism destination, and their 

willingness to pay more. In this study, eight-item measures were employed to assess 

medical tourist destination loyalty as the dependent construct: recommendation, 

revisiting and willingness to pay more, with the 7-point Likert scales (1 = strongly 

disagree; 7 = strongly agree) (see Table 3.4). 
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Table 3.4 Categories and Items of Destination Loyalty 

 

Destination Loyalty Category 

1. I will recommend medical tourism in Thailand to 

others, including my family and friends. 

2. I will say positive things about Thailand as a 

medical tourism destination. 

3. I will encourage other people to visit Thailand for 

medical tourism. 

4. I will visit Thailand again for further/follow-up 

medical treatment. 

5. I will visit Thailand for medical services in the near 

future. 

6. I always consider Thailand as my first choice for 

medical services outside my country of residence. 

7. I will be willing to pay more for medical treatment 

in Thailand even if the costs increased. 

8. I will continue to visit Thailand for medical 

treatment even if the cost is higher than other 

destinations. 

Recommendation  

 

Recommendation 

 

Recommendation 

 

Revisiting 

 

Revisiting 

 

Revisiting 

 

Willingness to pay more 

 

Willingness to pay more 

 

Source: Chen & Tsai, 2007; Mao, 2008; Kim, 2010; Mechinda et al., 2010; 

 Wanlanai Saiprasert, 2011. 

 

 3.2.3 Content Validity 

 Content validity is used to assess whether the questions are an accurate, and 

measurable instrument in which to measure the specific construct in question. 

Actually, content validity approach dwells in the procedures that are used to develop 

instruments (Nunnally & Bernstein, 1994). This study combined a literature review, 

together with printed and online information and interviews, to ensure the attachment 

of an adequate and representative set of items that extract the concepts of travel 

motivation, destination image, travel constraints, destination satisfaction and 

destination loyalty. 
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 After the development of the survey questionnaire, the content validity of the 

questions was conducted by five experts in medical tourism. They included a doctor, a 

hospital administrator, a director from the Tourism Authority of Thailand, and  

two academics using the Item-Objective Congruence (IOC) Index. A number of 

adjustments were initially made to the questionnaire based upon their 

recommendations. The five experts were then asked to review each item on an 

evaluation form and discuss if specific items were congruent with the stated 

objectives. Scores were then provided to three types of answers to calculate the Item-

Objective Congruence (IOC) index. According to the method stipulated by Rovinelli 

and Hambleton (1977), it indicates that congruent = +1, questionable = 0, incongruent 

= -1. The items with an IOC index higher than 0.5 are considered acceptable, while 

those items with an IOC index lower than 0.5 are removed or revised. In this study, 

almost all items were rated higher than 0.5 on the IOC index, indicating they were 

acceptably congruent with the objectives set. The results of the content validity 

measured by the IOC Index showed a rating of 0.66 - 1.00. The results of the IOC, 

together with comments and suggestions from the experts were the basis for the re-

formulation of the question. Only one item needed to be deleted due to redundancy, 

while an additional question regarding a preferred medical tourism destination was 

added at the suggestion of the experts. 

 

 3.2.4 Reliability 

 A pilot test was conducted to assess the internal consistency of the 

questionnaire items. The first draft of the survey instrument was distributed to 30 

conveniently selected respondents in hospitals and clinics. A reliability assessment 

using Cronbach’s alpha was performed to test the internal consistency of five 

measurements: medical travel motivation (10 items), destination image (48 items), 

travel constraints (15 items), destination satisfaction (5 items) and destination loyalty 

(8 items). The results indicate that the different measurements range from 0.86 – 0.96. 

An alpha of 0.7 or above is considered acceptable as a sound indication of reliability 

(Nunnally & Bernstein, 1994). The alpha values well exceeded the minimum standard 

(0.70) suggested by Nunnally and Bernstein (1994). Based on the results of the pilot 
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test, the final version of the survey instrument was developed. The Cronbach’s alphas 

of each measurement are presented in Table 3.5 

 

Table 3.5 Reliability of the Dimensions Measured with the Instrument 

 

Dimensions Cronbach’s alpha 

Medical Travel Motivation 0.86 

Destination Image 0.96 

Travel Constraints 0.94 

Destination Satisfaction 0.96 

Destination Loyalty 0.94 

 

3.3 Data Collection 

 

3.3.1 Target Population 

 Medical tourism has been a rapid growth industry for Thailand. A VISA and 

Oxford Economics report in 2015, stated that 2.81 million international patients had 

received medical treatment in Thailand. The number of international patients had 

increased by 10.2%. Medical tourism is a large contributor towards Thailand’s 

economy; in 2013, medical tourism generated an estimated USD4.7 billion to 

Thailand (Wanwisa Ngamsangchaikit, 2016b). The target population of this study was 

medical tourists travelling to Thailand in order to receive medical care within selected 

medical service providers in Bangkok, Chonburi and Phuket; these provinces are the 

most popular tourist destinations in Thailand. Due to budgetary and time constraints, 

it was impracticable to study all hospitals and clinics that provide medical services for 

medical tourists. The privacy concerns of patients was another limitation on the study 

in gaining access to data collection. Consequently, Bangkok, Chonburi and Phuket 

were chosen as the most appropriate sites for this study. This is supported by  

the research of Wongkit and McKercher (2013) and Kansinee Kantawongwan, 

Akkarapong Aunthong and Mingsan Kaosa-ard (2016) who state that these locations 

are the most popular destinations in terms of tourism and medical tourism. This 

research was also confirmed by statistics from the National Statistical Office (2016), 
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which states that the top 3 most visited tourist destinations in Thailand were Bangkok, 

Phuket and Chonburi (see Table 3.6). 

 

Table 3.6 Number of International Tourist Arrivals to the Top 3 Most Visited 

Provinces 

 

 2014 2015 (Preliminary) 

Bangkok 18,142,499 19,586,811 

Phuket 7,580,457 9,095,355 

Chonburi 8,459,416 6,803,475 
 

Source: National Statistical Office, 2016. 

 

3.3.2 Sample Size 

 Due to the aforementioned limitations of the study, an accessible sampling, 

which is a non-probability sampling technique (convenience sampling) was used in 

this study. The self-administered questionnaire was distributed to medical tourists 

who traveled to Thailand and received medical services at the selected medical 

service providers in Bangkok, Chonburi, and Phuket. The sample size for developing 

SEM is still a controversial issue among academics. Mao (2008) suggested that the 

resolution of sampling size varies on the statistical approximating accuracy required 

by researchers and the number of constructs. Diamantopoulos and Siguaw (2000) 

suggested that sample size for developing structural equation modeling (SEM) using 

the LISREL program should be 5 – 20 times the number of indicator. Hair et al (2010) 

also suggested that the minimum size is 5 times of indicators or variables. 

Furthermore, the sample size of SEM can be varied to be between 100 and 200 

or larger. Westland (2010) also suggested that the minimal sample size for Structural 

Equation Modeling (SEM) could be calculated with the formula p*(p+1)/2 where p 

denoted the number of indicators. Since the study contained 17 indicators, a sample of 

153 was the minimal size for this study. 
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𝑝
(𝑝+1)

2
  = 17

(17+1)

2
 

     = 153 

 

Table 3.7 The Number of Visits of International Patients to Private Hospitals in

 Thailand, Divided by Region 2013 

 

Region/International 

Patients 

All 

Regions 

Bangkok Central 

Region 

Northern 

Region 

North 

Eastern 

Region 

Southern 

Region 

Total 3,900,200 1,895,600 639,300 175,500 89,800 209,000 

 100% 63.0% 21.2% 5.8% 3.0% 7.0% 

 

Source: National Statistical Office, 2016. 

 

 However, a record of international patients divided by provinces was 

unavailable. Thus, techniques from key informants were utilized in order to predict 

the proportion of medical tourists in the studied areas (see Table 3.8). The proportion 

of sample size divided by the studied areas suggested by key informants is consistent 

with the statistics of the number of visits of international patients to private hospitals 

in Thailand in 2013 (see Table 3.7). 

 

Table 3.8  Proportion of Sample Size Divided by Studied Areas 

 

 Bangkok Chonburi Phuket 

Key informant A 70% 20% 10% 

Key informant B 65% 25% 10% 

Key informant C 70% 20% 10% 

Key informant D 70% 20% 10% 

Key informant E 70% 15% 15% 

Average Percent 69% 20% 11% 
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3.3.3 Survey Procedure 

The survey questionnaire was distributed to medical tourists by selected 

medical service providers in Bangkok, Chonburi and Phuket provinces. With the 

assistance of medical staff and employees of the medical service providers, the self-

administered questionnaire was distributed to medical tourists. All respondents were 

informed that the information collected would be used only for the purpose of this 

research, and that there would be no risk anticipated from participating in the survey. 

Their responses remained anonymous and completely confidential, and their 

participations in the study were strictly voluntary. The survey questionnaire consisted 

of five parts and the respondents were asked to complete and return the questionnaire 

to an assistant. As a result, there were 166 usable responses which exceeded the 

minimal sample size previously set. Moreover, this study consisted of twenty two 

variables (seventeen observed variables, two exogenous and three endogenous 

variables), so in agreement with Diamantopoulos and Siguaw (2000) the sample size 

of this study was 7.55 times the number of variables. Consequently, the sample size  

was an adequate amount for SEM. Table 3.9 shows the proportion of complete 

questionnaires received and divided by study sites. 

 

Table 3.9 The Proportion Set of Usable Questionnaires 

 

 Bangkok Chonburi Phuket Total 

Average Percent 69% 20% 11% 100% 

Usable response 115 33 18 166 

 

3.4 Data Analysis 

 

3.4.1 Descriptive analysis 

Descriptive statistics were conducted to determine mean and standard 

deviation scores on travel motivation, destination image, travel constraints, 

destination satisfaction and destination loyalty. Moreover, frequency and percentage 

distribution were used to analyze demographic information and travel behavior of 

medical tourists. 
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3.4.2 Structural Equation Modeling 

All quantitative analysis techniques will be based on the same survey data. 

The first approach is structural equation modeling (SEM). SEM is a family of 

techniques that tests a so-called structural model, or a set of connected relationships 

that explain a theoretical chain of effects (Byrne, 2016). SEM is distinct from other 

techniques such as multiple regression analysis in that it tests the relationships in the 

model simultaneously, rather than independently. It is also distinct in that the 

goodness of fit can be measured accurately, using established measures that are 

produced during the assessment of the measurement and structural models. As Byrne 

(2016) explains, this means that the goodness of fit indicates whether the proposed 

relationships can be accepted, rather than relying on other factors.  

The SEM approach is a common approach to examining complex models with 

multi-stage relationships (Byrne, 2016). Many of the studies reviewed for the 

literature used SEM as their main analytical approach, taking advantage of the ability 

of the analysis technique to assess complex models (Yoon & Uysal, 2005; Oom De 

Valle et al., 2006; Huang & Hsu, 2009; Yuksel et al., 2010; Kim et al., 2009; Prayag 

et al., 2017). These studies demonstrated that SEM was an effective approach to 

assessing the type of model proposed for the conceptual framework, with multiple 

direct and indirect relationships. This literature support, along with the technical 

aspects of SEM, make it ideal for studying the current research problem. However, 

SEM does have limitations. In particular, it is a confirmatory model, and cannot 

identify new relationships (Byrne, 2016). It also does not distinguish group 

differences, and as a result cannot be used to identify motivation clusters. Thus, 

further analysis techniques are required to fully understand the relationship.  

 The specific SEM analysis technique used in the research is confirmatory 

factor analysis (CFA). CFA is one of two main factor analysis techniques, which 

measure relationships between factors (Brown, 2015). Specifically, “Confirmatory 

factor analysis (CFA) is a type of structural equation modeling (SEM) that deals 

specifically with measurement models-that is, the relationships between observed 

measures or indicators (e.g. test items, test scores, behavioral observation ratings) and 

latent variables or factors (Brown, 2015, p. 1).” The main purpose of using CFA is to 

test a measurement model and assess the proposed internal relationships based on the 
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hypotheses incorporated into a conceptual framework (Brown, 2015). This approach 

makes CFA ideal for testing and assessing a structural model that the researcher can 

specify based on existing research. It can be contrasted to exploratory factor analysis 

(EFA), which is used to organize variable relationships and identify possible 

relationships. Commonly, if a conceptual framework and hypotheses can be specified, 

then CFA is performed first; if the CFA model is insufficiently well fitted based on 

standard measures of goodness of fit, the researcher can then return to EFA to refine 

the model (Byrne, 2016). 

 This research uses CFA because of its strengths at testing the relative strength 

of factors in a full model. As the literature review and conceptual framework 

revealed, there is sufficient existing evidence that the relationships of the variables 

can be predicted. Thus, it is appropriate to use CFA to assess the goodness of fit of the 

proposed model and to determine whether the individual factors are significant or 

insignificant. By measuring the theoretical model simultaneously rather than one 

relationship at a time, CFA also provides a more realistic understanding of the 

interactions of the variables (Brown, 2015). These strengths make it ideal for meeting 

the stated objectives of the research. 

 Although SEM techniques, including CFA, are ideal for testing a full model, 

they do not provide an easy way to differentiate between different groups or sub-

samples. Instead, other techniques are used in order to determine differences between 

groups. For this research, the chi-square test will be used to assess the influence of 

different tourism motivations on factors including destination image, destination 

satisfaction and destination loyalty. Chi-square tests, including the most commonly 

used Pearson chi-square test, typically determine whether the distribution of an 

observed variable is statistically different from a specified distribution (Gravetter & 

Wallnau, 2009). The chi-square test can be used for a variety of different purposes, 

such as determining whether variables are independent, whether a distribution of a 

variable is different from a normal distribution, and whether categorical variables are 

distributed significantly differently than expected (Gravetter & Wallnau, 2009). 

 This research will use chi-square tests for various purposes. First, the chi-

square test will be used as a measure for assessing goodness of fit during the CFA 
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(Brown, 2015; Byrne, 2016). Specifically, 
𝑥2

𝑑𝑓
 (the df ratio) can be used to measure 

goodness of fit. Although this is somewhat outdated compared to other measures, it is 

a useful first pass for assessing goodness of fit (Brown, 2015; Byrne, 2016). Chi-

square will also be used to determine whether there are significant differences 

between categorical data; for example, assessing whether the socio demographic 

distribution of the respondents is uniform or meets another distribution. For this use, 

the null hypothesis is that the distributions are not different; therefore, significance of 

p < 0.05 indicates that the difference is significant (Gravetter & Wallnau, 2009). Chi-

square tests will be one of the main approaches used for segmentation and 

differentiation of the sample based on observed variables identified in the survey. 

 It can be seen that this chapter illustrates and describes the procedure of this 

study consisting of both quantitative and qualitative methods, and providing both 

profoundness and extensiveness in the research findings. In the qualitative phase, data 

was collected and analyzed based on the results of interviews with medical tourism 

experts, and a review of the content within literature, and printed and online 

information related to medical tourism in Thailand. A questionnaire was then 

developed to test both validity and reliability. The survey questionnaire was 

distributed to medical tourists by selected medical service providers in Bangkok, 

Chonburi and Phuket provinces. After the survey procedure was completed, all data 

was analyzed by using descriptive analysis, and a destination loyalty model, building 

on the development of Thailand’s image as a medical tourism destination to establish 

destination loyalty is constructed by using SEM. Subsequent to these findings, it 

would lead to policy recommendations for developing Thailand’s image as a medical 

tourism destination to establish destination loyalty. 



 

CHAPTER 4 

 

RESULTS 

 

The results of the research are presented by objectives of the study in the 

following order: 1) to study Thailand’s image as a medical tourism destination 2) to 

examine the perceptions of medical tourists towards travel motivation, destination 

image, travel constraints, destination satisfaction, and destination loyalty, 3) to 

analyze factors influencing destination loyalty, and 4) to examine the causal 

relationships among the constructs: travel motivation, destination image, travel 

constraints, destination satisfaction, and destination loyalty. 

 

4.1 Thailand’s Image as a Medical Tourism Destination 

 

Gartner (1993) suggested that a tourist destination with strong positive 

characteristics is more likely to be considered and chosen by a tourist to be his/her 

destination. In assessing the perceptions of tourists on destination image, there were 

important issues to be considered including a destination’s attractiveness, the 

positioning of a destination as a tourist destination, and the objectives of the 

measurement on perceived image (Beerli & Martin, 2004b). Consequently, the 

attributes of destination image in this study were extracted from Thailand’s strengths 

as a medical tourism destination. This study adopted Echtner and Ritchie’s (1991) 

method of extracting attributes of destination image. The authors suggested that 

characteristics of a destination image involved components ranging from functional to 

psychological perspectives. 
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Echtner and Ritchie (1993) also indicated that a complete list of destination 

image attributes used to depict the concept of the research is able to be increased by 

using a combination of different procedures such as a literature review, experience 

surveys, insight views, interviews and focus groups. This method was in line with 

data triangulation that involves the use of a variety of data sources to enhance the 

trustworthiness of the study. Triangulation of qualitative data sources means 

“comparing and cross-checking the consistency of information derived at different 

times and by different means within qualitative methods” (Patton, 1999, p. 1195). 

Bramwell and Rawding (1996) also used data triangulation to validate their research 

by using multiple sources including promotional brochures, committee papers and 

structured interviews to capture destination image. Thus, to achieve the objective and 

establish validity in the findings of the study, a literature review of previous studies, 

promotion brochures, newspapers, web sites related to medical tourism in Thailand 

and the semi-structured in-depth interviews of medical tourism experts were 

conducted to understand and capture Thailand’s image as a medical tourism 

destination. 

Shenton (2004) proposes that an additional strategy for increasing credibility 

in the qualitative study is through obtaining multiple viewpoints from key informants, 

operating in different organizations, in order to obtain more comprehensive and 

consistent findings about the phenomena. Key informants of this study were from 

different organizations including an official from the Tourism Authority of Thailand, 

an official of The Ministry of Public Health, two private hospital administrators and a 

doctor. Together, they offered a variety of perspectives and provided verification, 

validity and consistency of data. Decrop, (1999, p. 158) stated that triangulation not 

only promotes confidence in qualitative research, but also has an effect of limiting 

personal and methodological biases, and enhances a study’s generalizability. 

According to the interviews, questions were adopted and adapted from those proposed 

by Echtner and Ritchie (1991): “what are the images of Thailand as a medical tourism 

destination?” and “how would you describe your mood or feeling towards Thailand as 

a medical tourism destination? A content analysis (analyzed literature review and 

interview) was employed in order to group the attributes of Thailand’s image as a 

medical tourism destination into a ‘master list’ (Echtner & Ritchie, 1993, p. 6). 
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Through this process, six categories (themes) of cognitive image/perceptual 

evaluation items and three affective destination image items related to medical 

tourism in Thailand emerged (see Table 4.1). 

Moreover, to achieve a strategy for enhancing confirmability of the findings 

(Lincoln & Guba, 1985), this analyzed data was reviewed and approved by the key 

informants in order to judge and confirm the accuracy and credibility of the results, 

because this analyzed data will be used to identify the important measurement items 

of a destination image construct. In addition, measurement items of a destination 

image construct were assessed for content validity again by another five experts in 

medical tourism industry and academic sectors. A pilot test was also conducted to 

assess the internal consistency of the questionnaire items. The six categories that 

emerged of Thailand’s image as a medical tourism destination include; medical staff, 

facility, reliability, patient support, supporting industries and affective image. These 

categories are discussed as follows: 

 

Table 4.1  Categories and Related Words Extracted from Literature and Interviews 

 

Categories Related words 

Medical staff High quality, experienced, professionalism, certification 

from the US, UK, specialties, subspecialties, reliable 

doctors, great care, friendly, hospitality, polite, courteous  

Facility Modern equipment, high technologies, advanced hospitals 

Reliability Joint Commission International accredited, World class, 

international standard, great reputation, medical hub 

Patient Support Short waiting time, alternative treatment, premium 

services,  

Supporting industries Good accommodation, good food, beautiful tourist 

attractions and culture, visa exemption, fewer entry 

procedure, popular destination, many spa and wellness 

resorts 

Affective image Friendly, trust, affordable, inexpensive  
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 4.1.1 Medical Staff 

 According to Chambers and McIntosh (2008), key dimensions for a 

destination to compete in the medical tourism industry are price, medical expertise, 

the size of their economies and the level of private sector investment in medical 

facilities. While most people have major concerns with price, the significance of 

medical expertise or the skills of physicians cannot be overlooked. Thailand has 

excellent medical care and doctors are well-trained to very high standards, helping to 

make Thailand a leader in medical tourism in this region, with more than two million 

patient visits in 2015 (Kasikorn Research Center, 2016). The high-skilled labour 

available for medical tourism in Thailand is considerably cheaper in comparison with 

developed countries, and they have acquired skills through training and experience. 

Moreover, some physicians who are key players in this industry have received their 

training and board certification from abroad, mainly from developed nations such as 

the United States, the United Kingdom, Germany and Japan; Bangkok’s Bumrungrad 

International Hospital boasts having more than 220 United States board-certified 

physicians (Patients Beyond Borders, 2016). 

 High quality medical professionals are considered as a competitive advantage 

for Thailand (Jutamas Rerkrujipimol & Assenov, 2008; MarketWise, 2010; Siripen 

Supakankunti & Herberholz, 2012). Furthermore, the study of Chomvilailuk and 

Srisomyong (2015) indicated that high standards from well-trained physicians and 

medical staff influenced medical tourists on choosing a destination. Sarika Kasuwan 

and Roschongporn Komolsewin (2014) also pointed out that medical tourists from 

Middle Eastern countries had positive images of qualified, specialized and skilled 

Thai doctors, and that they offered the safest medical procedures. 

 All five interviewees considered the excellent medical qualifications, the 

experience of doctors and the excellent medical services to be the strong image of 

medical tourism in Thailand. For example, key Informant C mentioned that “We have 

high-qualified and expert doctors and most of them were trained and/or received 

certifications abroad. Our service is the best. Patients will have good care before, 

during and after their medical treatment.” This statement was supported by Key 

Informant E who stated “We have highly professional, and experienced medical staff 

in Thailand who provide a high quality of care for patients”. 
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 High quality physicians and medical staff though are not the only key 

performance indicator in generating competitive advantage over their competitors. A 

friendly and hospitable, or “Thai style”, service provided by medical personnel also 

creates strength for Thailand’s medical tourism industry. Thailand is renowned for its 

image as the ‘land of smiles’, and offering a warm welcome to tourists with a unique 

Thai-style hospitality. International patients are treated with attentive care by trained 

and qualified staff. This all contributes to generating confidence and trust among 

international patients, and makes them prefer Thailand as their medical tourism 

destination (Jutamas Rerkrujipimol & Assenov, 2008). As it was stated by Quek 

(2005, p. 31) “Medicine is 10% science and 90% art.” Key Informant A highlighted 

this factor in attracting medical tourists by stating “Our staff are experienced medical 

professionals but they are also heavily focused on being friendly and courteous to 

patients, and their families. It’s an important aspect of the quality care that we provide 

to the medical tourists.” 

 

 4.1.2 Facility 

 In order to serve the needs of an increasing number of medical tourists, 

hospitals in Thailand have adopted advanced medical practices and invested in the 

latest technological equipment to provide state-of-the-art care to their patients. 

