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ABSTRACT

Cosmetic surgery tourism, whereby people travel abroad to undergo cosmetic
procedures to enhance their appearance, is a rapidly expanding global phenomenon. Despite
the rapid growth in the number of international patients and extensive media coverage,
knowledge of many key characteristics of cosmetic surgery tourists, such as their background
and decision-making, remains limited (De La Hoz-Correa, Munoz-Leiva, & Bakucz, 2018). To
fill this gap, this study investigated the perceived risk of cosmetic surgery tourism (PRCST).
Specifically, it aimed to develop a valid and reliable scale to measure the PRCST. Applying
the multi-attribute expected utility theory, the study examined the decision-making process of
cosmetic surgery tourists by considering perceived risk as a key determinant of medical travel
decisions. Furthermore, this study provided information on the personal and behavioral
characteristics of cosmetic surgery tourists by investigating the heterogeneity of the cosmetic
surgery tourism market with respect to perceived risk. China’s outbound cosmetic surgery
tourism market was used as the research context.

This research had two objectives: (1) to develop a scale to measure the PRCST and (2)
to segment the cosmetic surgery tourism market based on the PRCST, then identify the personal
and behavioral characteristics of the different segments. The PRCST scale was developed
through a rigorous scale development procedure applying qualitative and quantitative research
(Churchill, 1979; DeVellis, 2012; Hu & Bentler, 1999; Lynn, 1986; Su & Parham, 2002). The
three main stages of scale development were item generation, scale purification, and scale
validation. Subsequently, this study segmented cosmetic surgery tourists based on the PRCST,
and profiled the segments obtained in terms of socio-demographic context, past experiences,

and cosmetic surgery travel characteristics. It used a hybrid segmentation method combining



latent class (LC) modeling and the chi-square automatic interaction detection (CHAID)
algorithm (Magidson & Vermunt, 2005).

The results showed that the multidimensional PRCST scale consisted of 4 dimensions
with 19 items: Cost Risk (5 items), Medical Risk (5 items), Vacation Risk (5 items), and
Destination Risk (4 items). Cost Risk represented the time and monetary costs associated with
cosmetic surgery tourism. Medical Risk represented the problems related to poor surgical
outcomes or poor performance of medical service providers. Vacation Risk represented the
unfavorable situations encountered by cosmetic surgery tourists after their cosmetic procedures,
such as complications, insufficient vacation opportunities, and immigration issues. Destination
Risk represented the hostile environment of a cosmetic surgery tourism destination.

In addition, the results revealed that cosmetic surgery tourists were divided into three
segments based on the PRCST. These segments were labeled “Risk Neutral,” “Risk Concerned,”
and “Risk Sensitive,” and represented 39%, 39%, and 22% of the cosmetic surgery tourism
market, respectively. Tourists in these three segments had distinct personal and behavioral
characteristics. Specifically, the number of visits to a destination, age, and gender were
powerful predictors of the risk perception of cosmetic surgery tourists. In terms of cosmetic
surgery travel characteristics, the three segments differed in terms of trip purpose, cosmetic
surgery expenditure, length of stay, travel arrangement method, clinic decision horizon,
accommodation type, and type of cosmetic procedure.

This study offers several theoretical contributions and practical implications. It
contributes to the perceived risk literature by conceptualizing the perceived risk of patient-
consumers or patient-tourists in the context of multi-purpose travel decisions and by
developing a reliable PRCST scale. It also significantly contributes to the medical tourism
literature by broadening knowledge on the risk perception, decision-making, and personal and

behavioral characteristics of cosmetic surgery tourists. In addition, it broadens the range of

ii



tourism segmentation methodologies. In terms of practical implications, this empirical study
provides advice for marketing practitioners on establishing effective destination marketing
strategies to attract Chinese cosmetic surgery tourists with different personal and behavioral
characteristics. Moreover, this study helps service providers in the cosmetic surgery tourism
industry to develop products suitable for various segments and to deliver quality services by

adding value to their cosmetic surgery tourism products.

Keywords: CHAID, cosmetic surgery tourism, perceived risk, scale development,

segmentation
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CHAPTER 1. INTRODUCTION

1.1 Chapter Introduction

This chapter presents the background of this study and identifies gaps in the cosmetic
surgery tourism literature. Next, it explains the main purpose of the research and its specific
objectives. It also identifies the research context. Finally, this chapter provides an overview of

the thesis.

1.2 Background

Medical tourism is a growing global phenomenon and has become a multi-billion-
dollar industry (Sawaya, 2016). It is generally accepted that medical tourism has flourished
over the last decade, and that its growth will continue, but disparities have been observed in
the estimates (Lunt et al., 2011). Accurate statistics on medical tourism, such as market size
and number of medical tourists, are difficult to confirm due to the different definitions of
medical tourism and the lack of authoritative data comparable between countries (Cohen, 2008;
Connell, 2013; Health-Tourism.com, 2016; Helble, 2011; Lunt et al., 2011; Taylor, 2015;
Woodman, 2016).

Allied Market Research (2016) predicted that the world medical tourism market will
be worth US$143.8 billion by 2022, with a compound annual growth rate of 15.7% from 2015
to 2022. In addition, the market size will be between US$45.5 billion and US$72 billion, with
a growth rate of 15% to 25%, based on an estimation of approximately 14 million international
patients spending between US$3,800 and US$6,000 per visit. Many researchers have agreed
that the market will achieve sustained growth, but others have argued that global medical
tourism shows no signs of further growth, as it has remained static at around 7 million people

for 5 years. Instead, each country’s share of the total has changed rapidly (Youngman, 2016).



Medical tourism is a diverse industry. There are different types of medical tourism
depending on medical treatment, each with a complex set of patient motivations (Hanefeld,
Smith, Horsfall, & Lunt, 2014). Cosmetic surgery tourism is an important and growing area,
which falls under the broad concept of medical tourism (Holliday, Bell, Cheung, Jones, &
Probyn, 2015; Holliday, Bell, Jones, et al., 2015; Holliday, Bell, Jones, Probyn, & Taylor,
2014). Due to the availability of cheap flights and cosmetic surgery at a fraction of the normal
cost, more and more people are undergoing cosmetic surgery abroad (Franzblau & Chung,
2013; Jeevan & Armstrong, 2008; Jenkin, 2014). The number of British people undergoing
cosmetic surgery abroad rose by 109% from 2012 to 2014, with cosmetic surgery being a
popular activity on vacation (Jenkin, 2014). Cosmetic surgery is one of the main specialties
sought by medical tourists, alongside dentistry, health screening, and cardiovascular,
orthopedic, cancer, reproductive, and weight loss surgery (Health-Tourism.com, 2016; Lunt et
al., 2011; Woodman, 2016).

A survey of 1,000 British patients traveling abroad for medical procedures indicated
that 42% went abroad for cosmetic surgery, 32% for dental treatment, and 9% for treatment for
obesity (Treatment Abroad, 2013). According to the survey, the most popular cosmetic
operations were breast augmentation, facelift, tummy tuck, liposuction, and eyelid surgery.
Holliday et al. (2014) pointed out that cosmetic surgery accounts for up to 60% to 70% of all
medical tourism procedures, as most dental treatments can be done for cosmetic purposes, and
there may be a fine line between health and appearance when conducting obesity surgery. In
Australia, cosmetic surgery tourists account for around 85% of all medical tourists (Connell,
2011). Australians spend around US$300 million a year on cosmetic surgery tourism, with
around 15,000 people traveling overseas each year to undergo cosmetic procedures (Browne
& Enriquez, 2014; SBS, 2013). This study aimed to generate in-depth information on the

cosmetic surgery tourism market, given its considerable economic potential.



1.3 Problem Statement

Despite the rapid growth in the number of international patients and extensive media
coverage, knowledge of many key characteristics of medical tourists remains limited (Chew &
Koeshendro, 2016; Connell, 2013; Hanefeld et al., 2014; Helble, 2011; Lunt et al., 2011).
Specifically, little is known about the background and behavior of medical tourists. Lunt et al.
(2011) stressed the need to explore the demographic profile, social pattern, and health
conditions and status of medical tourists to map the composition of the medical tourism market.
Connell (2013) pointed out that the age, gender, and ethnic composition of medical tourist
flows are largely unknown. He also called for further analysis of the behavior of medical
tourists, such as information gathering, decision-making, length of stay, economic expenditure
and activities, experience of medical tourism and medical care, and the extent to which medical
and tourist expectations are met.

Similarly, Lunt, Horsfall, and Hanefeld (2016) argued that there is a lack of
information on the social, economic, and demographic background of medical tourists, making
it difficult to understand patient decision-making and the determinants of travel. In addition,
based on the analysis of the thematic evolution of medical tourism research, De la Hoz-Correa
et al. (2018) highlighted the need for more investigation of patient characteristics, number of
patients traveling abroad, decision-making, sources of information, and perceptions. The same
argument can be applied to cosmetic surgery tourists.

In recent decades, the concept of “perceived risk™ has established an unprecedented
research tradition in consumer behavior research (Mitchell, 1999). Specifically, perceived risk
has been shown to be an important determinant of consumer decision-making (Cox & Rich,
1964; Moutinho, 1987). The literature has suggested that perceived risk strongly influences
tourist behaviors and travel decisions (Fuchs, Uriely, Reichel, & Maoz, 2013; Lepp & Gibson,

2003; Sharifpour, Walters, Ritchie, & Winter, 2014; Sonmez & Graefe, 1998a, 1998b; Uriely,



Maoz, & Reichel, 2007). Previous research has revealed that tourists’ perceived risk is related
to various factors, including socio-demographic background, past tourism experiences, and
travel characteristics (Lepp & Gibson, 2003; Reisinger & Mavondo, 2006; Sonmez & Graefe,
1998a, 1998b). Thus, it is essential to investigate this critical area to better understand the
characteristics and behaviors of medical tourists. However, research on the perceived risk of
medical tourists and its relationship to personal and behavioral characteristics is limited.

Cosmetic surgery tourism involves a range of risks. Risk is inherent in tourism and a
major and fundamental concern for international travelers (Reisinger & Mavondo, 2005; Yavas,
1990). Regarding the medical aspect, all surgery carries an element of risk, even at the highest
level of care (American Society of Plastic Surgeons [ASPS], 2016). Therefore, the act of
traveling combined with surgery can significantly increase the potential risks (ASPS, 2016).
While many people are attracted to cheap costs and travel abroad to undergo cosmetic surgery,
many medical professionals warn of the dangers of cosmetic surgery tourism. They emphasize
that patients must make an informed decision before undergoing any procedure abroad
(American Society for Aesthetic Plastic Surgery [ASAPS], 2011, 2012; Australian Society of
Plastic Surgeons [ASPS], 2017; British Association of Aesthetic Plastic Surgery [BAAPS],
2004, 2009; British Association of Plastic, Reconstructive and Aesthetic Surgeons [BAPRAS],
2008b, 2013). Moreover, the media often report on problems encountered during cosmetic
surgery tourism, such as serious infection and even death (e.g., Agence France-Press, 2015;
Buncombe, 2014; Head, 2015).

However, previous studies investigating the risk aspect of cosmetic surgery tourism
have been limited, mainly analyzing the number and type of complications resulting from
cosmetic surgery performed abroad and the associated costs incurred based on patients’
assessment and management (Birch, Caulfield, & Ramakrishnan, 2007; Livingston, Berlund,

Eccles-Smith, & Sawhney, 2015; Miyagi, Auberson, Patel, & Malata, 2012). In the general



concept of medical tourism, risk-related research topics include risk information provided by
medical tourism websites or newspapers (Jun & Oh, 2015; Mason & Wright, 2011; Penney,
Snyder, Crooks, & Johnston, 2011), surgical and infectious disease problems (e.g., Kotton,
2011; Rogers, Aminzadeh, Hayashi, & Paterson, 2011; Yakupoglu et al., 2010), ethical and
legal issues (e.g., Crooks et al., 2013; Crozier & Martin, 2012; Deonandan, 2015; Hill, 2011),
and the effect of risk aversion on tourists’ destination decisions (Nugraha, Hamin, & Elliott,
2016).

Given the limited research on the risk of cosmetic surgery tourism, particularly from a
demand-side perspective, this study sought to fill this research gap by exploring the perceived
risk of cosmetic surgery tourism (PRCST) from the perspectives of tourists. The study defined
cosmetic surgery tourism as international travel for two simultaneous purposes, namely
vacationing and undergoing cosmetic surgery. It thus examined the concept of perceived risk
in the context of multi-purpose travel decisions. Specifically, this research aimed to develop a
valid and reliable scale to measure the PRCST by applying the multi-attribute expected utility
theory. Considering the PRCST as a key determinant of medical travel decisions, this study
attempted to provide more information on the decision-making of cosmetic surgery tourists. In
addition, this study aimed to better understand the personal and behavioral characteristics of
cosmetic surgery tourists by investigating the heterogeneity of the cosmetic surgery tourism
market in terms of perceived risk. As different market segments have different characteristics
and needs that determine their personal preferences for the attributes of medical tourism (Chew
& Koeshendro, 2016), market segmentation can be an effective way to generate in-depth

information on the nature of the cosmetic surgery tourism market.



1.4 Purpose of the Study

The purpose of this study was twofold: (1) to develop and validate a scale to measure
PRCST; and (2) to segment the cosmetic surgery tourism market based on the PRCST and
identify the personal and behavioral characteristics of the different segments. Using qualitative
and quantitative research methods, this research identified the dimensions of perceived risk and
the attributes associated with cosmetic surgery tourism, based on which the multidimensional
structure of the PRCST construct was determined. Specifically, the PRCST scale was
developed through a series of procedures, including item generation, scale purification, and
scale validation. Subsequently, this study segmented cosmetic surgery tourists based on the
PRCST scale. It also profiled each segment obtained in terms of socio-demographic context,

past experiences, and cosmetic surgery travel characteristics.

1.5 Research Objectives
Due to the lack of understanding of the PRCST, this study had the following five

research objectives.

* To define the concept of the PRCST;

* Toidentify the attributes and risk dimensions associated with cosmetic surgery tourism;

* To develop and validate a scale to measure the PRCST;

* To segment cosmetic surgery tourists based on their PRCST;

 To profile the segments obtained in terms of socio-demographic context, past

experiences, and cosmetic surgery travel characteristics.

1.6 Research Context
China’s outbound medical tourism market is growing rapidly. According to Global

Growth Markets (2018), there are more than 500,000 Chinese medical tourists spending at least



US$10 billion a year, and the number of medical tourists should reach 900,000 by 2020. The
average amount spent on medical tourism is estimated to be 10 times higher than general
outbound travel (Ambler, 2017). China’s outbound medical tourism is fueled by rising wealth,
an increasingly top-heavy population pyramid, and the proliferation of lifestyle diseases (Read,
2016a, 2016b). The most popular treatments for Chinese medical tourists include cosmetic
surgery, health checks, wellness programs, and serious illness treatment (IMTJ, 2017, 2018).
China has become one of the largest outbound medical tourism markets with strong
growth potential and massive purchasing power (Juwai, 2016). For most Chinese outbound
medical tourists, the main driver is the quality of services, not low prices (IMTJ, 2017).
However, a large number of studies have focused on international patient flows from high-
income countries to low-cost destinations (Lunt et al., 2016). Due to the different drivers of
medical travel, the characteristics of medical tourists may vary across different markets
(Holliday et al., 2014). Thus, to better understand this very lucrative market, China’s outbound

cosmetic surgery tourism market was chosen as the research context.

1.7 Organization of the Thesis

This thesis consists of six chapters: Introduction, Literature Review, Methodology,
Results, Discussion, and Conclusions. Chapter 1 introduces the research background and
identifies the research gaps of the cosmetic surgery tourism literature. This chapter also
presents the purpose of the study, specific research objectives, and the research context.
Chapter 2 reviews the relevant literature on medical tourism and cosmetic surgery tourism and
the concept of perceived risk. Tourism studies using perceived risk as a segmentation basis and
chi-square automatic interaction detection (CHAID) as a segmentation method are also

reviewed.



Chapter 3 describes the research design, the study population, and the scale
development process used in the study. This chapter also discusses the instrument development,
sampling design, data collection procedures, and data analysis methods. Chapter 4 presents the
results of the data analysis. Specifically, the results of descriptive statistics, scale purification,
scale validation, segmentation, and profiling are presented. Chapter 5 discusses the results in
detail based on the PRCST scale, cosmetic surgery tourists’ decision-making, and the personal
and behavioral characteristics of Chinese cosmetic surgery tourists. The last chapter, Chapter
6, highlights the theoretical contributions and practical implications of the study. It concludes
the research by identifying the limitations of the study and providing recommendations for

future research. The last section of the thesis provides the references and appendices.



CHAPTER 2. LITERATURE REVIEW

2.1 Chapter Introduction

Chapter 2 conducts a thorough review of the literature on medical tourism and
cosmetic surgery tourism, perceived risk, and market segmentation. Specifically, this chapter
begins by discussing the current definitions of medical tourism and the typology of medical
tourists, based on which cosmetic surgery tourism is defined. In addition, it conceptualizes
perceived risk and the PRCST, and reviews previous studies on perceived risk in tourism. The
dimensions of perceived risk and the attributes of cosmetic surgery tourism are also identified.
Finally, this chapter describes the market segmentation procedure and identifies the gaps in

tourism segmentation research in terms of segmentation basis and methods.

2.2 Medical Tourism
2.2.1 Definition of Medical Tourism

There is no universally accepted definition of medical tourism (Connell, 2013, 2015;
Kelly, 2013; Stolley & Watson, 2012). In the medical tourism literature, several terms, such as
medical tourism, medical health tourism, medical mobility, medical travel, treatment abroad,
and cross border health care, seem to be interchangeable when describing this concept. The
current lack of consensus on a clear definition of medical tourism and inconsistent terminology
have led to conceptual ambiguity in the literature (De La Hoz-Correa et al., 2018). Nevertheless,
most accounts have used “medical tourism” as an umbrella term, with medical intervention
treated as a key component of overseas travel (Connell, 2015).

Hanefeld, Horsfall, Lunt, and Smith (2013, p. 1) suggested that medical tourism refers
to “the phenomenon of people traveling abroad to access medical treatment.” Basically,

medical tourism can be defined as “the act of traveling abroad to obtain medical care” (Keckley,



2008, p. 4). Carrera and Bridges (2006, p. 447) defined medical tourism as “the organized travel
outside one’s natural healthcare jurisdiction for the enhancement or restoration of the
individual’s health through medical intervention.” Similarly, Marsek and Sharpe (2009, p. 4)
described medical tourism as “the practice of traveling abroad in search of high-quality, low-
cost medical care.” Smith and Puczko (2009, p. 101) defined the concept as “travel to a
destination to undergo medical treatments, such as surgery or other specialist interventions.”
Compared with these definitions, the definition adopted by the Medical Tourism Association
(2013), as follows, is more elaborate.

Medical tourism is where people who live in one country travel to another country to

receive medical, dental, and surgical care while at the same time receiving equal to or

greater care than they would have in their own country, and are traveling for medical
care because of affordability, better access to care or a higher level of quality of care.

(p. 1)

Although many definitions of medical tourism tend to be general and all-encompassing,
other definitions emphasize intent (Connell, 2015). Lunt et al. (2011, p. 7) described medical
tourism as “consumers elect[ing] to travel across international borders with the intention of
receiving some form of medical treatment.” Similarly, Johnston, Crooks, Snyder, and
Kingsbury (2010, p. 1) defined medical tourists as “patients leaving their country of residence
outside of established cross-border care arrangements with the intent of accessing medical care,
often surgery, abroad.” According to Ramirez de Arellano (2007), medical tourism involves
patients intentionally traveling abroad to obtain medical services outside of formal cross-border
care arrangements, which are typically paid out of pocket. Consequently, medical tourists can
be considered as “patient-consumers” or “patient-tourists” who make personal decisions and

move of their own volition (Connell, 2015; Lunt & Carrera, 2010). Given the notion of
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deliberate movement for medical care across international borders, medical tourism is elective
and discretionary, and therefore mainly self-funded (Connell, 2015).

Several definitions reflect the notion of tourism, rather than simply referring to medical
treatment through travel. According to the World Tourism Organization, “tourism is a social,
cultural, and economic phenomenon, which entails the movement of people to countries or
places outside their usual environment for personal or business/professional purposes [...] and
tourism has to do with their activities (2014, p. 1).” Jagyasi (2008, p. 10) also defined medical
tourism as “the set of activities in which a person travels often long distance or across the
border to avail medical services with direct or indirect engagement in leisure, business, or other
purposes.” Jenner (2008, p. 236) described medical tourism as “the blending of tourism and
medical treatment for both elective and necessary surgical and medical procedures as well as
for dental procedures.”

Furthermore, several definitions combine the purpose of medical treatment with that
of vacation, linking medical travel with pleasure. For instance, Connell (2006, p. 1094) defined
medical tourism as an industry “where people travel often long distances to overseas countries
to obtain medical, dental, and surgical care while simultaneously being holidaymakers, in a
more conventional sense.” According to Cohen (2008, p. 25), “the term medical tourism applies
to people who travel to another country for medical treatment, which they will often combine
with a vacation, or to people who take the opportunity to receive such a treatment in the course
of a vacation.” Similarly, Heung, Kucukusta, and Song (2010, p. 236) referred to medical
tourism as “a vacation that involves traveling across international borders to obtain a broad
range of medical services. It usually includes leisure, fun, and relaxation activities, as well as
wellness and health-care service.”