Thailand’s international hospitals have developed a reputation for their modern, high-

tech medical equipment, excellent quality medical care and superior hospitality 

services (Horowitz & Rosensweig, 2007). According to the results of the study on the 

marketing potential of medical tourism in Thailand by MarketWise (2010), medical 

tourists satisfaction with medical technologies in Thailand was at a very high level, as 

well as their satisfaction with medical expertise. In addition, leading private hospitals 

in Thailand, such as Bumrungrad International Hospital, Bangkok Hospital and BNH 

Hospital are located in an environment with a great climate and great tourist 

attractions, and offer high technology medical equipment and procedures, and fully 

developed medical facilities. Bumrungrad International hospital also claims that it is 

the first hospital in Asia which utilizes advanced technologies such as “Pharmacy 

Robot”, a drug-dispensing robot (Bumrungrad, 2016a). The advanced medical 
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technologies provided by hospitals in Thailand are considered as an important factor 

in generating competitive advantage (Harryono et al., 2006). 

 In respect of state-of-the-art medical treatment and technologies, Key 

informant D pointed out that “Royal families, rich people and celebrities from our 

neighboring countries: Myanmar, Cambodia and Laos come to Thailand to receive 

medical treatment not because of the cost, but because we have higher potential, more 

skillful doctors and more advanced medical technologies.” Furthermore, Key 

Informant B acknowledged that “In Thailand the hospitals provide highly advanced 

technology and medical practices. This reassures people who seek medical treatments 

and gives them confidence in the medical care we can provide.” 

 Dr. Adele Kulyk, CEO of Saskatchewan-based Global Healthcare 

Connections, Inc., an agency that arranges patient travel to Asia and Central America, 

confirmed that there were two principle reasons why medical tourists seek medical 

treatment in Thailand; “it’s advanced and affordable” (CMAJ, 2014). Hospitals 

provide high-quality equipment to attract their patients, and facilitate and 

accommodate their patients with hotel-like services. An example of Bumrungrad 

International Hospital is illustrated to confirm the approach. Connell (2011, p. 166) 

described Bumrungrad International Hospital’s features: 

  

Concierges wait outside. Limousine service from the airport is available. 

Gentle music wafts through the foyer with its ‘soaring lobby ceilings’, and no 

nurses or doctors are present there…Italian and Japanese restaurants, Au Bon 

Pain, McDonald’s and Starbucks, are all part of the first floor of the hospital. 

 

 With medical tourism, patients experience modern and stylish designed 

hospitals. Bochaton (2015) stated that hospital directors used the term ‘five-star 

hospital’ to identify contemporary features in the design to both the interior and 

exterior of the property. Cohen (2008) also identified that this hotel-like approach is a 

link between medical and tourism. It can be seen that superior tangible and intangible 

services are provided to satisfy medical tourists. 
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 4.1.3 Reliability 

 In order to meet the quality standards which are equal to those in developed 

countries, and to strengthen confidence among international patients, a facility in a 

developing country often relies on accreditation standards (Forgione & Smith, 2006). 

Thus, several hospitals in both the public and private sectors such as Bumrungrad 

International Hospital are accredited by the US-based Joint Commission International 

(JCI). This organization ensures the standards of US hospitals, and Bumrungrad 

International Hospital was the first hospital in Asia to be JCI-accredited since 2002 

(Forgione & Smith, 2006). At present, there are 41 private hospitals in Thailand that 

attain JCI accreditation (Joint Commission international, 2016). The quality of 

Thailand medical services is also certified by additional assurance schemes and 

awards, such as the Thailand Hospital Accreditation program (HA), conducted by the 

Institute of Hospital Quality Improvement and Accreditation, and ISO (Jutamas 

Rerkrujipimol & Assenov, 2008). Currently, according to a report by the Healthcare 

Accreditation Institute (2016), there are 761 public and private hospitals accredited by 

HA. Safety and quality are an important concern among international patients. Key 

Informant A viewed that “Patients can trust us. They have confidence in our medical 

services. Many hospitals in Thailand have many awards and certifications, such as JCI 

and HA to guarantee safety and quality.” Key Informant D added “Medical tourists 

are aware of our excellent reputation in providing medical services, and are aware of 

the international standards that are followed to ensure excellent quality care.” 

Furthermore Key Informant B indicated this image theme that “It is the world class 

facilities and medical care to international standards that we provide which attracts 

medical tourists.” 

 Additionally, the Thai Government considers medical tourism a prime growth 

factor of the economy. The Thai government has driven Thailand's medical tourism 

industry as part of a long-term government strategy, in cooperation with private 

hospitals, to establish the country as the 'health tourism hub of Asia’ since 2004. 

Medical tourism obtains robust and continuous support from the Thai government in 

positioning itself as a medical tourism hub of Asia. They have recently launched their 

strategic plan for developing Thailand as ‘a hub of wellness and medical services over 

a ten year timeframe from 2016-2025’. One of their aims is to elevate the quality of 
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medical care, and encourage private hospitals to achieve JCI accreditation (Thailand 

Board of Investment, 2016). The Thai government agencies, including the Ministry of 

Public Health, the Ministry of Foreign Affairs, the Department of Export Promotion 

and the Tourism Authority of Thailand provide assistance to Thai hospitals by 

organizing promotions such as annual trade shows, exhibitions and seminars to 

promote medical tourism to international markets (Jutamas Rerkrujipimol & Assenov, 

2008). For instance, special medical packages including the Health Check-up 

Package, Dental Services Package and the Fertility Treatment Package, which are the 

most popular medical care options among medical tourists, are created and promoted 

by the Ministry of Public Health and the Ministry of Tourism and Sports to 

enthusiastically serve the foreigners (Department of Health Service Support, 2016). 

 

 4.1.4 Patient Support 

 In addition, medical tourists are facilitated and accommodated with numerous 

supporting services and amenities. Communication between doctors and their patients 

is very important in diagnosing the illness. Miscommunication and misunderstandings 

may occur on behalf of the patient and the care provider (Ben-Natan, Ben-Sefer, & 

Ehrenfeld, 2009). To handle this issue, health care providers targeting medical tourists 

are well-trained for their foreign languages efficiency, especially in English which is 

an important consideration for medical tourists from the United States and much of 

Europe; hospitals such Bumrungrad International Hospital and Bangkok Hospital 

employ translators to serve as a means of effective communication. Thailand’s Phuket 

Hospital provides interpreters in 15 languages and receives about 20,000 international 

patients a year; while the famous Bumrungrad International Hospital in Bangkok 

claims to employ 150 interpreters and all of their staff speak English (Connell, 2006; 

Bumrungrad, 2016b). Bangkok Dusit Medical Services, the largest private hospital 

operator in Thailand, also publicise their patient services: 

 The services offered include interpreters, international insurance coordination 

and international medical coordinators, a referral center, email correspondence, a visa 

extension counter, embassy assistance, airport reception and travel assistance. The 

Company also has 32 overseas referral offices in 17 countries. (Bangkok Dusit 

Medical Services, 2016) 
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 It shows that medical tourists are promised great care before, during and after 

their medical treatment. Key Informant E also acknowledged the importance of 

providing first-class care for patients, stating that “About value for money, it doesn’t 

mean that our medical costs are cheap, because as you know India is cheaper than us, 

but it’s about what international patients obtain from our services compared to the 

money they spend, and they think it’s worthwhile.” Key Informant C stressed the 

importance of high levels of patient support, stating “We look to provide an 

outstanding level of patient support tailored to suit the individual needs of medical 

tourists. The medical facilities provide premium medical and patient support services, 

from professional care to excellent administration and translation services.” 

 Furthermore, some patients, particularly those undergoing plastic surgery, sex 

change procedures, and drug rehabilitation, decide to go to offshore medical 

destinations because they have more confidence in their privacy and confidentiality 

(Horowitz, Rosensweig, & Jones, 2007). Connell (2011) also mentioned that medical 

tourists who undergo sex change procedures may prefer having treatment and 

convalescence in Thailand, because it is far away from their home and their standard 

daily life. 

 

 4.1.5 Supporting Industries 

 Another factor generating competitive advantage for Thailand are the 

country’s supporting industries. Thailand is well-known as a popular tourist 

destination and its reputation has boosted medical tourism to the extent that tourism 

provides a partial basis for medical tourism (Burkett, 2007; Connell, 2006). 

Moreover, some of the higher-status hospitals such as Phuket Hospital and Bangkok 

Dusit Medical Services, with hospitals in Phuket and Koh Samui, Hua Hin, Pattaya, 

Trat, and Chiang Mai, are located in the most important tourist destinations (Connell, 

2011; Bangkok Dusit Medical Services, 2016). Supporting industries, which include 

accommodation, natural and cultural tourist attractions, spas and wellness resorts and 

food and tourism activities such as shopping and dining, generate positive impacts in 

developing a medical tourism industry, in that these create familiarity and the supply 

of basic infrastructure (Connell, 2011). He also states that if medical tourists are able 

to take a long time to travel to a destination, they are supposed to be strong enough to 
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do some tourism activities. Along with the research of Anon (2010), the study found 

that 85% of international patients at Bumrungrad International Hospital and / or their 

companions participated in tourism activities, such as visiting tourist attractions, 

dining or experiencing local culture. 

 Thailand also provides modern and convenient infrastructure and 

superstructure, such as roads, airports and transportation. In support of these clear 

advantages, the current minister for tourism and culture in India accepts that India’s 

neighbouring countries, including Malaysia and Thailand, offer better hotels and 

transportation systems at lower rates (Ravichandran & Suresh, 2010). Previous studies 

confirmed that Thailand has advantages over their competitors, such as tourism 

attractions, tourism products and transportations (Bumrung Amnatcharoenrit, 2012; 

Supankankunti & Herberholz, 2012; Nattapat Manirochana & Narasri Vivanichakul, 

2016).  

 The importance of the supporting industries as one of the image themes of 

Thailand’s image as a medical tourism destination was mentioned by the most of key 

informants. Key Informant D gave an opinion about the supporting industries, stating 

that “After their treatment, they need recuperation and follow-up. They need hotels or 

resorts to stay and food to eat. Thailand is their destination because we can provide 

them this stuff.” This is also asserted by Key informant C that “low cost and quick 

service, after dental treatment, many patients can enjoy their tourism activities such as 

shopping, going to the beach and visiting tourist attractions.” Furthermore, Key 

Informant E stressed the benefits that Thailand’s supporting industries can provide to 

medical tourists, declaring “In addition to the outstanding range and quality of 

accommodation that can be arranged, Thailand offers beautiful tourist attractions and 

unique cultural events for the medical tourists to experience after they have received 

their medical procedures. This combination of medical treatment and recuperation 

helps with their recovery.” 

 Noticeably, it is not only international patients who can gain benefits from the 

tourism industry, but their companions are also able to enjoy tourism activities. Dr. 

Prapa Wongpat, president of the Thai Medical and Wellness Tourism Association, 

stated that revenue generated by medical tourists and their companions has a spillover 

effect into other businesses including accommodation, transportation, shopping and 
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restaurants (Kanchana Ayuwattanachai, 2015). According to the Kasikorn Research 

Center (2012), 670,000 companions of international patients provided an income of 

17,500 million baht for Thailand in 2012. The approximate revenue from medical 

tourism was 140,000 million baht which flowed into private hospitals, the tourism 

industry and spas and Thai massage. Anchan NaRanong and Viroj NaRanong (2011) 

asserted that the expenditure of medical tourists’ companions on accommodation, and 

participating in tourism activities was equal to the expenditure of medical tourists. 

Consequently, supporting industries are significant factors in attracting both medical 

tourists and their companions. 

 Additionally, Wong, Velasamy and Arshad (2014) discussed the strengths of 

Thailand’s medical tourism industry, and highlighted how easy it is for medical 

tourists to access Thailand, in comparison with their competitors, because most 

visitors can apply for a visa on arrival. Besides, since January 2013, Thailand has 

relaxed its immigration law to boost up the number of medical tourists. The new 

regulation allows medical tourists from the GCC (Gulf Cooperation Council) 

including Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, and The United Arab 

Emirates to stay in Thailand for medical treatment for up to 90 days without a visa 

(MyMedHoliday, 2016). It can be seen that Thailand has beneficial procedures that 

support and strengthen Thailand’s image as a medical tourism destination. 

 

 4.1.6 Affective Image 

 Affective image in this study refers to medical tourists feelings about Thailand 

as a medical tourism destination. Three affective destination image items were applied 

to this study from research by Baloglu and McCleary (1999), Baloglu and 

Mangaloglu (2001) and Mao (2008). Furthermore, Baloglu and Brinberg (1997) 

indicate that to understand the affective component of destination image, four bipolar 

scales (sleepy-arousing, unpleasant-pleasant, gloomy-exciting, and distressing-

relaxing) could also be exploited. Additional attributes of Thailand’s image as a 

medical tourism destination were also extracted from the literature review and from 

interviews with numerous medical tourism experts in Thailand, based on the question 

“how would you describe your mood or feeling towards Thailand as a medical 

tourism destination? It was found that the most frequently mentioned words by the 
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key informants were “affordable /inexpensive/reasonable prices, friendly/Thai 

hospitality/nice, and reliable/trustworthy.” Consequently, three further attributes; 

inexpensive, friendly and trustworthy, represented as affective image of Thailand as a 

medical tourism destination were used as measurement items in the study. It is also 

necessary for this study to assess both the cognitive and affective components of 

destination image. Aziz and Zainol (2011) state that this creates a better 

understanding of destination image as a whole, and helps in understanding the 

specific context and characteristics of Thailand’s destination image as a medical 

tourism location. 

 Nevertheless, there are several challenges that affect Thailand’s image as a 

medical tourism destination. One of the biggest obstacles that the medical tourism 

industry must face is the challenge of convincing distant potential patients that 

medical care in relatively poor countries is comparable with the medical care 

available in their home countries, in terms of outcome and safety standards. Although 

some third-world countries are destinations for medical tourism, this does not 

necessarily imply inferior medicine (Bies & Zacharia, 2007). This statement is 

consistent with the research of Jutamas Rerkrujipimol and Assenov (2008), who 

found that many comments from Western based individuals, who responded to a 

survey, still consider Thailand as a developing country, especially those individuals 

who had not previously visited Thailand.  

 Furthermore, it should be accepted that Thailand faces the problem of a 

negative image in respect to the political instability which has occurred during recent 

years. Patients are attracted to facilities that are located in countries with stable 

political environments (Smith & Forgione, 2007). Typically, both regular tourists and 

medical tourists are highly sensitive to political situations of the countries they plan to 

visit. With an unfavorable political climate, it makes Thailand a less desirable 

destination for both types of tourists. An additional concern is the cultural and 

language barriers that can exist. While English is a widely spoken language in 

Singapore and India, language communication skills are considered a persistent 

problem in Thailand, with most concerns over language communication skills lying 

with the nursing, reception and other relevant staff. This challenge for Thailand to 

overcome is acknowledged by the research of Jutamas Rerkrujipimol and Assenov 
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(2008). These are challenges which need to be handled, but they can be minimized if 

the positive image outweighs any negative impacts. 

 To summarize, being a medical hub of Asia, Thailand needs to create 

competitive advantages over its rivals for medical tourists, such as Singapore, 

Malaysia and India. To achieve their goal, Thailand must provide superior products 

and services, and must develop a positive image as a medical tourism destination to 

attract their target markets. It is very important to identify which image is right for the 

target market. Hence, these emerging destination image attributes will be measured in 

order to clarify the value of each attribute, and how they relate to other constructs is 

discussed in the next objectives. 

 

4.2 The Perceptions of Medical Tourists towards Travel Motivation, 

Destination Image, Travel Constraints, Destination Satisfaction and 

Destination Loyalty 

 

 The aim of this research is to survey the medical tourists' perceptions on travel 

motivation, destination image, travel constraints, destination satisfaction, and 

destination loyalty. This section presents the data analysis and findings. In presenting 

the findings, the researcher divided the presentation into two sections as follows. 

 4.2.1 The Descriptive Statistics Illustrates Respondents’ Demographics 

(Medical Tourists Information) 

 4.2.2 The Level of Perceptions on the Factors (Travel Motivation, Destination 

Image, Travel Constraints, and Destination Satisfaction) affecting the Destination 

Loyalty and Factors of Destination Loyalty 

 

 4.2.1 The Descriptive Statistics Illustrates Respondents’ Demographics 

(Medical Tourists Information) 

 Analysis of the statistics of the respondents. In this section, the researcher 

divided the data attributes of medical tourists into two parts: 1) Information on 

gender, age, marital status, nationality and country where they live; monthly income 

and occupation. 2) Medical travel information, including types of medical service 

they are seeking; having any health or medical insurance coverage for this type of 
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treatment; the most important sources of information that have supported the decision 

to select medical services in Thailand, and the preferred medical tourism destinations 

they will choose to travel to for medical treatment. The data analysis is shown in 

tables 4.2 to 4.5. 

 The primary purposes of this section were to examine the structures of a set of 

measurement items used in the proposed study framework, and to reduce the number 

of measurement items using exploratory factor analysis (EFA). Specifically, EFA was 

performed to assess the quality of the measurement items in the underlying 

dimensions. This step was regarded as importance to assess whether any measurement 

items were identified into appropriate conceptualized dimensions, and to delete 

inappropriate items, which could not be loaded into the proposed dimension or had 

low item-to-total correlations. 

 

Table 4.2 Number and Percentage of Samples (Medical Tourists) by Population 

 Characteristics 

 

 Number % 

Gender   

 Male    75 45.18 

 Female 91 54.82 

Total 166 100.00 

Marital Status   

 Single 93 56.02 

 Married / Living together 59 35.54 

 Divorced/Widowed/Separated 14 8.43 

Total 166 100.00 

Age   

 Under 20 years  7 4.22 

 20 - 29 years    61 36.75 

 30 - 39 years  50 30.12 

 40 - 49 years    29 17.47 

 50 - 59 years 11 6.63 

 60 and above 8 4.82 

Total 166 100.00 

Region of residence (nationality)   

 Africa     6 3.61 

 African 2 1.21 
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Table 4.2  (Continued) 

 

 Number % 

 Chinese 

                Moroccan 

1 

1 

0.60 

0.60 

 Nigeria 1 0.60 

 South African 1 0.60 

 Asia    93 56.02 

 Brunei 3 1.81 

 Burmese 6 3.61 

 Cambodian 1 0.60 

 Chinese 23 13.85 

 Hong Kong 2 1.20 

 India 3 1.81 

 Indonesia 4 2.41 

 Iranian 2 1.20 

 Israeli 1 0.60 

 Japanese 25 15.09 

 Korean 3 1.81 

 Laos 6 3.61 

 Malaysian 2 1.20 

 Philippines 5 3.01 

 Singapore 1 0.60 

 Taiwanese 2 1.20 

 UAE 3 1.81 

 Vietnamese 1 0.60 

 Europe    37 22.29 

 British/ English 12 7.25 

 Denmark 1 0.60 

 Dutch 6 3.61 

 French 2 1.20 

 German 3 1.81 

 Irish 2 1.20 

 Italian 

 Maltese 

1 

1 

0.60 

0.60 

 Scottish 5 3.01 

 Spanish 3 1.81 

 Turkish 1 0.60 

 Oceania   9 5.42 

 Australian 8 4.82 

 New Zealand 1 0.60 
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Table 4.2  (Continued) 

 

 

 The demographics of the respondents (medical tourists) were shown in Table 

4.2. The majority of the 166 respondents, 54.82%, were females, 56.02% were single, 

and 35.54% were married or lived together with a partner. 36.75% of the samples 

were between 20-29 years of age, while 30.12% of respondents were between 30-39 

years of age. The majority of the medical tourists were from Asia (56.02%). The 

 Number % 

 The Americas  21 12.65 

 American 21 12.65 

Total 166 100.00 

Education   

 High school or below 18 10.84 

 College Diploma 20 12.05 

 Bachelor degree 87 52.41 

 Postgraduate degree or above 34 20.48 

Total 166 100.00 

Annual Household Income (US Dollar)   

 Under 20,001 USD 45 27.11 

 20,001 - 40,000 USD 46 27.71 

 40,001 - 60,000 USD 36 21.69 

 60,001 - 80,000 USD 21 12.65 

 80,001 – 100,000 USD 7 4.22 

 100,001 USD – and above 11 6.63 

Total 166 100.00 

Occupation   

 Professional / technical (e.g. teacher, lawyer, 

engineer, etc.)  

33 19.88 

 Administrative / Management 

 Company employees 

22 

36 

13.25 

21.69 

 Production/ Manufacturing 6 3.61 

 Agriculture workers 8 4.82 

 Government official / Military  7 4.22 

 Housewives 2 1.20 

 Students 25 15.06 

 Retired   1 0.60 

 Self-employed 19 11.45 

 Unemployed  4 2.41 

 Other  3 1.81 

Total 166 100.00 
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principle medical tourists from Asia were Japanese (15.09%) and Chinese (13.85%). 

The second largest group were from Europe who totaled a combined 22.29% of 

respondents. The largest individual nationality from Europe was British medical 

tourists who made up 7.25% of the respondents. As a group, 52.41% of the 

respondents had received a bachelor degree and 20.48% had received a postgraduate 

degree. A total of 27.71% of the respondents received an annual household income of 

between 20,001 - 40,000 USD, and 27.11% of them received less than 20,001 USD. 

The majority worked as company employees (21.69%), followed by a professional or 

technical career (e.g. teacher, lawyer, engineer, etc.) (19.88 %). 

 

Table 4.3 Number and Percentage of Samples According to Medical Travel

 Information 

 

Medical Travel Information number percentage 

Types of medical service you are seeking for   

General treatment (e.g. checkup, flu, food poisoning, etc.) 78 46.99 

General surgery    15 9.04 

Dental treatment    29 17.47 

Cosmetic / Plastic surgery   10 6.02 

Cardiovascular care (Heart treatment) 2 1.20 

Orthopedic service (Joint, spine, sports medicine, etc.) 5 3.01 

Eye Treatment Service / Lasik   14 8.43 

Skin Treatment Service  13 7.83 

Total 166 100.00 

Having any health or medical insurance coverage on this 

type of treatment 

  

Yes, in my country (full or partial coverage) 89 53.61 

Yes, in Thailand (full or partial coverage) 37 22.29 

No, medical insurance coverage 40 24.10 

Total 166 100.00 

 

 The medical travel information in Table 4.3 highlights the types of medical 

service that the respondents were seeking. The majority of the sample, 46.99%  

(n= 78) were seeking general treatment (e.g. checkup, flu, food poisoning, etc.). 

17.47% (n= 29) of respondents were looking for dental treatment and 9.04% (n=15) 
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for general surgery. The majority of the tourists, 53.61% (n= 89) had health or 

medical insurance coverage in their home country (full or partial coverage) while 

22.29% (n= 37) had medical insurance coverage in Thailand. However, 24.10% (n= 

40) did not have any health or medical insurance coverage for their treatment. 

 

Table 4.4 Ranking of Medical Tourism Information Sources 

 

Sources Of Information Scores Total 

Scores 

(weighted) 

Rank 

1st selected 2nd selected 3rd selected 

Advice of doctor/physician in your 

country 

27 23 29 156 2 

Word-of-mouth from friends or 

relative 

48 40 15 239 1 

Medical tourism intermediary’s 

website  

17 7 20 85 5 

Website of hospitals in Thailand 15 21 18 105 3 

On-line medical communities 11 20 21 94 4 

Medical tourism blog 10 8 11 57 9 

Reading the testimonies of other 

patients who had surgery abroad 

9 9 14 59 8 

Travel agent 5 15 8 53 10 

News/advertisement on 

Magazine/television/newspaper 

11 15 19 82 6 

Previous visit 11 8 11 60 7 

Others 2 0 0 6 11 

Total 166 166 166   

 

 Table 4.4 shows the information sources used by medical tourists for decision 

making about selecting medical services in Thailand. The passing of information from 

person to person by oral communication, or word-of-mouth from friends or relatives 

was ranked 1st (the highest total scores 239). The second highest ranked factor was 

advice from a doctor / physician in their country, while the third highest ranked factor 

was the website of hospitals in Thailand. 
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Table 4.5 Ranking of the Preferred Medical Tourism Destinations 

 

Medical Tourism 

Destinations 

Scores Total 

Scores 

(weighted) 

Rank 

1st selected 2nd selected 3rd selected 

Thailand  78 33 22 322 1 

Singapore 15 43 30 161 3 

Malaysia 2 9 25 49 6 

India 9 11 12 61 5 

South Korea 18 28 19 129 4 

Taiwan 0 5 5 15 10 

Mexico 2 5 4 20 9 

Brazil 3 2 10 23 8 

Turkey 1 3 3 12 11 

United States 35 18 28 169 2 

Others 3 9 8 35 7 

Total 166 166 166   

 

 Table 4.5 presents the preferred medical tourism destinations that medical 

tourists would choose to travel to for their medical treatment. Thailand was the 1st 

rank (the highest total scores 322). The second destination was the United States, and 

the third one was Singapore. 

 

 4.2.2 The Level of Perceptions on the Factors: Travel Motivation, 

Destination Image, Travel Constraints, and Destination Satisfaction 

Affecting the Destination Loyalty and Destination Loyalty Factors 

 According to the level of perceptions of the sample, there were four factors 

affecting destination loyalty, namely travel motivation, destination image, travel 

constraints, and destination satisfaction, as shown in Table 4.7 to 4.10. The levels of 

perceptions on the destination loyalty are shown in table 4.11.  

 The point average was calculated using the formula: (highest point - lowest 

point) / number of intervals (Wichit U-On, 2007, p. 270). After substituting the 

values, the equation (7-1) / 7, gave the result of the interval range as 0.86. The 



111 

translation criteria of the point of average toward the interval scale was as shown in 

Table 4.6. 

 

Table 4.6  The Interpretation Criteria of Point Average towards Interval Scale 

 

Points average Translation Criteria 

6.15 – 7.00 Strongly agree 

5.29 – 6.14 agree 

4.43 – 5.28 Somewhat agree 

3.57 – 4.42 Neutral 

2.71 – 3.56 Somewhat disagree 

1.85 – 2.70 Disagree 

1.00 – 1.84 Strongly disagree 

 

Source: Wichit U-On, 2007, p. 270. 

 

Table 4.7  The Interpretation Criteria of Point Average towards Interval Scale 

 

No Variables/Criteria Mean( ) S.D. Meaning 

 Push Motivation    

1 Avoiding long wait times for medical 

treatment in your country of residence 

4.57 1.49 Somewhat Agree 

2 Lower cost of medical treatment than your 

country of residence 

4.97 1.47 Somewhat Agree  

3 Availability of medical treatment that is not 

allowed in your country. 

4.43 1.54 Somewhat Agree 

4 Types of medical procedures and services not 

covered by medical insurance in your country 

of residence 

4.64 1.38 Somewhat Agree 

5 Preference of privacy and confidentially. 4.72 1.35 Somewhat Agree 

 Push Motivation 4.67 1.06 Somewhat Agree 

6 An opportunity for person who has limited or 

no medical insurance in his/ her country. 

4.82 1.38 Somewhat Agree 
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Table 4.7  (Continued) 

 

No Variables/Criteria Mean( ) S.D. Meaning 

7 An exotic destination for relaxation and 

recuperation after medical treatment 

4.81 1.40 Somewhat Agree 

8 The ability to combine medical service 

with a vacation. 

5.04 1.41 Somewhat Agree 

9 Various types and availability of 

medical services. 

5.19 1.27 Somewhat Agree 

10 Good value for money 5.37 1.37 Agree 

 Pull Motivation 5.05 1.06 Somewhat Agree 

 Overall 4.86 0.99 Somewhat Agree 

 

 Table 4.7 highlights that overall, the medical tourists somewhat agreed with 

all of the medical travel motivational factors ( = 4.86). Likewise in each factor they 

somewhat agreed with pull motivation and push motivation. ( = 5.05 and  = 4.67)  

 In respect of the push motivation factors, the ‘Lower cost of medical treatment 

than your country of residence’ was rated at the highest mean ( = 4.97). This was 

followed by ‘Preference of privacy and confidentially’ (  = 4.72), ‘Types of medical 

procedures and services not covered by medical insurance in your country of 

residence’ (  = 4 .64) ,  and ‘Availability of medical treatment that is not allowed in 

your country’ ( = 4.43). 

 In respect of the pull motivation factors, the ‘Good value for money’ was rated 

at the highest mean ( =5.37). This was followed by the ‘Various types and 

availability of medical services’ ( =5.19), ‘The ability to combine medical service 

with a vacation’ ( =5.04), and ‘An opportunity for person who has limited or no 

medical insurance in his/ her country’ ( =4.82). 
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Table 4.8 Level of Perceptions towards Destination Image (Image of Thailand as a 

  Medical Tourism Destination) Factors 

 

No Variables/Criteria Mean( ) S.D. Meaning 

 Medical Staff    

1 Highly qualified and experienced doctors 5.19 1.28 Somewhat Agree 

2  A globally renowned reputation for the 

doctors and medical staff in Thai hospitals 

5.16 1.22 Somewhat Agree 

3 Availability of specialty and sub-specialty 

doctors 

5.23 1.16 Somewhat Agree 

4  Knowledgeable and skillful doctors and 

medical staff in Thai hospitals 

5.25 1.19 Somewhat Agree 

5 The willingness and ability of  medical staff 

and hospital employee in providing a quality 

service  

5.35 1.16 Agree 

6 Medical staff who have good 

communication skills 

4.93 1.30 Somewhat Agree 

7 Medical staff and hospital employees who 

are consistently courteous and respectful 

5.27 1.21 Somewhat Agree 

8 Hospital employees who provide a fast and 

courteous response to questions and 

concerns 

5.06 1.25 Somewhat Agree 

 

 Medical Staff 5.18 0.97 Somewhat Agree 

 Facility    

9 Advanced medical facilities that meet 

international standards 

5.34 1.19 Agree 

10 High levels of security and personal safety 

while availing the hospital facilities 

5.12 1.26 Somewhat Agree 

11 Extensive hospital amenities (cafeteria, 

public phone, minimart, etc.) 

5.28 1.36 Somewhat Agree 

12 Ease of accessibility from your country of 

residence 

4.97 1.34 Somewhat Agree 

13 Healthy and clean hospital environments 5.17 1.26 Somewhat Agree 

 Facility 5.18 1.05 Somewhat Agree 
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Table 4.8 (Continued) 

 

No Variables/Criteria Mean( ) S.D. Meaning 

 Reliability    

14 International hospital accreditation  5.20 1.29 Somewhat Agree 

15 Thailand is the Medical Hub of Asia  4.96 1.26 Somewhat Agree 

16 A Strong reputation for professionalism and 

exceptional services 

5.23 1.21 Somewhat Agree 

17 Medical treatment in Thailand is trustworthy 5.21 1.12 Somewhat Agree 

 Reliability 5.15 1.03 Somewhat Agree 

 Patient Support    

18 Ease of medical treatment arrangement 5.09 1.13 Somewhat Agree 

19 A short waiting time for examination by 

doctors 

4.98 1.37 Somewhat Agree 

20 Arrangement for language interpretation 

service 

4.95 1.28 Somewhat Agree 

21 The hospital’s attention to patient’s privacy, 

confidentiality and disclosure 

5.12 1.17 Somewhat Agree 

22 The hospital has acceptable protection 

against medical malpractice and liability 

4.89 1.21 Somewhat Agree 

23 Choice of holistic and alternative treatments 5.03 1.14 Somewhat Agree 

24 Excellent recreational services offered 

during the period of therapy 

5.02 1.18 Somewhat Agree 

 Patient Support 5.01 0.93 Somewhat Agree 

 Supporting Industries    

25 Ease of visa and immigration procedures 4.91 1.31 Somewhat Agree 

26 Thailand offers extensive accommodation 

options for all budgets 

5.06 1.27 Somewhat Agree 

27 A variety of tourists attractions 5.34 1.34 Agree 

28 A variety of quality international and local 

food 

5.35 1.40 Agree 

29 Numerous spa and health resorts for 

relaxation and recovery  

5.38 1.31 Agree 

30 Good shopping opportunities 5.49 1.34 Agree 

31 Quality of infrastructure throughout the 

country 

5.06 1.28 Somewhat Agree 
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Table 4.8 (Continued) 

 

No Variables/Criteria Mean( ) S.D. Meaning 

32 An extensive and efficient local 

transportation system 

5.01 1.43 Somewhat Agree 

 Supporting Industries 5.20 1.00 Somewhat Agree 

 Thailand Destination Image in General    

33 Beautiful scenery and natural attractions 5.58 1.42 Agree 

34 A good year-round climate 5.01 1.46 Somewhat Agree 

35 Interesting cultural attractions  5.64 1.28 Agree 

36 Interesting historic attractions 5.51 1.33 Agree 

37 An unpolluted and pristine environment 4.81 1.50 Somewhat Agree 

38 Good nightlife and entertainment 5.40 1.36 Agree 

39 Personal safety 4.61 1.41 Somewhat Agree 

40 Good hygiene and standards of cleanliness 4.81 1.40 Somewhat Agree 

41 Interesting and friendly people 5.54 1.25 Agree 

42 Political stability 4.30 1.64 Neutral 

 Thailand Destination Image in General 5.12 0.98 Somewhat Agree 

 Affective Image    

43 Relaxing  5.57 1.45 Agree 

44 Pleasant  5.52 1.38 Agree 

45 Exciting  5.35 1.42 Agree 

46 Inexpensive 5.51 1.38 Agree 

47 Friendly 5.80 1.33 Agree 

48 Trustworthy 5.46 1.35 Agree 

 Affective Image 5.54 1.23 Agree 

 Overall 5.19 0.87 Somewhat Agree 

 

 Table 4.8 revealed that medical tourists overall level of perceptions on the 

destination image factors, fall in the moderately high level ( = 5.19). From the 

overall factors, it was found that the level of destination image factors in ‘affective 

image’ was high with the average of 5.54. The ‘supporting industries’, ‘medical staff’, 

‘facility’, ‘reliability’, ‘Thailand destination image in general’ and ‘patient support’ 

were in the somewhat agreed level, which were moderately high, 5.20, 5.18, 5.18, 

5.15, 5.12, and 5.01 respectively. 
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 In respect to the ‘medical staff’, it was found that medical tourists had overall 

somewhat agreed. The maximum average was on ‘the willingness and ability of 

medical staff and hospital employees in providing a quality service’ (  = 5.35). This 

was followed by ‘medical staff and hospital employees who were consistently 

courteous and respectful’ (  = 5.27), and ‘knowledgeable and skillful doctors and 

medical staff in Thai hospitals’ (  = 5.25). These two items were on a moderately 

high level. The rather agree was on ‘the medical staff who have good communication 

skills’ (  = 4.93). 

 In respect to ‘the facility’, the survey showed that medical tourists had 

relatively high level of perceptions. ‘The advanced medical facilities that met 

international standards’ was the highest graded factor (  = 5.34). This was followed 

by ‘extensive hospital amenities (cafeteria, public phone, minimart, etc.)’ (  = 5.28), 

and ‘healthy and clean hospital environments’ (  = 5.17), for which the agreement 

was quite high. The final sequence, which was also in the moderately high level, was 

‘the ease of accessibility from your country of residence’ (  = 4.97).  

 The perceptions towards the reliability items were moderately high. They 

highest level was on ‘the strong reputation for professionalism and exceptional 

services’ (  =5.23), followed by ‘the medical treatment in Thailand is trustworthy’   

(  =5.21), and ‘international hospital accreditation’ (  = 5.20). ‘Thailand is the 

medical hub of Asia’ was at the least agreed statement (  = 4.96) in the criteria. 

 For each item of the patient support, medical tourists had moderately high 

level of perceptions. The maximum agreed was on the ‘hospital's attention to patient's 

privacy, confidentiality and disclosure’ (  = 5.12). This was followed by ‘the ease of 

medical treatment arrangements’ (  =5.09), and ‘choice of holistic and alternative 

treatments’ (  = 5.03). The least agreed statement, but at the average level was on 

‘the arrangement for language interpretation service’ (  = 4.95). 

 Considering each item of the supporting industries, it was found that medical 

tourists’ perceptions were on massive scale. The most agreed statement was on ‘the 

good shopping opportunities’ (  = 5.49). This was followed by ‘numerous spa and 

health resorts for relaxation and recovery’ (  = 5.38), and ‘a variety of quality 



117 

international and local food’ (  = 5.35). The least agreed statement, but at the 

average level, was on ‘the ease of visa and immigration procedures’ (  = 4.91). 

 It was found that each item of the Thailand destination image in general was 

all agree to a large extent in moderately high level. The medical tourists had 

maximum agreed on ‘cultural attractions’ (  = 5.64), followed by ‘the beautiful 

scenery and natural attractions’ (  = 5.58) and ‘interesting and friendly people’ (  = 

5.54). The average level was on ‘political stability’ (  = 4.30). 

 When considering the sides in each of ‘the affective image’, medical tourists 

had level of perceptions on high levels in all items. The maximum was on ‘friendly’    

(  = 5.80), followed by ‘relaxing’ (  = 5.57) and ‘pleasant’ (  = 5.52), while the 

least agree was on ‘exciting’ (  =5.35). 

 

Table 4.9 Level of Perceptions towards Travel Constraint Factors 

 

No Variables/Criteria Mean( ) S.D. Meaning 

 Structural Constraint    

1 The travel distance to Thailand is too 

long. 

4.10 1.50 Neutral 

2 The trip to Thailand takes too much time.    4.19 1.44 Neutral 

3 Organizing a trip to Thailand is difficult.   3.88 1.57 Neutral 

4 Traveling to Thailand for medical 

treatment is too expensive.  

4.07 1.49 Neutral 

5 Language barrier is a problem for me.  4.49 1.54 Somewhat Agree 

6 I feel uncomfortable with the different 

lifestyle/culture in Thailand. 

3.84 1.67 Neutral 

 Structural Constraint 4.10 1.25 Neutral 

 Political Constraint    

7 It is difficult to obtain travel document 

(passport, visa, etc.) to Thailand.  

3.63 1.69 Neutral 

8 Political instability in Thailand makes 

me feel uncomfortable to travel to 

Thailand. 

3.95 1.56 Neutral 
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Table 4.9 (Continued) 

 

No Variables/Criteria Mean( ) S.D. Meaning 

9 It is not safe to travel within Thailand. 3.69 1.58 Neutral 

 Political Constraint 3.76 1.40 Neutral 

 Personal Constraint    

10 Information about medical tourism 

services in Thailand is limited. 

4.07 1.58 Neutral 

11 My family and friends discourage me 

from traveling to Thailand. 

3.53 1.66 Somewhat Disagree 

12 It is difficult to find a travel companion 

to Thailand. 

3.63 1.67 Neutral 

 Personal Constraint 3.74 1.46 Neutral 

 Environment Constraint    

13 The polluted environment is a major 

concern. 

4.28 1.47 Neutral 

14 The standard of hygiene in Thailand is 

not adequate. 

4.30 1.41 Neutral 

15 Thailand is too crowded to comfortably 

travel within the country 

4.02 1.57 Neutral 

 Environment Constraint 4.20 1.31 Neutral 

 Overall 3.98 1.21 Neutral 

 

 Table 4.9 showed the overall level of perceptions of the medical tourists on 

travel constraint factors were moderate (= 3.98). It was found that the perceptions 

on each item of the image travel constraint factors in the environment, structural, 

political, and personal constraint were moderate, with the average of 4.20, 4.10, 3.76, 

and 3.74, respectively. 

 For ‘the structural constraint’, medical tourists expressed their overall level of 

perceptions on the moderate. The opinion on ‘the language barrier is a problem for 

me’ was the highest (= 4.49). The minor items which were moderate were ‘the trip 

to Thailand takes too much time’ (=4.19), and ‘the travel distance to Thailand is 

too long’ (= 4.10). The last item was also moderate was ‘the organizing a trip to 

Thailand is difficult’ (= 3.88). 
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 Medical tourists showed their perceptions towards ‘the political constraint’ in 

moderate, in every item. By the agreed maximum was on ‘political instability in 

Thailand makes me feel uncomfortable to travel to Thailand.’ (= 3.95), followed by 

‘it is not safe to travel within Thailand.’ (= 3.69), and ‘it is difficult to obtain travel 

document (passport, visa, etc.) to Thailand’ (= 3.63).  

 For ‘the personal Constraint’, it was found that medical tourists agreed on the 

moderate level. By the agreed maximum was on the ‘information about medical 

tourism services in Thailand is limited.’ ( = 4.07), followed by ‘it is difficult to find 

a travel companion to Thailand.’ ( = 3.63), and ‘my family and friends discourage 

me from traveling to Thailand,’ ( = 3.53), respectively. 

 Considering all items in the environment constraint, medical tourists’ 

perceptions were on moderate. The agreed maximum was on ‘the standard of hygiene 

in Thailand is are not adequate.’ ( = 4.30), followed by ‘the polluted environment is 

a major concern.’ ( = 4.28), and ‘Thailand is too crowded to comfortably travel 

within the country’ ( = 4.02). 

 

Table 4.10 Level of Perceptions towards Destination Satisfaction (Medical Tourist 

  Satisfaction) Factors 

 

No Variables/Criteria Mean( ) S.D. Meaning 

 Destination Satisfaction    

1 I received quality medical treatment for a 

reasonable price. 

5.06 1.23 Somewhat Agree 

2 The medical treatment I received was good 

value for money. 

5.14 1.28 Somewhat Agree 

3 The medical treatment I received in 

Thailand met my expectations. 

5.03 1.29 Somewhat Agree 

4 Receiving medical treatment in Thailand 

was a wise decision. 

5.05 1.22 Somewhat Agree 

5 Overall, I was satisfied with my medical 

treatment in Thailand.  

5.24 1.18 Somewhat Agree 

 Destination Satisfaction 5.10 1.10 Somewhat Agree 
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 Table 4.10 showed the medical tourists’ perceptions on destination satisfaction 

factors were at the moderately high level (  =5.10). Comparing each item, it was 

also found that the overall opinions of medical tourists were at moderately high level. 

The highest opinion was on ‘Overall, I was satisfied with my medical treatment in 

Thailand’ (  =5.24), followed by ‘The medical treatment I received was good value 

for money.’ (  =5.14), and ‘I received quality medical treatment for a reasonable 

price.’ (  =5.06). The lowest agree statement, which was still high, was on ‘The 

medical treatment I received in Thailand met my expectations.’ (  =5.03). 

 

Table 4.11 Level of Perceptions on Destination Loyalty Factors 

 

No Variables/Criteria Mean( ) S.D. Meaning 

 Recommendation    

1 I will recommend medical tourism in 

Thailand to others, including my family 

and friends. 

5.20 1.28 Somewhat Agree 

2 I will say positive things about Thailand 

as a medical tourism destination. 

5.17 1.31 Somewhat Agree 

3 I will encourage other people to visit 

Thailand for medical tourism.   

5.16 1.25 Somewhat Agree 

 Recommendation 5.18 1.17 Somewhat Agree 

 Revisiting    

4 I will visit Thailand again for 

further/follow-up medical treatment.  

5.15 1.41 Somewhat Agree 

5 I will visit Thailand for medical services 

in the near future. 

5.13 1.34 Somewhat Agree 

6 I always consider Thailand as my first 

choice for medical services outside my 

country of residence. 

4.99 1.44 Somewhat Agree 

 Revisiting 5.09 1.27 Somewhat Agree 

 Willingness to Pay More    

7 I will be willing to pay more for medical 

treatment in Thailand even if the costs 

increased.  

4.83 1.41 Somewhat Agree 
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Table 4.11 (Continued) 

 

No Variables/Criteria Mean( ) S.D. Meaning 

8 I will continue to visit Thailand for 

medical treatment even if the cost is 

higher than other destinations. 

4.88 1.44 Somewhat Agree 

 Willingness to Pay More 4.86 1.35 Somewhat Agree 

 Overall 5.06 1.13 Somewhat Agree 

 

 Table 4.11 showed the perceptions of the medical tourists on the destination 

loyalty factors that were on a moderately high level, on the average of 5.06. 

Considering each item, it was found that the level of perceptions on the destination 

loyalty factors in the ‘recommendation’, ‘revisiting’, and ‘willingness to pay more’ 

were in quite high, with the average of 5.18, 5.09, and 4.86, respectively. 

 The medical tourists had their level of perceptions on each item in the 

destination loyalty factors as the recommendation in moderately high level: ‘I will 

recommend medical tourism in Thailand to others, including my family and friends,’ 

‘I will say positive things about Thailand as a medical tourism destination,’ and ‘I will 

encourage other people to visit Thailand for medical tourism,’ with the averages of 

5.20, 5.17 and 5.16, respectively. 

 The level of perceptions of medical tourists on the revisiting were quite high: 

‘I will visit Thailand again for further / follow-up medical treatment,’ ‘I will visit 

Thailand for medical services in the near future,’ and ‘I always consider Thailand as 

my first choice for medical services outside my country of residence,’ with the 

average of 5.15, 5.13, and 4.99, respectively. 

 The level of perceptions on willingness to pay more was in moderately high: ‘I 

will continue to visit Thailand for medical treatment even if the cost is higher than 

other destinations,’ and ‘I will be willing to pay more for medical treatment in 

Thailand even if the costs increased,’ on the average of 4.88 and 4.83, respectively. 
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4.3 The Factors Influencing Destination Loyalty 

 This section is discussed as follows: 

4.3.1  Statistical testing of Assumptions 

4.3.2  Confirmatory Factor Analysis 

 

4.3.1 Statistical Testing of Assumptions 

 The examination of the data characteristics or relationship of interest is the 

initial steps to associate with the use of multivariate analysis in the structural equation 

modeling, including 1) the evaluation of missing data, 2) statistical test of the normal 

distribution of data, and 3) the multicollinearity. 

 Testing the assumptions of multivariate analysis was necessary to make the 

data to a format most suitable for multivariate analysis and to comply with the 

statistical assumptions underlying the multivariate techniques. The objective of these 

data examination tasks was as much to reveal what is not apparent as it was to portray 

the actual data, because the hidden effects could be easily overlooked (Nonglak 

Wiratchai, 1999, p. 14). The examination of the data and testing the assumptions of 

multivariate analysis were as follows: 

  4.3.1.1 The Evaluation of Missing Data 

  Missing data could occur because of nonresponse: no information was 

provided for one or more items or for a whole unit (“subject”). If missing data 

occurred, the imputation by using replacement values would be used by replacing 

missing values with estimated values based on other information available in the 

sample. This approach did not change the mean and standard deviation of the variable 

from the original. 