Although most definitions agree that medical tourism refers to traveling abroad for

medical services, there is no consensus on the types of medical treatments involved (Tourism
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Research and Marketing, 2006). Reddy, York, and Brannon (2010) proposed that medical
tourism involves elective procedures rather than emergency situations. Crooks, Kingsbury,
Snyder, and Johnston (2010) and Al-Hinai, Al-Busaidi, and Al-Busaidi (2011) also considered
medical tourism as the pursuit of non-emergency medical interventions. Singh (2008) argued
that the medical treatments for which patients travel abroad include not only elective surgery,
such as cosmetic surgery and dental operations, but also complex procedures, such as heart
surgery and knee/hip replacements. Moreover, Heung et al. (2010) suggested that preventive
medical services, such as medical check-up and health screening, may fall within the scope of
medical tourism. According to Horowitz, Rosensweig, and Jones (2007), procedures for which
patients pursue medical tourism include cosmetic surgery, dental procedures, bariatric surgery,
assisted reproductive technology, ophthalmic care, orthopedic surgery, cardiac surgery, organ
and cell transplantation, gender reassignment procedures, and executive health evaluations.
Medical tourism involves a full range of medical services, the most common treatments being

dental care, cosmetic surgery, elective surgery, and fertility treatment (OECD, 2010).

2.2.2 Typology of Medical Tourists

Given that there is no single universal definition of medical tourism and that the current
definitions are only valid in specific circumstances, the identity and number of medical tourists
in the market are unknown (Connell, 2013). The definition of medical tourists can vary
depending on the perspective of those defining them (Wongkit & McKercher, 2013). In tourism
studies, medical tourists have been described as travelers dedicated to receiving medical
treatment or combining vacation with medical treatment (e.g., Connell, 2006; Heung et al.,
2010). Medical professionals argue that traveling abroad for medical treatment cannot be
considered a vacation; thus medical tourists are defined as people who travel abroad solely to

seek medical services (Brotman, 2010; Medical Tourism Association, 2013; Nahai, 2009). It
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is generally accepted that seeking medical treatment plays a key role in whole or in part in
medical tourists’ decision-making (Bookman & Bookman, 2007; Cohen, 2008; Pope, 2008).
Medical tourism research has generally treated medical tourists as a homogenous
group, but only a few attempts have been made to develop the typology of medical tourists
(Cohen, 2008; Wongkit & McKercher, 2013). Based on the extent to which medical treatment
influences tourists’ vacation travel decisions, Cohen (2008) developed a five-stage typology
(Figure 2.1): a “mere tourist,” who does not use medical services while on vacation in the host
country; a “medicated tourist,” who receives incidental medical treatment for health problems
occurring in the host country; a “medical tourist proper,” whose visit to the host country
includes tourism and medical treatment (i.e., tourists who visit the country with the intention
of receiving treatment while on vacation and who decide on treatment once in the country); a
“vacationing patient,” who visits the host country mainly to receive medical treatment, while
making incidental use of vacationing opportunities during the convalescence period following
an operation or specific treatment; and a “mere patient,” who visits the host country only for

medical treatment and makes no use of vacationing opportunities.

1. Mere 2. Medicated 3. Medical 4. Vacationing 5. Mere
Tourist Tourist Tourist Proper Patient Patient

Figure 2.1 Cohen’s (2008) Medical Tourist Typology

This typology identifies different types of medical tourists, each displaying different
motivations and behaviors during trips. However, as most definitions of medical tourism
emphasize deliberate movement to visit a destination for medical care (Connell, 2013), tourists
who require medical treatment due to unexpected illness or accidents during a trip, expatriates,

and other long-term foreign residents (e.g., retirees) should not be considered medical tourists
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(Connell, 2013; Pope, 2008; Reddy et al., 2010). Wongkit and McKercher (2013) argued that
Cohen’s (2008) typology is a useful but problematic framework, as two of the five types (i.e.,
“mere tourist” and “medicated tourist”) do not fit with the generally accepted definition of
medical tourists. Thus, excluding mere tourists and medicated tourists from the categories of
medical tourists is appropriate. Despite the crucial achievement in understanding medical
tourists, no empirical evidence has been provided to support this argument.

Examining tourists who sought medical treatment in Thailand, Wongkit and
McKercher (2013) identified four groups of medical tourists based on two dimensions, trip
purpose and decision horizon (Figure 2.2). A “dedicated medical tourist” regards medical
treatment as the main reason for traveling or as an equally important reason as traveling for
pleasure, and decides to seek treatment before departure. A “hesitant medical tourist” regards
treatment as the main or an equally important reason for traveling, but decides to obtain
treatment after arrival. A “holidaying medical tourist” travels mainly for vacation purposes,
but decides to seek treatment before departure. Finally, an “opportunistic medical tourist”
travels mainly for vacation purposes, only deciding to seek treatment after arrival. Wongkit
and McKercher (2013) found significant differences in the profile, travel characteristics, types
of treatment sought, motivations for visiting Thailand, and decision-making process between
the four groups, confirming the heterogeneity of the medical tourism market.

They also stated that 42% of the respondents in the holidaying and opportunistic
medical tourist segments indicated that vacation was the main or only reason for their trip. In
addition, the hesitant and opportunistic medical tourist segments included almost 40% of the
respondents (Wongkit & McKercher, 2013), implying that medical tourists who decide to seek
treatment after arriving at the destination represent a significant proportion of the market.

Wongkit and McKercher (2013) also noted that their results contradicted the assumptions of

14



previous studies (Bookman & Bookman, 2007; Keckley, 2008), suggesting that seeking

treatment is the main purpose of a trip and that medical tourism is a pre-planned activity.

Trip Purpose Medical Pleasure Trip
(equally or exclusively for (mainly or exclusively for
Decision Horizon treatment) pleasure)
Pre-planned Treatment Dedicated Medical Tourist HO“da.?./(')Tﬁi'S\fedlcal
Decision after Arrival Hesitant Medical Tourist Opportl{I[l(;zt:;;tMedlcal

Figure 2.2 Wongkit and McKercher’s (2013) Medical Tourist Typology

Connell (2013) proposed a complex framework comprising five categories, which are
not necessarily mutually exclusive, from the perspective of patient mobility. This
categorization combined the concepts of intent, procedure, and duration. First, elite patients
travel for exclusive and expensive medical treatment, which is a century-long tradition in
medical tourism. Second, middle-class patients or a “second tier of wealthy patients”
(Bookman & Bookman, 2007, p. 54) travel for cheap and necessary services or cosmetic
procedures, widely discussed in the literature. Third, diasporic patients who differ in
socioeconomic status return to their home country for medical care due to various issues,
including political, economic, and cultural reasons. Fourth, cross-border patients seek cheap,
fast, and culturally sensitive or reliable care across a nearby border rather than traveling long
distances. Such cross-border flows are common in Europe (Lunt & Carrera, 2010). Finally,
reluctant medical tourists have to pay considerable personal costs, and desperate medical
tourists seek last resort or unavailable health care in their home country.

Although this typology is arbitrary and crude, and lacks reliable data, it is useful for
understanding the complex structure of the medical tourism market. This typology indicates

that medical tourist flows are multidirectional, with some patients leaving as others arrive in
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specific countries (Connell, 2013). Connell (2013) mainly focused on conceptualizing cross-
border patient mobility for medical care by examining the whole international market, while
Cohen (2008) and Wongkit and McKercher (2013) identified different types of medical tourists
based on specific factors (i.e., the degree of vacation, trip purpose, and decision horizon) and
focusing on a single destination. Given the diversity and complexity of medical tourism, other

ways to segment or differentiate the medical tourism market should be considered.

2.2.3 Cosmetic Surgery Tourism

Cosmetic surgery is a common treatment undergone by medical tourists (Horowitz et
al., 2007; OECD, 2010; Reddy et al., 2010). The meaning of cosmetic surgery should be
clarified to investigate cosmetic surgery tourism. The terms “cosmetic surgery” and “plastic
surgery” are often used interchangeably, creating confusion and leading to misconceptions
(American Academy of Cosmetic Surgery [AACS], 2014; American Board of Cosmetic
Surgery [ABCS], 2016; Edwards, 2014).

Although both cosmetic surgery and plastic surgery are aimed at improving a patient’s
body, their overarching goals for patient outcomes are different (ABCS, 2016). Plastic surgery
involves the repair, reconstruction, or replacement of physical defects in shape or function due
to birth disorders, trauma, burns, or disease (AACS, 2014; American Board of Plastic Surgery
(ABPS), 2016). That is, plastic surgery is performed on dysfunctional areas of the body to
reconstruct normal function and appearance (ABCS, 2016). Reconstructive procedures are
often considered medically necessary and can therefore be covered by health insurance
(Edwards, 2014).

In contrast, cosmetic surgery is entirely focused on enhancing appearance through
surgical and medical techniques; its main objective is to improve esthetic appeal, symmetry,

and/or proportion (AACS, 2014; ABCS, 2016). As the procedures are performed on parts of
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the body that function properly, cosmetic surgery is elective (AACS, 2014). Cosmetic surgery
can be performed on all areas of the body to enhance appearance, and the scope of cosmetic
surgery procedures includes facial contouring and rejuvenation, body contouring, breast
enhancement, and skin rejuvenation (ABCS, 2016). In addition, the esthetic enhancement of
the face and body can be achieved through not only invasive surgical procedures, but also
various non-surgical procedures. Table 2.1 presents a wide variety of surgical and non-surgical
cosmetic procedures. This study focused on cosmetic surgery, with the term “cosmetic surgery”

referring to all types of esthetic procedures performed to improve one’s appearance.

Table 2.1 Cosmetic Surgery Procedures

Type of Cosmetic Procedure

Surgical Face and Head Brow Lift

Procedures Ear Surgery
Eyelid Surgery
Facelift

Facial Bone Contouring
Fat Grafting—Face
Neck Lift

Hair Transplantation
Rhinoplasty

Breast Breast Augmentation—Saline/Silicone/Fat
Transfer
Breast Implant Removal

Breast Lift

Breast Reduction

Gynecomastia
Body and Extremities  Abdominoplasty

Buttock Augmentation—Implants/Fat
Transfer
Buttock Lift

Liposuction

Lower Body Lift
Penile Enlargement
Thigh Lift
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Type of Cosmetic Procedure

Upper Arm Lift
Upper Body Lift
Labiaplasty

Vaginal Rejuvenation

Non-surgical
Procedures

Injectables

Botulinum Toxin
Calcium Hydroxylapatite
Hyaluronic Acid
Poly-L-Lactic Acid

Facial Rejuvenation

Chemical Peel

Full Field Ablative
Micro-ablative Resurfacing
Dermabrasion
Microdermabrasion
Non-surgical Skin Tightening
Photo Rejuvenation
Polymethyl Methacrylate

Other

Cellulite Treatment

Hair Removal

Non-surgical Fat Reduction
Tattoo Removal

Leg Vein Treatment
Sclerotherapy

Source: International Society of Aesthetic Plastic Surgery (2016).

Cosmetic surgery tourism, a subtype of medical tourism, is generally defined as travel
to access procedures to enhance one’s appearance (Casanova & Sutton, 2013; Holliday & Bell,
2015; Jones et al., 2014). As cosmetic surgery is considered an elective medical service, it is
neither offered by public health care nor covered by private health insurance (Holliday & Bell,
2015; Holliday, Bell, Cheung, et al., 2015). In most cases, cosmetic surgery patients pay for
their own procedures, making cost an important consideration; many choose to travel abroad
to obtain cheap procedures (Holliday & Bell, 2015; Holliday, Bell, Cheung, et al., 2015). Other

people travel abroad to access high-quality cosmetic surgery, which is expensive or unavailable
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at home (Holliday & Bell, 2015; Holliday et al., 2014). Cost is an important driver of the former,
while quality and availability are the drivers of the latter.

In addition, diasporic patient movements may occur, such as members of Korean
diasporas returning to their home country to seek cosmetic procedures (Connell, 2013; Holliday
& Elfving-Hwang, 2012; Holliday et al., 2014). Cosmetic surgery tourist flows and the purpose
of patient mobility are diverse: middle and lower middle class individuals travel from
developed countries for cheap services, elites and the middle class travel to less developed
countries for good quality surgical procedures, and socioeconomically diverse diasporas return
home from many regions for different reasons.

Different geographical trends exist in cosmetic surgery tourism. Cosmetic surgery
tourism is largely regional, as patients often travel short distances or across nearby borders
(Holliday et al., 2014). Diasporic cosmetic surgery tourism can involve long-distance travelers
and cross-border patients. For instance, most European cosmetic surgery tourists travel to
Belgium, Poland, Spain, and the Czech Republic; Japanese and Chinese people travel to South
Korea; and Americans head south to Latin America. This indicates that popular cosmetic
surgery destinations are likely the leading centers for specific regions (Senior, 2013). Moreover,
the types of procedures undertaken vary considerably by region due to the different esthetic
perceptions of body image in the East and the West or across countries. Breast augmentation,
tummy tuck, and liposuction are the most popular procedures among British and Australian
patients, while eyelid, jawbone, and nose surgery are the most common procedures among
Chinese patients traveling to South Korea (Holliday et al., 2014).

As cosmetic surgery trips are marketed as vacation, cosmetic surgery tourism is often
considered the practice of undergoing surgery combined with the practice of holidaying (ASPS,
2016). Many companies offer all-inclusive vacation packages that include surgery plus

recuperation in a beautiful resort, luxurious hotel, or specialized retreat, together with tourist
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activities, such as sightseeing for patients and traveling companions (ASPS, 2016; Bell,
Holliday, Jones, Probyn, & Taylor, 2011). Websites and promotional materials frequently
feature tourist images of the beach, the sun, and women in bikinis foregrounding the tourist
experience, along with images of surgical components, such as state-of-the-art medical
facilities, clinic exteriors, and smiling nurses (Holliday, Bell, Jones, et al., 2015). The idea of
vacation plays a key role in the cosmetic surgery tourism industry, at least in terms of marketing
cosmetic surgery tourism, highlighting that the experience can be pleasurable. However,
concerns about the combination of surgery and vacation have been raised. Nahai (2009, p. 106),
a plastic surgeon, stressed that “while we appreciate the involvement of the travel and hotel
industries, we must never lose sight of the fact that traveling abroad for a medical procedure is
not a vacation, it is surgery.”

Regardless of whether patients perceive their trip as a cosmetic surgery vacation, they
are directly or indirectly involved in the practice of holidaying, ranging from relaxation to
engaging in various tourist activities (e.g., shopping and visiting local attractions; Holliday et
al., 2014). Consequently, the experiences of cosmetic surgery tourists can vary. For instance,
cosmetic surgery tourists who undertake relatively simple procedures may have the opportunity
to engage in cultural, leisure, or other tourist activities in the destination. Conversely, when
patients undergo complex procedures, they may be required to have a long recovery period, so
that they can enjoy rest and recovery time after surgery. Various factors, such as accompanying
party, duration of the trip, and risk perception, can affect the cosmetic surgery tourism
experience. For people on budget travel without a vacation attached to their cosmetic surgery
tourism, their experience may not be luxurious or pleasant (Bell et al., 2011; Holliday, Bell,
Cheung, et al., 2015). Clearly, the motives, practices, and experience of cosmetic surgery

tourism are diverse (Bell et al., 2011). This study defined cosmetic surgery tourism as the
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movement of people to cosmetic surgery tourism destinations to access cosmetic surgery

procedures to enhance their appearance with direct or indirect engagement in vacation.

2.3 Perceived Risk
2.3.1 Risk and Decision Theory

Risk has become one of the main topics in diverse fields, such as engineering, medicine,
economics, social science, and psychology (Roeser, Hillerbrand, Sandin, & Peterson, 2012). In
risk research, decision theory has widely been applied to explain rational decision-making
under uncertainty. Decision theory can be divided into two branches: normative decision theory,
which tells how people ought to make decisions in situations involving choice of alternatives,
and descriptive decision theory, which describes how people actually make the decisions they
do (Rapoport, 1994). Decision theory is used primarily for the normative notions about rational
decision-making (Roeser et al., 2012). In classical decision theory, risk is commonly conceived
as the variation in distribution in possible outcomes, likelihoods, and subjective values (March
& Shapira, 1987).

Expected utility theory is the dominant model for the analysis of optimal decision-
making under risk (Eeckhoudt & Louberge, 2012). The main principle of this theory is
expected utility maximization. According to this theory, an individual makes decisions under
risk as if he or she has maximized the expected utility of the outcomes (Von Neumann &
Morgenstern, 1944). Therefore, rational choices in risky situations are driven by the
maximization of subjective expected utility (Savage, 1972). The utility function reflects his or
her subjectivity, which in turn defines his or her response to risk (Friedman & Savage, 1948).
Rational decisions are determined by a combination of the decision maker’s desires and
beliefs—desires determining the utility of possible outcomes and beliefs determining the

probabilities of outcomes—from which expected utility arises (Sahlin, 2012). Although a
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number of alternative theories have been developed, “none of them has received widespread
acceptance so far, and none has proved as fruitful and flexible as expected utility theory in the
development of models explaining various features of economic life” (Eeckhoudt & Louberge,
2012, p. 116).

The multi-attribute utility theory, which combines psychological measurement models
and scaling procedures, can be used to analyze preferences among available alternatives with
multiple value relevant attributes (von Winterfeldt & Fischer, 1975). According to this theory,
a decision maker evaluates each alternative based on its multiple attributes to make an overall
evaluation of this alternative, then compares the overall evaluation of different alternatives to
reach a decision (Weirich, 2012). Specifically, for a decision under risk in which the alternative
involves uncertainty in outcomes, the multi-attribute expected utility theory can be applied to
evaluate alternatives (von Winterfeldt & Fischer, 1975). In a choice situation, risk can be
explained in terms of possible loss (Moutinho, 1987), which is proportional to the degree of
mismatch between the required and the expected level of an attribute (Mitchell, 1999). In other
words, risk can be interpreted in terms of the probability that the attribute will fail to meet the
required level of performance (Mitchell, 1999). While operationalizing consumers’ perceived
risk has resulted in various measurement models (Cunningham, 1967; Dowling & Staelin, 1994;
Horton, 1976; Peter & Ryan, 1976; Pras & Summers, 1978; Stone & Winter, 1987), a number
of models adopt a multi-attribute evaluation approach (Dowling & Staelin, 1994; Pras &
Summers, 1978).

The notion of risk first appeared in a consumer behavior study by Bauer (1960), who
noted that “consumer behavior involves risk in the sense that any action of a consumer will
produce consequences which he cannot anticipate with anything approximating certainty, and
some of which at least are likely to be unpleasant” (p. 390). He strongly emphasized that

subjective (i.e., perceived) risk was his only concern, not actual or objective risk. Mitchell
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(1999) also proposed that risk is complex and potentially changeable, making an accurate
measure of objective risk difficult to obtain. However, subjective risk, perceived by consumers
and motivating their behavior, can be assessed.

The concept of perceived risk is often defined in terms of consumers’ perception of
uncertainty and possible adverse consequences (Cox, 1967; Cox & Rich, 1964; Dowling &
Staelin, 1994). Kogan and Wallach (1964) suggested that the concept of risk has two facets: a
chance aspect, focusing on probability, and a danger aspect, focusing on the severity of
negative consequences. Similarly, Cunningham (1967) conceptualized perceived risk in terms
of the uncertainty and dangerousness of consequences; that is, “the amount that would be lost
(i.e. that which is at stake) if the consequences of an act were not favorable, and the individual’s
subjective feeling of certainty that the consequences will be unfavorable” (p. 37). From a
psychological perspective, Stone and Winter (1987) defined risk as a subjectively determined
expectation of loss by consumers: the greater the probability of loss, the higher the risk for an
individual. In the field of tourism, Tsaur, Tzeng, and Wang (1997) defined perceived risk as
the possibility of severe conditions experienced by tourists during travel and at the destination.

Research has shown that services are riskier than products due to their higher level of
uncertainty (Mitchell & Greatorex, 1993). The inherent properties of services that are
intangible and work differently depending on the producer and those simultaneously consumed
during production (Parasuraman, Zeithaml, & Berry, 1985) undermine consumers’ confidence
in their decisions and increase their perceived risk (Mitchell, 1999). Although there are
different types of risk, consumers perceive all types as higher in the context of services than in

that of goods (Murray & Schlater, 1990).
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2.3.2 Conceptualization of PRCST

Given its significant power to explain decision-making under risk, the multi-attribute
expected utility theory was used in this study. In the context of cosmetic surgery tourism, a
cosmetic surgery patient-consumer will first decide whether to undergo cosmetic surgery at
home or abroad. When choosing the cosmetic surgery tourism option, the cosmetic surgery
tourist will make sub-decisions regarding the choice of destination, hospital/clinic, type of
procedure, transportation, accommodation, activities, and so on. When doing this, the cosmetic
surgery tourist will assess the utility of different alternatives with respect to various attributes
to choose the alternative that maximizes the expected gains. To make a final decision, the
cosmetic surgery tourist will face a certain degree of risk involved in the decision, namely that
the desired levels of the attributes are not obtained from the choice.

Cosmetic surgery tourism can be seen as purchasing services for two purposes:
undergoing cosmetic surgery and having a vacation. Therefore, decision-making in cosmetic
surgery tourism involves a series of choices associated with both aspects. The assessment of
alternatives includes the analysis of a variety of factors in relation to cosmetic surgery (e.g.,
cost, quality, hospital, and expertise) and vacation (e.g., time, destination, accommodation,
attractions, and arrangements). Accordingly, the process of evaluating the various attributes of
different alternatives in a cosmetic surgery tourism decision is more complex than that of
purchasing a single good or service. Therefore, the perceived risk of cosmetic surgery tourism
attributes is higher. It is important to note that this was the first study to examine perceived risk
in the context of multi-purpose travel decisions.

Although perceived risk has been conceptualized in the literature primarily in terms of
two components, probability and adverse consequences, Taylor (2012) argued that a time frame
is a prerequisite for risk assessment, as the range of adverse events and the probability of

occurrence can change over time. Therefore, to obtain a holistic view of the purchase and
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consumption of the end product of cosmetic surgery tourism, the time frame for the PRCST
assessment included the planning and preparation phase at destination and until complete
recovery after surgery. The reason for including the recovery period not only in the destination
country but also in the home country was that unlike general tourists, patient-tourists may face
potential surgery-related problems after returning home from a cosmetic surgery trip. For
instance, cosmetic surgery tourists may experience complications or surgery gone wrong after
returning home, which may require postoperative care or revision surgery, causing time and
financial losses. Therefore, in this study, the PRCST was defined as cosmetic surgery tourists’
subjective assessment of potential adverse events and/or losses that occur in the purchase and

consumption of cosmetic surgery tourism services.

2.3.3 Perceived Risk in Tourism

Generally, perceived risk is measured as a multidimensional construct: financial,
performance, physical, social, psychological, time, and satisfaction risks (Cheron & Ritchie,
1982; Jacoby & Kaplan, 1972; Roselius, 1971). These types of risks have been used in many
empirical studies of consumer perceived risk (Brooker, 1984; Cheron & Ritchie, 1982; Kaplan,
Szybillo, & Jacoby, 1974; Laroche, McDougall, Bergeron, & Yang, 2004; Mitra, Reiss, &
Capella, 1999; Peter & Tarpey, 1975; Stone & Gronhaug, 1993; Stone & Mason, 1995).

In the tourism literature, a number of studies have examined perceived risk in
international travel and its relationship to travel behavior (Floyd & Pennington-Gray, 2004;
Lepp & Gibson, 2003; Reisinger & Mavondo, 2005, 2006; Ritchie, Chien, & Sharifpour, 2017;
Roehl & Fesenmaier, 1992; Seabra, Dolnicar, Abrantes, & Kastenholz, 2013; Sonmez &
Graefe, 1998a, 1998b). The literature has suggested that risk perception is situation specific
and should therefore be investigated using measures appropriate to the context of interest

(Roehl & Fesenmaier, 1992). When evaluating a situation, an individual pays more attention
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to certain risk dimensions than others, as specific risk dimensions are more important when
making decisions (Slovic, 1972; Slovic & Lichtenstein, 1968a, 1968b). Thus, risk perception
can vary depending on the types of risks perceived and their relative importance (Reisinger &
Mavondo, 2005). Accordingly, perceived risk should be evaluated taking into account a
particular situation encountered by an individual (Park & Tussyadiah, 2017).

As one of the first studies on perceived risk in tourism, Roehl and Fesenmaier (1992)
investigated risk perceptions associated with pleasure travel. Specifically, they focused on the
perception of risk occurring on vacation in general and the perception of risk occurring during
the most recent trip. They included seven types of perceived risk: (1) equipment risk, the
possibility of mechanical, equipment, or organizational problems occurring during travel or at
destination (e.g., transportation, accommodation, and attractions); (2) financial risk, the
possibility that the travel experience does not provide value for money; (3) physical risk, the
possibility of physical danger or injury detrimental to health (e.g., accidents); (4) psychological
risk, the possibility that the travel experience does not reflect a person’s personality or self-
image (i.e., disappointment with the travel experience); (5) satisfaction risk, the possibility that
the travel experience does not provide personal satisfaction/self-actualization (i.e.,
dissatisfaction with the travel experience); (6) social risk, the possibility that the travel
choice/experience affects others’ opinion of the individual (i.e., disapproval of vacation choices
or activities by friends/family/associates); and (7) time risk, the possibility that the travel
experience takes too long or otherwise waste time. Using psychophysical scaling methods and
multivariate analysis, Roehl and Fesenmaier (1992) identified three dimensions of perceived
risk, namely physical-equipment, vacation, and destination risks. Their results suggested that
the situational component influences risk perceptions, in turn influencing travel behavior.

Sonmez and Graefe (1998a) examined the effects of past international travel

experiences, the types of risks associated with international travel, and the overall degree of
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safety felt during international travel on individuals’ likelihood of traveling or avoiding certain
geographic regions during their next international vacation. To measure risk perception in
international travel, they used 10 types of risks. Seven of them (i.e., equipment/functional,
financial, physical, psychological, satisfaction, social, and time risks) were adopted from
previous studies (Cheron & Ritchie, 1982; Roehl & Fesenmaier, 1992). Sonmez and Graefe
(1998a) added three other types of risks: (1) health risk, the possibility of falling ill while
traveling or at destination; (2) terrorism risk, the possibility of being involved in a terrorist act;
and (3) political instability risk, the possibility of becoming involved in the political turmoil of
the country visited. They showed that past travel experiences and risk perceptions influence
future travel behavior. Moreover, perceived risk and safety have a greater effect on the
avoidance of certain regions than on the likelihood of traveling to these regions (Sonmez &
Graefe, 1998a). In contrast, past travel experiences have a greater influence on behavioral
intentions. Another study by Sonmez and Graefe (1998b) revealed that international travel
attitude, risk perception level, and income directly influence the choice of destination.

Lepp and Gibson (2003) identified the perceived risk factors associated with
international tourism and examined the effect of tourist role, past experiences, and gender on
risk perception. They identified seven perceived risk factors, namely health, political instability,
terrorism, strange food, cultural barrier, political and religious dogma, and crime. The results
revealed that tourist role is the most important characteristic in relation to risk perception;
tourists seeking familiarity are the most risk averse. In terms of gender and travel experience,
more experienced tourists downplay the threat of terrorism and women perceive higher risks
associated with health and strange food.

Reisinger and Mavondo (2005) investigated the relationship between cultural and
psychographic factors, travel risk perception, anxiety, safety perception, and intention to travel.

Risk perception was measured using 13 types of travel risk, namely cultural,
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equipment/functional, financial, health, physical, political, psychological, satisfaction, social,
airplane hijacking, bomb explosion, biochemical attack, and time, which generated three
underlying dimensions of perceived risk: terrorism, health and financial, and sociocultural risks.
Comparing Australian and international tourist groups, Reisinger and Mavondo (2005) showed
that travel risk perception is a function of cultural orientation and psychographic factors and
anxiety is a function of a type of perceived risk. In addition, terrorism and sociocultural risks
are the most significant predictors of travel anxiety. Examining cultural differences in travel
risk perception, Reisinger and Mavondo (2006) suggested that there are significant differences
in travel risk perception, safety perception, anxiety, and travel intention among tourists from
different countries.

Many studies have explored perceived risk associated with international tourism in
general, while others have focused on specific tourism areas, such as backpacking (Dayour,
Park, & Kimbu, 2019; Reichel, Fuchs, & Uriely, 2009), air travel (Boksberger, Bieger, &
Laesser, 2007), online airline reservations or airline ticket purchases (Cunningham, Gerlach,
Harper, & Young, 2005; Kim, Kim, & Leong, 2005; Kim, Qu, & Kim, 2009), destination
(Fuchs & Reichel, 2006), mobile travel booking (Park & Tussyadiah, 2017), festival (Sohn,
Lee, & Yoon, 2016), and street food (Choi, Lee, & Ok, 2013). Several risk types relevant to a
particular research context have been identified. For example, in the context of mobile booking,
Park and Tussyadiah (2017) identified seven dimensions of perceived risk, including time,
financial, performance, privacy/security, psychological, physical, and device risks. In a study
examining consumers’ risk perception of street food, Choi et al. (2013) investigated five risk
types, including socio-psychological, hygienic, financial, environmental, and health risks.

Table 2.2 summarizes the different perceived risk dimensions used in empirical research.
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Table 2.2 Summary of Previous Studies on Perceived Risk

Perceived risk dimensions
Author(s)

Financial Time Performance Functional Health Physical Satisfaction Cultural Social Psychological

Cheron and
Ritchie (1982)

Roehl and
Fesenmaier X X X X X X X
(1992)

Sonmez and
Graefe (1998a)

Sonmez and
Graefe (1998b)

Lepp and
Gibson (2003)

Reisinger and
Mavondo
(2005)

Reisinger and

Mavondo X X X X X X X X X X
(2006)
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Perceived risk dimensions

Author(s)
Financial Time Performance Functional Health Physical Satisfaction Cultural Social Psychological
Kim et al. o o « 9 o 9
(2009)
Seabra et al. N N N N N o o
(2013)
He etal. X X X X X X X X
(2013)
Choi et al.
X X X X

(2013)
Chew and

. X X X X
Jahari (2014)
Park and
Tussyadiah X X X X X
(2017)
Dayour et al. N N N « N
(2019)

Note: Only the 10 dimensions of perceived risk used in this study are presented. The dimensions associated with a specific research context
are not included in the table.
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In addition to conceptualizing perceived risk, previous research has identified the
relationship between perceived risk and diverse factors, including demographics and travel
experiences. Various demographic variables have been shown to influence tourists’ risk
perception. For example, Lepp and Gibson (2003) indicated that men perceive less risk than
women. In terms of age, gender, and employment status, Floyd and Pennington-Gray (2004)
found that tourists who perceive high risk are generally young, female, and unemployed or
employed part-time. Reisinger and Mavondo (2006) reported similar results, indicating that
age and gender are related to risk perception. In addition, Sonmez and Graefe (1998b) showed
that the level of education and income have indirect effects on risk perception through travel
experiences. However, they presented results inconsistent with other studies, as gender and age
did not influence an individual’s risk perception in their sample. In terms of past travel
experiences, less experienced tourists perceive higher risk than those with more experience
(Lepp & Gibson, 2003; Sonmez & Graefe, 1998b).

Risk perception has also been shown to be significantly related to travel characteristics.
According to Roehl and Fesenmaier (1992), risk neutral individuals are more likely to visit a
destination they have not visited before and to seek adventure and excitement and less likely
to stay at friends or relatives’ home during their trip. In contrast, individuals who perceive high
risk show different characteristics, such as repeat visit, short stay, and travel with young
children. Lepp and Gibson (2003) revealed that familiarity-seeking individuals perceive high
risk. In addition, Sonmez and Graefe (1998a) found that perceived risk is a strong predictor of
destination choice, especially in terms of avoiding a particular region.

The literature has suggested that the association between the PRCST and factors such
as socio-demographic context, past experiences, and travel characteristics should be taken into
account to better understand the personal and behavioral characteristics of cosmetic surgery

tourists. Based on this discussion, the conceptual framework of this study was developed, as
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shown in Figure 2.3. The attributes associated with cosmetic surgery tourism and the potential

dimensions of the PRCST are discussed in the following section.

COSMETIC SURGERY TOURISTS

PRCST

Financial risk/Time risk/Performance risk/Functional risk/Health risk/
Physical risk/Satisfaction risk/Cultural risk/Social risk/Psychological risk

PERSONAL BEHAVIORAL
CHARACTERISTICS CHARACTERISTICS
Gender Length of stay
Age Accompanying party
Marital status Accommodation type

Education level

Occupation

Monthly household income
Number of international trips
Number of visits to Korea
Experience of cosmetic surgery

Trip arrangement method
Cosmetic surgery expenditure
Total travel expenditure

Trip purpose

Decision horizon for clinic
Decision horizon for cosmetic

procedures

Figure 2.3 Conceptual Framework

2.3.4 Attributes and Risk Dimensions Associated with Cosmetic Surgery Tourism

This study applied the multi-attribute approach to develop a PRCST scale. In a multi-
attribute utility model, a set of attributes depending on the options evaluated is a critical
component. For a reliable application of the multi-attribute approach to risk, this set of
attributes must be complete, operational, decomposable, non-redundant, and minimal (Keeney
& Raiffa, 1993). Accordingly, this section discusses a variety of attributes associated with
cosmetic surgery tourism.

As little research has investigated the perceived risk associated with cosmetic surgery
tourism, this study identified all possible risk dimensions in cosmetic surgery tourism based on

an in-depth literature review. The construct domain of the PRCST was initially based on 10
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dimensions adopted from previous studies (Reisinger & Mavondo, 2006; Sonmez & Graefe,
1998a), namely financial, time, performance, functional, health, physical, satisfaction, cultural,
social, and psychological risks. Table 2.3 presents the definition of each potential dimension
of the PRCST examined in this study. A wide range of attributes and the appropriateness of the
risk dimensions in the context of cosmetic surgery tourism were confirmed through in-depth

interviews and an expert panel review.

Table 2.3 Conceptual Definition of the Potential Dimensions of PRCST

Dimensions Definitions

Possibility of not obtaining value for money; losing or wasting money

Financial Risk if the expectations of cosmetic surgery tourism are not met

Possibility that the cosmetic surgery tourism experience may take too

Time Risk long; that cosmetic surgery tourists may lose or waste time

Possibility of not receiving benefits due to the end product or poor
Performance Risk  service performance of cosmetic surgery tourism; possibility that the
expectations of cosmetic surgery tourism are not met

Possibility of problems related to organizational inefficiency,
Functional Risk equipment, and regulations and laws during a cosmetic surgery trip or
at the destination

Possibility that cosmetic surgery tourists fall ill due to the cosmetic
Health Risk surgery procedure during a cosmetic surgery trip or after returning
home

Possibility of physical danger or injury due to a hostile environment

Physical Risk during a cosmetic surgery trip or at the destination

Possibility of not achieving personal satisfaction/self-actualization

Satisfaction Risk g .
from cosmetic surgery tourism

Possibility of experiencing difficulties in communicating with service
Cultural Risk providers or locals; cultural misunderstanding; negative consequences
due to different esthetic perceptions/beauty standards
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Dimensions Definitions

Possibility that the choice or experience of cosmetic surgery tourism
Social Risk may affect others’ opinion of a cosmetic surgery tourist; that
friends/family/associates may disapprove of this choice

Possibility that the experience of cosmetic surgery tourism may affect
Psychological Risk  psychological well-being; that cosmetic surgery tourism may poorly
reflect on personality or self-image

Note: Adopted from Reisinger and Mavondo (2006) and Sonmez and Graefe (1998a) and
modified to adapt to the context of cosmetic surgery tourism.
Financial Risk

Cosmetic surgeons often warn of the allure of bargain-basement deals offered in
cosmetic surgery tourism destinations and stress that international patients should carefully
plan their travel and treatment (ASPS, 2016; Royal College of Surgeons, 2016; Woodman,
2015). Many patients choose cosmetic surgery abroad because of its low cost, but they often
do not understand how much it may cost them to fix a bad result (Fakkert, 2014). The cost of
revision surgery is often much higher than that of the original surgery (McVeigh, 2009).
Postoperative problems are not always covered by medical insurance; therefore, additional
costs incurred due to complications or unfavorable outcomes may have to be paid out of pocket
(Melendez & Alizadeh, 2011).

Moreover, public health systems (e.g., the Medicare Benefits Scheme in Australia and
the National Health Service in the U.K.) may offer treatment for life-threatening and serious
situations, but may refuse treatment for less serious complications or bad outcomes caused by
surgery abroad and at home (ASAPS, 2011; BAPRAS, 2015). According to ASAPS (2011)
and BAPRAS (2015), an increasing number of patients who experience problems following
cosmetic surgery abroad turn to public health systems. However, patients often end up being

treated as private patients by the hospital and thus receive a private bill.
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Livingston et al. (2015) revealed that to treat 12 cosmetic surgery tourists who went to
a public hospital for complications, the overall financial burden of these complications for the
hospital was AU$151,172.52, the highest cost spent on a single patient being AU$33,060.02.
Cosmetic surgery abroad is presented as cheap because “there is less oversight, fewer
regulations, less-expensive equipment, and poor supplies, and there is no follow-up care”
(Fakkert, 2014, p. 1). Consequently, if something goes wrong, this bargain surgery becomes
expensive, as the total cost is likely to exceed the cost of the initial operation if it had been
performed in the home country in the first place (ASPS, 2016; Fakkert, 2014). Thus, cosmetic
surgery tourists are advised to carefully consider the hidden costs before choosing to participate

in cosmetic surgery tourism (ASAPS, 2011; ASPS, 2017; BAAPS, 2009).

Time Risk

Cosmetic surgery is expensive and time consuming. Compared with cosmetic surgery
performed in the home country, undergoing cosmetic surgery abroad may require a relatively
long time to search for information, plan the trip, or make decisions due to unfamiliarity. In
addition, certain problems arising after the procedure not only result in additional costs, but
also in serious time loss for individuals. Patients must either travel back to the destination
country for corrections or seek private treatment in their home country, which involves a lot of
time away from work (ASAPS, 2011; ASPS, 2016; Fakkert, 2014). Moreover, in case of
infection during the cosmetic surgery trip, patients may have to stay longer at their destination
for treatment, which was not originally planned. Therefore, medical professionals stress that it
is very important to understand the details of the procedure, such as how long a patient will
need to stay at home or off work during recovery, how long the results will last, and whether

other procedures may be necessary in the future (BAAPS, 2009).
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Performance Risk

‘Fashions’ also exists in cosmetic surgery, for which prospective cosmetic surgery
patients travel abroad. For example, the “Korean look,” with a particular facial shape (e.g.,
narrow jawline and wide eyes) created by Korean surgeons, has become popular in the East
Asian region (Holliday, Bell, Cheung, et al., 2015). Destinations become associated with
particular procedures and even with certain looks; thus cosmetic surgery tourists are attracted
to a destination with certain expectations (Holliday, Bell, Cheung, et al., 2015). However,
surgical outcomes that do not meet their expectations fail to provide the expected benefits of
the cosmetic surgery trip.

In addition, the lack of face-to-face consultation can be a serious problem, as surgeons
may not be able to assess patients thoroughly (Clarify Clinic, 2016). Patients may also have
unrealistic expectations and may therefore be disappointed with the results (Watson, 2012).
Therefore, achieving the desired outcomes in such circumstances may be difficult for cosmetic

surgery tourists.

Functional Risk

The success of a cosmetic surgery procedure requires not only surgical skills, but also
an appropriate preoperative assessment and post-operative follow-up by the surgeon
performing the procedure. However, perioperative treatment is inevitably limited in cosmetic
surgery tourism (Livingston et al., 2015; Miyagi et al., 2012). In many cases, tourists go
through agencies that offer “package” deals combining cosmetic procedures with cheap flights,
hotel accommodation, and even vacations. These deals usually require payment before the trip
(Jeevan & Armstrong, 2008; Turner; 2012). Patients are unlikely to meet a surgeon before
traveling for their surgery and are often only seen and advised by a company representative

(Birch et al., 2007; Miyagi et al., 2012). A preoperative consultation should always be carried
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out by a surgeon who plans to perform such a procedure, not only to inform patients of the
potential risks of complications, but also because their unrealistic expectations can lead to
dissatisfaction with the surgical outcomes (Jeevan & Armstrong, 2008; National Health Service
[NHS], 20193, 2019b).

In addition, as cosmetic surgery tourists stay for a relatively short time at their
destinations, the postoperative monitoring and review offered to patients are limited to a few
days or a week (Franzblau & Chung, 2013; Livingston et al., 2015; York, 2008). Inadequate
arrangements for perioperative counseling and follow-up care create practical and logistical
problems for patients when complications occur or when revision surgery is necessary,
especially after they return to their home country (BAAPS, 2007, 2009; Miyagi et al., 2012;
NHS, 2019a; York, 2008). Patients may have difficulty finding a qualified surgeon, and
treatment or revision surgery may be complicated or nearly impossible, as local doctors may
not know which surgical techniques have been used by physicians abroad during the initial
operation (ASPS, 2016).

No international governmental body or system exists to accredit and regulate hospitals,
physicians, or other health professionals (Clark, Adegunsoye, Capuzzi, & Gatta, 2013,;
Livingston et al., 2015). Different systems are used around the world, some may be strictly
regulated, while others may have lax regulations. Thus, standards of care may vary
considerably from country to country with regard to surgeons and nursing staff, medical
facilities, products, equipment, and techniques/procedures (ASAPS, 2011; Clark et al., 2013;
Livingston et al., 2015). Due to differences in standards and qualifications, patients may have
difficulty determining whether the surgeon performing their cosmetic surgery is a fully trained
surgeon (ASAPS, 2011; ASPS, 2016). Certain surgeons may only have training in general
surgery but not in specialties, that is, not board certified in plastic surgery or similar specialties

(ABCS, 2019).
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International accreditation (e.g., the Joint Commission International [JCI]
accreditation scheme) demonstrates that accredited medical centers or hospitals meet
international standards for quality and patient safety (JCI, n.d.). However, many cosmetic
surgery facilities are private clinics, thus checking the credentials of surgeons and other
medical staff and guaranteeing certain standards regarding the quality of facilities and services
may be difficult (ASPS, 2016).

In certain countries, cosmetic surgery products or devices that are low grade or not
properly tested may be used, posing serious risks for cosmetic surgery tourists (ASPS, 2016).
In 2011, BAAPS issued a warning to women who had gone abroad for breast augmentation.
The rupture of breast implants had been reported by patients who had received implants
prohibited in Europe but sold in other popular cosmetic surgery tourism destinations across the
continent, such as Belgium, Poland, and the Czech Republic, where British patients travel

regularly for low-cost procedures (BAAPS, 2011; Edmonds, 2012; Pollard, 2012).