  4.3.1.2 The statistical Test of the Normality of Data Distribution 

  The assessment of normality made use of measurement of a 

distribution’s shape characteristics from skewness and kurtosis value. (Kline, 2005 as 

cited in Song and Yan, 2006, p. 670) states that if the skewness value was higher than 

3.00 or the kurtosis value was higher than 10.00, it showed the abnormality of the data 

distribution, which was not suitable for analysis using the structural equation 

modeling (SEM). 
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Table 4.12 Mean, Standard Deviation, Skewness and Kurtosis of Observed Variables 

 

Variables   S.D. SK KU 

PUSH 4.67 1.06 -0.46 0.13 

PULL 5.05 1.06 -0.54 0.42 

STU 5.18 0.97 -1.16 2.47 

FAC 5.18 1.05 -1.10 2.00 

REL 5.15 1.03 -0.86 1.03 

SUP 5.01 0.93 -0.72 1.42 

IND 5.20 1.00 -0.87 1.35 

GEN 5.12 0.98 -1.22 2.54 

AFF 5.54 1.23 -1.46 2.69 

STR 4.10 1.25 -0.12 -0.63 

POL 3.76 1.40 0.06 -0.80 

PER 3.74 1.46 -0.05 -0.86 

ENV 4.20 1.31 -0.56 0.03 

SAT 5.10 1.10 -0.81 0.98 

REC 5.18 1.17 -0.78 0.62 

REV 5.09 1.27 -0.70 0.11 

WIL 4.86 1.35 -0.57 -0.10 

 

Table 4.12 showed that the skewness ranged from -1.46 to 0.06, and the 

kurtosis ranged from -0.86 to 2.69 for the variable. The skewness was less than 3.00 

and the kurtosis was less than 10:00, the distribution of data has normality, which can 

be analyzed in structural equation modeling. 

 4.3.1.3 Multicollinearity 

 Multicollinearity occurs when two or more variables are highly 

correlated and will impact the regression analysis. In testing multicollinearity, the 

researcher used tolerance, and variance inflation factors: VIF of the independent 

variables. The suitable tolerance value was higher than 0.1 (Foxall & Yani-de-

Soriano, 2005, pp. 518-525) and the suitable VIF was not higher than 10 (Belsley, 

1991). 
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Table 4.13 Regression Coefficients of the Variables that Explain Developing

 Thailand’s Image as a Medical Tourism Destination to Establish

 Destination Loyalty and Multicollinearity. 

 

Variables B SEB Beta t-value Sig. Tolerance VIF 

Constant 0.60 0.38 - 1.58 0.12 - - 

PUSH -0.11 0.08 -0.11 -1.42 0.16 0.41 2.46 

PULL 0.11 0.09 0.10 1.13 0.26 0.29 3.39 

STU 0.04 0.12 0.04 0.36 0.72 0.21 4.78 

FAC -0.03 0.11 -0.03 -0.29 0.78 0.22 4.53 

REL 0.25 0.11 0.23 2.31* 0.02 0.23 4.33 

SUP -0.06 0.13 -0.05 -0.47 0.64 0.21 4.71 

IND -0.05 0.11 -0.05 -0.45 0.65 0.23 4.34 

GEN 0.17 0.09 0.15 1.80* 0.07 0.34 2.94 

AFF 0.01 0.07 0.01 0.18 0.86 0.44 2.26 

STR 0.07 0.09 0.08 0.82 0.41 0.24 4.16 

POL -0.01 0.08 -0.01 -0.10 0.92 0.26 3.91 

PER -0.02 0.07 -0.03 -0.34 0.73 0.26 3.82 

ENV -0.10 0.07 -0.11 -1.38 0.17 0.36 2.75 

SAT 0.58 0.07 0.56 7.94** 0.00 0.46 2.17 

R = 0.806  R2 = 0.650  F = 20.067** 

 

Note: *p< 0.05, **p < 0.01 

 

The data shown in Table 4.13 showed that the relationship between 

independent variables and building Thailand’s image as a medical tourism destination 

by medical tourists was high (R = 0.806) and independent variables could predict the 

destination loyalty effectiveness of medical tourists at 65.0 percent (R2= 0.650), 

which was a significant level of 0.01 (F = 20.067). This showed that the factors in this 

study could be used for estimation. 

In addition, Tolerance had the minimum value of 0.21 and a maximum 

of 0.46, which was in the requirement of Tolerance (Tolerance > 0.1) while VIF had a 



125 

minimum value of 2.17 and a maximum of 4.78, which was in the requirement of VIF 

(VIF < 10). These results showed that there was not redundancy in the set of variables 

or there was no multicollinearity. As a result, all the variables could be analyzed by 

the structural equation modeling. 

 4.3.1.4 Analysis of the Observed Variables 

 This study used Pearson's product moment correlation test to proof the 

relationship between observed variables that might cause the problem of 

multicollinearity as well as the direction and degree of the variables relationship and 

the identity matrix as detailed below. 

 The analysis of the relationship among 17 observed variables in Table 

4.13 showed that the relationships of 136 pairs of variables had a statistical 

significance at the 0.01 level with positively and negatively correlated with the size of 

-0.135 to 0.827 from a low to a high level of correlation. The correlation between 

each pair of observed variables was not greatly relationship since there was not a 

value that higher than  0.85, thus there might not have multicollinearity (Kline, 

2005). 

 In considering the correlation coefficient which indicates the degree of 

linear relationship between the observed variables in the same latent variables found 

the statistical significance at the 0.01 level. The correlation of 5 pairs of variables was 

moderate level (0.4 <r <0.6), 24 pairs was high level (0.6 <r <0.8) of and 2 pairs was 

very high level (r> 0.8). A pair of variables that had the highest relationship were 

facility (FAC) and medical staff (STA) (r = 0.827), while the ones that had the lowest 

were Thailand destination image in general (GEN) and facility (FAC) (r = 0.550). All 

pairs of variables had a positive direction of relationship. 

 When considering the correlation coefficient of the observed variables 

in the different latent variables found that the correlation among these variables found 

that 51 pairs of variables was at low level (r <0.2), 10 pairs was at quite low (0.2 <r 

<0.4), 34 pairs was at moderate (0.4 <. r <0.6), and 10 pairs was at high level (0.6 <r 

<0.8). A pair of variables that had the highest relationship were recommendation 

(REC) and destination satisfaction (SAT) (r = 0.775) while the ones that had the 

lowest were recommendation (REC) and personal constraint (PER) (r = -0.135). 
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 The statistics of Bartlett's Test of Sphericity value was 2446.869, df = 

136, p = 0.000. This results showed that the correlation matrix was different from the 

identity matrix statistically significant at the 0.01 level which consistent with the 

results of the analysis (KMO value = 0.888). The Kaiser-Mayer-Olkin value (KMO) 

closer to 1 indicated that the observed variables were related and very suitable to 

check the goodness of fit of the research model with empirical data. (Supamas 

Ungsuchot, Somtawin Vijitwanna, & Racchaneekul Pinyopanuwat, 2011, pp. 97-98). 

The reason to test such statistics was that the results are unable to be used to conduct 

the factor analysis if the variable is an identity matrix or in case of no correlation of 

variables.  
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Table 4.14 Correlation Coefficient, Mean and Standard Deviation of the Observed Variables. 

 

VARIABLES PUSH PULL STA  FAC   REL    SUP    IND   GEN    AFF  STR  POL PER  ENV  SAT    REC   REV  WIL 

PUSH 1.000                 

PULL 0.736** 1.000                

STA  0.426** 0.637** 1.000               

FAC   0.424** 0.614** 0.827** 1.000              

REL    0.421** 0.530** 0.775** 0.788** 1.000             

SUP    0.480** 0.588** 0.792** 0.802** 0.820** 1.000            

IND   0.451** 0.612** 0.762** 0.744** 0.758** 0.789** 1.000           

GEN    0.435** 0.497** 0.633** 0.550** 0.604** 0.615** 0.709** 1.000          

AFF  0.314** 0.397** 0.651** 0.597** 0.623** 0.593** 0.626** 0.650** 1.000         

STR  0.205** 0.074 0.003 0.010 0.030** 0.069 0.004 0.200** 0.122 1.000        

POL 0.202** 0.080 -0.001 -0.019 0.036 0.066 -0.045 0.123 0.113 0.799** 1.000       

PER  0.144 -0.004 -0.067 -0.075 -0.059 0.025 -0.015 0.177* 0.055 0.783** 0.790** 1.000      

ENV  0.238** 0.119 -0.034 -0.039 0.044 0.035 0.029 0.126 0.043 0.755** 0.688** 0.678** 1.000     

SAT    0.323** 0.487** 0.659** 0.633** 0.627** 0.606** 0.589** 0.590** 0.532** -0.002 -0.048 -0.113 -0.018 1.000    

REC   0.296** 0.458** 0.595** 0.522** 0.625** 0.519** 0.535** 0.578** 0.598** 0.006 -0.056 -0.135 -0.027 0.775** 1.000   

REV  0.174* 0.386** 0.583** 0.561** 0.575** 0.511** 0.500** 0.499** 0.423** -0.042 -0.060 -0.133 -0.126 0.721** 0.758** 1.000  

WIL 0.229** 0.322** 0.461** 0.465** 0.446** 0.468** 0.447** 0.455** 0.330** -0.001 -0.038 -0.027 -0.035 0.548** 0.602** 0.744** 1.000 

MEAN 4.667 5.047 5.181 5.176 5.149 5.011 5.200 5.119 5.535 4.095 3.757 3.745 4.199 5.105 5.177 5.090 4.855 

S.D. 1.063 1.055 0.969 1.052 1.029 0.927 0.998 0.984 1.233 1.246 1.396 1.459 1.307 1.101 1.174 1.270 1.347 

Bartlett’s Test of Sphericity Chi Square =2446.869, df = 136,  p = 0.000,  KMO = 0.888 

 

Note: *p< 0.05, ** p < 0.01 

 

1
2
7
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4.3.2 Confirmatory Factor Analysis 

 4.3.2.1 Analysis of the construct validity of the measurement model 

 To determine the construct validity of latent variables resulting from the 

measure by the construct variable according to measurement theory, the researchers 

set up a theoretical and related research that was consistent with empirical data. An 

analysis of the construct validity was to assure that measurements of parameters of 

samples could represent the actual value contained in the population (Hair, et al., 

2006, p. 776). The structure could be made by confirmatory factor analysis using 

convergent validity and discriminant validity. 

 The researchers studied a causal factor model that affect destination 

loyalty: a latent variable that could not be measured directly (but from observed 

variables) consisted of travel motivation (MOT), destination image (IMA), travel 

constraint (CON), destination satisfaction (SAT), and destination loyalty (LOY). The 

researcher used confirmatory factor analysis (CFA) to analyze the construct validity 

of the variables in the measurement model as follows: 

 The travel motivation (MOT) latent variable measured from two 

observed variables; push and pull motivation. The destination image (IMA) measured 

from seven observed variables; medical staff (STA), facility (FAC), reliability (REL), 

patient support (SUP), supporting industries (IND), Thailand destination image in 

general (GEN), and affective image (AFF). The travel constraint (CON) measured 

from four observed variables; structural constraint (STR), political constraint (POL), 

personal constraint (PER), and environmental constraint (ENV). The destination 

loyalty (LOY) measured from three observed variables; recommendation (REC), 

revisiting (REV), and willingness to pay more (WIL). 

 The data were collected by using a questionnaire of 86 questions, from 

166 samples, the results of the CFA presented in the measurement model consists of 

models to measure, as shown in Figure 4.2 and Table 4.15 respectively. Convergent 

validity which monitors the reliability of construct reliability and average variance 

extracted shown in table. 4.16. The discriminant validity shown in Table 4.17 and the 

reliability of observed variables and latent variables shown in Table 4.18 to 4.19. 
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 4.3.2.2 The assessment of the Data-Model-Fit 

 To conduct the confirmatory factor analysis by using LISREL, there 

was agreement that allows errors related to each other according to the empirical data. 

The criteria for determining whether the model was consistent with empirical data 

(the Data-Model-Fit) consisted of 1) the Relative Chi-square (CMIN/df) which was 

calculated from the equation (x2/df<2.00) (Bollen, 1989, p. 278; Diamantopoulos & 

Siguaw, 2000, p. 98), 2) the Chi-square probability level (p-value) must not be 

statistically significant (P>0.05), 3) the index tolerance in the estimation parameters 

was the Root Mean Square Error of Approximately (RMSEA) must be less than 0.05 

(Diamantopoulos & Siguaw, 2000, p. 85), 4) the Root Mean Square of the Remaining 

Standards (SRMR) must be less than 0.05 (Diamantopoulos & Siguaw, 2000, p. 88), 

5) the acceptable index of the Goodness of Fit Index (GFI) must be 0.90 or higher 

(Diamantopoulos & Siguaw, 2000: 87), 6) the index measuring the level of harmony 

modifiable (AGFI) acceptable value of 0.85 or higher (Schemelleh-Engel, 

Moosbrugger, & Müller, 2003, p. 52), and 7) the index measures the consistency 

comparing CFI and NFI must be 0.90 or higher (Diamantopoulos & Siguaw, 2000, p. 

88). 

 Results of the CFA found that the model was consistent with empirical 

data (model fit) proved by 1) Relative Chi-square (CMIN/df = 1.198) (x2= 111.42, 

df= 93), 2) P= 0.094, 3) RMSEA= 0.035, 4) SRMR= 0.047, 5) GFI= 0.93 6) AGFI= 

0.88, and 7) CFI= 1.00 and the NFI= 0.98. In considering the weighting factors 

(Factor Loading) found that the Factor Loading of each component of observed 

variables were statistically significant and the Factor Loading Value of all variables 

were higher than 0.5. The results demonstrated the effectiveness of the model validity, 

which referred to the ability of observed variables or indicator used to measure latent 

variables based on the high value of factor loading with statistically significance 

(Diamantopoulos & Siguaw, 2000, p. 92), as shown in Figure 4.1 and Table 4.15. 
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Chi-Square=111.42, df=93, P-value=0.094  GFI = 0.93  AGFI = 0.88 CFI = 1.00  NFI = 0.98 

RMSEA=0.035 SRMR = 0.047 

 

Figure 4.1 The Result of the Confirmatory Factor Analysis 
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Table 4.15 Analysis of the Factor Loading of the Observed Variables 

 

Latent Variable 

Observed Variable 

Standard Factor 

Loading 

Standard Error 

(SE) 

t-value R2 

MOT     

PUSH 0.73** 0.08 10.27 0.54 

PULL 0.98** 0.07 14.71 0.97 

IMA     

STA 0.90** 0.06 14.88 0.81 

FAC 0.91** 0.06 15.00 0.82 

REL 0.87** 0.06 14.02 0.76 

SUP 0.88** 0.06 14.27 0.77 

IND 0.87** 0.06 14.22 0.76 

GEN 0.72** 0.07 10.87 0.52 

AFF 0.71** 0.08 10.48 0.50 

CON     

STR 0.88** 0.08 14.12 0.77 

POL 0.90** 0.08 14.81 0.81 

PER 0.88** 0.09 14.31 0.77 

ENV 0.76** 0.09 11.39 0.58 

SATT     

SAT 1.00** 0.06 18.17 1.00 

LOY     

REC 0.91** 0.07 14.81 0.82 

REV 0.85** 0.08 13.37 0.72 

WIL 0.68** 0.10 9.54 0.46 

2 = 111.42df = 932/df = 1.198  p-value = 0.094  GFI = 0.93  AGFI = 0.88 

  CFI = 1.00NFI = 0.98RMSEA = 0.035  SRMR = 0.047 

 

Note: * P=0.05 (1.96 ≤ t–value < 2.58) 

 ** P=0.01 (t–value ≥ 2.58) 

 

 As seen from Figure 4.1 and Table 4.15, the measurement model of 

travel motivation (MOT) showed that the factor loading values were acceptable 

(greater than 0.5). Pull and push motivation had a value of 0.98 and 0.73, respectively. 

In considering the standard error (SE) and the statistical t-value found that weight of 
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each factor differs from zero with statistical significance at the 0.01 level, while the 

reliability (R2) which indicated the proportion of variation between the observed 

variables with latent variable (Communalities) showed that pull motivation (PULL) 

had a greater reliability over PUSH (R2 = 0.97 and 0.54 in order). 

 The measurement model of destination image (IMA) showed that the 

factor loading values were acceptable (greater than 0.5). Facility (FAC) had the 

highest value (0.91) then medical staff (STA) (0.90), while affective image (AFF) had 

the least value (0.71). In considering the standard error (SE) and the statistical t-value 

found that weight of each factor differs from zero with statistical significance at the 

0.01 level, while the communalities showed that facility (FAC) had a greatest value 

(R2= 0.82), then medical staff (STA) (R2= 0.81), and affective image (AFF) (R2= 

0.50) in order. 

 The measurement model of travel constraint (CON) showed that the 

factor loading values were acceptable (greater than 0.5). Political constraint (POL) 

had the highest value (0.90) then structural constraint (STR) and personal constraint 

(PER) (0.88) while environmental constraint (ENV) had the least value (0.76). In 

considering the standard error (SE) and the statistical t-value found that weight of 

each factor differs from zero with statistical significance at the 0.01 level, while the 

communalities showed that political constraint (POL) had a greatest value (R2=0.81), 

then structural constraint (STR) and personal constraint (PER) (R2= 0.77), and 

environmental constraint (ENV) had the least value (R2= 0.58). 

 The measurement model of destination satisfaction (SATT) had only a 

single observed variable (SAT) thus the factor loading value was 1.00. In considering 

the standard error (SE) and the statistical t-value found the statistical significance at 

the 0.01 level, and SAT had reliability R2= 1.00. 

 The measurement model of destination loyalty (LOY) showed that the 

factor loading values were acceptable (greater than 0.5). Recommendation (REC) had 

the highest value (0.91) then revisiting (REV) (0.85) while willingness to pay more 

(WIL) had the least value (0.68). In considering the standard error (SE) and the 

statistical t-value found that weight of each factor differs from zero with statistical 

significance at the 0.01 level, while the communalities showed that recommendation 
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(REC) had a greatest value (R2= 0.82), then revisiting (REV) (R2= 0.72), and 

willingness to pay more (WIL) had the least value (R2= 0.46). 

 4.3.2.3 Convergent Validity 

 Convergent validity of a measure was the variance of inter-correlations 

between two dissimilar measures should be low while correlations with similar 

measures should be substantially greater. To test the convergent validity of a measure 

used three criteria (Knight & Cavusgil, 2004, p. 4; Hair et al., 2006, pp. 776-778). 

1) The high value of factor loading represented a high point of 

sharing the inter-correlations. The standard factor loading should be greater than 0.5. 

2) The Average Variance Extracted must meet the acceptable 

values that was 0.5 or higher (Diamantopoulos & Siguaw, 2000, p. 91). 

 

AVE =  
(∑ λi

2n
i=1 )

(∑ λi
2n

i=1 ) + (∑ δi
n
i=1 )

 

AVE = Average Variance Extracted 

i = Standardized Factor Loading 

n = number of variables 

i = Error Variance 

 

3) The Composite Reliability must meet the acceptable values 

that was 0.6 or higher (Diamantopoulos & Siguaw, 2000, p. 90-91). 

 

   CR =  
(∑ λi

n
i=1 )2

(∑ λi
n
i=1 )2 + (∑ δi

n
i=1 )

 

 

CR = Composite Reliability 

i = Standardized Factor Loading  

n  = number of variables 

i = Error Variance 

 

 In brief, convergent validity was proved by checking that the standard 

factor loading should be greater than 0.5, the Average Variance Extracted must be 0.5 
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or higher, and the composite reliability must be 0.6 or higher (Hair et al., 2006,       

pp. 777-779). 

 The results showed that all variables had the AVE value of 0.5 or higher 

and the CR values of 0.6 or higher, while all observed variables had the standard 

factor loading value 0.5 or greater, as the details shown in Table 4.16. 

 

Table 4.16 Analysis of Convergent validity 

 

Variables Index Standardized 

Factor Loading () 

Error 

Variance () 

Average Variance 

Extracted (AVE) 

Composite 

Reliability (CR) 

MOT    0.75 0.86 

 PUSH 0.73 0.46   

 PULL 0.98 0.03   

IMA    0.71 0.94 

 STA 0.90 0.19   

 FAC 0.91 0.18   

 REL 0.87 0.24   

 SUP 0.88 0.23   

 IND 0.87 0.24   

 GEN 0.72 0.48   

 AFF 0.71 0.50   

CON    0.73 0.92 

 STR 0.88 0.23   

 POL 0.90 0.19   

 PER 0.88 0.23   

 ENV 0.76 0.42   

SATT    1.00 1.00 

 SAT 1.00 0.00   

LOY    0.67 0.86 

 REC 0.91 0.18   

 REV 0.85 0.28   

 WIL 0.68 0.54   

 

 4.3.2.4 Evaluating Test Discriminant Validity 

 Discriminant validity is the degree to which scores on a test do not 

correlate with scores from other tests that are not designed to assess the same 

construct. The process of analyzing the relationship between the variables was to 

define the differences between free covariance and fix covariance which was equal 1 
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(one). Testing for discriminant validity can be done using chi-square difference test 

which must be greater than 3.84 (Kim M. G. & Kim J., 2010, pp. 389-398). The 

analyzing samples of a comparison between travel motivation (MOT) and destination 

image (IMA) were shown in Figure 4.2 and Figure 4.3. 

 

 

 

Figure 4.2 Sample Analysis Discriminant Validity between Travel Motivation 

 (MOT) and Destination Image (IMA) Designated as Free Covariance 

 

 

 

Figure 4.3 Sample Analysis Discriminant Validity between Travel Motivation 

(MOT) and Destination Image (IMA) (Fix Covariance = 1) 
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 From Figure 4.2 (2= 28.71 df= 21) and Figure 4.3 (2= 99.92 df= 22), 

the difference value of Chi-Square was 71.21 which was greater than 3.84. This 

suggested that travel motivation (MOT) and destination image (IMA) had 

discriminant validity. The measure variables of travel motivation (MOT) did not 

correlate with the list of indicators in destination image (IMA). The comparison of 

other pairs was shown in Table 4.17. 

 

Table 4.17 Analysis of Discriminant Validity 

 

Comparison Pairs Covariance = 1 Free Covariance 2 df p 

z df 2 df 

MOT IMA 99.92 22 28.71 21 71.21 1 0.00 

MOT CON 103.84 9 10.53 8 93.31 1 0.00 

MOT SATT 73.13 1 0.00 0 73.13 1 0.00 

MOT LOY 92.34 3 0.34 2 92.00 1 0.00 

IMA CON 355.83 38 49.98 37 305.85 1 0.00 

IMA SATT 859.50 18 22.86 17 836.64 1 0.00 

IMA LOY 101.49 28 37.14 27 64.35 1 0.00 

CON SATT 316.61 5 4.80 4 311.81 1 0.00 

CON LOY 259.29 12 13.69 11 245.60 1 0.00 

SATT LOY 34.92 2 0.52 1 34.40 1 0.00 

  

 From Table 4.17 the differences between free covariance and fix 

covariance which was equal 1. Testing for discriminant validity was done using chi-

square difference test and found that it was greater than 3.84 in all pairs of variables. 

The results showed the validity of discriminant. 

 4.3.2.5 Analysis of internal consistency reliability 

 The quality of the survey questionnaire used to collect data from 166 

samples in the study was shown in Table 4.18. The Table showed the results of 

analysis using Cronbach alpha coefficient values which criteria for determining the 

acceptable reliability value must not less than 0.50 (Sirichai Kanjanawasi, 2002,         

p. 71). 
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Table 4.18 Quality of Research Tool 

 

Factor Symbol Cronbach Alpha Coefficient 

Travel Motivation MOT 0.8846 

 Push Motivation PUSH  0.7850 

 Pull Motivation PULL  0.8307 

Destination Image  IMA 0.9736 

 Medical Staff STA  0.9152 

 Facility FAC  0.8785 

 Reliability REL  0.8637 

 Patient Support SUP  0.8816 

 Supporting Industries IND  0.8872 

 Thailand Destination Image in  

 General 

GEN  0.8832 

 Affective Image AFF  0.9478 

Travel Constraint CON 0.9521 

 Structural Constraint STR  0.8957 

 Political Constraint POL  0.8358 

 Personal Constraint PER  0.8714 

 Environment Constraint ENV  0.8558 

Destination Satisfaction SAT 0.9323 

 Medical Tourist Satisfaction SAT  0.9323 

Destination Loyalty LOY 0.9345 

 Recommendation REC  0.9078 

 Revisiting REV  0.8963 

 Willingness to Pay More WIL  0.8801 

 

 From Table 4.18, the analysis found that the reliability of the observed 

variables (Internal Consistency Reliability) of research tools were appropriate. 

Cronbach alpha coefficient values of every observed variable was from 0.7850 to 

0.9323. The value was not less than 0.50 in all cases which was suitable for analyzing 

and answering this research questions. 

 4.3.2.6 Analysis of composite reliability (c) 

 Data analysis with LISREL could test the validity of each latent 

variable using the Composite Reliability (c) which must be over 0.60. In addition, a 

measurement used to enhance the reliability of the variables was the average variance 

extracted of latent variables (v) which was the average variance extracted of latent 
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variables explained by observed variable. The v must be over 0.50 ( Supamas 

Ungsuchot, Somtawin Vijitwanna, & Rucchaneekul Pinyopanuwat, 2011, pp. 30-31). 

In brief, Variances in metrics should mainly result from variables created rather than 

an error of measurement. The reliability of latent variables and average variance 

extracted of variables were shown in Table 4.19. 

 

Table 4.19 Composite Reliability (c) and Average Variance Extracted (v) of Latent 

 Variables 

 

Latent Variables Composite Reliability 

c v 

Travel Motivation 0.75 0.86 

Destination Image 0.71 0.94 

Travel Constraint 0.73 0.92 

Destination Satisfaction  1.00 1.00 

Destination Loyalty 0.67 0.86 

 

 From Table 4.19 the c of the factors; travel motivation, destination 

image, travel constraint, destination satisfaction, and destination loyalty were from 

0.67 to 1.00, which was relatively high with greater than 0.60. 

 The v of the factors; travel motivation, destination image, travel 

constraint, destination satisfaction, and destination loyalty were from 0.86 to 1.00. 

This showed that all factors could explain the variance of each component relatively 

high with greater than 0.50. 

  In brief, the reliability of latent variables (c) was higher than 0.60, and 

the variance of each variable component (v) was relatively high with greater than 

0.50. The internal consistency reliability was a relatively high level. The results 

showed that the evaluation model had clear evidence of the operating definition of 

latent variables which were valid and reliable. 
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4.4 Examining the Causal Relationships among the Constructs: Travel 

Motivation, Destination Image, Travel Constraints, Destination 

Satisfaction and Destination Loyalty 

 

 4.4.1 Path Analysis and Hypotheses Test of Factors Affecting the 

Destination Loyalty (LOY) 

 4.4.1.1 Testing of consistency of the causal relationship model 

according to hypotheses and empirical data. (before model adjustment) 

 To Test the consistency of the causal relationship model according to 

hypotheses and empirical data using steps to verify the reliability of the model made 

up of theoretical concepts and related research, as shown in Table 4.20 and Figure 4.4. 

 

Table 4.20 Fit Index / Index Used to Determine the Fit of the Model with Empirical 

 Data (Pre-Adjusted model)  

 

Fit index / Consistency Index Criteria Results Evaluating 

1.  Absolute fit index    

 1.1 Chi-square (2-test) or  

  P value of 2 

Not significant 

(p>0.05) 

0.000 failed 

 1.2 Relative 2 (2/df) <2.00 273.60/111=2.465 failed 

 1.1 GFI (goodness of fit index) 0.90 0.84 failed 

 1.2 AGFI (adjusted goodness of fit index) 0.90 0.77 failed 

 1.3 PGFI (parsimony goodness of fit index) 0.50 0.61 passed 

2.  Relative fit index    

 2.1 NFI (normal fit index) >0.90 0.94 passed 

 2.2 NNFI (non-normed fit index) >0.90 0.96 passed 

 2.3 PNFI (parsimonious normal fit index) <0.90 0.77 passed 

 2.4 CFI (comparative fit index) >0.90 0.96 passed 

 2.5 IFI (incremental fit index) >0.90 0.96 passed 

 2.6 RFI (relative fit index) >0.90 0.93 passed 

3.  Modification indices for error term estimates    

 3.1 RMSEA (root mean square error of 

approximation) 

<0.05 0.094 failed 

 3.2 RMR (root mean square residual) <0.05 0.077 failed 

 3.3 standardized RMR <0.05 0.056 failed 

 

Source: Diamantopoulos and Siguaw, 2000, pp. 83-98. 
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 Table 4.20 showed that the Relative 2  was 273.60, df= 111, and P 

value=0.000. The statistics showed a causal relationship model which was not 

consistent with empirical data. However, because the chi - square was proportional to 

the size of the sample, the larger sample size, the Chi - square is likely to be 

statistically significant. Thus, the Ratio of Chi - Square must be analyzed with degrees 

of freedom (2 /df). The 2 /df= 2.465 which was greater than the criteria (2.00). In 

term of the other indices, GFI= 0.84 and AGFI= 0.77 which were failed the test 

(>0.90), RMSEA= 0.094, SRMR= 0.056 were also failed the test (<0.05). When 

considering the relative fit index, NFI= 0.94, CFI= 0.96 which were passed (>0.90). 

The parsimony goodness of fit index PGFI= 0.60 (>0.50), PNFI= 0.77 (<0.90) which 

were passed the test.  

 In brief, the statistics and all indications were not surely confirmed the 

consistence of assumptions model with empirical data, so it was necessary to adjust 

the relationship patterns to be more consistent. The researcher had adapted the error of 

observed variables to be related to each other to get the data that corresponds to the 

reality of the variables. The relationship had been adjust using the recommendations 

from the program or index relationship model (Model Modification Indices: MI) and 

the change of parameters expected standards (Standardized Expected Parameter 

Change: SEPC) to form a causal relationship model which was consistent with the 

empirical data. The details were shown in Figure 4.4. 
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Chi-Square=273.60 df=111 P-value=0.000 GFI = 0.84 AGFI = 0.77 CFI = 0.96 NFI = 0.94 RMSEA=0.094 SRMR = 0.056 

 

Figure 4.4 Analysis of a Causal Model of Destination Loyalty, Through Developing Thailand’s Image as a Medical Tourism  

 Destination to Establish Destination Loyalty (Pre-Adjusted Model) 

1
4
1
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 4.4.1.2 Testing of consistency of the causal relationship model 

according to hypotheses and empirical data. (after model adjustment) 

 After adjusting the model by following the Model Modification Indices: 

MI, the model was consistent with empirical data and meet the statistical criteria. The 

analysis (After adjustment model) was shown in Table 4.21 and Figure 4.5. 

 

Table 4.21 Fit index/Index used to Determine the Fit of the Model with Empirical 

 Data (Post-Adjusted Model)  

 

Fit index / Consistency Index Criteria Results Evaluating 

1.  Absolute fit index    

 1.1 Chi-square (2-test) or  

 P value of 2 

Not significant 

(p>0.05) 

0.120 passed 

 1.2 Relative 2 (2/df) <2.00 110.29/94=1.173 passed 

 1.1 GFI (goodness of fit index) 0.90 0.93 passed 

 1.2 AGFI (adjusted goodness of fit index) 0.90 0.88 failed 

 1.3 PGFI (parsimony goodness of fit index) 0.50 0.57 passed 

2.  Relative fit index    

 2.1 NFI (normal fit index) >0.90 0.98 passed 

 2.2 NNFI (non-normed fit index) >0.90 0.99 passed 

 2.3 PNFI (parsimonious normal fit index) <0.90 0.68 passed 

 2.4 CFI (comparative fit index) >0.90 1.00 passed 

 2.5 IFI (incremental fit index) >0.90 1.00 passed 

 2.6 RFI (relative fit index) >0.90 0.94 passed 

3.  Modification indices for error term estimates    

 3.1 RMSEA (root mean square error of 

approximation) 

<0.05 0.032 passed 

 3.2 RMR (root mean square residual) <0.05 0.064 failed 

 3.3 Standardized RMR <0.05 0.046 passed 

 

Source: Diamantopoulos & Siguaw, 2000, pp. 83-98. 

 

 From Table 4.2 the modified model was consistent with empirical data 

which shows that the null hypothesis from the theoretical model was consistent with 

the empirical data. The 2 = 110.29, df= 94, p-value= 0.120 which were ‘passed the 

test’.  In considering goodness of fit index, GFI= 0.93 which was greater than 0.90 
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and passed, while AGFI = 0.88 do not meet the criteria value (>0.90) but was 

considered to be an acceptable value since it was in the range of 0.85 or higher 

(Schemelleh-Engel, Moosbrugger, & Müller, 2003, p. 52), the PGFI=0.57, NFI =0.98, 

NNFI=0.99, CFI, IFI=1.00, and RFI=0.94 which were ‘passed the test.’ The RMSEA 

= 0.032, SRMR =0.046, passed the test. However, the RMR=0.064 did not meet the 

criteria (<0.05), but was considered to be an acceptable value even it was greater than 

0.05 but less than or equal to 0.80 (Schemelleh-Engel, Moosbrugger, & Müller, 2003, 

p. 52). In overall, mainly in index criteria, the model was consistent with empirical 

data. The details were shown in Figure 4.5. 
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Chi-Square=110.29 df=94 P-value=0.120 GFI = 0.93AGFI = 0.88 CFI = 1.00  NFI = 0.98 RMSEA=0.032 SRMR = 0.046 

 

Figure 4.5 Analysis of a Causal Model of Destination Loyalty, Through Developing Thailand’s Image as a Medical Tourism  

 Destination to Establish Destination Loyalty (Modified Model) 

 

1
4
4
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 4.4.1.3 Direct, indirect, and total effect on the destination loyalty 

 The results included direct, indirect, and total effect of travel motivation 

(MOT), destination image (IMA), travel constraint (CON), destination satisfaction 

(SAT), and destination loyalty (LOY) were shown in Table 4.22 and Figure 4.5. 

 

Table 4.22 The Statistical Analysis of the Influence of the Variables in the Model of 

 Causal Factors Affecting Destination Loyalty 

 

Effect  Variable/ 

Causal Variable 

IMA SATT LOY 

 

 

DE IE TE DE IE TE DE IE TE 

MOT 0.70** - 0.70** -0.01 0.52** 0.51** 0.03 0.49** 0.52** 

IMA - - - 0.74** - 0.74** 0.21* 0.50** 0.71** 

CON - - - -0.09 - -0.09 -0.06 -0.06 -0.12* 

SAT - - - - - - 0.68** - 0.68** 

Statistics          

Chi-Square (2) = 110.29  df = 942/df = 1.173  P = 0.120  GFI = 0.93  AGFI = 0.88 

CFI = 1.00 RMSEA = 0.032 SRMR = 0.046 

          

Causal Variable    PUSH PULL STR POL PER ENV    

Reliability 0.53 0.98 0.78 0.81 0.76 0.58      

Effect Variables STA FAC REL SUP IND GEN AFF SAT REC REV WIL 

Reliability 0.82 0.81 0.76 0.76 0.73 0.55 0.52 1.00 0.81 0.71 0.46 

Equation Model IMA SATT LOY         

R2 0.50 0.53 0.75         

Correlation Matrix of variables 

Latent Variable MOT IMA CON SATT LOY       

MOT 1.00           

IMA 0.70 1.00          

CON 0.09 0.06 1.00         

SATT 0.50 0.72 -0.05 1.00        

LOY 0.51 0.72 -0.08 0.85 1.00       

 

Note: * p < .05 ** p < .01, DE = Direct Effect, IE = Indirect effect, TE = Total Effect 

 



146 

 The analysis showed that destination loyalty (LOY) was highly 

influenced by destination image (IMA) followed by destination satisfaction (SATT), 

travel motivation (MOT), and travel constraint (CON) with effect sizes of 0.71, 0.68, 

0.52, and -0.12 in order, which were statistically significant level at 0.01 and 0.05. 

Destination loyalty (LOY) was positively influenced directly by destination 

satisfaction (SATT) and destination image (IMA), with effect sizes of 0.68 and 0.21 

in order which were statistically significant level at 0.01 and 0.05. In addition, 

destination loyalty (LOY) was also positively influenced indirectly by destination 

image (IMA) through destination satisfaction (SATT), with effect sizes 0.50 and 

statistically significant level at 0.01, and positively influenced indirectly by travel 

motivation (MOT) through destination image (IMA) and destination satisfaction 

(SATT), with effect sizes of 0.49 and significant level at 0.01. It implies that the 

heightening of destination image, destination satisfaction and travel motivation led to 

the addition of destination loyalty. Likewise, the increase of medical tourists’ travel 

motivation (MOT) brought about the enhancement of destination image (IMA), which 

in turn boosted destination satisfaction (SATT) which made significant contributions 

to the increase of destination loyalty (LOY) in term of recommendation, revisiting, 

and willingness to pay more. In considering of a coefficient of determination (R2) 

found that all four causal variables could explain the variance of destination loyalty 

(LOY) by 75 percent. 

 The variable of destination satisfaction (SATT) was highly influenced 

by destination image (IMA) followed by travel motivation (MOT) with effect sizes of 

0.74 and 0.51 in order which were statistically significant level at 0.01. Destination 

satisfaction (SATT) was positively influenced directly by destination image (IMA), 

with effect sizes of 0.74 which were statistically significant level at 0.01. In addition, 

destination satisfaction (SATT) was also positively influenced indirectly by travel 

motivation (MOT) through destination image (IMA), with effect sizes 0.52 and 

statistically significant level at 0.01. This result showed that the escalation of travel 

motivation (MOT) and destination image (IMA) conduced to the rise of destination 

satisfaction (SATT). Likewise, the increase of travel motivation (MOT) initiated the 

rise of destination satisfaction through the enrichment of destination image. In 
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considering of a coefficient of determination (R2) found that all three causal variables 

could explain the variance of destination satisfaction (SATT) by 53 percent. 

 If considering the variable of destination image (IMA), it was found 

that the variable of destination image (IMA) was positively and totally influenced 

directly by travel motivation (MOT) with effect sizes 0.70 and statistically significant 

level at 0.01. It means that the higher travel motivation (MOT) caused the 

enhancement of destination image (IMA). In considering of a coefficient of 

determination (R2) found that travel motivation (MOT) could explain the variance of 

destination image (IMA) by 50 percent. 

 In considering the correlation matrix of latent variables found that the 

correlation coefficient ranged from -0.08 to 0.85. The variable with the highest 

correlation coefficient was destination satisfaction (SATT) and destination loyalty 

(LOY) (R2= 0.85), followed by destination image (IMA) and destination satisfaction 

(SATT), likewise destination image (IMA) and destination loyalty (LOY) (R2= 0.72) 

and then travel motivation (MOT) and destination image (IMA) (R2= 0.70). 

 The development of a causal model of factors affecting destination 

loyalty (LOY) found destination image (IMA) was a factor that affected the 

destination loyalty (LOY) most, followed by the destination satisfaction (SATT) and 

travel motivation (MOT). The causal model could estimate the variance of destination 

loyalty by 75 percent. 

 4.4.1.4 Analysis of the factor loading of each latent variable in a causal 

model of destination loyalty, through developing Thailand’s image as a medical 

tourism destination to establish destination loyalty (LOY) 
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Table 4.23 Analysis of the Factor Loading of the Observed Variables 

 

Latent Variable 

Observed Variable 

Standardized 

Factor Loading 

Standard Error t-value  (R2) 

MOT     

PUSH 0.73** 0.08 10.19 0.53 

PULL 0.99** 0.07 14.70 0.98 

IMA     

STA 0.90 - - 0.82 

FAC 0.90** 0.05 18.22 0.81 

REL 0.87** 0.05 17.00 0.76 

SUP 0.87** 0.05 17.13 0.76 

IND 0.85** 0.05 16.60 0.73 

GEN 0.74** 0.06 12.78 0.55 

AFF 0.72** 0.08 11.86 0.52 

CON     

STR 0.88** 0.08 14.42 0.78 

POL 0.90** 0.08 14.98 0.81 

PER 0.87** 0.09 14.37 0.76 

ENV 0.76** 0.09 11.39 0.58 

SATT     

SAT 1.00 - - 1.00 

LOY     

REC 0.90 - - 0.81 

REV 0.84** 0.07 14.42 0.71 

WIL 0.68** 0.09 9.91 0.46 

 

Note: * P=0.05 (1.96 ≤ t–value < 2.58), ** P=0.01 (t–value ≥ 2.58) 

 

 In considering the factor loading of the observed variable in each latent 

variable, all observed variables had factor loading value statistically significant at the 

0.01 level. The observed variables that had the highest factor loading value were in 

travel motivation (MOT) consisted of pull motivation (PULL) (0.99) and push 

motivation (PUSH) (0.73). 
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 In destination image (IMA), the observed variables that had the highest 

factor loading value were medical staff (STA) and facility (FAC) (0.90), then 

reliability (REL) and supporting industries (SUP) (0.87) while the observed variables 

that had the least value was affective image (AFF) (0.72). 

 In travel constraint (CON), the observed variables that had the highest 

factor loading value were political constraint (POL) (0.90), then structural constraint 

(STR) (0.88) while the observed variables that had the least value was environmental 

constraint (ENV) (0.76). 

 In destination satisfaction (SATT), had only a single observed variable so 

the factor loading value of destination satisfaction (SAT) was 1.00. 

 The observed variables that had the highest factor loading value in 

destination loyalty (LOY) were recommendation (REC) (0.90) then revisiting (REV) 

and willingness to pay more (WIL) with the factor loading value of 0.84 and 0.68 in 

order. 

 When considering the coefficient of determination which could estimate 

the proportion of variance among the observed variables found that the values ranged 

from 0.46 to 1.00. The variable with the highest value was destination satisfaction 

(SAT) (R2= 1.00) which had covariance with the factor of destination satisfaction 

(SATT) by 100 percent. While the variable with the least reliability was willingness to 

pay more (WIL), the reliability of (R2= 0.46), which had covariance the destination 

loyalty (LOY) by 46 percent. 

 The analysis of the factor loading of travel motivation, destination image 

and travel constraint, which were the factors that affected the destination loyalty, 

showed that there were highly effect positively in the same direction. The upsurges of 

travel motivation contributed to the increase of push and pull motivation. It implies 

that when medical tourists perceived more positive destination image, it would 

conduce to the favor of medical staff, facility, reliability, patient support, supporting 

industries, Thailand destination image in general, and affective image. Besides, the 

increase of travel constraint caused rising structural constraint, political constraint, 

personal constraint, and environmental constraint. In term of destination loyalty which 

was the result variable, if the factors affecting destination loyalty increased in value, it 
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could cause increasing in the recommendation, revisiting and willingness to pay more, 

as well. 

 

4.4.2 The Results of Hypotheses Testing 

 Figure 4.5 and Table 4.22 showed the direct, indirect and total effect of the 

relationships among travel motivation (MOT), destination image (IMA), travel 

constraint (CON), destination satisfaction (SATT), and destination loyalty (LOY). 

The details of the analysis were presented to disclose the relationships between the 

causal factors in each path and concluded the hypotheses below. 

 

Table 4.24 Results of Hypotheses Testing 

 

Research Hypotheses Results of Hypotheses Testing Level of Statistic 

Significance 

Travel motivation (MOT) had a 

direct and indirect positive effect 

(through destination image (IMA) 

and destination satisfaction (SATT)) 

on destination loyalty (LOY). 

H3: Travel motivation (MOT) had no 

direct positive effect on destination 

loyalty (LOY). 

P > 0.05 

(not significant) 

H10: Travel motivation (MOT) had an 

indirect positive influence on destination 

Loyalty (LOY) through destination 

image (IMA) and destination satisfaction 

(SATT). 

P < 0.01 

(significant) 

Destination image (IMA) had a 

direct and indirect positive effect 

(through destination satisfaction 

(SATT)) on destination loyalty 

(LOY). 

H5: Destination image (IMA) had a 

direct positive effect on destination 

loyalty (LOY). 

P < 0.05 

(significant) 

H11: Destination image (IMA) had an 

indirect positive effect on destination 

loyalty (LOY) through destination 

satisfaction (SATT). 

P < 0.01 

(significant) 

Travel constraint (CON) had a direct 

and indirect negative (positive) 

effect (through destination 

satisfaction (SATT)) on the 

destination loyalty (LOY). 

H8: Travel constraint (CON) had no 

direct negative effect on destination 

loyalty (LOY). 

H12: Travel constraint (CON) had no 

indirect negative effect on destination 

loyalty (LOY) through destination  

P > 0.05 

(not significant) 

 

P > 0.05 

(not significant) 
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Table 4.24 (Continued) 

 

Research Hypotheses Results of Hypotheses Testing Level of Statistic 

Significance 

 satisfaction (SATT).  

Destination satisfaction (SATT) had 

a direct positive effect on destination 

loyalty (LOY). 

H6: Destination satisfaction (SATT) had 

a direct positive effect on destination 

loyalty (LOY). 

P < 0.01 

(significant) 

Travel motivation (MOT) had a 

direct and indirect positive effect 

(through destination image (IMA)) 

on destination satisfaction (SATT). 

H2: Travel motivation (MOT) had no 

direct positive effect on destination 

satisfaction (SATT). 

P > 0.05 

(not significant) 

 

H9: Travel motivation (MOT) had an 

indirect positive effect on destination 

satisfaction (SATT) through destination 

image (IMA). 

P < 0.01 

(significant) 

Destination image (IMA) had a 

direct positive effect on destination 

satisfaction (SATT). 

H4: Destination image (IMA) had a 

direct positive effect on destination 

satisfaction (SATT). 

P < 0.01 

(significant) 

Travel constraint (CON) had a direct 

negative effect on destination 

satisfaction (SATT). 

H7: Travel constraint (CON) had no 

direct negative effect on destination 

satisfaction (SATT). 

P > 0.05 

(not significant) 

 

Travel motivation (MOT) had a 

direct positive effect on destination 

image (IMA). 

H1: Travel motivation (MOT) had a 

direct positive effect on destination 

image (IMA). 

P < 0.01 

(significant) 

 

Conclusion 

The results from the evaluation of the model congruence with the empirical 

data show that all index values conform to the assessment criteria. This signifies that 

the model of hypothesis does fit the empirical data. It can be concluded that the causal 

model of factors influencing destination loyalty consisted of four variables: travel 

motivation, destination image, travel constraint, and destination satisfaction. It was 

found that destination image, destination satisfaction, and travel motivation had the 

highest total effect on the variable destination loyalty at a significant level of 0.01. 