Health Risk

The most common complication experienced by cosmetic surgery tourists is infection
(ASPS, 2016). As all cosmetic surgery procedures carry risks, complications can occur whether
cosmetic procedures are performed at home or abroad (ASPS, 2016; Australasian Society of
Aesthetic Plastic Surgeons [ASAPS], 2011; BAPRAS, 2015; Holliday et al., 2014; NHS,
2019a). Medical concerns related to air travel can also be an issue. The risk of complications
significantly increases by flying back to the home country shortly after surgery and may further
increase when surgery is combined with vacation (ASPS, 2016; Handschin, Banic, &
Constantinescu, 2007; Jeevan, Birch, Armstrong, 2011; Livingston et al., 2015; Miyagi et al.,
2012). Indeed, vacation-related activities may compromise patient health due to improper

healing and increased risk of complications (ASPS, 2019). In particular, long-haul flights or
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long car rides after major surgery can increase the risk of deep vein thrombosis and pulmonary
embolism (ASAPS, 2011; ASPS, 2016; Handschin et al., 2007; Jeevan et al., 2011; Livingston
et al., 2015; Miyagi et al., 2012). Therefore, patients should be clear about how long they have
to wait before traveling home. They should wait for 5 to 7 days after body procedures, such as
breast augmentation and liposuction, and 7 to 10 days after facial cosmetic procedures or

tummy tucks before flying home (ASAPS, 2011; ASPS, 2016).

Physical Risk

The environments of holiday destinations may be inadequate in terms of healing and
infection prevention for cosmetic surgery patients. Crowded sites, such as tourist attractions
and shopping areas, can also be risky for surgical patients. ASAPS (2011) and ASPS (2016)
warned that patients should not sunbathe, drink alcohol, swim or engage in water sports,
participate in extensive tours, or exercise after surgery to heal properly and reduce the risk of
complications. However, certain patients drink alcohol soon after their surgery and others do
not get enough rest, thus not following medical advice carefully (Holliday et al., 2014).
Moreover, travel-related behaviors or activities can lead to physical injuries for cosmetic
surgery tourists. Patients undergoing surgery (e.g., breast augmentation) should only take light
walks immediately after and avoid strenuous activities for at least several weeks (Begovic,

2017).

Satisfaction Risk

Various factors influence the cosmetic surgery travel experience. The 2012 Treatment
Abroad Medical Tourism Survey showed that one in five cosmetic surgery patients were
mainly dissatisfied with esthetic results (17%), aftercare (17%), communication issues (16%),

and the treatment experience (14%; Pollard, 2013; Stone, 2013). In addition, cosmetic surgery
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tourists have suffered not only from complications, including wound dehiscence, contour
abnormalities, hematomas, and unsightly scars, but also from unsatisfactory surgical outcomes
(ASPS, 2016; Melendez & Alizadeh, 2011; Miyagi et al., 2012). Thus, cosmetic surgery
tourists often undergo revision surgery due to dissatisfaction with the results of procedures
undertaken overseas. A survey conducted by BAPRAS (2008a) revealed that out of 215
patients seen by local doctors following cosmetic procedures outside the UK in 2008, 26% had

cosmetic concerns or were dissatisfied with the results.

Cultural Risk

Cultural differences may affect patient satisfaction with surgical outcomes and the
cosmetic surgery travel experience. Different perceptions of body image exist in different
countries. Thus, a lack of cultural understanding in terms of esthetic preferences can lead to
patient dissatisfaction. Therefore, operations that consider people’s needs are important. The
nose shape favored by Western cosmetic surgery tourists may be different from favored by
Asian patients. Similarly, in terms of breast augmentation, Australian women often prefer to
go only a size up to look natural, while American patients have a “bigger is better” mindset
(Clarify Clinic, 2016).

In addition, the language barrier can be a major concern for cosmetic surgery tourists.
Connell (2013) stated that medical tourists generally choose to go to countries with the same
cultural context and using the same language. A similar cultural context makes it easier to
communicate and understand complex procedures. Therefore, a large proportion of medical

tourists are diasporic (Connell, 2013).

40



Social Risk

Having someone (e.g., spouse, sibling, parent, or friend) for support during the
recovery process is crucial (Kita, 2018; Watson, 2012). However, cosmetic surgery abroad that
may be disapproved of or otherwise not supported by close relatives. Cosmetic surgery tourists
may find it difficult to tell their friends and family about their surgery for fear of unpleasant
reactions. Although cosmetic surgery has been increasingly accepted by society in recent years,
many people choose to keep their procedures secret due to privacy and fear of being judged by
their peers (Blaine, 2016). Lambert (2015) argued that up to one third of the patients hide their
procedures, such as tummy tuck and breast implants, and for non-invasive procedures, the

percentage of patients who keep silent is around 70%.

Psychological Risk

Having cosmetic surgery to improve one’s appearance can have an emotional effect,
yet many prospective patients fail to consider its possible psychological ramifications (Kita,
2018). Although cosmetic surgery has positive emotional effects (e.g., improved self-esteem),
some people experience sadness, difficulty sleeping, loss of appetite, and an inability to
concentrate after their surgery, a phenomenon known as post-surgical depression (Watson,
2012). Therefore, prospective patients must choose the best surgeon possible to have realistic
expectations for their cosmetic surgery. They should also ask their surgeon how to deal with
physical and emotional side effects after their operation (Watson, 2012). Cosmetic surgery
tourists should be well prepared for the possibility of emotional side effects given the difficulty
of seeking help from their surgeon after returning home. Table 2.4 summarizes the attributes

of cosmetic surgery tourism related to the 10 risk dimensions.
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Table 2.4 Attributes and Risk Dimensions Associated with Cosmetic Surgery Tourism

Dimensions Attributes References
No value for money ASAPS (2011); ASPS (2016,
Less economical 2017); BAPRAS (2015);
Einancial Risk Unreasonable cost (nggge)” IS?OIM)O;I MCV;'gh
: ; Melendez an
Unsatisfactory cost Alizadeh (2011)
Unexpected costs
Financial burden
Too long ASAPS (2011); ASPS (2016);
ina ti BAAPS (2009); Fakkert
Time Risk Long planning time (2009)

Unexpected loss of time
More time needed

(2014)

Performance Risk

No cost advantages
Poor medical service quality
No fulfillment of expectations

Clarify Clinic (2016);
Holliday, Bell, Cheung, et al.
(2015); Watson (2012)

Functional Risk

Doctors
Medical staff

Medical tourism
agencies/brokers

Translators
Unfriendliness

Insufficient perioperative
management

Responsibility
Medical standards
Medical equipment
Regulations

Laws

Accommodation
Transportation

Food

Vacation opportunities

ASAPS (2011); ASPS (2016);
BAAPS (2007, 2009); Birch et
al. (2007); Clark et al. (2013);
Jeevan and Armstrong (2008);
Livingston et al. (2015);
Miyagi et al. (2012); NHS
(2019a, 2019b)

Complications
Physical pain
Problems while traveling

ASAPS (2011); ASPS (2016,
2019); BAPRAS, (2015);
Handschin et al. (2007);

Health Risk . Holliday et al. (2014); Jeevan
Problems after returning home et al. (23611); Lgvings)ton ot al.
(2015); Miyagi et al. (2012);
NHS (2019a)
Safety issue ASAPS (2011); ASPS (2016);
) ) Unrest Begovic (2017); Holliday et al.
Physical Risk Bad weather (2014)
Hostile locals
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Dimensions Attributes References

Crowded sites
Risky air travel

Heavy baggage
Unsatisfactory surgical ASPS (2016); BAPRAS
outcomes (2008a); Melendez and
o Disappointing surgery Alizadeh (2011); Miyagi et al.
Satisfaction Risk Dissatisfied with the travel (2012)
experience
No appearance enhancement
Communication problems Clarify Clinic (2016); Connell
. Language barrier (2013)
Cultural Risk Cultural differences
Different beauty standards
Negative opinion Blaine (2016); Kita (2018);
Disapproval of cosmetic Lambert (2015); Watson
Social Risk surgery trip (2012)
Damaged self-image
Lower social status
Discomfort Kita (2018); Watson (2012)
No reflection of self-image
Psychological Risk Tension
Anxiety

Psychological repercussions

2.4 Market Segmentation
2.4.1 Market Segmentation Procedure

Segmentation is the process of dividing a heterogeneous market into homogeneous
subgroups (Smith, 1956). Market segmentation assumes that each subgroup has different and
specific needs and characteristics (McDonald & Dunbar, 1995). As one of the most
fundamental and important concepts of marketing, market segmentation has become a valuable
and powerful tool for developing marketing strategies (Danneels, 1996; Dibb, 1998; Heath &
Wall, 1992; Middleton & Clarke, 2001). The concept of segmentation has been used not only
to develop marketing plans, but also to solve diverse management issues beyond marketing

practices (Chen, 2003a). Market segmentation has been used in many tourism and hospitality
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studies, as segmenting travelers help better understand their behavior and background, enabling
marketers to develop products and services targeting specific groups of travelers.

According to Chen (2003a), segmentation procedures involve two analytical stages in
sequence: (1) segment revelation and (2) segment diagnosis. A study sample is divided into
different groups by using a segmentation method and according to a segmentation basis in the
first stage of the analysis. Subsequently, descriptive and inferential statistics are used to profile
the segments obtained in the second stage. Figure 2.4 illustrates the two sequential stages of

segmentation analysis.

Stage I: Segment Revelation

Deployment of
Segmentation
Methods and

Algorithms

Selection of
Segmentation
Bases

Formation of
Segments

Stage I1: Segment Diagnosis

Descriptive Comparative
Analyses of Analyses of
Segments’ Segments’
Characteristics Characteristics

Figure 2.4 Stages of Segmentation Analysis
Source: Chen (2003a).
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As mentioned earlier, a study sample is divided into different groups using a
segmentation method. Segmentation methods can be described in two ways. First, in terms of
segmentation approach, the a priori approach indicates that the type and number of segments
are determined in advance by the researcher, while the post hoc approach indicates that the
type and number of segments are determined based on the data analysis results. Second, in
terms of analytical techniques, descriptive methods analyze the interrelationship of a single set
of segmentation bases (i.e., no distinction between dependent and independent variables), while
predictive methods assess the association between two sets of variables (i.e., one set of
dependent variables to be explained or predicted by a set of independent variables; Wedel &

Kamakura, 2000). Table 2.5 presents the classification of the methods used for segmentation.

Table 2.5 Classification of Segmentation Methods

A priori Post hoc
Descriptive Contingency tables, Clustering methods:
log-linear models non-overlapping, overlapping,
fuzzy techniques, artificial neural
network (ANN),
mixture models
Predictive Crosstabulation, AID/CHAID, CART,
regression, logit, and clusterwise regression, ANN,
discriminant analyses mixture models

Source: Wedel and Kamakura (2000).

In segmentation research, selecting a base variable that is suitable for the particular
purpose of a given study is essential. A segmentation basis is a set of variables or characteristics
used to assign potential customers to homogeneous groups (Wedel & Kamakura, 2000).
Various variables have been used as a segmentation basis, including demographics (e.g.,
gender, age, family size, education, and race); socioeconomic information (e.g., occupation and

income); motivations; personality; geography (e.g., region and degree of urbanization);
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specific benefits sought by consumers; behavioral patterns, such as occasions and
characteristics of purchase behaviors; psychological characteristics (e.g., attitudes, opinions,
and lifestyles; and involvement profile (Andereck & Caldwell, 1994; Calantone & Johar, 1984;
Davis, Pysarchik, Chappelle, & Sternquist, 1993; Dolnicar, 2002; Kim & Weiler, 2012; Kotler,
Bowen, & Makens, 2014; Hu & Yu, 2007; Legohérel & Wong, 2006; Masiero & Nicolau, 2012;
Mckercher, Ho, Cros, & So-Ming, 2002; Nyaupane & Graefe, 2008; Rid, Ezeuduji, & Probstl-
Haider, 2014; Park & Yoon, 2009).

Frank, Massy, and Wine (1972) classified segmentation bases into general and
product-specific bases. General bases represent variables independent of the products, services,
or circumstances, while product-specific bases represent variables related to customers and
products, services, and/or particular circumstances. Following Frank et al. (1972), Wedel and
Kamakura (2000) proposed a 2 x 2 taxonomy of segmentation bases by classifying bases into
observable (i.e., measured directly) or unobservable (i.e., inferred) bases. Table 2.6 shows the

taxonomy of segmentation bases proposed by Wedel and Kamakura (2000).

Table 2.6 Taxonomy of Segmentation Bases

General Product-specific
Cultural, geographic, User status, usage frequency,
Observable demographic, and socioeconomic | store loyalty and patronage,
variables situations

Psychographics, benefits,
perceptions, elasticities, attributes,
preferences, and intentions

Psychographics, values,

Unobservable personality, and lifestyle

Source: Wedel and Kamakura (2000).

2.4.2 Perceived Risk-based Segmentation
Considered as a major concept to explain consumer behavior, perceived risk has been

used as a segmentation basis in several tourism studies (Dolnicar, 2005; Floyd & Pennington-
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Gray, 2004; Ritchie et al., 2017; Roehl & Fesenmaier, 1992; Seabra et al., 2013). Roehl and
Fesenmaier (1992) conducted a cluster analysis based on the three dimensions of perceived
risk associated with pleasure travel. They identified three groups of travelers with substantially
different risk perceptions of travel, namely a “Place Risk” group (individuals perceiving their
vacation as fair and the destination of their most recent trip as risky); a “Functional Risk” group
(individuals perceiving high physical and equipment risks); and a “Risk Neutral” group
(individuals perceiving low risk in all dimensions). Their results indicated that the three risk
groups differ in terms of the characteristics of their most recent trip, their information use and
trip planning behavior, the travel benefits they seek, and their basic demographic characteristics.

Floyd and Pennington-Gray (2004) attempted to classify and profile tourists based on
their perceived risk, and identified two segments. The first segment included tourists with a
high risk perception for all risk types, who consider traveling itself to be risky. The second
segment comprised tourists with a low risk perception, who believe that tourists are unlikely to
be the target of terrorism. Floyd and Pennington-Gray (2004) found significant differences
between the two segments with respect to risk factors, sources of information, and demographic
characteristics.

Dolnicar (2005) investigated the heterogeneity of tourists with regard to perceived risk
in the context of domestic and overseas travel. They found different patterns of perceived risk
between destination contexts and tourist segments. Four segments of tourists were identified
based on fears associated with leisure travel: a high-fear segment, comprising tourists who rate
all risk factors above average; a overseas skeptics segment, comprising tourists who believe
that terrorism and contagious diseases have a high probability of occurrence; a thrill seekers
segment, comprising tourists who rate risky situations as relatively unlikely to occur during

overseas travel, and rate thrill and excitement items higher than the overseas skeptics group;

47



and a low-fear segment, comprising tourists who rate all risk factors below average. Therefore,
the perceived risk or fear associated with travel can be a useful basis for segmenting tourists.

Similarly, Seabra et al. (2013) conducted data-driven segmentation to investigate
heterogeneity among international tourists in terms of risk perceptions. They identified seven
segments of international tourists, differing in the amount and type of perceived risk. Based on
the different risk patterns obtained, the seven segments were labeled “carefree,” “all risks
concerned,” “satisfaction apprehensive,” “multiple risks concerned,” “health and personal risks
concerned,” “terrorism and turmoil risks concerned,” and “materialist.” Significant differences
were found in terms of income, travel motives, contact with crime in daily life, and nationality.
However, the segments did not differ in terms of gender, age, education, and national and
international travel experiences.

Ritchie et al. (2017) applied an integrated approach to traveler segmentation by
including psychological, behavioral, and demographic variables. Specifically, risk perceptions
and risk reduction strategies, socio-demographic characteristics, and travel behavior
characteristics were used to identify homogenous segments of travelers. Using a two-step
cluster analysis, three segments were generated: carefree travelers, risk-reducing travelers, and
seriously concerned travelers. The results revealed that the variables related to psychological
and behavioral attributes contribute more significantly to profiling travelers than socio-
demographic variables. Ritchie et al. (2017) suggested that the integrated approach taking into
account psychological, behavioral, and demographic characteristics simultaneously creates a
comprehensive profile of travelers.

Table 2.7 provides an overview of previous perceived risk-based segmentation studies
in the tourism context. Most studies have mainly focused on pleasure travel, while some studies
have demonstrated the usefulness of the concept of perceived risk for segmentation and to

better understand the tourism market. In addition, the segmentation methods used in previous
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studies have been quite limited, with cluster analysis the most frequently used statistical

approach. Segmentation has generally been performed based on tourists’ perceived risk. Other

variables, such as tourists’ demographic and travel-related characteristics, have been used to

profile tourist segments.

Table 2.7 Segmentation Studies on Perceived Risk

Segmentation

Author(s) Context method Variables

Roehl and Pleasure travel Cluster analysis Perceived risk, trip

Fesenmaier characteristics, planning

(1992) horizon, sources of
information, travel benefits,
and demographic
characteristics

Floyd and Pleasure travel Cluster analysis Risk perception, sources of

Pennington- information, and demographic

Gray (2004) characteristics

Dolnicar Overseas and Cluster analysis Perceived risk

(2005) domestic leisure

travel
Seabraetal. | International Data-driven Perceived risk, demographic
(2013) tourism segmentation and behavioral characteristics
analysis
Ritchie etal. | Outbound travel Two-step cluster Risk perception, risk reduction
(2017) analysis strategies, travel

characteristics, and
demographic characteristics

Note: Variables include the segmentation basis (i.e., perceived risk) and other variables used
to profile the segments obtained.

However, little attention has been paid to the heterogeneity of the cosmetic surgery

tourism market, particularly with respect to risk perception. The nature of the cosmetic surgery

tourism market is likely to be different from that of the general tourism market. Thus, distinct

segments of cosmetic surgery tourists must be identified based on the PRCST. In addition, the
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way in which these segments differ in their personal and behavioral characteristics must be
examined. Following Ritchie et al.’s (2017) integrated segmentation approach, this study
included psychological, behavioral, and demographic variables to obtain more information on
the cosmetic surgery tourism market. Specifically, the PRCST was used as a segmentation
basis and variables related to socio-demographic characteristics, past experiences, and future
cosmetic surgery travel characteristics were used to investigate the different characteristics of
the segments obtained. In terms of segmentation method, this research used a hybrid
methodology combining the features of latent class (LC) modeling and CHAID. The following

section discusses this segmentation method in detail.

2.4.3 Hybrid Method Combining LC Modeling and the CHAID Algorithm

This study used the hybrid method proposed by Magidson and Vermunt (2005), which
integrates the CHAID tree-based segmentation technique and LC modeling. The CHAID
algorithm was first developed by Kass (1980) for nominal dependent variables and further
extended to ordinal dependent variables by Magidson (1994). It splits a sample into mutually
exclusive and exhaustive subgroups or segments, so that the segments do not overlap and each
object is included in only one segment (Kass, 1980). CHAID analysis is a criterion-based
approach that allows researchers to generate segments with respect to a dependent variable
(criterion) with two or more categories and in accordance with the combination of a range of
independent variables (predictors; Chen, 2003a, 2003b; Diaz-Pérez & Bethencourt-Cejas, 2016;
Diaz-Pérez, Bethencourt-Cejas, & Alvarez-Gonzalez, 2005; Legohérel, Hsu, & Daucé, 2015).
Therefore, CHAID has been shown to be an effective way to obtain meaningful segments that
are predictive of a K-category criterion variable (Magidson & Vermunt, 2005).

According to Diaz-Pérez and Bethencourt-Cejas (2016), the CHAID method has

several advantages as a tourism segmentation method compared with other methods. First,
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CHAID is a non-parametric statistical method of free distribution, as it relies on the use of the
chi-square statistic. That is, CHAID does not require the use of parametric tests for predictive
variables. Second, not only ordinal or interval-based variables, but also nominal variables can
be included as predictors. Therefore, the range of variables that can be included in the
classification process is considerable, in terms of number and diversity. Third, continuous
variables can be selected as criterion variables because they can always be dichotomized.
Finally, a criterion variable can be established according to the objectives pursued by the
researcher or tourism operator, due to the great flexibility of incorporating continuous criterion
variables.

As a tree-building algorithm, CHAID builds a segmentation tree, making its results
easy to interpret (Legohérel & Wong, 2006; Levin & Zahavi, 2001). CHAID analysis sorts the
predictor variables with the greatest explanatory capacity in descending order (Schultz & Block,
2011). Therefore, CHAID identifies the most significant predictor of the criterion, which
appears in the first node of the segmentation tree. The process of node formation ends when no
significant dependency relationship exists between the criterion and the set of predictors (Diaz-
Pérez & Bethencourt-Cejas, 2016; Magidson, 1993).

CHAID analysis has also been used in several tourism and hospitality segmentation
studies to investigate the likelihood of tourists’ return (Assaker & Hallak, 2012; Hsu & Kang,
2007), willingness to repeat a visit and recommend a destination (Vassiliadis, 2008), shopping
preference and intention to revisit for shopping tourism (Kim, Timothy, & Hwang, 2011),
expenditure (Diaz-Pérez et al., 2005; Legohérel & Wong, 2006), hotel preferences (Chung, Oh,
Kim, & Han, 2004), and hotel and restaurant selection preferences (Legohérel et al., 2015).