Travel constraint also had a total negative effect on destination loyalty at a significant 
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level of 0.05. In addition, destination loyalty was indirectly influenced by destination 

image and destination satisfaction at a significant level of 0.01 and 0.05 respectively.  

Furthermore, destination loyalty was indirectly influenced by destination 

image via destination satisfaction. It was also indirectly influenced by travel 

motivation through destination image and destination satisfaction at a significant level 

of 0.01. This implies that the enhancement of destination image and destination 

satisfaction leads to an increase in medical tourists’ destination loyalty, including 

recommendation, revisiting, and the willingness to pay more. The variables of 

destination loyalty, travel motivation, destination image and destination satisfaction, 

can explain the variance of the destination loyalty variable accounting for 75 percent. 

Travel motivation and destination image affected destination loyalty through 

destination satisfaction. Pull motivation was the most important factor loading to 

indicate travel motivation, which in turn affected destination loyalty. Other observed 

variables, ‘medical staff’ and ‘facility’, had the most factor loading of indicators on 

destination image which affected destination loyalty, and had some attributes 

affecting influence that would foster destination loyalty and destination satisfaction. 

 



 

CHAPTER 5 

 

CONCLUSIONS, DISCUSSION AND RECOMMENDATIONS 

 

 In the previous chapter, the quantitative results of the medical tourist survey, 

along with the qualitative analysis of Thailand’s image as a medical tourism 

destination, were presented. However, these results are not yet complete. In this 

chapter, the results are contextualized and emplaced within the existing theoretical 

and empirical literature to understand their significance. First, the aspects of medical 

tourism in Thailand and their relationship to the theoretical literature are examined. 

Second, the relationships found are compared to previous evidence, to understand 

whether they support the existing trend of research on destination image and its 

relationships. Next, the focus of the practical implications is generation of policy 

recommendations for developing destination image of Thailand as a medical tourism 

destination to establish destination loyalty (Objective 5). The literature review 

(Chapter 2) provides more information on the theories discussed here. The final 

section of the chapter reflects on the theoretical and practical implications of this 

study. Additionally, this chapter discusses the limitations and offers suggestions for 

future research. 

 

5.1 Comparison to Related Theories 

 

The first task of the research is to discuss the primary findings with the related 

theories. For this comparison, the five constructs of the theoretical study-travel 

motivation, destination image, travel constraints, destination satisfaction, and 

destination loyalty – are used as the basis for discussion. 
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 5.1.1 Travel Motivation 

 The first link in the chain of concepts of this study is the travel motivations, 

including both push and pull motivations. The descriptive statistics showed that 

travelers in the survey held a range of push and pull motivations for visiting Thailand 

(Table 4.7). Pull motivations (aggregate M = 4.86) were somewhat stronger than Push 

motivations (aggregate M = 4.67), but this is not a very large difference, suggesting 

that at least in descriptive terms push and pull motivations are about equal.  

 Among the push motivation factors, the strongest motivation was lower cost of 

medical treatment (�̅�= 4.97). This was followed by a preference for privacy and 

confidentiality (�̅�= 4.72), medical services not available in their home country  

(�̅�= 4.64), avoiding long wait times in their home country (�̅�= 4.57), and availability 

of medical treatment not allowed in their home country (�̅�= 4.43). None of these 

factors reached above somewhat agree. These push motivations are distinct from the 

standard classifications (for example arousal, escape, self-actualization, and social 

affiliation (Tasci & Ko, 2015), although the underlying motivation of medical 

improvement could perhaps be categorized as a self-actualization goal. This 

difference may be ascribed to medical tourism’s instrumental goal of obtaining 

medical care, which is not typical in general leisure travel. Differences in push 

motivation are commonly identified between different segments of tourists (Kim & 

Ritchie, 2012), so this is not an unexpected consequence. The push motivations are 

somewhat consistent with the push motivations identified by Voigt et al.’s (2011) 

study of Western spa-goers, which included health and appearance, and Ye, et al.’s 

(2011) study of Hong Kong medical tourists, which included health concern 

(especially pregnancy concern about China’s one-child policy). However, it was 

different from various studies on spa and general well-being tourism, which were 

more likely to identify health and relaxation as the overriding push motivations (Mak 

et al., 2009; Kamata & Misui, 2015). Thus, push motivations could be one useful way 

to distinguish general well-being tourism from medical tourism. However, it is also 

possible that the specific push motivations observed here are specific to Thailand, 

especially motivations related to less expensive medical care (which would not be the 

case for example in Singapore). Overall, the conflicts and inconsistency in push 

motivations between these studies underscores Chew and Koeshendro’s (2016) point 



155 

that motivational research for medical tourism still has significant gaps and 

inconsistencies, offering an opportunity for further development.  

 The strongest pull motivation factor was good value for money (�̅�= 5.37), 

followed by various types and availability of medical services (�̅�= 5.19), ability to 

combine medical services and vacation (�̅�= 5.04), opportunity for those with no or 

limited insurance in their home country (�̅�= 4.82), and an exotic destination for 

relaxation and recuperation (�̅�= 4.81). These motivations are broadly consistent with 

what is known about pull motivations for medical tourism generally, although 

evidence for pull motivations, like push motivations, is limited. For example, Musa et 

al.’s (2011) study of medical tourism in Kuala Lumpur also found that value for 

money, quality of medical services and supporting services were significant pull 

motivations. However, Musa et al. (2011) found factors (cultural similarity and 

religious factors) that were inconsistent with this study. That may be related to the 

medical tourism base for Malaysia (primarily regional travelers from nearby Muslim 

countries), compared to Thailand’s medical tourism base (which has historically been 

from culturally dissimilar regions like Japan, the US, and the EU) (Connell, 2006; 

Connell, 2013). Ye et al. (2011) found that availability of medical services was a 

common pull motivation, consistent with this study. Some of the pull motivations in 

this study, such as ability to combine treatment and vacation and exotic destination, 

are clearly specific to Thailand, which has a strong reputation as a general vacation 

destination. This echoes the point made by Nicoletta and Servidio (2012), regarding 

the interaction of destination image, pull motivation, and push motivation. Thus, the 

pull motivations for medical tourism to Thailand are in some ways unique to both 

Thailand and medical tourism, even though in many cases they are shared between 

different locations. This strongly suggests that not all pull motivations for medical 

tourism destinations would be shared, as some will be contingent on the destination 

image.  

 However, it is noticeable that there is a link between push and pull motivation 

in that the highest mean scores of these two factors related to financial factors. The 

study indicated that medical tourists considered “lower cost of medical treatment than 

your country of residence” as the most significant push motive in encouraging them to 

have medical treatment in Thailand. Likewise, the strongest pull motivation “good 
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value for money” attracts medical tourists to receive medical care in Thailand. As 

mentioned previously, the demand for low-cost health care services is driving patients 

to seek treatment on a globally competitive basis (Forgione & Smith, 2006). The price 

offered in Thailand is still highly competitive in comparison with competing medical 

tourist destinations, such as Singapore, Malaysia and India, etc. because Thailand 

provides a high standard of medical treatment, and services at reasonable prices 

(Jutamas Rerkrujipimol & Assenov, 2008). 

 

 5.1.2 Destination Image 

 The qualitative research revealed several attributes of the destination image of 

Thailand as a medical tourism destination. Key informants and the literature revealed 

that attributes such as medical staff, facilities, reliability, patient support, supporting 

imagery, and Thailand’s general destination image led to an affective image of 

Thailand as a friendly, trustworthy, and affordable medical tourism destination. 

(Please see Table 4.1 for a summary of the related attributes and perceptions.) In the 

quantitative survey of travelers, the strongest dimension was perception of supporting 

industries ((�̅�= 5.20), followed by perceptions of medical staff (�̅�= 5.18) and facility 

(�̅�= 5.18). Reliability (�̅�= 5.15), general destination image ((�̅�= 5.12), and patient 

support (�̅�= 5.01) followed. Affective image was moderately high in aggregate  

(�̅�= 5.54), with the individual elements ranking as friendly (�̅�= 5.80), relaxing  

(�̅�= 5.57), pleasant (�̅�= 5.52), inexpensive (�̅�= 5.51), trustworthy (�̅�= 5.46), and 

exciting (�̅�= 5.35). The overall destination image (�̅�= 5.19) was somewhat positive, 

as were the individual sub-scales. (Full results of the quantitative findings are in Table 

4.8). 

 The findings in this study in terms of destination image were generally 

consistent with previous studies. For example, quality of staff, procedures, and 

facilities was found to be a significant destination image concern for medical tourists 

to Thailand previously (Wongkit & McKercher, 2016). Perceptions of quality in these 

areas were found by Wongkit and McKercher (2016) to be a major factor in the 

destination choice of Thailand compared to other possible destinations. Some of the 

aspects of destination image, such as exotic location and combining vacation and 

treatment, clearly stem from the general destination image of Thailand as a holiday 
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location (Henkel et al., 2006; Mechinda et al., 2010; Pimtong Tavitiyaman & Qu, 

2013). Thus, although the destination image expressed in this study is specific to 

Thailand as a medical tourism destination, it also shares characteristics with Thailand 

as a tourism destination more generally. 

 One of the interesting aspects of Thailand’s destination image as a tourism 

destination is that it is largely rational and instrumental, focused on the services 

available (such as quality, cost and so on). This suggests, though it does not prove, 

that medical tourists have engaged in substantial research about the destination that 

formed an impression of Thailand as a medical tourism destination (Echtner & 

Ritchie, 2003). This type of research is increasingly common and possible given 

initiatives such as the web-based information marketing campaign undertaken by the 

Tourism Authority of Thailand (TAT) to distribute information about Thailand’s 

medical tourism industry (Cormany & Baloglu, 2011). However, the most important 

information services show that for actually making the decision, word of mouth from 

trusted individuals or doctor’s advice is still more important than web-based 

information. (Please see Table 4.4.) While online word of mouth has been identified 

as an information source previously (Abubakar & Ilkan, 2016), the importance of 

direct word of mouth has not been remarked. The interaction of different information 

sources in medical tourism has not been studied in detail, offering little opportunity to 

expand further on this point. However, it would be interesting to study how medical 

tourists use different sources of information available to them (such as word of mouth, 

doctor’s advice, and web-based resources) to make their decisions.  

 The findings also support the idea that destination image comprises both a 

cognitive dimension (what the destination can offer) and an affective dimension (how 

the traveler feels about the destination) (Baloglu & McCleary, 1999a). This study did 

not examine conative image, as proposed by Boulding (1956). It is also important to 

keep in mind that it would be difficult to assess all aspects of destination image, due 

to the complexity of destination image and its variation between individuals (Echtner 

& Ritchie, 1993). However, the destination image attributes broadly did not match 

Beerli and Martín’s (2004) nine-dimension classification, which may be attributable 

to the niche nature of medical tourism (although there were some overlaps, such as 

the opportunity for relaxation during recovery). This demonstrates the complexity of 
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fully explaining destination image and how it may change between different subjects, 

research objectives, and places (Fakeye & Crompton, 1991; Echtner & Ritchie, 1993; 

Baloglu & McCleary, 1999a, 1999b). 

 One of the gaps in the current study is that the questionnaire did not include an 

item addressing whether the tourist was a first-time visitor or a repeat visitor. This is 

unfortunate, because that information could have helped to understand how the 

visitor’s destination image of Thailand as a medical tourism destination had changed 

following their initial experience in the country, as theoretical models of destination 

image formation suggested it would (Gunn, 1988; Echtner & Ritchie, 2003). This 

could be a valuable opportunity for further research. 

 

 5.1.3 Travel Constraints 

 Travel constraints were weaker compared to other destination factors. The 

strongest constraint was environmental constraint (�̅�= 4.20), followed by structural 

constraint (�̅�= 4.10), political constraint (�̅�= 3.76) and personal constraint (�̅�= 3.74). 

These constraints and the individual variables were all consistent with the ‘neutral’ or 

even ‘somewhat disagree’ categories on the rating scale, indicating only moderate 

concern for constraints.  

 One of the interesting aspects of this study is the low perception of personal 

travel constraints, which typically include intrapersonal constraints like stress or 

physical condition (Chen & Petrick, 2014). It would be logical that among medical 

tourism travelers, intrapersonal physical constraints would be more important. 

However, the relatively minor and in many cases incidental nature of treatment in the 

sample could explain this lack of importance of structural constraints. (Data on 

treatment sought is included in Table 4.3) In many cases, though not all, travelers in 

this study obtained either incidental treatment for illness or injury while on holiday or 

relatively minor treatments, such as skin treatment, Lasik, or dental treatment, that 

would not prevent travel. If only studying the small number of participants who 

sought more serious surgery such as orthopedic surgery or cardiac surgery and 

including those who chose not to travel for this treatment, the effect of intrapersonal 

constraints may be different.  
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 There are also other reasons why travel constraints may be so low. As Chen et 

al. (2013) explained, travel constraints interact with the destination image when 

determining whether or not the constraint would prevent travel. Thus, travel 

constraints specific to Thailand may not be as significant as they might be to other 

locations, for reasons such as less expensive travel and an established tourism 

industry to help reduce culture shock and the related stress. Furthermore, the effects 

of travel constraints are highly individualized, depending on factors like travel 

experience and attitudes ( Uraiporn Kattiyapornpong & Miller, 2009). Many travelers 

who are highly constrained will choose to travel anyway, while others who are much 

less constrained but perhaps more risk-averse will choose not to. Travelers may also 

choose mitigation strategies like group tours or carefully selected accommodations to 

offset the effects of travel constraints (Kazeminia et al., 2015). Currently, the 

theoretical position of travel constraints is unsatisfactory, perhaps because of this 

complexity of interaction and individual specificity. This is an area that requires more 

theoretical development. 

 

 5.1.4 Destination Satisfaction 

 The quantitative results for destination satisfaction were moderately high  

(�̅�= 5.10) (Table 4.10). Overall satisfaction was the highest ranked individual item 

(�̅�= 5.24), followed by good value for money (�̅�= 5.14), quality treatment for 

reasonable price (�̅�= 5.06), wise decision (�̅�= 5.05), and meets expectations  

(�̅�= 5.03). These items were all relatively close in terms of their means, which is 

interesting because it suggests that vastly different outcomes do not result from the 

expectancy-disconfirmation and norm theories of satisfaction and the perceived value 

theory. Expectancy-disconfirmation theory argues that customers whose previously 

established expectations are met or exceeded will be satisfied, while those whose 

expectations are not met will be disappointed ( Oliver, 1980; Neal & Gursoy, 2008; 

Chen & Phou, 2013). Norm theory makes a very similar argument relating to existing 

reference points (Latour & Peat, 1979; Neal & Gursoy, 2008). Value for money, in 

contrast, relates to what the customer paid compared to what they got (Pham, 2015). 

While the meeting expectations items were slightly lower than the value for money 

items, this shows that there is not much difference. It is notable that these are both 
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subjective internal assessment and as a result could never be expected to be consistent 

from traveler to traveler. However, the interplay of value for money and expectancy 

confirmation in medical tourism could be an interesting area for development.  

 Destination satisfaction relates to the perception that the destination itself 

meets expectations (Žabkar et al., 2010). This raises the question of what constitutes 

the attributes of the destination that lead to destination satisfaction for medical 

tourism. Quality and value for money are known to be issues specifically for medical 

tourism satisfaction (Pham, 2015). Pham (2015) showed that the quality of medical 

services, facilities, and environment played a direct role in satisfaction. The present 

study showed that both quality and value for money were factors in satisfaction. 

While this may not be a comprehensive picture of all attributes that lead to destination 

satisfaction for a medical tourism destination, it is a useful start to understanding how 

destination satisfaction and how medical tourism emerges. Of course, there is room 

for more research, including studying the interaction of the person (Oom De Valle et 

al., 2006) and the characteristics of the destination itself (Neuts et al., 2013). As with 

many of the other aspects of this study, it is likely that this will prove a more complex 

question than it seems at first.  

 

 5.1.5 Destination Loyalty 

 The ultimate outcome of this study was destination loyalty, which included 

willingness to recommend, intention to visit, and willingness to pay a price premium 

for the visit. The quantitative results for destination loyalty were also moderately high 

(Table 4.11). Respondents were most likely to agree they would be willing to 

recommend Thailand as a medical tourism destination (�̅�= 5.18) or that they were 

intending to revisit for medical treatment (�̅�= 5.09). There was a somewhat lower 

willingness to pay more (�̅�= 4.86). The destination loyalty may also be related to the 

destination preference, as Thailand was the top-ranked preferred destination (followed 

by Singapore) (Table 4.5).  

 Not surprisingly, destination loyalty as measured here could be highly 

problematic. Ultimately, there are a lot of reasons why individuals may choose to 

revisit a location (or not) (Oppermann, 1999), which can mean that a revisit intention 

never becomes a revisit. In terms of Yuksel et al.’s (2010) model of cognitive, 
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affective and conative loyalty, it is possible that the cognitive and affective loyalty 

developed through the medical tourism experience never becomes a true revisit 

intention or destination choice. In part, this may be unavoidable due to the nature of 

medical tourism as an industry. Simply, many people will not need further treatment, 

or will not encounter circumstances (such as high cost or restricted availability) that 

pushed them toward Thailand for treatment in the first place. Thus, attitudinal loyalty 

as measured in this study cannot be presumed to translate to behavioral loyalty, 

although at least for some it will. 

 The relatively low importance of willingness to pay more is particularly 

important here. Willingness to pay more has been identified as a key component of 

loyalty in different tourism service sectors, including accommodations, spas, and 

cruise lines (Back, 2001; Skogland & Siguaw, 2004; Lin, 2005; Li, 2006; Gonsález et 

al., 2007; Shammout, 2007; Li & Petrick, 2008; Loureiro & González, 2008). 

However, that did not really seem to be the case here, with participants indicating a 

low willingness to pay more for the tourism services. This may relate to the nature of 

medical tourism in Thailand and its destination image as a place to get quality medical 

care for less than the traveler’s home country. If the cost of medical care in Thailand 

increases, this will reduce the cost advantages and negatively affect the tourist’s 

destination image of Thailand as good value for money. This may be the most 

important aspect of destination loyalty for developing Thailand’s tourism industry, as 

tourists may not be willing to pay more for the medical treatment they receive. 

 

 5.1.6 Characteristics of Medical Tourists 

 Although this sample is not conclusive, it is worth considering the 

demographic characteristics of medical tourists, as these do appear to differ from 

previous studies on the general trend of medical tourism. (Demographic information 

may be found in Table 4.2) For example, while Hopkins et al. (2010) found that 

medical tourism was mainly driven by tourists from European and North American 

countries, the largest group in this sample was Asian, especially Chinese and 

Japanese. This has been the case since the 1990s (Connell, 2006), although other 

studies have found higher levels of participation from the United States and Europe 

(Noree et al., 2014; IMTJ, 2015). The income levels in the study (most participants 
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earned under $60,000 annually) indicate that Hopkins et al.’s (2010) portrait of the 

medical tourist as a well-off Westerner may be even further out of date. This had 

already been suggested by Connell (2013), who observed that regional medical 

tourism for relatively minor procedures was beginning to overtake the flow of 

Western tourists seeking complex procedures. This distribution of procedures is 

consistent with earlier studies on treatment sought by medical tourists (Connell, 2011; 

Enteen, 2014; Wilson, 2011). 

 This study’s selection of medical treatments also suggests that a new trend in 

medical tourism is underway. Of the non-routine general treatment, the most common 

treatments sought were dental treatment, general surgery, eye treatments such as 

Lasik, and skin treatments. Cosmetic surgery, a staple of Thailand’s medical tourism 

trade (Enteen, 2014), was ranked only fifth. This is entirely consistent with Connell’s 

(2013) picture of the changing nature of medical tourism, suggesting that increasingly 

medical tourism is an add-on of a relatively minor procedure to a holiday. Taken 

together, there is strong evidence that the target market segment of medical tourism in 

Thailand is changing. Although the evidence from this study is relatively weak, as it 

was not explicitly a segmentation study, this could be an interesting area for further 

analysis. 

 

5.2 Study Relationships 

 

 Although the descriptive statistics and their theoretical basis are important, the 

findings relating the antecedents and consequences of destination image need to be 

clarified. These relationships will help to determine what factors are most significant 

in establishing a positive destination image for Thailand. Here, these relationships are 

discussed in line with the literature, to understand how these relationships were 

expressed in the findings. The hypotheses and test results are summarized in Table 

4.24 for further reference. 
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 5.2.1 Travel Motivation  Destination Image (Hypothesis 1) 

 Results of the model test for H1 showed that travel motivation did have a 

positive effect on destination image, with both Push and Pull factors contributing to 

travel motivation. The relationship of travel motivation and destination image is one 

of the most strongly supported relationships theoretically, although also one of the 

most consistently under-studied relationships empirically. As Beerli and Martín 

(2004) observed, tourism motivations influence how travelers seek and select 

information and how this information is assessed in terms of its relevance and 

significance to their travel choice. Thus, it is clear, as empirically demonstrated in the 

findings of this study, that push and pull motivations for travel would influence the 

formation of destination image. As an example, an individual whose primary push 

motivation was relaxation might find a place rich in cultural heritage to be 

unsatisfactory, leading to a negative destination image. 

 Studies have examined the effect of pull and pull factors on destination image 

previously, although not as many as might be expected (San Martín & Rodriguez del 

Bosque, 2008; Pesonen, 2012). These studies have found that motivation influences 

the formation of destination image. Based on their evidence and the evidence of this 

study, it can be stated that destination image formation depends on the tourist’s 

internal motivations (push factors) and its perceivable characteristics (pull factors) as 

they are relevant to the individual. This contrasts with the wholly separate 

conceptualization of motivations and destination image, as used by other authors 

(Hong et al., 2006; Hsu et al., 2009; Lee, 2009), which have positioned destination 

image as either a distinct, external motivator or one of a selection of pull factors.  

 One of the most intriguing possibilities from the literature is that travel 

motivations and destination image are in fact co-constituted (Prayag & Ryan, 2011). 

In other words, there is the possibility that travel motivations influence the formation 

of destination image, which in turn influences travel motivations. Prayag and Ryan 

(2011) argued that destination image is both formed by and constitutes part of the 

motivation for travel to a given destination. This circular relationship would be 

consistent with the model of destination image formation presented by Echtner and 

Ritchie (2003), which argues that destination image is initially formed through 

accumulation of mental images surrounding the destination, followed by modification 
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of these mental images through a process of deliberately searching out additional 

information. Although Echtner and Ritchie (2003) do not specifically state that travel 

motivations could be a part of this process, it is an intriguing theoretical possibility. 

 

 5.2.2 Travel Motivation  Destination Image  Destination Satisfaction 

  (Hypothesis 2 and Hypothesis 9) 

 The second concern of the study was the effect of travel motivation on 

destination satisfaction. Travel motivation did not have a direct positive effect on 

destination satisfaction (H2). However, travel motivation did have an indirect positive 

effect on destination satisfaction through destination image (H9). The evidence for the 

destination image  destination satisfaction relationship is discussed below (section 

5.2.4), and has both a theoretical and empirical foundation. Thus, this half of the 

observed mediated effect proposed in H9 was consistent with the existing literature.  

 The direct relationship of travel motivation and destination satisfaction has 

been examined by previous authors, but these studies have had limited findings. In 

part, this may be because of the complexity and individuality of the examined 

relationships. Devesa et al.’s (2010) study of Spain showed that different tourist 

clusters had different push motivations, which resulted in different expectations and 

therefore different bases for tourism satisfaction. Other studies have not found a 

significant relationship between these two factors (Meng et al., 2008). Yoon and 

Uysal (2005), in their study of tourism in Northern Cyprus, found that while push 

motivations had no effect on tourism satisfaction, pull motivations did have a 

significant negative effect, as the location could not deliver on the tourists’ 

expectations. The authors concluded that motivation factors were complex and 

inclusion or exclusion of different factors could affect the results (Yoon & Uysal, 

2005). This could potentially be a problem for the current study, since push and pull 

motivations included only medical tourism motivations, while the motivation for 

destination choice and satisfaction could be far more complex. 

 Although previous literature suggests that tourist motivation significantly 

influences satisfaction for tourists visiting Washington (Ross & Iso-Ahola, 1991), 

Korean National Parks (Kim, Lee, & Klenosky, 2003) and wetland tourism in Taiwan 

(Lee, 2009). This study shows no positive influence on destination satisfaction and 
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destination loyalty. It might be assumed that for medical tourists whose particular 

aims are to receive medical care, travel motivation alone is not enough to guarantee 

their satisfaction and loyalty. Their satisfaction and loyalty are influenced via 

destination image. Tourists verified destination image before and after their trips since 

tourists searched for advantages (motivation) which are greatly tied in with 

destination image (Mill & Morrison, 1992). Besides, the indirect relationship shows 

that the effect of tourism motivation on destination image influences the effect of 

destination image on tourism satisfaction. This indirect relationship does make sense, 

given a causal chain where destination image is formed in part from tourism 

motivation and influences destination satisfaction. This indirect relationship through 

destination image is a novel contribution to the literature, and does have some 

possible theoretical implications, which are discussed in the following section. 

 

 5.2.3 Travel Motivation  Destination Image  Destination Satisfaction  

   Destination Loyalty (Hypotheses 3 and 10) 

 Travel motivation was not found to have a significant direct effect on 

destination loyalty (H3). However, it was found to have a significant indirect effect 

through destination image and destination satisfaction (H10). This is consistent with 

the chain of causal relationships discussed in Section 5.2.6 It is also consistent with 

the relationships discussed in Section 5.2.2 above. It is interesting that the indirect of 

travel motivation continues through two further relationships, which suggests that 

travel motivations could have more complicated effects than previously considered. 

Yoon and Uysal (2005), who pointed out that travel motivations and their 

interrelationships could change depending on what choices the researcher made, for 

example which possible motivations are considered. Segmentation studies, such as 

Kim and Ritchie’s (2012) study, also show that characteristics of the study sample and 

their differences will influence the perceived relationships. While this finding does 

support an indirect relationship, it also suggests that there is more work to be done in 

conceptualizing and measuring travel motivations. In this study, the limitation alluded 

to by Yoon and Uysal (2005) may have come into play because the push and pull 

motivations were limited to medical-related motivations. However, travel motivations 

are often diverse and come from different places and needs (Beerli & Martín, 2004). 
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Participants in the study may return for other reasons than seeking medical care, while 

they may also not require further medical care. This indirect relationship points to the 

complexity of the interaction of travel motivations and the traveler’s decision making, 

which cannot be fully resolved in this study or through the existing literature. 

 

 5.2.4 Destination Image Destination Satisfaction (Hypothesis 4) 

 Fourth, the study was concerned with the relationship of destination image and 

destination satisfaction. Destination image had a direct positive effect on destination 

satisfaction, as expected (H4). Previous studies revealed that tourist satisfaction and 

behavior, including destination selection, the consequent evaluation, and their future 

behavior intentions are influenced by destination image (Chon, 1990; Court & 

Lupton, 1997; Bigne, Sanchez & Sanchez, 2001). The results of the study are 

consistent with past studies that destination image is able to take effect during and 

after the decision making process of tourists. Many scholars revealed three stages of 

the role of destination image: First stage / before the trip: influence on the destination 

selection decision making process; second stage / during the trip: influence on a place 

experience and evaluation (satisfaction) and the final stage / after the trip: influence 

on future intentions such as recommendation and revisiting (Fakeye & Crompton, 

1991; Bigne, Sanchez & Sanchez, 2001; Lee, Lee & Lee, 2005; Chen & Tsai, 2007). 

It can be concluded that destination image not only has an influence on tourists while 

they are in the travel making decision stage, but it can also cause an effect on tourists 

when they are at destinations (Bigne, Sanchez, & Sanchez, 2001; Chen & Tsai, 2007). 

 The relationship of destination image and destination satisfaction was based 

on the shared basis of destination image and destination satisfaction in emotional and 

cognitive responses (Nicoletta & Servidio, 2012). It is also consistent with the role of 

destination image as establishing expectations for the experience within the 

destination, as highlighted by the expectancy-disconfirmation theory of satisfaction 

(Gunn, 1988; Chon, 1991; Echtner & Ritchie, 1991; Fakeye & Crompton, 1991; Ross, 

1993; Echtner & Ritchie, 2003; Chi, 2005). Arguably, tourists who have favorable 

destination image would have positive perceptions on their trip experiences. 

Sequentially, this caused higher satisfaction levels and future behavior intentions     

(C. K. Lee, Y. K. Lee, & B. Lee, 2005). This study was confirmed by many previous 
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researches (Kozak & Rimmington, 2000; Bigne, Sanchez, & Sanchez, 2001; C.  K. 

Lee, Y. K. Lee, & B. Lee, 2005; Chen & Tsai, 2007; Chi & Qu, 2008; Aliman et al., 

2016). Chen and Phou (2013), in a study of tourists to Angkor Wat, Cambodia, also 

have found that there is a direct effect of destination image on destination satisfaction.  

 Destination image has also been found to have a direct effect on destination 

satisfaction in Portugal and Korea (Kim et al., 2009; Eusébio & Vieira, 2013). Thus, 

there is clear evidence that there is a connection between destination image and 

destination satisfaction, which was borne out by this study. One possible expansion of 

research from these results and from the previous studies reviewed is examining the 

impact of different types of destination image attributes on destination satisfaction 

individually, in order to understand which destination image attributes have the most 

impact. Prayag et al. (2017) have already made some progress on this question, 

finding that overall destination image rather than individual attributes had the 

strongest influence on destination satisfaction. This work could be expanded, for 

example by separating out the emotional and cognitive elements of destination image. 

It could also potentially be expanded by considering the conative components of 

destination image (Boulding, 1956), which are not studied as often as cognitive and 

affective elements. 

 

 5.2.5 Destination Image  Destination Loyalty (Hypothesis 5) 

 The fifth relationship studied was the relationship of destination image and 

destination loyalty. Destination image was found to have a positive direct effect on 

destination loyalty (H5). This is entirely consistent with the existing trend of studies 

on destination image and destination loyalty. For example, Zhang et al.’s (2014) 

meta-analysis of 66 previous studies found that destination image was significant for 

attitudinal, behavioral, and composite loyalty (with strongest effects seen for 

composite loyalty). Other individual studies have also reflected this relationship (Kim 

et al., 2009; Hallmann et al., 2015). Many other studies have shown that this 

relationship is indirect and mediated through destination satisfaction (Chi & Qu, 

2008; Lee, 2009; Wang & Hsu, 2010; Chen & Phou, 2013; Eusébio & Vieira, 2013; 

De Nisco et al., 2015) or less commonly tourist attributes (Castro et al., 2007). The 

destination image  destination satisfaction has also been found in previous studies 
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of tourists in Thailand, although it was a relatively weak relationship compared to 

other studied (Mechinda et al., 2010). Thus, the findings of this study were both fully 

supported by the literature and consistent with it. However, the evidence for a direct 

relationship in the literature is somewhat limited, as many studies have focused on 

indirect relationships. Thus, this does represent a contribution to the literature. The 

indirect relationships identified by several authors through destination satisfaction are 

discussed below. 

 

 5.2.6 Destination Image  Destination satisfaction  Destination Loyalty 

  (Hypothesis 11) 

 Since so many studies have identified destination satisfaction as a mediator in 

the relationship of destination image and destination loyalty (Chi & Qu, 2008; Lee, 

2009; Wang & Hsu, 2010; Chen & Phou, 2013; Eusébio & Vieira, 2013; De Nisco et 

al., 2015), this relationship was also examined. Destination image was found to have 

an indirect positive effect on destination loyalty through destination satisfaction 

(H11). This is wholly consistent with the existing literature, which have also shown 

that destination image has an indirect effect on destination loyalty through destination 

satisfaction. This indirect effect can be most easily understood through the lens of 

expectancy-confirmation theory. This theory states that satisfaction results from the 

consumer’s experience when considered against their prior expectations, which are 

established through research, previous consumer experience, and word of mouth 

(Latour & Peat, 1979; Oliver, 1980; Neal & Gursoy, 2008; Chen & Phou, 2013). 

Žabkar et al.’s (2010) extension of the definition of destination satisfaction drew on 

this theory, establishing destination image attributes as the prior knowledge that was 

used to establish the expectations for the destination, which are then confirmed 

through their experience (destination satisfaction), resulting in destination loyalty. 

This theory fits into the model of destination image formation proposed by Echtner 

and Ritchie (2003). It also suggests that there could be a circular relationship if this 

was studied over time, as Echtner and Ritchie (2003) propose that the experience of 

travel reinforces or changes the destination image. This could result in further 

destination loyalty. 
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 This empirical result is also in agreement with many previous studies 

(Andreassen & Lindestad, 1998; Bigne, Sanchez, & Sanchez , 2001; Beerli, Diza, & 

Perez, 2002; Mohamad, Ali, & Ghani, 2011). For example, Wang and Hsu (2010) 

examined Chinese tourists who visited Zhang-Jia-Jie and revealed that the tourists’ 

future intentions were indirectly affected by destination image through satisfaction. 

Park and Njite (2010) studied the influence of the destination image of Jeju Island, 

which consists of “environment”, “attractions”, value for money” on tourists’ 

satisfaction and future behavior. The findings of the study indicated that medical 

tourists intend to show their loyalty by word of mouth or recommendation, revisiting 

and willingness to pay more, respectively when they perceive positive destination and 

satisfaction. Furthermore, the findings of the study of Anon (2010) regarding the 

sources of information gained by international patients at Bumrungrad hospital, 

indicated that most international patients attained information from their friends. To 

summarize, medical tourism destination loyalty had causal relationships with 

destination image and satisfaction. In other words, destination image plays a vital role 

in completing the loyalty of an individual, and medical tourists’ satisfaction must be 

highly attended to in order to generate long lasting relationships that are advantageous 

to both destination countries and medical tourists. As with other relationships in this 

study, this is one that appears to be complex and difficult to operationalize and study, 

but this research has supported evidence for an indirect relationship in addition to the 

direct relationship studied above. 

 

 5.2.7 Destination Satisfaction  Destination Loyalty (Hypothesis 6) 

 A fourth direct relationship that was studied in this model was the destination 

satisfaction  destination loyalty relationship. Destination satisfaction was found to 

have a direct positive effect on destination loyalty (H6). This finding was entirely 

consistent with the existing literature, which has examined the relationship between 

destination satisfaction and destination loyalty (Bigne, Sanchez, & Sanchez, 2001; 

Lee, Graefe, & Burns, 2004; Chen & Tsai, 2007; Lee, Yoon, & Lee, 2007). Authors 

including Chen and Phou (2013) and Neal and Gursoy (2008) have proposed that this 

effect would be positive, following the literature on consumer satisfaction, which 

indicates that consumer satisfaction is one of the most significant factors in consumer 
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loyalty for different brands. The relationship was also strongly supported by empirical 

findings in previous studies that included different tourism segments and destinations 

(Oom De Valle et al., 2006; Jang & Feng, 2007; Yuksel et al., 2010; Assaker et al., 

2011; Sun et al., 2013). This effect has been observed in previous studies on medical 

tourism in Thailand as well (Natcha Thawesaengskulthai et al., 2015). The findings of 

this study supported the importance of perceived service quality as this was one of the 

main motivations, although it did not explicitly explore service quality like Natcha 

Thawesaengskulthai et al. (2015) did. Of course, this does not mean that this 

relationship is uncomplicated or certain to persist over time. Neuts et al. (2013) has 

raised the question of whether mass tourism would change the effect of destination 

satisfaction on destination loyalty. Ozdemir et al. (2012) has also raised the possibility 

that destination loyalty can increase destination satisfaction. Simply, travelers that 

have more experience in a destination may be more satisfied with it, perhaps because 

they have a more realistic destination image to set their expectations. Thus, even 

though this relationship may seem obvious, it is not necessarily uncomplicated, and 

could have interactions between the tourism segment and destination among other 

factors. 

 

 5.2.8 Travel Constraints  Destination Satisfaction (Hypothesis 7) 

 Travel constraints were hypothesized to have a direct negative effect on 

destination satisfaction, but no significant relationship was found (H7). This was one 

of the weakest relationships in the study, as there is limited information available 

about the effects of travel constraints generally as discussed above. Chen et al. (2016) 

found that travel constraints and travel motivations interacted with the travel 

experience, which could influence destination satisfaction. For example, for a 

particular traveler, stress may be a travel constraints, while stress relief could be a 

push motivation. If the destination provides stress relief, then the individual would be 

satisfied. However, this relationship was theoretical and complex, and was clearly not 

captured in the empirical findings in this study. As previous discussion (Section 5.1.3) 

noted, travel constraints are a difficult problem and have a complex set of interaction 

relationships, and may be very difficult to operationalize. Regardless, further 

development of theories regarding travel constraints is called for. 
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 5.2.9 Travel Constraints  Destination Loyalty (Hypothesis 8) 

 As with the travel constraint  destination satisfaction relationship, travel 

constraints were not found to have a significant negative effect on destination loyalty 

(H8). (The results were insignificant.) Once again, there was limited evidence on this 

relationship, mainly coming from Li et al.’s (2011) study of Chinese tourists. Li et al. 

(2011) found that Chinese tourists with high levels of cultural, knowledge, and 

information constraints formed a high level of destination loyalty once they identified 

a good location. However, it should be noted that Chinese tourists are a unique group 

because they are both very enthusiastic about travel and face high levels of 

information, knowledge, and cultural barriers and even legal barriers compared to 

other travelers (Li et al., 2009). Other studies have found that only one type of barrier 

– disinterest – had a negative effect on destination satisfaction (Huang & Hsu, 2009). 

Huang and Hsu’s (2009) study finding is not surprising, since a tourist who is not 

interested in a destination is unlikely to be satisfied with their experience in it. Taken 

together, these findings suggest that destination does not influence destination loyalty. 

 

 5.2.10 Travel Constraints  Destination satisfaction  Destination  

  Loyalty (Hypothesis 12) 

 Travel constraints were not found to have an indirect negative effect on 

destination loyalty through destination satisfaction (H12). Instead, the results were 

insignificant. This is not surprising given that both the travel constraints  

destination satisfaction and travel constraints  destination loyalty relationships were 

not significant on their own, for the reasons discussed above. Moreover, medical 

tourists may differ from general tourists in that they have strong motivation to travel 

to receive medical treatment, so they can conquer and deal with any travel constraints. 

Although there was no constraint, tourists may or may not make decisions to go to a 

destination. Their decisions depend on whether they can overcome those perceived 

travel inhibitors (Crawford, Jackson, & Godbey, 1991; Um & Crompton, 1999). This 

relationship path should be considered non-significant. It is unfortunate that this 

research did not isolate the effect of travel constraints on the tourism decision for 

medical tourism, since the nature of medical tourism would suggest a high level of 
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constraints among the tourism segment. This does offer an opportunity for further 

research. However, the weak theoretical basis of the concept of travel constraints and 

its interactions suggests that this further research should be exploratory in nature, 

rather than attempting to incorporate travel constraints into a full model. 

 

5.3 Policy Recommendations for Developing Thailand’s Image as a 

Medical Tourism Destination to Establish Destination Loyalty 

 

 The final goal of this chapter is to respond to the final objective of the research 

by providing policy recommendations for developing Thailand’s tourism destination 

image to continue to attract and retain medical tourists. The findings showed that 

improving the accuracy and positivity of destination image could also improve 

destination satisfaction and ultimately destination loyalty, in a way that changes such 

as reducing barriers could not. There are four key recommendations that are derived 

from these findings and the theoretical research. These policy recommendations 

include: communicate about medical tourism; emphasize availability of procedures to 

general tourists; ensure quality stays high; and ensure costs stay low.  

 Communication about medical tourism. One of the most notable findings of 

the tourism behavior portion of the study is that the most influential information came 

from word of mouth from trusted sources like friends and family and doctor’s 

recommendations, rather than websites or official information sources. This is despite 

the fact that the Tourism Authority of Thailand has been actively promoting medical 

tourism in Thailand since 2010 (Cormany & Baloglu, 2011). Models of destination 

image formation clearly show that external sources of information, including 

marketer-controlled information, are a factor in the formation of destination image 

(Echtner & Ritchie, 2003; Kim & Chen, 2015). This means that even though 

marketer-controlled information does not fully determine destination image (Kim & 

Chen, 2015), it is important for the destination to provide clear and compelling 

information about what is offered. This suggests that the Tourism Authority of 

Thailand and major providers of medical tourism services need to improve their 

communication about medical tourism availability, offerings, quality, and other 

aspects.  
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 The results revealed the most preferable image and the least preferable image 

of Thailand. These provide a guideline to marketing strategies, and particularly to the 

allocation of promotional resources. Thailand as a medical tourism destination should 

proactively start promoting the most favorable image directly related to medical 

tourism: “the willingness and ability of medical staff and hospital employee in 

providing a quality service” and “advanced medical facilities that meet international 

standards” which most medical tourists perceived positively. On the contrary, the 

least preferred images that are directly related to medical tourism: “the hospital has 

acceptable protection against medical malpractice and liability” and “medical staff 

who have good communication skills” should also be considered. It would be 

beneficial to Thailand if there were strategies to improve these least preferred images. 

 In addition, This communication should be targeted to different markets 

depending on the specific aspects of Thailand’s medical tourism that appeal most to 

the market. For example, the US and EU markets could be targeted with information 

about relative cost of procedures, while the Chinese market could be targeted with 

information about availability of restricted or disallowed procedures or those with 

poor coverage in China. Distribution of this information could help to improve the 

initial formation of destination image and refinement of destination image, which as 

this study showed could directly or indirectly improve destination satisfaction and 

destination loyalty.  

 Emphasis on availability of procedures to mass tourism groups. This study 

showed that many of the medical tourists were not seeking complex or expensive 

procedures, but instead received incidental treatment or minor procedures during their 

pre-planned holiday. This implies that many – possibly most – medical tourists are no 

longer seeking medical tourism as a primary activity, which is consistent with many 

studies on medical tourism in Thailand in recent years (Connell, 2011; Wilson, 2011; 

Connell, 2013; Enteen, 2014). Thus, communication and marketing efforts that focus 

on the high-cost, complex procedures sought by a minority of Western tourists need to 

be expanded. This expansion needs to take into account several different markets, 

including regional markets (especially China and Japan) and the possibility of adding 

minor procedures such as skin treatments, minor cosmetic procedures, and aesthetic 

dental work and Lasik to mass market holidays to Thailand. Medical tourism could be 
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incorporated into the general tourism marketing campaigns promoted by the TAT and 

information provided through travel agencies, online, and to tourism operators. 

 Maintaining and improving quality. In this study, and others in Thailand’s 

medical tourism industry (Wongkit & McKercher, 2016), the quality of medical 

personnel, medical services, and support services was a major factor in destination 

image formation and, following the relationships of the study, in destination 

satisfaction. Assessment of the destination image of Thailand clearly showed that the 

high quality of the advanced medical services and supporting services in Thailand was 

one of the defining features and differentiating features from other medical tourism 

destinations. Thus, maintaining and improving the quality of medical services 

available (and as discussed above, communicating about the quality attributes), would 

further enhance the destination image formation about Thailand as a medical tourism 

destination. Since quality is such an important attribute for medical tourism industry, 

efforts such as subsidized training programs and certification programs for facilities 

could be undertaken. Given the increasingly incidental and minor nature of 

procedures sought by medical tourists, this type of program should not be limited to 

only hospitals and major treatment centers. Instead, treatment centers such as 

cosmetic surgery outpatient clinics, facial treatment and cosmetic treatment clinics, 

eye surgery clinics, and dental clinics should be included to ensure coverage of the 

quality controls and mechanisms for where medical tourists are seeking treatment. By 

ensuring that these smaller service providers are covered by quality programs, the 

Thai government could both improve destination image for Thailand and improve the 

actual experience of medical tourists, which would also improve satisfaction and 

destination loyalty. Thus, quality improvements and communication should be a 

priority. 

 Keeping cost controls in place. One of the notable aspects of the destination 

loyalty of this study is that while participants were willing to recommend Thailand as 

a medical tourism destination and revisit Thailand, they were not so willing to pay 

more for the experience. This is consistent with the push motivations for visiting 

Thailand and the pull motivations of Thailand as a medical tourism destination, which 

are based at least in part on the relatively low cost of treatment compared to their 

home countries or to other locations. Thus, the cost of medical treatment in Thailand 
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is a major reason why medical tourists visit Thailand. While this may be true 

particularly for major procedures such as cosmetic surgery, it may also be true of 

relatively minor procedures that individuals get done as incidental or add-on activities 

to their general vacation activity. Thus, the cost of procedures in Thailand should be a 

focus of communication, comparing to the cost of procedures in home markets as 

appropriate. The Thai government could also take steps such as ensure adequate 

supply of medical personnel and supporting services to make sure that supply 

constraints do not increase the cost. Although ultimately the cost of procedures will 

depend on exchange rates and associated macroeconomic trends, this type of support 

could help prevent costs from rising due to supply constraints. 

 

5.4 Implications 

 

Following discussion of the theoretical and empirical consistency of the 

findings, two types of implications have been identified. The implications include 

theoretical implications and practical implications. 

 

 5.4.1 Theoretical Implications 

 After comparing the results of the current study to previous research and 

theoretical findings, there are several theoretical implications. These include novel 

findings and areas where there is need for further theoretical development. 

 Most of the findings of this literature were consistent with the existing 

literature, whether there was a significant relationship or not. However, there were 

some novel findings. One of these findings is the indirect effect of travel motivation 

and destination loyalty as mediated by destination satisfaction. The direct effect of 

travel motivation and destination satisfaction has been studied by some authors, 

although these effects have been limited, and few studies have reported on the direct 

effect of travel motivation on destination loyalty. This study showed that there was no 

significant relationship, which could explain why this has not been reported 

previously. However, as the study showed, there is an indirect relationship. This 

relationship could be explained through the model of destination satisfaction as 

derived from the literature on customer satisfaction (Žabkar et al., 2010). There does 
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need to be further research to confirm and understand the relationship, but the initial 

findings do suggest that this could be an important way that medical tourist 

motivations influence the eventual medical tourism outcomes. In addition, the results 

of the measurement of the constructs are applicable to theoretically compare to other 

tourists and customers in the tourism and hospitality industries. Another important 

contribution of this study is the destination loyalty model, which illustrates the 

process of how the constructs (medical travel motivation, destination image, 

destination satisfaction and destination loyalty) are involved in developing destination 

image to establish destination loyalty for medical tourism. 