Table 2.8 presents an overview of previous studies using CHAID as the segmentation method.
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Table 2.8 Previous Segmentation Studies Using CHAID Analysis

Author(s)

Dependent Variable
(Criterion)

Independent Variable
(Predictor)

Chen (2003b)

Willingness to make
recommendations

Tourists’ sentiments toward
marketing

Chung et al. (2004)

Restaurant preferences

Demographic and behavioral
variables

Diaz-Pérez et al.
(2005)

Expenditure

Nationality, island, gender,
age, occupation, traveling alone
or accompanied, plan to return
to the island for a holiday, type
of accommodation, season

Legohérel and Wong
(2006)

Expenditure

Trip profile, demographic
variables

Hsu and Kang (2007)

Likelihood of return

Country of residence, trip
purpose, repeat visit status,
gender, age, education, income

Vassiliadis (2008)

Willingness to revisit and
recommend

Destination product
characteristics

Kim et al. (2011)

Intention to revisit for shopping
tourism

Socio-demographic and
shopping tour-related variables

Assaker and Hallak
(2012)

Likelihood of return

Country of residence, gender,
age, occupation, repeat visit
status, travel party

Legohérel et al. (2015)

Travelers’ restaurant and hotel
preferences

Variety-seeking, travelers’
characteristics

Diaz-Pérez and
Bethencourt-Cejas
(2016)

Expenditure

Season, nationality, profession,
gender, income, age, services
contracted, traveling alone or
accompanied

CHAID has been shown to be a useful tool for broadening the analytical spectrum of

segmentation and advancing the segmentation methodology in tourism research (Chen, 20033,
2003Db). The superiority of CHAID as a segmentation method has been demonstrated in certain

studies comparing CHAID with other multivariate analysis techniques (Diaz-Pérez &
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Bethencourt-Cejas, 2016; McCarty & Hastak, 2007). Diaz-Pérez and Bethencourt-Cejas (2016)
argued that “the CHAID method is, in fact, one of the most advanced from the perspective of
the objectives of market segmentation” (p. 277).

However, Magidson and Vermunt (2005) indicated that CHAID has one limitation:
the segments are defined based on a single criterion variable. If there are multiple criteria, using
each dependent variable separately as a criterion may result in different sets of segments.
Moreover, the categories of a predictor may merge in different ways depending on the
dependent variable used. To overcome this limitation, they proposed the hybrid method
combining CHAID and LC modeling.

LC modeling is a statistical method used to identify a K-category latent (unobservable)
variable that explains the associations between the observed response variables (Lazarsfeld &
Henry, 1968; Goodman, 1974). In the LC model, each category of the latent variable represents
a latent class, which is a homogeneous group of cases with common model parameters. In other
words, latent classes are unobservable subgroups, in which cases in the same latent class are
homogeneous according to certain criteria (e.g., interests, values, characteristics, and/or
behavior), while cases in different latent classes are different in some important ways. The
advantages of the LC model over other traditional ad hoc types of cluster analysis methods
include model selection criteria and probability-based classification, in which posterior
membership probabilities are estimated directly from the model parameters (Vermunt &
Magidson, 2005a).

According to Magidson and Vermunt (2005), the hybrid approach has several
advantages. LC models identify segments with multiple response variables in a single LC
solution, so that the hybrid method builds a classification tree predictive of multiple criteria.

Magidson and Vermunt (2005) stated that
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the segments resulting from the hybrid CHAID may fall somewhat short of

predictability of any single dependent variable in comparison to the original algorithm,

but makes up for this by providing a single unique set of segments that are predictive

of all dependent variables. (p. 8)

Furthermore, this hybrid method can be described as an alternative to using covariates
in LC modeling to profile classes. Although demographic or other exogenous variables are
used in an LC model to profile latent classes, the CHAID-based alternative is especially
advantageous when the number of covariates is large. Specifically, CHAID provides valuable
results by ranking the covariates from most significant to least significant and by merging the

categories of covariates that are not significantly different.

2.5 Chapter Summary

This chapter discussed the various definitions of medical tourism and the typology of
medical tourists, thereby providing a basis for defining cosmetic surgery tourism. The concept
of perceived risk and the theoretical framework of this study were described, followed by the
conceptualization of the PRCST. Previous studies on perceived risk in tourism were discussed,
and the various types of perceived risks and attributes associated with cosmetic surgery tourism
were identified. Finally, previous segmentation studies in the tourism literature using perceived
risk as the segmentation basis and CHAID as the segmentation method were reviewed. Next,
the hybrid method combining LC modeling and the CHAID algorithm was discussed. The

following chapter describes the methodology applied in this study.
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CHAPTER 3. METHODOLOGY

3.1 Chapter Introduction

Chapter 3 presents the methodology used in this study. This chapter begins with a
discussion of the research design, followed by an explanation of the study population. It also
provides an overview of the scale development process, which includes item generation, scale
purification, and scale validation. In addition, the development of the instruments is explained
in terms of questionnaire design and translation and pretest procedures. With regard to data
collection, the sampling design and survey procedures are described in detail. Finally, the data

analytical methods for scale development and market segmentation are discussed.

3.2 Research Design

The study had two main objectives: (1) to develop a scale to measure the PRCST, and
(2) to segment cosmetic surgery tourists based on the PRCST, in which the segments were
further profiled in terms of socio-demographic context, past experiences, and cosmetic surgery
travel characteristics. This exploratory study adopted a mixed methods approach. Specifically,
the rigorous multi-step scale development procedure proposed by Churchill (1979) was
adopted to develop the PRCST scale. To demonstrate the reliability of the measurements, the
study followed the guidelines suggested in previous scale development studies (e.g., DeVellis,
2012; Hu & Bentler, 1999; Lynn, 1986; Su & Parham, 2002).

A thorough literature review, in-depth interviews, and an expert panel review were
initially conducted to define the PRCST construct and develop an initial pool of PRCST items.
In addition, a Web-based survey using a self-administered questionnaire was implemented for
data collection. The primary data collected were used for descriptive analysis, exploratory

factor analysis (EFA), and confirmatory factor analysis (CFA), through which the PRCST scale

55



was developed and validated. The scale development and validation process used in this study
is summarized in Figure 3.1.

Then, market segmentation was performed by applying the developed PRCST scale.
The segmentation of cosmetic surgery tourists with respect to their PRCST was conducted
using LC analysis. The segments obtained were profiled in terms of personal and behavioral

characteristics based on the CHAID analysis results.

Item Generation and

Scale Purification Scale Validation
Refinement
* Domain specification * Internal consistency * Reliability
* Initial scale-item generation *» Exploratory factor analysis » Convergent validity
(62 items) (27 items) * Discriminant validity
— Literature search and — Subsample A (n = 524) * Second order confirmatory
review * Confirmatory factor analysis factor analysis
— Interviews with medical (19 items)
tourists and industry — Subsample B (n =523)
professionals
* Expert panel review (50 items)
— Content validity
* Translation and pretest
— PRCST scale consisting of — Establishing reliability and
— Initial pool of 50 items four dimensions with 19 items validity of PRCST scale

Figure 3.1 Scale Development Process

3.3 Study Population

With the significant improvement of living standards and increased appreciation of
beauty, and the benefits of online-to-offline (O20) platforms, the cosmetic surgery market in
China has entered a period of rapid development (Deloitte, 2018). Statistics have shown that
the value of the Chinese medical esthetic industry increased to RMB870 billion (about US$122
billion at an exchange rate of RMB1 to US$0.14) in 2015, RMB1,250 billion (about US$175
billion) in 2016, and RMB1,760 billion (about US$246 billion) in 2017. This value is expected
to reach RMB4,640 billion (about US$650 billion) in 2020, with a compound annual growth

rate of 40% (Yang, 2018). China is expected to become the second largest cosmetic surgery
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market in the world after the United States. In China, cosmetic surgery is particularly popular
among the younger generation. In 2018, around 22 million Chinese people underwent cosmetic
surgery, 54% of whom were younger than 28 (Liu, 2018). For this group, cosmetic surgery is
generally considered another luxury item, similar to a branded handbag, for which they are
willing to spend money (Deng, 2018).

The demand for cosmetic surgery in China is skyrocketing (Flora, 2016), but many
Chinese people remain skeptical of the expertise of medical service providers (Deloitte, 2018).
Hyaluronic acid injections are among the most popular procedures in China, but 80% are
reportedly fake or have been smuggled from overseas; only 20% have been approved by
regulators (Wang, 2016). Moreover, although there are 3,000 certified private clinics, between
50,000 and 100,000 unregistered beauty salons perform cosmetic procedures in China (Wang,
2016). A lack of trust in medical professionals and the healthcare system has led Chinese
consumers to travel abroad in search of cosmetic surgery (Agence France-Press, 2015;
Gentlemen Marketing Agency, 2018; Medical Tourism Magazine, 2018).

While Chinese cosmetic surgery tourists seek cosmetic surgery in countries like South
Korea, Japan, Thailand, and Singapore, South Korea is the most popular overseas destination
due to the influence of Korean pop (K-pop) culture (Deng, 2018; Read, 2016a). Cosmetic
surgery in South Korea has been reported as one of the top medical tourism products on China’s
leading online travel company, Ctrip (Meesak, 2016). Chinese cosmetic surgery patients
choose South Korea mainly because of its surgical quality, technique, and technology, rather
than low cost, which is the main driver of British and Australian cosmetic surgery tourists
(Holliday et al., 2014). The most common cosmetic procedures sought in South Korea are
eyelid, jawbone, and nose surgery procedures (Holliday et al., 2014).

In South Korea, the international boom in incoming cosmetic surgery tourism began

in 2009, when the South Korean government first granted local cosmetic surgery clinics official
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permission to receive foreign patients (Kim, 2012). The global success of K-pop culture, based
on the phenomenon of the “Korean Wave” or hallyu, has made South Korea a popular cosmetic
surgery destination that lures Asian cosmetic surgery tourists who want to look like celebrities
(Connell, 2011; Fifield, 2014; FlorCruz, 2015; Holliday, Bell, Cheung, et al., 2015; Kim, 2012;
Marx, 2015; Yu & Ko, 2012). South Korea has gained a global reputation as a cosmetic surgery
tourism destination, with highly skilled doctors, state-of-the-art medical technology, and high-
tech equipment (Das, 2014; Kim, 2012). This reputation has resulted in a drastic increase in
the number of cosmetic surgery tourists traveling to South Korea. (See Appendix A for a cost
comparison of cosmetic surgery procedures in South Korea and other destinations.)
According to the Korea Health Industry Development Institute (KHIDI, 2019), the
number of cosmetic surgery tourists who sought cosmetic procedures and dermatology
treatments in South Korea increased from 8,866 in 2009 to 130,640 in 2018, accounting for
28% of the total number of medical tourists (Table 3.1). In 2018, around 51,000 Chinese
travelers visited South Korea for cosmetic and dermatological procedures, representing 40%

of the total number of cosmetic surgery tourists in South Korea.

Table 3.1 Number of Medical Tourists Seeking Cosmetic Procedures in South Korea

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

Cosmetic | 2851 4708 10,387 15898 24,075 36,224 41,263 47,881 48,849 66,969
surgery | (4.4)  (46) @ (67) (7.7) | (86)  (102) (111 (11.3) (123)  (14.4)
Dermatol | 6015 = 9579 12978 17,224 25101 29,945 31,900 47,340 43,327 63,671
ogy 93)  (94)  (84) @ (83) (9.0) (84) (86) (111 (10.9) (13.7)
8,866 14,287 23,365 33,122 49,176 66,169 73,163 95221 92,176 130,640
(13.7)  (140) (151)  (16.0) (17.6) (186) @ (19.7) (224) (23.2) (28.1)

Note: The figures in brackets refer to the percentage of foreign patients undertaking cosmetic
procedures in the medical tourism market.
Source: KHIDI (2019).

Total
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Given that South Korea is a top destination for cosmetic surgery tourism, prospective
Chinese cosmetic surgery tourists interested in or planning to have cosmetic surgery in South
Korea were selected as the study population. As this study focused on Chinese outbound
cosmetic surgery tourists, Chinese expatriates and international students residing in South

Korea were excluded from the target population.

3.4 Item Generation
3.4.1 Domain Specification
The first step in the scale development procedure was to specify the domain of the
PRCST construct (Churchill, 1979). Churchill (1979, p. 67) noted that “the researcher must be
exacting in the conceptual specification of the construct and what is and what is not included
in the domain.” Based on a thorough review of the literature, the domain of the PRCST
construct was determined as follows:
The PRCST is the subjective assessment of cosmetic surgery tourists of adverse events
and/or potential losses that occur in the purchase and consumption of cosmetic
surgery tourism services, which may be associated with financial, time, performance,
functional, health, physical, satisfaction, cultural, social, and psychological risks.
It included all potential risks in the planning and preparation phase at the cosmetic
surgery tourism destination and after returning home from a cosmetic surgery trip. Following
Rossiter’s (2002) suggestion, the definition described the construct in terms of object (cosmetic

surgery tourism), attribute (perceived risk), and rater entity (cosmetic surgery tourists).
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3.4.2 Initial Scale Item Generation
Literature Search and Review

Once the domain of the PRCST construct had been specified, the next step was to
create a pool of items assessing the PRCST. Based on a thorough search and review of the
literature on perceived risk, medical tourism, and cosmetic surgery, 10 potential dimensions of
the PRCST (financial, time, performance, functional, health, physical, satisfaction, cultural,
social, and psychological) and their conceptual definitions were identified (see Table 2.3 in
Chapter 2). Next, a comprehensive list of attributes associated with each dimension was
developed (see Table 2.4 in Chapter 2). A total of 56 attributes were considered: 6 for financial
risk, 4 for time risk, 3 for performance risk, 15 for functional risk, 4 for health risk, 7 for
physical risk, 4 for satisfaction risk, 4 for cultural risk, 4 for social risk, and 5 for psychological

risk. As a result, 56 measurement items representing the identified attributes were generated.

In-depth Interviews

Semi-structured interviews were conducted to confirm these attributes and the 10 risk
dimensions and to identify additional attributes related to cosmetic surgery tourism that were
not identified from the literature review. The interviewees included nine people from mainland
China who had undergone cosmetic surgery in South Korea in the last two years, two plastic
surgeons, three clinic staff, and three medical travel agents. At the beginning of each interview,
the interviewee was given a consent form and an information sheet describing the purpose of
the study and the interview procedure (Appendix B). Open-ended questions were asked to
probe the respondents’ perceptions of the risks of cosmetic surgery tourism. Each interview
lasted between an hour and an hour and a half. The interviews with the Chinese cosmetic

surgery tourists were conducted in Chinese with the help of interpreters. The interpreters were
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two bilingual research students with experience of cosmetic surgery, helping to avoid
communication or translation problems.

Based on the interviews, the 10 dimensions identified from the literature review were
considered to be representative of the PRCST. The 56 attributes were also confirmed to
appropriately reflect the 10 dimensions. Six additional risk factors were identified from the in-
depth interviews: fluctuation in exchange rates, no desired effect, medical accident,
unsatisfactory quality, undesirable esthetic perceptions, and tension after surgery. As a result,
62 measurement items were generated, capturing the PRCST domain as specifying and
reflecting the 10 risk dimensions (Churchill, 1979). The initial 62 items are presented in Table

3.2.

Table 3.2 Initial Measurement Items for PRCST

Dimensions Initial measurement items

Financial Risk | * A cosmetic surgery trip to South Korea may not offer good value for
money.

* A cosmetic surgery trip to South Korea may involve additional costs due
to fluctuating exchange rates.?

* A cosmetic surgery trip to South Korea may be less economical than
cosmetic surgery performed in my home country.

* The cost of cosmetic surgery in South Korea may be unreasonable.

* The cost of a cosmetic surgery trip to South Korea may be
unsatisfactory.

* A cosmetic surgery trip to South Korea may entail unexpected costs if
the surgery goes wrong, such as the cost of flying back to South Korea or
having revision surgery done by a local doctor in my home country.

* A cosmetic surgery trip to South Korea may be a heavy burden on my
finances.

Time Risk * A cosmetic surgery trip to South Korea may take too long.

* A cosmetic surgery trip to South Korea may require too much planning
time.
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Dimensions

Initial measurement items

* A cosmetic surgery trip to South Korea may involve an unexpected loss
in terms of time if the surgery goes wrong, e.g., extra time to search for
an appropriate surgeon in my home country for corrective surgery or
additional days off to fly back to South Korea.

* A cosmetic surgery trip to South Korea may take more time than having
cosmetic surgery in my home country.

Performance
Risk

* A cosmetic surgery trip to South Korea may not offer benefits in terms
of cost savings.

* A cosmetic surgery trip to South Korea may not provide better quality
medical services than my home country.

» Cosmetic surgery performed in South Korea may not provide the
desired effects.?

» Cosmetic surgery performed in South Korea may not meet my
expectations in terms of enhancing my appearance.

Functional
Risk

* Surgeons in South Korea may not be highly trained and experienced.

* Anesthesiologists and medical staff in South Korea may not be
sufficiently experienced.

* Translators may not have sufficient professional/medical knowledge.
* Doctors and medical staff in South Korea may not be friendly.

* Insufficient preoperative assessment and postoperative follow-up may
occur due to the short stay in South Korea.

* Medical service providers may not provide adequate treatment or
corrective surgery if something goes wrong after I return home.

* Cosmetic surgery hospitals/facilities in South Korea may have low
medical standards.

* State-of-the-art medical equipment may not be used during a cosmetic
surgery procedure in South Korea.

* The medical system in South Korea may not be strictly or sufficiently
regulated.

 Laws that protect medical tourists may not exist in South Korea.

* Accommodation in South Korea may not be comfortable for surgical
patients.
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Dimensions Initial measurement items

* Transportation in South Korea may be inconvenient for surgical
patients.

* South Korean food may not suit my taste.

* [ may not have the opportunity to engage in tourist activities, such as
shopping or sightseeing, during my recovery period in South Korea.

Health Risk * Medical negligence may occur during a cosmetic surgery procedure in
South Korea.?

» Complications such as asymmetry, infection, the formation of excess
scar tissue, and extreme blood loss may occur after cosmetic surgery in
South Korea.

* Severe physical pain may occur after cosmetic surgery in South Korea.

* Infection problems may arise during post-operative outdoor activities
(e.g., shopping and sightseeing) in South Korea.

* [ may experience complications after returning to my home country.

Physical Risk | » South Korea is not a safe place to visit for cosmetic surgery due to
crime.

* I may be exposed to danger due to social/political unrest in South
Korea.

» Weather conditions in South Korea may be unsustainable for surgical
patients.

* Locals may be hostile to foreigners.

« Sites (e.g., tourist attractions, shopping areas, and airports) may be
extremely crowded for surgical patients to visit after cosmetic surgery.

* Air travel may be risky after cosmetic surgery.

* Carrying heavy baggage may be dangerous after cosmetic surgery.

Satisfaction * The surgical outcomes obtained in South Korea may be unsatisfactory.
Risk
* Cosmetic surgery performed in South Korea may be disappointing.

* The quality of medical services offered in South Korea may not be
satisfactory.?

* [ may be dissatisfied with the overall cosmetic surgery travel experience
in South Korea.
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Dimensions Initial measurement items

* A cosmetic surgery trip to South Korea may not provide personal
satisfaction in terms of appearance enhancement.

Cultural Risk | « I may experience communication problems.
* [ may meet a language barrier.
» Misunderstandings may arise due to cultural differences.

* Esthetic perceptions in South Korea may not be preferable in my
culture.?

* Undesirable outcomes may arise due to different beauty standards
between South Korea and my culture.

Social Risk * A cosmetic surgery trip to South Korea may negatively affect the way
other people think of me.

* Other people may disapprove of my cosmetic surgery trip to South
Korea.

* A cosmetic surgery trip to South Korea may hurt my self-image.

* A cosmetic surgery trip to South Korea may lower my social status.

Psychological | * The thought of a cosmetic surgery trip to South Korea makes me
Risk uncomfortable.

* A cosmetic surgery trip to South Korea may not reflect my self-image.
* When I think of a cosmetic surgery trip to South Korea, I feel tense.
* I may be worried about having surgery in South Korea.

* [ may feel tense until I see if the cosmetic surgery performed in South
Korea is successful .2

* I may have psychological repercussions if something goes wrong.

Note: @ indicates the items added after the in-depth interviews.

3.4.3 Item Refinement
The initial item pool was reviewed by a panel of experts for content validity. The goal
of this stage was to increase the relevance, clarity, and conciseness of the items and identify

additional ways to exploit the construct (DeVellis, 2012). The expert panel included five
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tourism and hospitality scholars who had completed research on medical tourism or relevant
areas and three cosmetic surgery tourism industry professionals, such as plastic surgeons and
medical tourism intermediaries. As this study investigated the perceived risk of prospective
cosmetic surgery tourists, five tourists with multiple experiences of cosmetic surgery tourism
were also invited to evaluate the relevance of the content of the items. Thus, the panel was
made up of 13 experts. The experts received the conceptual definitions of the risk dimensions
in cosmetic surgery tourism and were asked to rate each item based on its relevance to the
associated dimension. In addition to evaluating each item, the experts were asked to provide
suggestions for improving the items and to identify any aspect of the PRCST scale that was not
adequately covered by the initial item pool (Appendix C).

Following the guidelines proposed by Lynn (1986), the content validity index (CVI)
was computed to assess the content validity of individual items and that of the overall scale.
As a typical item rating continuum, a 4-point scale (1 = not relevant, 2 = somewhat relevant, 3
= quite relevant, and 4 = very relevant) was used to avoid having an ambivalent midpoint
(Davis, 1992; Lynn, 1986; Waltz & Bausell, 1981). The CVI for each item was calculated as
the proportion of experts giving a rating of 3 or 4. For example, an item rated as quite or very
relevant by 11 of the 13 judges had a CVI of .846. All items with a CV1 below .80 were subject
to revision. The CVI of the scale was calculated as the average of all item CVIs.

As shown in Table 3.3, some initial measurement items were revised. According to the
CVIs and comments from the experts, 5 items were revised and 14 were eliminated. In addition,
three items were added. One suggestion was to divide the statement “Insufficient preoperative
assessment and postoperative follow-up may occur due to the short stay in South Korea” into
two sentences, as two risk elements were mentioned. Another comment was to include an item
on immigration issues, which may occur when returning home due to a major change in

appearance after cosmetic surgery. For example, three Chinese women who had traveled to
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South Korea for cosmetic surgery were detained at immigration because they were
unrecognizable based on their passport photos (Hurst, 2017). Thus, the following statement
was added: “I may experience problems when going through immigration after cosmetic
surgery in South Korea due to my change in appearance.” As a result, 50 items were retained
for the scale purification procedure. The scale-level CVI with the 50 items was .90, above the

standard criteria of .80 (Davis, 1992). Table 3.4 shows the final measurement items.
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Table 3.3 Revised, Deleted, and Added Items

Initial measurement items

Revised, deleted, or added items

* A cosmetic surgery trip to South Korea may be less economical
than cosmetic surgery performed in my home country.

» Compared with cosmetic surgery performed in my home country, a
cosmetic surgery trip to South Korea may not provide satisfactory
cost savings.

* The cost of cosmetic surgery in South Korea may be unreasonable. | (Deleted)
* The cost of a cosmetic surgery trip to South Korea may be (Deleted)
unsatisfactory.

* A cosmetic surgery trip to South Korea may be a heavy burden on | (Deleted)
my finances.

* A cosmetic surgery trip to South Korea may not offer benefits in (Deleted)

terms of cost savings.

* Surgeons in South Korea may not be highly trained and
experienced.

+ Medical staff in South Korea may not be sufficiently experienced.

* Anesthesiologists and medical staff in South Korea may not be (Deleted)
sufficiently experienced.
* Doctors and medical staff in South Korea may not be friendly. (Deleted)

* Insufficient preoperative assessment and postoperative follow-up
may occur due to the short stay in South Korea.

« Insufficient preoperative assessment may occur due to the short
stay in South Korea.

« Insufficient postoperative follow-up may be provided due to the
short stay in South Korea.

* The medical system in South Korea may not be strictly or
sufficiently regulated.

(Deleted)

* | may experience problems when going through immigration after
cosmetic surgery in South Korea due to my change in appearance.
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Initial measurement items Revised, deleted, or added items

» Medical negligence may occur during a cosmetic surgery (Deleted)
procedure in South Korea.

* South Korea is not a safe place to visit for cosmetic surgery due to | * I may be the victim of a crime in South Korea.
crime.

* Cosmetic surgery performed in South Korea may be disappointing. | (Deleted)

* I may experience communication problems. * [ may experience communication problems due to the language
barrier.

* I may meet a language barrier. (Deleted)

* A cosmetic surgery trip to South Korea may hurt my self-image. (Deleted)

* The thought of a cosmetic surgery trip to South Korea makes me (Deleted)

uncomfortable.

* When I think of a cosmetic surgery trip to South Korea, I feel « | feel nervous when | think of a cosmetic surgery trip to South
tense. Korea.

* [ may be worried about having surgery in South Korea. (Deleted)

*  may feel tense until I see if the cosmetic surgery performed in (Deleted)

South Korea is successful.
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Table 3.4 Final Measurement Items for PRCST

Dimensions

Items

Financial Risk

A cosmetic surgery trip to South Korea may not offer good value for
money.

A cosmetic surgery trip to South Korea may involve additional costs
due to fluctuating exchange rates.

Compared with cosmetic surgery performed in my home country, a
cosmetic surgery trip to South Korea may not provide satisfactory cost
savings.

A cosmetic surgery trip to South Korea may entail unexpected costs if
the surgery goes wrong, such as the cost of flying back to South Korea
or having revision surgery done by a local doctor in my home country.

Time Risk

A cosmetic surgery trip to South Korea may take too long.

A cosmetic surgery trip to South Korea may require too much planning
time.

A cosmetic surgery trip to South Korea may involve an unexpected loss
in terms of time if the surgery goes wrong, e.g., extra time to search for
an appropriate surgeon in my home country for corrective surgery or
additional days off to fly back to South Korea.

A cosmetic surgery trip to South Korea may take more time than having
cosmetic surgery in my home country.

Performance

Risk

A cosmetic surgery trip to South Korea may not provide better quality
medical services than my home country.

Cosmetic surgery performed in South Korea may not provide the
desired effects.

Cosmetic surgery performed in South Korea may not meet my
expectations in terms of enhancing my appearance.

Functional Risk

Medical staff in South Korea may not be sufficiently experienced.

Medical tourism agencies and brokers may not offer quality services.

Translators may not have sufficient professional/medical knowledge.

Insufficient preoperative assessment may occur due to the short stay in
South Korea.

Insufficient postoperative follow-up may be provided due to the short
stay in South Korea.
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Dimensions

Items

Functional Risk

(cont.)

Medical service providers may not provide adequate treatment or
corrective surgery if something goes wrong after I return home.

Cosmetic surgery hospitals/facilities in South Korea may have low
medical standards.

State-of-the-art medical equipment may not be used during a cosmetic
surgery procedure in South Korea.

Laws that protect medical tourists may not exist in South Korea.

Accommodation in South Korea may not be comfortable for surgical
patients.

Transportation in South Korea may be inconvenient for surgical
patients.

South Korean food may not suit my taste.

I may not have the opportunity to engage in tourist activities, such as
shopping or sightseeing, during my recovery period in South Korea.

I may experience problems when going through immigration after
cosmetic surgery in South Korea due to my change in appearance.

Health Risk

Complications, such as asymmetry, infection, the formation of bad scar
tissues, and extreme blood loss, may occur after cosmetic surgery in
South Korea.

Severe physical pain may occur after cosmetic surgery in South Korea.

Infection problems may arise during post-operative outdoor activities
(e.g., shopping and sightseeing) in South Korea.

I may experience complications after returning to my home country.

Physical Risk

I may be the victim of a crime in South Korea.

I may be exposed to danger due to social/political unrest in South
Korea.

Weather conditions in South Korea may be unsustainable for surgical
patients.

Locals may be hostile to foreigners.

Sites (e.g., tourist attractions, shopping areas, and airports) may be
extremely crowded for surgical patients to visit after cosmetic surgery.
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Dimensions Items

Air travel may be risky after cosmetic surgery.

Carrying heavy baggage may be dangerous after cosmetic surgery.

The surgical outcomes obtained in South Korea may be unsatisfactory.

The quality of medical services offered in South Korea may not be
satisfactory.

Satisfaction Risk o ) ) )
I may be dissatistied with the overall cosmetic surgery travel experience

in South Korea.

A cosmetic surgery trip to South Korea may not provide personal
satisfaction in terms of appearance enhancement.

I may experience communication problems due to the language barrier.

Misunderstandings may arise due to cultural differences.

Cultural Risk Esthetic perceptions in South Korea may not be preferable in my
culture.

Undesirable outcomes may arise due to different beauty standards
between South Korea and my culture.

A cosmetic surgery trip to South Korea may negatively affect the way
other people think of me.

Social Risk Other people may disapprove of my cosmetic surgery trip to South
Korea.

A cosmetic surgery trip to South Korea may lower my social status.

A cosmetic surgery trip to South Korea may not reflect my self-image.

Psychological

Risk I feel nervous when I think of a cosmetic surgery trip to South Korea.

I may have psychological repercussions if something goes wrong.

3.5 Instrument Development
3.5.1 Questionnaire Design
In this study, a self-administered questionnaire was adopted as a data collection

instrument. A questionnaire is the most popular data collection tool in business and social
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science research (Ghauri & Grgnhaug, 2005) and is particularly useful for collecting a large
amount of data in a short time (Kelley, Clark, Brown, & Sitzia, 2003). The structured
questionnaire comprised closed-ended questions. The questionnaire items were written in
simple and concise language so that each respondent could get the same meaning from the
questions and statements provided (Ghauri & Grgnhaug, 2005).

The questionnaire was developed to collect information on the perceived risk of
cosmetic surgery tourists in cosmetic surgery tourism, their past experiences, the characteristics
of future cosmetic surgery tourism, and their socio-demographic context. The questionnaire
consisted of four parts (Appendix D). Part 1 included the 50 PRCST items. The respondents
were asked to indicate their level of agreement with each item on a 7-point Likert scale (1 =
strongly disagree and 7 = strongly agree). Part 2 collected information on the respondents’ past
experiences in terms of number of international trips, number of visits to South Korea, and
experience of cosmetic surgery. The respondents were also asked to indicate the type(s) of
cosmetic procedure they had undertaken in the past, if any, and the procedures they wished to
seek in the future through cosmetic surgery tourism in South Korea. Part 3 involved questions
on the respondents’ travel intentions and behavioral characteristics regarding future cosmetic
surgery tourism. For items related to cosmetic surgery travel intentions, the respondents were
asked to indicate their level of agreement with the statements using a 7-point Likert scale (1 =
strongly disagree and 7 = strongly agree). In addition, Part 3 included nine items associated
with the characteristics of future cosmetic surgery tourism. These nine items were length of
stay, accompanying party, accommaodation type, trip arrangement method, cosmetic surgery
expenditure, total travel expenditure, trip purpose, and decision horizons for clinic and
cosmetic procedures. The respondents were asked to answer the questions if they intended to
travel to South Korea for cosmetic surgery in the next 12 months. Finally, six items related to

socio-demographic information (i.e., gender, age, marital status, education level, occupation,
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and monthly household income) were included in Part 4. Table 3.5 presents the measurement

items for this study.

Table 3.5 Measurement Items for the Study

Construct Items

PRCST — Financial risk (4 items)

— Time risk (4 items)

— Performance risk (3 items)
— Functional risk (14 items)
— Health risk (4 items)

— Physical risk (7 items)

— Satisfaction risk (4 items)

— Cultural risk (4 items)

— Social risk (3 items)

— Psychological risk (3 items)

Past experiences — Number of international trips
— Number of visits to South Korea
— Experience in cosmetic surgery

Cosmetic surgery travel — Cosmetic surgery travel intentions
characteristics _ Length of stay
— Accompanying party

— Accommodation type

— Trip arrangement method

— Cosmetic surgery expenditure

— Travel expenditure

— Trip purpose

— Decision horizon for clinic

— Decision horizon for cosmetic procedures

— Type of cosmetic procedure

Socio-demographic information — Gender
—Age
— Marital status
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Construct Items

— Education level
— Occupation
— Monthly household income

3.5.2 Translation and Pretest

As the study sample consisted of prospective Chinese cosmetic surgery tourists
visiting South Korea, the questionnaire was translated from English into Mandarin Chinese.
Forward translation, back translation, and a pretest (Su & Parham, 2002) were performed to
obtain a valid translation. Two bilingual translators with experience of cosmetic surgery
translated the English version into Mandarin Chinese. They independently conducted a forward
translation and compared the translated instrument to make revisions until consensus was
reached. Next, the Mandarin Chinese version was back translated into English by two other
bilingual translators who had not seen the original English version. After the back translation,
the researcher compared the back-translated items obtained with the original version to ensure
equivalence of meaning.

Finally, a pretest of the questionnaire was conducted in the form of a think-aloud
protocol with six prospective cosmetic surgery tourists to ensure that the questions were clear
and understandable for the survey participants (Drennan, 2003). When completing the
questionnaire, the respondents were asked to verbalize their thoughts, based on which the
changes were made. Appendix E presents the Mandarin Chinese version of the questionnaire

used in the main survey.
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3.6 Data Collection
3.6.1 Sampling Design

In this study, the sampling frame was defined as prospective Chinese tourists who
intended to travel to South Korea for cosmetic surgery. The sampling criteria were the
following: Chinese nationality, intention to travel to South Korea for cosmetic surgery, and
residence in China (i.e., potential Chinese patients living in South Korea were excluded). This
study included men and women of all ages eligible for cosmetic surgery. Convenience
sampling, a non-probability sampling method that selects population members who are
conveniently available to participate, was used to define the sample of prospective Chinese
cosmetic surgery tourists visiting South Korea. Although the convenience sampling method
involves significant errors and has limited persuasive power as a scientific statistical method,
it is useful for roughly examining the characteristics of a population segment (Alan & Barbara,
2009).

Based on the scale of items to be purified through EFA and CFA, the sample size was
determined by following the guidelines for factor analysis provided in the literature. Factor
analysis requires a minimum of 300 cases (Norusis, 2005). In addition, the subject-to-variable
ratio should be at least 5 (Bryant & Yarnold, 1995). The sample size was determined based on
the number of PRCST items included in the data analysis (i.e., 50 items). As a result, the
researcher decided to collect a sample of 800 respondents to produce undistorted results for

EFA, CFA, and segmentation analysis.

3.6.2 Survey Procedure
The self-administered Web-based survey was conducted in January 2018. The Internet
plays a key role in medical tourism by providing a platform for accessing healthcare

information and advertising (Lunt, Hardey, & Mannion, 2010). Holliday, Bell, Cheung, et al.
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(2015) argued that “without the Internet, medical tourism would probably not exist in its current
form — online information is a vital resource for travelers, and those offering services have
developed sophisticated online information and guidance” (p. 301). Various online channels,
such as discussion forums, chat rooms, and blogs, are largely used by medical tourists to
exchange important information, share ideas, seek advice, and make contact with other patients
with experience of medical tourism (Hallem & Barth, 2011). As the Internet is a key driver of
medical tourism and most medical tourists are Internet users, a Web-based survey was
considered the appropriate method to collect data.

The online survey was distributed via SoJump, a reputable research agency in China.
The progress of the online survey was monitored by the researcher throughout the survey
period to ensure the quality of data. As an advantage of the online survey, the duration of
participation was automatically recorded so that cases with extremely short participation time
(i.e., less than five minutes) were eliminated during the survey process. Prior to the survey,
ethical approval was obtained from the researcher’s university.

The online survey started with a description explaining the purpose of the study and
stating that all information collected from the respondents would be kept confidential and used
solely for research purposes. Two screening questions were included at the beginning of the
questionnaire to identify the appropriate respondents. The respondents were asked to answer
the following two questions: “I have considered traveling abroad for cosmetic surgery in the
last 12 months” and “Currently, I am not a resident of South Korea.” Those who answered
“Yes” to both questions were considered to be among the target respondents (i.e., prospective
cosmetic surgery tourists) and were therefore included in the study. As this study focused on

the Chinese cosmetic surgery tourism market, the survey was presented in Simplified Chinese.
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3.7 Data Analysis
3.7.1 Scale Purification and Validation

The first step in the scale purification was to assess the internal consistency reliability
of the 50 PRCST items developed, as suggested by Churchill (1979). SPSS 24.0 software was
used to compute the item-total correlation to eliminate all items having a low correlation with
the total score (r < 0.3). The items retained were included in the subsequent purification
procedures.

The sample was divided into two subsamples (A and B) for EFA and CFA. Subsample
A was used for EFA to explore the factor structure of the PRCST. Next, subsample B served
as a holdout sample for CFA to verify the factor structure obtained from the EFA.

EFA was conducted using principal axis factoring (PAF) with promax rotation. PAF
is one of the most popular factor extraction methods in EFA, with maximum likelihood (De
Winter & Dodou, 2012). In the social sciences, a certain correlation between the factors is
generally expected. Therefore, oblique rotation (e.g., promax), which allows the factors to be
correlated, produces accurate and reproducible solutions (Costello & Osborne, 2005). The
appropriateness of the data for EFA was examined using the Kaiser-Meyer-Olkin (KMO) test
(values in the .90s = marvelous, in the .80s = meritorious, in the .70s = middling, in the .60s =
mediocre, in the .50s = miserable, and below .50 = unacceptable) and Bartlett’s test of
sphericity. In terms of factor structure, various methods, including the Kaiser criterion (i.e., all
factors with eigenvalues greater than one), Velicer’s minimum average partial (MAP) test,
parallel analysis, and the scree test, were used to determine the number of factors (O’Connor,
2000). In addition, multiple criteria were used to identify the items to be included in the factor
solution obtained. Specifically, all items with low factor loadings (< 0.4), significant cross-
loadings (> 0.4), or low communalities (< 0.3) were considered as candidates for deletion. After

the factor structure was obtained, Cronbach’s alpha (> 0.7) for each factor was computed to
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test reliability. Moreover, the correlations between the factors (< 0.7) were examined to
determine if the factors were distinct from each other. EFA was conducted using SPSS 24.0.

Following EFA, CFA was conducted using subsample B to confirm the four-
dimensional structure of the PRCST and further purify the scale. AMOS 25.0 was used for
CFA (Byrne, 2016). The overall fit of the model was assessed with a variety of goodness of fit
indices, including the chi-square statistic (y?), the normed chi-square (y?/df), the root mean
square error of approximation (RMSEA), the standardized root mean square residual (SRMR),
the Tucker-Lewis index (TLI), and the comparative fit index (CFI). In addition, modification
indices, inter-factor correlations, and indicator loadings were assessed, based on which some
items were removed to improve the fit of the model. After modification, the final model of the
PRCST scale was obtained.

The validity of the PRCST scale was assessed using composite reliability (CR),
average variance extracted (AVE), and maximum shared variance (MSV). Specifically, the CR
values for each factor identified were computed to examine the internal consistency of the
construct indicators, while the AVE and MSV values were estimated to establish convergent
and discriminant validity. Moreover, a second order CFA was performed to confirm that the
main construct (i.e., the PRCST) loaded into the identified underlying sub-constructs or factors.
In the second order CFA, the identified factors were considered as first order factors used as

indicators of the second order factor PRCST.

3.7.2 Segmentation based on PRCST

The practical utility of the PRCST scale was established by using it to segment
cosmetic surgery tourists based on their PRCST. Initially, an LC analysis was conducted to
segment cosmetic surgery tourists based on their PRCST, then a CHAID analysis was

performed to develop the profile of the identified segments.
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LC analysis was conducted using Latent GOLD 5.1 to identify K latent classes (i.e.,
segments). The PRCST dimensions identified during the scale development process were used
as indicator variables to estimate the LC model. Each indicator was generated by computing
the scores of the items associated with a particular dimension. Using the indicator variables
with the original seven categories resulted in slightly ambiguous LC models, in which specific
and distinct risk perception patterns were difficult to distinguish between classes. Thus, the
indicator variables were binarized to obtain an LC model in which the segments could be
clearly distinguished and meaningfully interpreted. Linear scale transformation, a rescaling
method, was used to convert the 7-point Likert scale into a binary scale (Kalmijn, 2014). The
three options “strongly agree,” “agree,” and “somewhat agree” were combined, and the other
four options, “strongly disagree,” “disagree,” “somewhat disagree,” and “neutral,” were also
combined.

Several LC models were estimated to determine the smallest number of latent classes
K explaining the associations observed between the manifest variables (Magidson & Vermunt,
2004). The one-latent-class model (1-class model) was considered as a baseline model,
specifying mutual independence between the variables. The number of latent classes was
incremented by one until the simplest model with an adequate fit to the data was found. Various
statistics, including the Bayesian information criterion (BIC), the likelihood ratio statistic, and
the bivariate residual (BVR), were used to assess the fit of the LC models. Based on the
estimated conditional probabilities, each latent class identified was characterized and labeled.

In an LC model, covariates are often used to describe or profile latent classes in terms
of demographic or other exogenous variables. Six socio-demographic variables (i.e., gender,
age, marital status, education level, occupation, and monthly household income) and three past
experience variables (i.e., the number of international trips, the number of visits to South Korea,

and past experiences in cosmetic surgery) were included as covariates in the LC analysis. The
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covariates were specified as inactive and therefore had no influence on the model parameter
estimates. Although using inactive covariates does not change the estimates obtained from the
LC model, it does not determine the statistical significance of the covariates. Therefore, the
hybrid method combining LC and CHAID analyses was used as an advanced approach to the
use of inactive covariates in LC models (Magidson & Vermunt, 2005; Vermunt & Magidson,
2005a).

After estimating the K-LC model, the CHAID analysis was performed to profile the
LC segments obtained. CHAID can be useful to assess the statistical significance of various
predictors in their relationship with the LC segments and ultimately develop a detailed profile
of the segments (Vermunt & Magidson, 2005a). In addition, as CHAID uses posterior
membership probabilities as weights to reproduce the actual (i.e., probabilistic) classes, the
CHAID approach has zero misclassification error (Vermunt & Magidson, 2005b).

In CHAID analysis, chi-square goodness of fit test is used to identify significant
predictors and merge predictor categories that do not differ in their prediction of the criterion
variable (Magidson & Vermunt, 2005). The profile associated with all segments was first
examined in a manner analogous to a three-group discriminant analysis (Vermunt & Magidson,
2005b). Next, the profile of each segment compared with that of the other segments was
developed. SI-CHAID 4.0 statistical software was used for the analysis. The categories of the
dependent variable were specified using the posterior membership probabilities obtained in the
LC analysis (Magidson, 2005). For the predictor variables, the six socio-demographic variables
and the three past experience variables were included in the analysis.

In terms of dependent variable scale type, the nominal CHAID algorithm was used to
grow a segmentation tree. For the nine predictors, the predictor scale type was selected based
on how the categories of a predictor could be combined. The “monotonic” scale type was used

to combine only the adjacent categories when the predictor categories were known to be
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ordered. The “float” type was the same as the monotonic type, except that the last category
(generally containing missing values) could be combined with any other category. Finally, the
“free” type was used to combine any category when the predictor categories had no natural
ordering (Magidson, 2005).

Accordingly, the monotonic type was used for five variables (age, education level,
monthly household income, number of international trips, and number of visits to South Korea)
and the free type was used for four variables (gender, marital status, occupation, and experience
of cosmetic surgery). In terms of minimum segment size, the “before merge” and “after merge”
subgroup sizes were set at 100 and 40, respectively. The CHAID analysis results are illustrated
in the form of a tree diagram, crosstabulations, and a gains chart summary.