 Although there were limited novel findings, the study did point to several 

areas that need further theoretical development. Perhaps the least developed construct 

that was included in this study was the construct of tourism constraints. Even though 

there is a good general definition of tourism constraints, along with different 

typologies of constraints (Chen & Petrick, 2014), understanding of the relationships 

and effects of these travel constraints and their interactions for individual travelers is 

weak. Travel constraints may also play different roles in decision making, depending 

on the traveler’s personality, resources, and possible mitigations (Chen et al., 2013). 

This makes conceptualization of travel constraints and their relationships inherently 

difficult, and it may be too overdetermined to fully model within a limited 

quantitative relationship. However, exploratory qualitative research could be used to 

understand the influence of travel constraints on tourism decisions on an individual 

level, which may provide a higher level of understanding.  

 Even though tourism motivations have been part of the theoretical literature 

for decades, the concept and their effects remains problematic. One possibility is that 

some changes in approach could improve the measurement and consistency of the 

research. One point brought up by Yoon and Uysal (2005) points to a possible 

improvement in the research approach. They noted that the researcher’s choice of 

tourism motivations influences the effects observed. One possible solution to this 

problem is to use a more open approach to identifying tourism motivations, offering 

participants the choice to state their own motivations. However, this may not 

overcome the problem of interacting motivations and demographic segments and 

other issues identified. This is an opportunity for further theoretical development. 
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 5.4.2 Practical Implications 

 Even though the practical implications focus on generation of policy 

recommendations for developing destination image of Thailand as a medical tourism 

destination to establish destination loyalty previously discussed, several additional 

applicable implications can be obtained from the finding of this study.  

 Firstly, the confirmatory factor analysis reveals that medical tourists carry out 

two different medical travel motivations (push and pull factors), seven different 

destination images (medical staff, facilities, reliability, patient support, supporting 

industries, Thailand’s destination image in general and affective image), four travel 

constraints (structural constraint, political constraint, personal constraint, and 

environmental constraint) and three destination loyalty (recommendation, revisiting, 

and willingness to pay more). It is necessary to use variables specially created for 

medical tourists in Thailand. It is realized that there are many segmentations in the 

tourism industry, and each segment is different in their characteristics and behaviors. 

Thus, using these variables ensures a better understanding of the target medical 

tourist. It was proved by previous studies of Govers, Go, and Kumar (2007, p. 980), 

that their study “failed to detect significant image differences among different groups 

of consumers that show unequal levels of preference.” Consequently, medical tourism 

management and travel destination marketers should consider these variables because 

they can be useful and usable in increasing medical tourists’ satisfactions, and it will 

lead to heightening destination loyalty. 

 Another challenge for Thailand as a medical tourism destination is the 

“language barrier”, which was considered as a travel constraint in the study. While 

English is widely spoken in Singapore and India, language communication skills are 

considered a persistent problem in Thailand, with most concerns over language 

communication skills lying with nursing, reception and other relevant staff. This 

challenge for Thailand to overcome is asserted by the research of Jutamas 

Rerkrujipimol & Assenov (2008). Thailand would be able to gain a higher 

competitive advantage over their competitors if medical service providers could 

overcome this perceived language barrier. Foreign language courses to train both 

medical staff and non-medical employees who have contact with medical tourists, 

would be suggested. In addition, language training could be provided to staff in 
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associated sectors such as hotels, health resorts and spas, who are also involved in the 

medical tourism industry. Using any innovative technologies related to translation is 

also recommended. 

 Finally, destination image is a direct antecedent of satisfaction as well as a key 

factor in directly and indirectly influencing destination loyalty. Thus, destination 

managers / marketers and medical service providers must take action to enhance the 

image medical tourists hold of a destination. If they are to compete successfully in the 

competitive medical tourism market, they should realize that once a negative image is 

formed, it is difficult to be altered. As a result, it is hugely significant for destinations 

to project and convey the desirable image and then retain it. The findings of this study 

should be a first step in contributing to Thailand understanding its position, and its 

image as a medical tourism destination and hereafter emerge with competitive 

strategies for medical tourism. The role of satisfaction should not be overlooked 

because the study suggested that it stimulated tourists’ loyalty. It means that high 

levels of medical tourists’ satisfaction would lead to positive recommendations, future 

returns and a willingness to pay more, which would help develop sustainable 

destination competitiveness. Figure 5.1 illustrates developing Thailand’s image as a 

medical tourism destination to establish destination loyalty that is suggested to 

destination marketers and medical service providers. 

 

 

 

Figure 5.1 Developing Thailand’s Image as a Medical Tourism Destination to 

Establish Destination Loyalty 
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5.5 Limitations and Suggestions for Future Research 

 

 5.5.1 Limitations 

 Due to this study involving medical tourists, it is necessary to state that ethical 

issues were the most significant consideration when completing this research. The 

name of the hospitals, clinics and respondents were not unveiled to assure 

confidentiality. 

 The first limitation is the sample size of the study being quite small compared 

to other medical tourist surveys. This was due to time and financial limitations. 

Moreover, the patient’s rights had to be considered. The respondents of this study are 

medical tourists, in other words, patients, so they have the rights to keep their 

personal information confidential. Their rights must be respected in accordance with 

the declaration of patient’s rights by the medical council of Thailand (The medical 

council of Thailand, 2015). This might lead to a non-response bias, which was 

introduced because of the under-representation of those non-respondents in the 

population. Thus, the conclusions gained from this study regarding the population of 

interest should be used within the context of the limitations. 

 Another limitation is the questionnaire used as the survey tool was developed 

using only the English language. Most of the respondents could read English, but it 

may cause an issue regarding an understanding of the questions for respondents who 

use English as a second language. 

 Lastly, the finding of this study can only be generalized to the sample 

population because the location of the study is Thailand as a medical tourism 

destination. Moreover, data was collected from Bangkok, Chonburi and Phuket. Thus 

other populations and destinations may produce different results in travel motivation, 

destination images, travel constraints, destination satisfaction, and destination loyalty. 

 

 5.5.2 Suggestions for Future Research 

 This research focused on Thailand’s image as a medical tourism destination 

and the findings provide policy recommendations for developing Thailand’s image as 

a medical tourism destination to establish destination loyalty. However, several 

certain aspects, not examined in this study, need to be considered in the future. 
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 Firstly, it is noted that the study did not measure the respondents’ pre-trip 

images, but surveyed them during their experience. This made it impracticable to 

measure the pre-visit image of the destination. Empirical studies have uncovered that 

perceptions of tourists on destination images change over time (Gartner & Hunt 1987; 

Dann 1996; Gallarza, Saura, & Garcı́a, 2002). Future research will be beneficial from 

the collection of longitudinal data to more precisely measure change across time. An 

ideal research would measure medical tourist motivation, perception and behaviors 

before and after visiting a destination. 

 Secondly, there might be additional observed variables of the latent variable 

‘travel constraints’ influencing and interacting with destination satisfaction and/or 

destination loyalty. Additional observed variables are suggested to be investigated in 

future studies. It might not only explore omissions and misrepresentation of the 

relationships tested in the current study, but they may also have been some perception 

differences depending on additional observed variables of the latent variable ‘travel 

constraints’. Further concepts would present interesting refinement and extension. 

 A replication of the study in larger sample size groups is necessary and 

essential to expand the general applicable of the proposed model. Increasing a sample 

size would allow confirmation of the constructs and observed variables. It would then 

provide more individuals to grant generalization of the current study. 

 Finally, a study examining group differences should be considered. Medical 

tourism is a wide sector and it comprises many subsets such as dental tourism and 

fertility tourism. These subsets may have different characteristics and they may 

produce different results, which may produce a different model relationship. 

Moreover, assessing the different types of medical tourists such as direct fly-in, 

tourists and expatriates is recommended. Another interesting study would be the 

different nationality groups. A cross-cultural study of medical tourists’ perceptions 

among different nationalities may reveal different model relationships. Future 

research should explore the relationships between motivation, destination images, 

destination satisfaction and destination loyalty based on perceptions of each subset 

and each nationality group, to attain in-depth managerial implications to medical 

tourism and destination marketers or managers. 
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“Developing Thailand’s Image as a Medical Tourism Destination  

to Establish Destination Loyalty” 

____________________________________________________________________ 

 

Medical Tourists Survey Questionnaire 

 This survey is conducted as partial requirement for completion of the Doctor 

of Philosophy degree (PhD) in Integrated Tourism Management program from 

National Institute of Development Administration (NIDA), Thailand. The aim of this 

research is to study medical tourists’ perception of Thailand’s image as a medical 

tourism destination. Your participation and help are very important to the successful 

completion of this research project. Your participation in this survey is greatly 

appreciated.  

The information collected will be only used for this research purpose only. There will 

be no risk anticipated from participating in the survey. Your response will remain 

anonymous and completely confidential, and your participation in this study is strictly 

voluntary. 

If you need further information about the project, do not hesitate to contact me at 66-

81-6662234 or email at wariyajeab@hotmail.com  

Thank you very much for your kind cooperation and participation. 

Yours truly, 

Wariya Pattharapinyophong 

Ph.D. candidate in Integrated Tourism Management 

Graduate School of Tourism Management 

National Institute of Development Administration (NIDA), THAILAND 

E-mail: wariyajeab@hotmail.com Tel. 66 81 6662234 

 

Part I: Personal and Medical Travel Information 

Direction: Please mark ☑ for your answers 

1. Gender 

  1.   Male     2.   Female 

 

2. Marital Status 

 1.   Single     2.   Married / Living together 

 3.   Divorced/Widowed/Separated      
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3. Age  

 1.   Under 20 years    2.   20 - 29 years  

  

 3.   30 - 39 years    4.   40 - 49 years  

  

 5.   50 - 59 years    6.   60 and above 

 

4. Region of residence (please specify nationality) 

 1.   Africa  ……………………   

 2.   Asia   …………………… 

 3.   Europe   …………………… 

 4.   Oceania  …………………… 

 5.   The Americas …………………… 

6.   Others  …………………… 

 

5. Education 

 1.   High school or below    2.   College Diploma 

 3.   Bachelor degree    4.   Postgraduate degree or above   

 5.   Professional certificate   6.   Other (please specify)…………… 

 

6. Annual Household Income (US Dollar) 

1.   Under 20,001 USD    2.   20,001 - 40,000 USD   

 3.   40,001 - 60,000 USD    4.   60,001 - 80,000 USD  

 5.   80,001 – 100,000 USD    6.  100,001 USD – and above 

 

7. Occupation 

 1.    Professional / technical (e.g. teacher,   2.    Administrative / Management 

          lawyer, engineer, etc.) 

 3.    Company employees    4.     Production/ Manufacturing 

 5.    Agriculture workers    6.     Government official / Military  

 7.    Housewives    8.     Students 

 9.    Retired      10.   Self-employed 

 11.  Unemployed    12.   Other (please specify) ………… 

 

8. Types of medical service you are seeking for  
1.   General treatment (e.g. checkup, flu, food poisoning, etc.)  

2.   General surgery    

3.   Dental treatment    

 4.   Cosmetic / Plastic surgery    

5.   Cardiovascular care (Heart treatment) 

6.   Orthopedic service (Joint, spine, sports medicine, etc.)    

 7.   Eye Treatment Service / Lasik   

8.   Skin Treatment Service  

9.   Fertility and Infertility treatment 

 10.   Others (please specify) …………………… 

 

9. Do you have any health or medical insurance coverage on this type of treatment? 

 1.   Yes, in my country (full or partial coverage)       

2.   Yes, in Thailand (full or partial coverage)  

3.   No, medical insurance coverage 
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10. Please rank the TOP THREE sources of information that have helped to decide to select medical 

services in Thailand 

     (1 represents the most important sources) 

   

………. Advice of doctor/physician in your country 

  ………. Word-of-mouth from friends or relative 

  ………. Medical tourism intermediary’s website  

  ………. Website of hospitals in Thailand 

  ………. On-line medical communities 

  ………. Medical tourism blog 

  ………. Reading the testimonies of other patients who had surgery abroad 

  ………. Travel agent 

  ………. News/advertisement on Magazine/television/newspaper 

  ………. Previous visit 

………. Others (please specify) ……………… 

 

11. Please rank the TOP THREE medical tourism destinations that you will choose to travel for your 

medical treatment 

     (1 represents the most preferred destination)  

  

  ………. Thailand  

  ………. Singapore 

  ………. Malaysia 

  ………. India 

  ………. South Korea 

  ………. Taiwan 

  ………. Mexico 

  ………. Brazil 

  ………. Turkey 

  ………. United States 

………. Others (please specify) ……………… 
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Part II: Medical Travel Motivation 
Please indicate your level of AGREEMENT with the following statements describing your medical 

travel motivation to Thailand. (Please tick  one number among the number 1-7 indicating strongly 

disagree to strongly agree)  

 

  
Strongly 

Disagree  Disagree 

Somewhat  

Disagree Neutral 

Somewhat 

Agree Agree 

Strongly  

Agree 

1. Avoiding long wait times for medical treatment in 

your country of residence 
1 2 3 4 5 6 7 

2. Lower cost of medical treatment than your 

country of residence 
1 2 3 4 5 6 7 

3. Availability of medical treatment that is not 

permitted in your country of residence 
1 2 3 4 5 6 7 

4. Types of medical procedures and services not 

covered by medical insurance in your country of 

residence  

1 2 3 4 5 6 7 

5. Preference of privacy and confidentially  1 2 3 4 5 6 7 

6. An Opportunity for a person with limited or no 

medical insurance in his/ her country 
1 2 3 4 5 6 7 

7. An exotic destination for relaxation and 

recuperation after medical treatment. 
1 2 3 4 5 6 7 

8. The ability to combine medical treatments with a 

vacation. 
1 2 3 4 5 6 7 

9. Extensive availability and types of medical 

services. 
1 2 3 4 5 6 7 

10. Good value for money 1 2 3 4 5 6 7 
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Part III:  Thailand as a medical tourism destination 

1. Please indicate your level of AGREEMENT with the following statements describing Thailand as a 

medical tourism destination. (Please tick  one number among the number 1-7 indicating strongly 

disagree to strongly agree) 

As a medical tourism destination, Thailand offers: 
Strongly 

Disagree  Disagree 

Somewhat  

Disagree Neutral 

Somewhat 

Agree Agree 

Strongly  

Agree 

1. Highly qualified and experienced doctors 1 2 3 4 5 6 7 

2. A globally renowned reputation for the doctors 

and medical staff in Thai hospitals 
1 2 3 4 5 6 7 

3. Availability of specialty and sub-specialty doctors 1 2 3 4 5 6 7 

4. Knowledgeable and skillful doctors and medical 

staff in Thai hospitals 
1 2 3 4 5 6 7 

5. The willingness and ability of  medical staff and 

hospital employee in providing a quality service  
1 2 3 4 5 6 7 

6. Medical staff who have good communication 

skills 
1 2 3 4 5 6 7 

 7. Medical staff and hospital employees who are 

consistently courteous and respectful 
1 2 3 4 5 6 7 

8. Hospital employees who provide a fast and 

courteous response to questions and concerns 
1 2 3 4 5 6 7 

9. Advanced medical facilities that meet 

international standards 
1 2 3 4 5 6 7 

10.  High levels of security and personal safety 

while availing the hospital facilities 
1 2 3 4 5 6 7 

11. Extensive hospital amenities (cafeteria, public 

phone, minimart, etc.) 
1 2 3 4 5 6 7 

12. Ease of accessibility from your country of 

residence 
1 2 3 4 5 6 7 

13. Healthy and clean hospital environments 1 2 3 4 5 6 7 

14. International hospital accreditation  1 2 3 4 5 6 7 

15. Thailand is the Medical Hub of Asia  1 2 3 4 5 6 7 

16. A Strong reputation for professionalism and 

exceptional services 
1 2 3 4 5 6 7 

17. Medical treatment in Thailand is trustworthy 1 2 3 4 5 6 7 

18. Ease of medical treatment arrangement 1 2 3 4 5 6 7 
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As a medical tourism destination, Thailand offers: 
Strongly 

Disagree  Disagree 

Somewhat  

Disagree Neutral 

Somewhat 

Agree Agree 

Strongly  

Agree 

19. A short waiting time for examination by doctors 1 2 3 4 5 6 7 

20. Arrangement for language interpretation service 1 2 3 4 5 6 7 

21. The hospital’s attention to patient’s privacy, 

confidentiality and disclosure 
1 2 3 4 5 6 7 

22. The hospital has acceptable protection against 

medical malpractice and liability 
1 2 3 4 5 6 7 

23. Choice of holistic and alternative treatments 1 2 3 4 5 6 7 

24. Excellent recreational services offered during 

the period of therapy 
1 2 3 4 5 6 7 

25. Ease of visa and immigration procedures 1 2 3 4 5 6 7 

26. Thailand offers extensive accommodation 

options for all budgets 
1 2 3 4 5 6 7 

27. A variety of tourists attractions 1 2 3 4 5 6 7 

28. A variety of quality international and local food 1 2 3 4 5 6 7 

29. Numerous spa and health resorts for relaxation 

and recovery  
1 2 3 4 5 6 7 

30. Good shopping opportunities 1 2 3 4 5 6 7 

31. Quality of infrastructure throughout the country 1 2 3 4 5 6 7 

32. An extensive and efficient local transportation 

system 
1 2 3 4 5 6 7 
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Thailand Destination Image 

2. Please indicate your level of AGREEMENT with the following statements describing your 

perception of Thailand’s destination image in general. (Please tick  one number among the number 

1-7 indicating strongly disagree to strongly agree) 

Thailand offers: 
Strongly 

Disagree  Disagree 

Somewhat  

Disagree Neutral 

Somewhat 

Agree Agree 

Strongly  

Agree 

1. Beautiful scenery and natural attractions 1 2 3 4 5 6 7 

2. A good year-round climate 1 2 3 4 5 6 7 

3. Interesting cultural attractions  1 2 3 4 5 6 7 

4. Interesting historic attractions 1 2 3 4 5 6 7 

5. An unpolluted and pristine environment 1 2 3 4 5 6 7 

6. Good nightlife and entertainment 1 2 3 4 5 6 7 

7. Personal safety 1 2 3 4 5 6 7 

8. Good hygiene and standards of cleanliness 1 2 3 4 5 6 7 

9. Interesting and friendly people 1 2 3 4 5 6 7 

10. Political stability 1 2 3 4 5 6 7 

 

2. Please indicate your level of AGREEMENT with the following statements describing your feeling 

towards Thailand as a medical tourism destination. (Please tick  one number among the number  

1-7 indicating strongly disagree to strongly agree) 

 

Strongly 

Disagree  Disagree 

Somewhat  

Disagree Neutral 

Somewhat 

Agree Agree 

Strongly  

Agree 

1. Relaxing                                 1 2 3 4 5 6 7 

2. Pleasant                                  1 2 3 4 5 6 7 

3. Exciting                                 1 2 3 4 5 6 7 

4. Inexpensive                 1 2 3 4 5 6 7 

5. Friendly                            1 2 3 4 5 6 7 

6. Trustworthy                        1 2 3 4 5 6 7 
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Part IV:  Travel constraints 

Please indicate your level of AGREEMENT with the following statements describing your perception 

of factors that inhibit you to travel to Thailand as a medical tourism destination. (Please tick  one 

number among the number 1-7 indicating strongly disagree to strongly agree) 

 

Strongly 

Disagree  Disagree 

Somewhat  

Disagree Neutral 

Somewhat 

Agree Agree 

Strongly  

Agree 

1. The travel distance to Thailand is too long. 1 2 3 4 5 6 7 

2. The trip to Thailand takes too much time. 1 2 3 4 5 6 7 

3. Organizing a trip to Thailand is difficult. 1 2 3 4 5 6 7 

4. Traveling to Thailand for medical treatment is too 

expensive.  
1 2 3 4 5 6 7 

5. The language barrier is a problem for me.  1 2 3 4 5 6 7 

6. I feel uncomfortable with the different 

lifestyle/culture in Thailand. 
1 2 3 4 5 6 7 

7. It is difficult to obtain travel documents (passport, 

visa, etc.) for Thailand. 
1 2 3 4 5 6 7 

8. Political instability in Thailand makes me feel 

uncomfortable to travel to Thailand. 
1 2 3 4 5 6 7 

9. It is not safe to travel within Thailand. 1 2 3 4 5 6 7 

10. Information about medical tourism services in 

Thailand is limited. 
1 2 3 4 5 6 7 

11. My family and friends discourage me from 

traveling to Thailand. 
1 2 3 4 5 6 7 

12. It is difficult to find a travel companion to visit 

Thailand. 
1 2 3 4 5 6 7 

13. The polluted environment is a major concern. 1 2 3 4 5 6 7 

14. The standards of hygiene in Thailand are not 

adequate. 
1 2 3 4 5 6 7 

15. Thailand is too crowded to comfortably travel 

within the country. 
1 2 3 4 5 6 7 
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Part V:  Medical Tourist Satisfaction 

Please indicate your level of AGREEMENT with the following statements describing your satisfaction 

with your medical tourism experience in Thailand. (Please tick  one number among the number 1-7 

indicating strongly disagree to strongly agree) 

 Medical Tourist Satisfaction 
Strongly 

Disagree  Disagree 

Somewhat  

Disagree Neutral 

Somewhat 

Agree Agree 

Strongly  

Agree 

1. I received quality medical treatment for a 

reasonable price. 
1 2 3 4 5 6 7 

2. The medical treatment I received was good value 

for money. 
1 2 3 4 5 6 7 

3. The medical treatment I received in Thailand met 

my expectations. 
1 2 3 4 5 6 7 

4. Receiving medical treatment in Thailand was a 

wise decision. 
1 2 3 4 5 6 7 

5. Overall, I was satisfied with my medical 

treatment in Thailand.  
1 2 3 4 5 6 7 

 

Destination loyalty 

Please indicate your level of AGREEMENT with the following statements describing your loyalty 

towards Thailand as a medical tourism destination. (Please tick  one number among the number 1-7 

indicating strongly disagree to strongly agree) 

Destination loyalty 

  
Strongly 

Disagree 

 

Disagree 

Somewhat  

Disagree Neutral 

Somewhat 

Agree Agree 

Strongly  

Agree 

1. I will recommend medical tourism in Thailand to 

others, including my family and friends. 
1 2 3 4 5 6 7 

2. I will say positive things about Thailand as a 

medical tourism destination. 
1 2 3 4 5 6 7 

3. I will encourage other people to visit Thailand for 

medical tourism.   
1 2 3 4 5 6 7 

4. I will visit Thailand again for further/follow-up 

medical treatment.  
1 2 3 4 5 6 7 

5. I will visit Thailand for medical services in the 

near future. 
1 2 3 4 5 6 7 

6. I always consider Thailand as my first choice for 

medical services outside my country of residence. 
1 2 3 4 5 6 7 

7. I will be willing to pay more for medical 

treatment in Thailand even if the costs increased.  
1 2 3 4 5 6 7 

8. I will continue to visit Thailand for medical 

treatment even if the cost is higher than other 

destinations. 

1 2 3 4 5 6 7 

 

Comments and suggestion regarding Thailand as a medical tourism 

destination………………………………………………………………………………………………… 

……………………………………………………………………………………………………………..  
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Appendix B 

Content Validity 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



223 

Confirmatory Factor Model for the Constructs: Travel Motivation, Destination 

Image, Travel Constraints, Destination Satisfaction and Destination Loyalty 
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Appendix C 

Path Diagram of Overall Structural Model 
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Path Diagram of Overall Structural Model 
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