After identifying the significant predictors of the segments among the socio-
demographic and past experience variables, the segments were further profiled in terms of
future cosmetic surgery travel characteristics using a chi-square test. The following nine
variables for behavioral characteristics were included in the analysis: length of stay,
accompanying party, accommodation type, trip arrangement method, cosmetic surgery
expenditure, travel expenditure, trip purpose, and decision horizons for clinic and cosmetic
procedures. In addition, the interest of the segments in 18 types of cosmetic procedures was

investigated.

3.8 Chapter Summary

This chapter discussed the methodology used in this study. It first explained the
research design, followed by a detailed description of the study population. Next, the scale
development and validation process was described step by step. In addition, the instrument
development and data collection procedures were discussed. Finally, the data analysis process

for scale development and segmentation was described.
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CHAPTER 4. RESULTS

4.1 Chapter Introduction

Chapter 4 presents the results of the quantitative analysis. After discussing the data
screening process, the profile of the survey respondents and the descriptive statistics of the
PRCST items are presented. With regard to scale purification and validation, the results of a
series of analyses, including EFA, CFA, and second order CFA, are discussed. Finally, the
results of cosmetic surgery tourist segmentation based on the PRCST and the detailed profile

of the segments are provided.

4.2 Descriptive Statistics
4.2.1 Data Screening

One thousand and fifty-nine questionnaires were collected through the main survey.
Among them, 12 questionnaires were eliminated for reporting the exact same answer for all
items. As a result, 1,047 questionnaires were retained for the quantitative evaluation of the
scale. In the data screening process, missing data, outliers, and normality were carefully
checked. No missing values were detected for all categorical variables. For a continuous
variable (i.e., length of stay), missing values and outliers were replaced by the mean. In addition,
normality was checked with skewness and kurtosis values, using +/-2.2 as the cut-off point
(George & Mallery, 2016). All skewness and kurtosis values for all PRCST variables were

within the acceptable range, indicating that the data were normally distributed.

4.2.2 Profile of the Respondents

Table 4.1 shows the profile of the respondents. Among them, 74% were women and

26% were men, and the majority were in their 20s (53%) and 30s (32%). Among the
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respondents, 43% were single and 54% were married. In terms of education level, 79% had
obtained an undergraduate degree or higher. About 59% reported monthly household income
below RMB50,000 (about US$7,000), while 10% earned more than RMB190,001 (about
US$26,600). Although the majority of the respondents (77%) had traveled abroad at least once,
23% stated that they had not traveled abroad in the last three years. About two thirds (66%) of
the respondents had previously visited South Korea, with 9% having traveled to South Korea
at least 5 times in the last 10 years.

In terms of experience of cosmetic surgery, 26% indicated that they had surgical or
non-surgical cosmetic procedures in the past. For those with experience of cosmetic surgery,
the most common cosmetic procedures were nose and eye operations (Figure 4.1). In relation
to future cosmetic surgery tourism in South Korea, more than 40% of the respondents were
interested in undergoing rhinoplasty (nose surgery) and ophthalmoplasty (eye surgery). Other
serious procedures, such as liposuction (33%) and face contouring surgery (31%), were also
considered. In addition to cosmetic surgery procedures, non-surgical cosmetic treatments, such
as laser skin rejuvenation (36%) and skin enhancement injections (34%), aroused great interest
among the respondents.

Most of the respondents (92%) indicated that they intended to undergo cosmetic
surgery in South Korea in the next 12 months. Table 4.2 presents the behavioral characteristics
of the respondents with future cosmetic surgery tourism. During a cosmetic surgery trip to
South Korea, 44% would stay for 1 to 2 weeks, 21% would stay for 3 weeks, and 15% would
stay for 4 weeks. The rest (15%) would stay in South Korea for longer, i.e., for more than a
month. In terms of travel companions, 16% would travel alone, 54% would travel with family
or friends, and 30% would take a trip with someone who would also undergo cosmetic surgery.
About 63% of the respondents would stay in hotel-type accommodation and 26% would choose

specialized accommodation for postoperative recovery. More than half of the respondents
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(58%) would organize their cosmetic surgery trip themselves, while others would go through
travel agents (12%) or agents specialized in medical tourism (30%).

Among the respondents, 30% would travel primarily for cosmetic surgery, 49% would
travel equally for cosmetic surgery and vacation purposes, and 20% would travel for vacation
purposes combined with cosmetic surgery. In terms of cosmetic surgery expenditure, 13%
planned to spend less than RMB10,000 (about US$1,400), 35% had a budget between
RMB10,001 and RMB50,000 (US$1,400 and US$7,000), 21% would spend between
RMB50,001 and RMB90,000 (US$7,000 and US$12,600), 16% would spend between
RMB90,001 and RMB130,000 (US$12,600 and US$18,200), and 16% would spend more than
RMB130,001 (US$18,200). In terms of travel expenditure per person (excluding cosmetic
surgery expenditure), 19% would spend less than RMB20,000 (US$2,800), 43% would spend
between RMB20,001 and RMB50,000 (US$2,800 and US$7,000), 19% would spend between
RMB50,001 and RMB80,000 (US$7,000 and US$11,200), 12% would spend between
RMB80,001 and RMB110,000 (US$11,200 and US$15,400), and 8% would spend more than
RMB110,001 (US$15,400). In addition, most of the respondents said that they would choose
their cosmetic surgery clinic (86%) and type of cosmetic surgery procedure (83%) before

departure.
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Table 4.1 Profile of the Respondents (n = 1047)

Variable % Variable %
Gender Monthly household income
Male 26.4 Less than RMB10,000 19.2
Female 73.6 RMB10,001-RMB30,000 26.5
RMB30,001-RMB50,000 12.9
Age RMB50,001-RMB70,000 7.1
20 or under 7.6 RMB70,001-RMB90,000 4.0
21-30 52.7 RMB90,001-RMB110,000 4.0
31-40 32.3 RMB110,001-RMB130,000 5.2
41-50 6.0 RMB130,001-RMB150,000 3.1
51 and over 1.4 RMB150,001-RMB170,000 3.0
RMB170,001-RMB190,000 3.0
Marital status RMB190,001-RMB210,000 2.5
Single 43.0 RMB210,001-RMB230,000 1.7
Married 53.6 RMB230,001-RMB250,000 1.9
Divorced 1.2 RMB250,001 or more 6.1
Other 2.2
Number of international trips
Education level None 22.8
High school degree or lower 9.6 1-2 27.3
Undergraduate student 114 3-4 28.0
Undergraduate degree 69.0 5-6 14.2
Postgraduate degree 10.0 7-8 3.8
9 or more 3.8
Occupation
Company employee 38.1 Number of visits to South Korea
Business owner 8.6 None 34.4
Professional 26.0 1-2 41.8
Freelancer 11.1 3-4 14.6
Student 12.6 5-6 54
Housewife 1.9 7-8 2.1
Not employed 1.7 9 or more 1.6
Experience of cosmetic surgery
Yes 26.2
No 73.8
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Figure 4.1 Type of Cosmetic Surgery Procedure Under Consideration for Cosmetic
Surgery Tourism
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Table 4.2 Characteristics of Future Cosmetic Surgery Tourism (n = 1047)

Variable % Variable %
Cosmetic surgery tourism intention Cosmetic surgery expenditure
Neutral 7.3 Less than RMB10,000 12.5
Somewhat agree 45.8 RMB10,001-RMB30,000 20.1
Agree 335 RMB30,001-RMB50,000 14.8
Strongly agree 13.4 RMB50,001-RMB70,000 14.5
RMB70,001-RMB90,000 6.2
Length of stay RMB90,001-RMB110,000 9.9
<1 week 22.7 RMB110,001-RMB130,000 5.6
<2 weeks 21.4 RMB130,001-RMB150,000 4.9
<3 weeks 21.2 RMB150,001-RMB170,000 4.5
< 1 month 14.9 RMB170,001-RMB190,000 1.9
<2 months 8.8 RMB190,001-RMB210,000 2.2
More than 2 months 6.0 RMB210,001 or more 2.9
Accompanying party Travel expenditure
Alone 15.9 Less than RMB20,000 19.1
Family or relatives 30.2 RMB20,001-RMB30,000 20.1
Friends 23.8 RMB30,001-RMB40,000 13.5
Family who will undergo 6.1 RMB40,001-RMB50,000 9.1
cosmetic surgery
Friends who will undergo 24.1 RMB50,001-RMB60,000 9.6
cosmetic surgery
RMB60,001-RMB70,000 3.9
Accommodation type RMB70,001-RMB80,000 55
Hotel 30.2 RMB80,001-RMB90,000 3.6
Budget hotel 32.6 RMB90,001-RMB100,000 4.5
Inn/motel 2.7 RMB100,001-RMB110,000 3.6
Recovery accommodation 26.4 RMB110,001-RMB120,000 2.8
Airbnb 5.7 RMB120,001 or more 4.7
Family/friends’ house 2.5
Decision horizon for clinic
Trip arrangement method Decide before departure 85.7
Self-arranged 58.3 Decide after arrival 14.3
Travel agents 11.8
Medical travel agents 29.9 Decision horizon for procedures

Decide before departure 83.2
Decide after arrival 16.8
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Variable % Variable %
Trip purpose

Completely for cosmetic 5.8
surgery

Mostly for cosmetic 24.6
surgery

Equally for cosmetic 49.4
surgery and vacation

Mostly for vacation 12.8
Completely for vacation 7.4

4.2.3 Descriptive Statistics of PRCST Variables

Table 4.3 presents the descriptive statistics of the 50 PRCST variables, including the
mean, standard deviation, skewness, and kurtosis. In general, the variables of time risk and
financial risk had a higher mean score than those of other risk types. Specifically, among all
PRCST variables, FIN4 (unexpected costs incurred) and TIME2 (long planning time) had the
highest mean score (M = 4.88). This was followed by TIME3 (unexpected loss of time; M =
4.83), CUL1 (communication problems; M = 4.71) and TIME4 (more time required than
cosmetic surgery at home; M = 4.68). In contrast, SOC3 (lower social status; M = 3.38) had the
lowest mean score of the 50 variables. Other variables, including FUNC1 (insufficiently
experienced medical staff; M = 3.41), PHY1 (crime; M = 3.46), and PHY2 (social unrest; M =

3.56) also showed a relatively low mean score.

Table 4.3 Descriptive Statistics of the PRCST Variables (n = 1047)

Variable M SD Skewness Kurtosis
Financial Risk
FIN1 No value for money 3.77  1.705 209 =777
FIN2 Fluctuation in exchange rates 458 1.647 -.559 -.348
FIN3 Unsatisfactory cost savings 458 1.670 -516 -.494
FIN4 Unexpected costs incurred 488 1.642 -.629 -.375
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Variable M SD Skewness Kurtosis

Time Risk

TIME1 Taking too long 459 1.764 -.429 -.763

TIME2 Long planning time 488 1.736 -.686 -411

TIME3 Unexpected loss of time 483 1722 -.630 -.406

TIME4 More time required than 468 1.737 -.437 -.752
cosmetic surgery at home

Performance Risk

PER1 Not having better quality 3.78 1.712 228 - 776
medical services than cosmetic
surgery at home

PER2 No desired effect obtained 3.80 1.642 131 -724

PER3 Not meeting expectations 3.67 1.667 197 -.769

Functional Risk

FUNC1 Insufficiently experienced 341 1.740 .380 -.730
medical staff

FUNC2 Medical tourism agencies not 3.81 1.706 150 -.799
offering quality services

FUNC3 Translators with insufficient 413 1.737 -.120 -.896
knowledge

FUNC4 Insufficient preoperative 453 1692 -424 -.665
assessment

FUNC5 Insufficient postoperative 466 1711 -.500 -.657
follow-up

FUNC6 Inadequate treatment after 459 1.760 -.503 -.675
returning home

FUNC7 Low medical standards 3.93 1.686 .065 -.787

FUNCS No state-of-the-art medical 3.85 1.689 074 -.798
equipment

FUNC9 No appropriate laws 415 1.743 -.116 -.827

FUNC10  No suitable accommodation for 3.90 1.680 .066 -.818
patients

FUNC11 Inconvenient transportation 389 1.728 -.008 -.887

FUNC12  Unpalatable food 417 1.844 -.143 -1.060

FUNC13  No opportunity for tourist 441 1746 -.342 -.816
activities during the recovery
period

FUNC14  Immigration issues 446 1.724 -.373 -.723

Health Risk

HLTH1 Complications due to cosmetic 448  1.698 -.358 -.652

surgery
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Variable M SD Skewness Kurtosis
HLTH2 Physical pain 423 1685 -.194 -. 725
HLTH3 Infection problems while 445 1701 -.390 -.661
traveling
HLTH4 Complications after returning 453 1.682 -.459 -.587
home
Physical Risk
PHY1 Crime 3.46 1.729 270 -.823
PHY2 Social unrest 356 1.732 199 -.863
PHY3 Bad weather for patients 3.64 1679 175 -.820
PHY4 Hostile locals 3.68 1.746 74 -.831
PHY5 Crowded sites 445 1695 -.462 -.625
PHY®6 Risky air travel 417 1744 -.200 -.876
PHY7 Heavy Baggage 405 1.735 -.132 -.905
Satisfaction Risk
SAT1 Unsatisfactory surgical 413 1667 -.153 - 773
outcomes
SAT2 Unsatisfactory quality 3.94 1.691 011 -.806
SAT3 Dissatisfied with the travel 3.87 1.659 -.008 -.716
experience
SAT4 No appearance enhancement 3.94 1661 .010 -.741
Cultural Risk
CUL1 Communication problems 471 1793 -.549 -.684
CuL2 Cultural differences 456  1.727 - 477 -.655
CuUL3 Undesirable esthetic perceptions  3.85  1.709 .049 - 787
CcuL4 Different beauty standards 405 1.680 -.144 - 791
Social Risk
SOC1 Think negatively of me 4.04 1.717 -.061 -.875
SOC2 Disapproval of cosmetic surgery  4.38  1.680 -.398 -.684
tri
SOC3 Lor\)/ver social status 338 1741 .360 -. 767
Psychological Risk
PSY1 Not reflecting self-image 413  1.657 -.164 -.756
PSY2 Nervousness 422 1.724 -.242 -.878
PSY3 Psychological repercussions 465 1.721 -.585 -514

Note: Min = 1 (strongly disagree) and Max = 7 (strongly agree).
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4.3 Scale Purification and Validation
43.1 EFA

Prior to EFA, the internal consistency reliability of the developed PRCST scale was
assessed to eliminate all items with a low item-total correlation. The item-total correlation of
0.3 (r>0.3) was used as a cut-off value. The 50 items had a high item-total correlation, ranging
from .560 to .815. Therefore, all items were included in EFA. Cronbach’s alpha for the 50
items was .982, indicating that the items were internally consistent.

The sample was randomly divided into two subsamples. Half of the sample (subsample
A) was used for EFA, and the other half (subsample B) was used for CFA. After dividing the
sample, the size of subsample A was n =524 and that of subsample B was n = 523, both greater
than 300 (Norusis, 2005). Moreover, the subject-to-variable ratio was 11:1, which was above
the recommended ratio of 5:1 (Bryant & Yarnold, 1995). Thus, an adequate sample size was
obtained for factor analysis.

EFA using PAF with promax rotation was conducted to identify the underlying
dimensions of the PRCST. The KMO measure of sampling adequacy was 0.984 (KMO > 0.9,
marvelous), and the Bartlett’s test of sphericity was significant (p < 0.05). These results
indicated that the data were suitable for factor analysis. With respect to determining the number
of factors, the Kaiser criterion and Velicer’s MAP test recommended a four-factor solution,
while parallel analysis and the scree plot suggested a three-factor solution. The four-factor
solution was chosen over the three-factor solution as it was considered more theoretically
interpretable and representative of the PRCST factors.

Then, the set of 50 items was purified based on multiple criteria (i.e., communalities <
0.3, factor loadings < 0.4, and cross-loadings > 0.4). After examining the representativeness of
the candidate items for deletion, 23 items were deleted. As a result, the four factors composed

of 27 items were identified, explaining 67.43% of the variance. Seven items were included in
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factor 1 (TIMEL, TIME2, TIME4, FIN4, FIN2, FIN3, and TIME3), seven items in factor 2
(FUNC1, PERS3, PER2, PER1, FUNCS8, FUNC2, and FUNCY7), nine items in factor 3 (HLTH4,
HLTH3, HLTH1, FUNC5, PHY5, FUNC13, FUNC6, FUNC14, and HLTHZ2), and four items
in factor 4 (PHY2, PHY1, PHY4, and PHY3). Based on the EFA results, the four PRCST
factors were labeled Cost Risk, Medical Risk, Vacation Risk, and Destination Risk. Table 4.4

presents the factor structure with factor loadings and scale reliability.

Table 4.4 Factor Loadings and Reliability of the Four-factor Model
(n =524, subsample A)

Factor Fact_o ' o
Loading
Factor 1: Cost Risk .928
TIME1 Taking too long .866
TIME2 Long planning time 831
TIME4 More time required than cosmetic 751
surgery at home
FIN4 Unexpected costs incurred 748
FIN2 Fluctuation in exchange rates? 745
FIN3 Unsatisfactory cost savings 676
TIME3 Unexpected loss of time? .605
Factor 2: Medical Risk 934
FUNC1 Insufficiently experienced medical 901
staff
PER3 Not meeting expectations .884
PER2 No desired effect obtained 813
PER1 Not having better quality medical 674
services than cosmetic surgery at
home
FUNCS No state-of-the-art medical .648
equipment?
FUNC2 Medical tourism agencies not 570
offering quality services
FUNC7 Low medical standards? 517
Factor 3: Vacation Risk .946
HLTH4 Complications after returning home? 759
HLTH3 Infection problems while traveling .758
HLTH1 Complications due to cosmetic .602
surgery
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Factor

Factor Loading o
FUNC5 Insufficient postoperative follow-up? 586
PHY5 Crowded sites? .580
FUNC13 No opportunity for tourist activities 566
during the recovery period
FUNCG6 Inadequate treatment after returning 559
home?
FUNC14 Immigration issues 544
HLTH2 Physical pain 501
Factor 4: Destination Risk .900
PHY?2 Social unrest 172
PHY1 Crime 765
PHY4 Hostile locals .602
PHY3 Bad weather for patients 594
Note: @ indicates items deleted in subsequent CFA.
Table 4.5 Factor Correlation Matrix (n = 524, subsample A)
Factor C_ost Meglical Vacgtion Desti _nation
Risk Risk Risk Risk
Cost Risk 1.000
Medical Risk .651 1.000
Vacation Risk 789 152 1.000
Destination Risk 522 .759 .648 1.000

The communalities for all items were greater than 0.3. All factor loadings were above
0.4 and no significant cross-loadings were observed. Cronbach’s alpha for individual PRCST
factors ranged from 0.900 to 0.946, indicating good internal reliability. However, as shown in
Table 4.5, some of the factors were too strongly correlated (i.e., the correlations between the

factors were greater than 0.7), indicating a likely need to resolve a problem of discriminant

validity.
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43.2 CFA

Subsample B was used for CFA to confirm the four-dimensional structure of the
PRCST and further purify the scale. Based on the recommended cut-off values of the goodness
of fit indices (y?/df < 3, RMSEA < .07, SRMR < .08, TLI > .90, and CFI > .90; Hooper,
Coughlan, & Mullen, 2008; Hu & Bentler, 1999; Steiger, 2007), the overall fit of the four-
factor model with 27 items was evaluated. The goodness of fit indices showed that the proposed
model did not provide an acceptable model fit. The chi-square statistic for the four-factor model
was significant (y* = 1208.173, p < .001), indicating that there was a statistically significant
difference between the proposed model and the observed model. The SRMR value (.049) was
within the acceptable range. In addition, both TLI (.907) and CFI (.916) were adequate.
However, the normed chi-square value (y¥df = 3.799) was above the recommended cut-off
value of 3.0 and the RMSEA (.073) was also above the cut-off value of .07.

As an acceptable fit was not achieved in the proposed model, model modification was
carried out by assessing the factor loadings, modification indices, and inter-factor correlations.
The factor loadings for the 27 items were equal to or greater than .70, therefore no item had to
be removed due to low factor loadings. Next, the four largest modification indices were treated
by covarying the error terms that were part of the same factor (Hermida, 2015). After covarying
the error terms of FUNC7 and FUNCS8, FUNC5 and FUNC6, PER2 and PER3, and HLTH3
and HLTH4, an adequate model fit was obtained (y* = 934.818, p <.001, y*¥/df = 2.977, RMSEA
=.062, SRMR =.047, TLI =.934, and CFI = .941).

However, the model revealed a problem of discriminant validity, so further model
modification was necessary. Due to the strong correlation between Cost Risk and Vacation
Risk, EFA with the 16 items of these two factors was conducted to identify the items with
significant cross-loadings. Similarly, due to the strong correlation between Medical Risk and

Destination Risk, EFA with the 11 items of these two factors was carried out. As a result, eight
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items, FIN2, TIME3, FUNC8, FUNC7, HLTH4, FUNC5, PHY5, and FUNC6, were removed
after examining both statistical and theoretical interpretability in detail.

Therefore, a four-factor model with 19 items was obtained. The goodness of fit indices
showed that the modified four-factor model had a good fit (3> =433.084, p <.001, x*/df = 2.966,
RMSEA =.061, SRMR =.043, TLI =.952, and CFI = .959). Table 4.6 presents the model fit

comparison between the initial model with 27 items and the final model with 19 items.

Table 4.6 Initial and Final Measurement Model Fit Comparison (n = 523, subsample B)

Model ya y/df RMSEA SRMR TLI CFlI
) 1,208.173
4-factor, 27 items (n < .001) 3.799 .073 .049 .907 916
) 433.084
4-factor, 19 items (p <.001) 2.966 .061 .043 .952 .959

The CFA measurement model for the PRCST is presented in Figure 4.2. In the final
model, five items (i.e., TIMEL, TIME2, TIME4, FIN4, and FIN3) were included in Cost Risk
and five items (i.e., FUNC1, PER3, PER2, PER1, and FUNCZ2) were included in Medical Risk.
In addition, five items (i.e., HLTH3, HLTH1, FUNC13, FUNC14, and HLTH2) were included
in Vacation Risk and four items (i.e., PHYS2, PHYSL1, PHYS4, and PHYS3) were included in
Destination Risk. As shown in Table 4.7, the factor loadings for the 19 items were above the
cut-off value of .70. The factor loadings ranged from .770 to .804 for Cost Risk, from .749
to .880 for Medical Risk, from .702 to .858 for Vacation Risk, and from .772 to .865 for
Destination Risk. In addition, the results indicated good internal reliability for each of the four

PRCST factors, with Cronbach’s alpha ranging from 0.88 to 0.91.
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Figure 4.2 CFA Measurement Model for PRCST
Table 4.7 Results of the Final Model (n = 523, subsample B)
Factor Factor Loading o
Cost Risk (5 items) .882
TIME1 < Cost Risk 794
TIME2 < Cost Risk .804
TIME4 < Cost Risk 737
FIN4 < Cost Risk 72
FIN3 < Cost Risk 770
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Factor Factor Loading a

Medical Risk (5 items) .909
FUNC1 <&  Maedical Risk .856
PER3 < Medical Risk .880
PER2 < Medical Risk .869
PER1 < Medical Risk 749
FUNC2 < Medical Risk 749
Vacation Risk (5 items) .892
HLTH3 < Vacation Risk 823
HLTH1 &  Vacation Risk .858
FUNC13 <  Vacation Risk .702
FUNC14 <  Vacation Risk 715
HLTH2 < Vacation Risk 857
Destination Risk (4 items) .887
PHYS2 < Destination Risk .865
PHYS1 < Destination Risk 811
PHYS4 < Destination Risk 172
PHYS3 < Destination Risk .816

4.3.3 Validity of the Final Model

Table 4.8 presents the results of the reliability and validity of the PRCST scale
developed. The results showed that the CR values for each of the four factors were above the
recommended threshold of 0.7 (Hair, Black, Babin, & Anderson, 2010), indicating the internal
consistency of the construct indicators. In addition, the AVE values were above the threshold
of 0.5 (Fornell & Larcker, 1981), which provided evidence of convergent validity. Finally, the
AVE value of each factor was greater than its MSV value, so that discriminant validity was
established. Additional evidence of discriminant validity was provided by the fact that the

square root of the AVEs was greater than any inter-factor correlation (Table 4.9).
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Table 4.8 Reliability and Validity of the Final Model (n = 523, subsample B)

Factor CR AVE MSV
Cost Risk .883 .602 591
Medical Risk 912 677 558
Vacation Risk .894 .630 591
Destination Risk .889 .667 .558

Note: CR is composite reliability, AVE is average variance extracted, and MSV is maximum
shared variance.

Table 4.9 Inter-factor Correlations (n = 523, subsample B)

Factor C_ost Meglical Vacgtion Desti_nation
Risk Risk Risk Risk
Cost Risk 176
Medical Risk .616 .823
Vacation Risk .769 .705 794
Destination Risk 521 747 721 817

Note: The square root of the AVEs is reported along the diagonal (in bold).

4.3.4 Second Order CFA

Figure 4.3 shows the second order CFA for PRCST. In the second order CFA, the four
first order factors were used as indicators of the second order factor PRCST. The results showed
that all model fit indices reached the required level: ¥ = 497.747, p < .001; ¢*/df = 3.363;
RMSEA = 0.067; SRMR = 0.054; TLI = 0.942; and CFI = 0.950. The normed chi-square was
marginally higher than the threshold. However, according to Wheaton, Muthen, Alwin, and
Summers (1977), a value less than 5 is acceptable. PRCST loaded well on the four sub-
constructs, the factor loadings of Cost Risk, Medical Risk, Vacation Risk, and Destination Risk
being .777, .816, .911, and .801, respectively. The effect of PRCST on all sub-constructs was
statistically significant (p < .001). In addition, the CR and AVE values were above the
recommended thresholds, suggesting that the PRCST construct was well explained by the four

sub-constructs. The results of the second order CFA are presented in Table 4.10.
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Figure 4.3 Second Order CFA Measurement Model for PRCST

Table 4.10 Second Order CFA Results

Factor

First Order Factor Second Order Factor Loading (B) CR AVE
Cost Risk < PRCST 777 897 685
Medical Risk < PRCST 816
Vacation Risk < PRCST 911
Destination Risk < PRCST .801
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4.4 Segmentation of Cosmetic Surgery Tourists
4.4.1 LC Analysis

An LC analysis was conducted to segment the cosmetic surgery tourists based on their
PRCST. The entire sample (n = 1,047) was used for segmentation. To determine the number
of latent classes, three LC models were estimated, each with a different number of latent classes.
The fit of the model was assessed using the BIC, which is the most commonly used fit statistic
in LC modeling. Taking parsimony into account, the BIC is particularly useful for comparing
models when a model with a lower BIC value indicates a better fit (Magidson & Vermunt,
2004). The goodness of fit statistic L?, which “indicates the amount of the association among
the variables that remains unexplained after estimating the model” (Vermunt & Magidson,
2005a, p. 170), was also used to assess the fit of the model: the lower the value, the better the
fit of the model to the data. As shown in Table 4.11, the three-class model had lower BIC and
L2 values than the other models. If the p-value is greater than 0.05, the model fits the data well.
In this study, the only model that was not statistically significant was the three-class model,

indicating that it was the most suitable model for the dataset.

Table 4.11 Results of the Fit of VVarious LC Models to the Data

Model BIC L2 p-value
1-class model 5,228.3 907.4 1.6e-187***
2-class model 4,436.2 80.6 2.7e-15***
3-class model 4,392.1 1.6 0.20

Note: *** p-value < 0.01.

In addition to the BIC and L2, BVRs were used to assess the extent to which the two-
way associations between any pair of indicators were explained by the model (Vermunt &

Magidson, 2005a). In other words, BVRs test the local fit of the model rather than the overall
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fit. If BVRs are substantially larger than 1, the model fails to reproduce the association between
two indicators (Magidson & Vermunt, 2004). As shown in Table 4.12, the BVRs of the 3-LC
model were all less than 1, indicating that the variables were not related beyond their
association through the latent class variable. As a result, the model with three latent classes

was found to be the best model for explaining the associations between the four indicators.

Table 4.12 BVRs Obtained with the 3-LC Model

Indicators C_ost Met_jical Vac_ation Desti_nation
Risk Risk Risk Risk
Cost Risk -
Medical Risk 0.001 -
Vacation Risk 0.025 0.017 -
Destination Risk 0.095 0.039 0.005 -

Table 4.13 shows the statistical significance of each indicator in the 3-LC model. For
each indicator, the p-value was less than .05, indicating that the effects associated with this
indicator were statistically significant to distinguish between the latent classes. The results
showed that 38.2%, 55.9%, 57.4%, and 54.5% of the variance in Cost Risk, Medical Risk,

Vacation Risk, and Destination Risk, respectively, was explained by the 3-LC model.

Table 4.13 Parameter Estimates for the 3-LC Model

Class 1 Class 2 Class 3 Wald p-value R2
Cost Risk -1.1804 00076 11727  83.6786  6.8e-19***  0.3816
Medical Risk ~ -1.3506  -0.2240 15746  67.7222  2.0e-15***  0.5586
\R’fscfﬂon 17507 0115  1.6391  18.2530  0.0001***  0.5743
giessfna“o” 12074 02715 14789 938115 4.3e-21*** (05451

Note: *** p-value < 0.01.
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Table 4.14 presents the parameters re-expressed in the form of conditional
probabilities showing how the classes were related to the indicator variables. Overall, around
39% of the cases were contained in class 1, 39% in class 2, and 22% in class 3. Similar to the
“factor loadings” in factor analysis, the estimated conditional probabilities in LC analysis
provide the measurement structure based on which the names of the latent classes can be
assigned (Magidson & Vermunt, 2004).

The results showed that none of the four PRCST dimensions was perceived as a risk
related to cosmetic surgery tourism by class 1 (Cost Risk = “disagree/neutral,” Medical Risk =
“disagree/neutral,” Vacation Risk = “disagree/neutral,” and Destination Risk =
“disagree/neutral”). Thus, LC segment 1 was named “Risk Neutral.” For class 2, Cost Risk and
Vacation Risk were perceived as risks associated with cosmetic surgery tourism, unlike
Medical Risk and Destination Risk. Thus, LC segment 2 was called “Risk Concerned.” Finally,
the conditional probabilities for class 3 indicated that all four dimensions were perceived as
risks related to cosmetic surgery tourism. Therefore, LC segment 3 was labeled “Risk

Sensitive.”
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Table 4.14 Structure of Individual Segments

Class 1 Class 2 Class 3 Overall
Risk Risk Risk
Neutral Concerned Sensitive
Segment Size (%) 39.20 38.94 21.86
Indicators
Cost Risk
Agree 0.26 0.79 0.98 0.62
Disagree/Neutral 0.74 0.21 0.02 0.38
Medical Risk
Agree 0.02 0.18 0.89 0.27
Disagree/Neutral 0.98 0.82 0.11 0.73
Vacation Risk
Agree 0.05 0.69 0.98 0.50
Disagree/Neutral 0.95 0.31 0.02 0.50
Destination Risk
Agree 0.02 0.12 0.82 0.23
Disagree/Neutral 0.98 0.88 0.18 0.77

Note: For all indicators, the numbers represent the conditional probabilities equal to 1 in each
segment; Agree = The indicator is perceived as a risk associated with cosmetic surgery tourism;
Disagree/Neutral = The indicator is not perceived as a risk associated with cosmetic surgery
tourism.

In LC analysis, cases can be classified into classes using the modal assignment rule.
For instance, as shown in the first row of Table 4.15, the 164 cases had the following response
pattern: Cost Risk = Agree, Medical Risk = Agree, Vacation Risk = Agree, and Destination
Risk = Agree. These cases were classified in class 3 because the probability of being in this

class was the highest (.9710).
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Table 4.15 Classification Output of the 3-LC Model

Posterior Membership

Response Pattern Observation Modal Probability
. . . . . N . Frequency _Class

Cost Risk Medical Risk Vacation Risk Destination Risk assignment  Class 1 Class 2 Class 3
Agree Agree Agree Agree 164 3 0.0000 0.0290 0.9710
Agree Agree Agree Disagree/Neutral 71 3 0.0017  0.4968  0.5015
Agree Agree Disagree/Neutral Agree 5 3 0.0084 0.3849 0.6067
Agree Agree Disagree/Neutral Disagree/Neutral 19 2 0.1198 0.8402 0.0400
Agree Disagree/Neutral Agree Agree 41 2 0.0026 0.5204 0.4770
Agree Disagree/Neutral Agree Disagree/Neutral 173 2 0.0309 0.9430 0.0261
Agree Disagree/Neutral  Disagree/Neutral Agree 11 2 0.1667 0.7988 0.0345
Agree Disagree/Neutral  Disagree/Neutral —Disagree/Neutral 169 1 0.5754 0.4241 0.0006
Disagree/Neutral Agree Agree Agree 5 3 0.0013 0.2347 0.7639
Disagree/Neutral Agree Agree Disagree/Neutral 10 2 0.0326 0.8809 0.0865
Disagree/Neutral Agree Disagree/Neutral Agree 2 2 0.1699 0.7197 0.1104
Disagree/Neutral Agree Disagree/Neutral  Disagree/Neutral 10 1 0.6043 0.3939 0.0018
Disagree/Neutral Disagree/Neutral Agree Agree 7 2 0.0474 0.8746 0.0780
Disagree/Neutral Disagree/Neutral Agree Disagree/Neutral 57 2 0.2600 0.7380 0.0020
Disagree/Neutral Disagree/Neutral — Disagree/Neutral Agree 8 1 0.6911 0.3076 0.0013
Disagree/Neutral  Disagree/Neutral  Disagree/Neutral — Disagree/Neutral 295 1 0.9359 0.0641 0.0000
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When cases are classified using the modal assignment rule, a certain amount of
misclassification error is present (Vermunt & Magidson, 2005a). The classification table in
Table 4.16 shows how well the modal assignment classification reproduced the actual
(probabilistic) classes. The large numbers along the diagonal of the table indicate that overall,
the modal class assignment reproduced the classes quite well. There were only a few
misclassification errors in the model, as indicated by the small values in the off-diagonal cells.
Specifically, in this 3-LC model, the modal assignment rule was expected to correctly classify
384.8992 cases for class 1, 267.6706 cases from class 2, and 201.6973 cases from class 3, for
an expected total of 854.2671 correct classifications of the 1,047 cases. These results
represented an expected misclassification rate of 18.41% (1-(854.2671/1,047)).

It should be noted that the hybrid method combining LC and CHAID analyses has zero
misclassification error, as CHAID analysis uses posterior membership probabilities, thereby

reproducing the actual (probabilistic, not modal) classes (Vermunt & Magidson, 2005a).

Table 4.16 Crosstabulation of Modal and Probabilistic Classes

Latent Modal
Class 1 Class 2 Class 3 Total
Class 1 384.8992 25.3755 0.1727 410.4474
Class 2 96.9764 267.6706 43.1299 407.7769
Class 3 0.1244 26.9540 201.6973 228.7757
Total 482.0000 320.0000 245.0000 1,047.0000

Table 4.17, Table 4.18, and Table 4.19 present the conditional probabilities showing
how the latent classes were related to the covariates (i.e., socio-demographic variables, past
experience variables, cosmetic surgery travel characteristics, and the type of cosmetic surgery
procedure). Specifying the covariates as inactive provided appropriate crosstabulations without

influencing the original measurement model. However, a limitation of this approach is that it
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is no longer able to assess the statistical significance of the covariates in relation to the latent
classes (Magidson & Vermunt, 2001). Therefore, as an alternative to using inactive covariates
in the LC model, a CHAID analysis was conducted to identify the most important covariates
to profile the segments obtained. The results of the CHAID analysis are provided in the next

section.

Table 4.17 Crosstabulations of Socio-demographic and Past Experience Variables

Class 1 Class 2 Class 3 Overall
Covariate Risk Risk Risk
Neutral ~ Concerned Sensitive
Gender (GENDER)
Female 0.77 0.75 0.67 0.74
Male 0.23 0.25 0.33 0.26
Age (AGE)
20 or under 0.07 0.08 0.08 0.08
21-30 0.48 0.59 0.50 0.53
31-40 0.37 0.27 0.34 0.32
41-50 0.07 0.05 0.05 0.06
51-60 0.01 0.01 0.02 0.01
61 and over 0.00 0.00 0.00 0.00
Marital status (MARITAL)
Single 0.40 0.48 0.40 0.43
Married 0.58 0.48 0.55 0.54
Divorced 0.01 0.01 0.02 0.01
Other 0.01 0.03 0.03 0.02
Education level (EDUCATION)
High school degree or less 0.09 0.08 0.14 0.10
Undergraduate student 0.09 0.15 0.10 0.11
Undergraduate degree 0.71 0.68 0.68 0.69
Postgraduate degree or above 0.12 0.09 0.09 0.10
Occupation (OCCUPATION)
Company employee 0.37 0.40 0.37 0.38
Business owner 0.10 0.06 0.09 0.09
Professional 0.28 0.25 0.25 0.26
Freelancer 0.11 0.10 0.13 0.11
Student 0.11 0.16 0.11 0.13
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Class 1 Class 2 Class 3 Overall

Covariate Risk Risk Risk
Neutral ~ Concerned Sensitive
Housewife 0.02 0.01 0.03 0.02
Not employed 0.01 0.02 0.03 0.02
Monthly household income (INCOME)
Less than RMB10,000 0.16 0.19 0.25 0.19
RMB10,001-RMB30,000 0.24 0.30 0.25 0.26
RMB30,001-RMB50,000 0.14 0.12 0.12 0.13
RMB50,001-RMB70,000 0.07 0.08 0.06 0.07
RMB70,001-RMB90,000 0.04 0.03 0.05 0.04
RMB90,001-RMB110,000 0.03 0.05 0.04 0.04
RMB110,001-RMB130,000 0.06 0.05 0.05 0.05
RMB130,001-RMB150,000 0.03 0.03 0.02 0.03
RMB150,001-RMB170,000 0.03 0.03 0.02 0.03
RMB170,001-RMB190,000 0.03 0.03 0.04 0.03
RMB190,001-RMB210,000 0.03 0.02 0.02 0.02
RMB210,001-RMB230,000 0.02 0.01 0.02 0.02
RMB230,001-RMB250,000 0.03 0.02 0.01 0.02
RMB250,001 or more 0.09 0.04 0.05 0.06
Number of international trips (NUM_INTTRIP)
None 0.18 0.23 0.32 0.23
1-2 0.28 0.28 0.25 0.27
3-4 0.27 0.30 0.27 0.28
5-6 0.19 0.13 0.09 0.14
7-8 0.04 0.04 0.03 0.04
9 or more 0.05 0.03 0.03 0.04
Number of visits to Korea (NUM_VISIT)
None 0.29 0.34 0.46 0.34
1-2 0.39 0.48 0.36 0.42
3-4 0.19 0.13 0.10 0.15
5-6 0.09 0.03 0.03 0.05
7-8 0.03 0.01 0.02 0.02
9 or more 0.01 0.01 0.03 0.02
Experience in cosmetic surgery
(CS_EXPR)
Yes 0.29 0.25 0.24 0.26
No 0.71 0.75 0.76 0.74

Note: In each segment, the conditional probabilities are equal to 1.
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Table 4.18 Crosstabulations of Cosmetic Surgery Travel Characteristics

Class 1 Class 2 Class 3 Overall
Covariate Risk Risk Risk
Neutral  Concerned Sensitive
Length of stay (LENGTH)
1 week 0.24 0.24 0.39 0.28
2 weeks 0.23 0.19 0.23 0.21
3 weeks 0.21 0.24 0.18 0.21
1 month 0.14 0.18 0.10 0.15
2 months 0.12 0.08 0.04 0.09
More than 2 months 0.06 0.07 0.05 0.06
Accompanying party (ACCOMPANY)
Travel alone 0.16 0.13 0.20 0.16
Family or relatives 0.32 0.28 0.31 0.30
Friends 0.25 0.24 0.21 0.24
Family who will also undergo 0.07 0.06 0.05 0.06
cosmetic surgery
Friends who will also undergo 0.20 0.29 0.22 0.24
cosmetic surgery
Accommodation type (ACCOMO)
Hotel 0.35 0.25 0.31 0.30
Budget hotel 0.29 0.33 0.37 0.33
Inn/motel 0.02 0.02 0.04 0.03
Recovery accommodation 0.26 0.30 0.21 0.26
Airbnb 0.05 0.07 0.04 0.06
Family/friends’ house 0.02 0.03 0.02 0.02
Trip arrangement method (ARRANGE)
Self-arranged 0.58 0.56 0.63 0.58
Travel agents 0.11 0.10 0.18 0.12
Medical travel agents 0.31 0.35 0.19 0.30
Cosmetic surgery expenditure (EXPS_CS)
Less than RMB10,000 0.11 0.10 0.20 0.13
RMB10,001-RMB30,000 0.17 0.23 0.21 0.20
RMB30,001-RMB50,000 0.12 0.18 0.13 0.15
RMB50,001-RMB70,000 0.14 0.15 0.15 0.15
RMB70,001-RMB90,000 0.07 0.07 0.03 0.06
RMB90,001-RMB110,000 0.09 0.11 0.10 0.10
RMB110,001-RMB130,000 0.07 0.04 0.05 0.06
RMB130,001-RMB150,000 0.07 0.04 0.03 0.05
RMB150,001-RMB170,000 0.06 0.03 0.03 0.04
RMB170,001-RMB190,000 0.03 0.02 0.01 0.02
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Class 1 Class 2 Class 3 Overall
Covariate Risk Risk Risk
Neutral ~ Concerned Sensitive
RMB190,001-RMB210,000 0.04 0.01 0.00 0.02
RMB210,001 or more 0.02 0.02 0.06 0.03
Travel expenditure (EXPS_TRIP)
Less than RMB20,000 0.16 0.19 0.25 0.19
RMB20,001-RMB30,000 0.17 0.23 0.20 0.20
RMB30,001-RMB40,000 0.13 0.13 0.14 0.13
RMB40,001-RMB50,000 0.10 0.08 0.08 0.09
RMB50,001-RMB60,000 0.11 0.10 0.07 0.10
RMB60,001-RMB70,000 0.03 0.04 0.04 0.04
RMB70,001-RMB80,000 0.06 0.05 0.04 0.06
RMB80,001-RMB90,000 0.04 0.04 0.04 0.04
RMB90,001-RMB100,000 0.06 0.04 0.04 0.04
RMB100,001-RMB110,000 0.05 0.03 0.02 0.04
RMB110,001-RMB120,000 0.04 0.02 0.02 0.03
RMB120,001 or more 0.05 0.03 0.07 0.05
Trip purpose (PURPOSE)
Completely for cosmetic surgery 0.07 0.04 0.07 0.06
Mostly for cosmetic surgery 0.25 0.26 0.23 0.25
Equally for cosmetic surgery and 0.54 0.51 0.38 0.49
vacation
Mostly for vacation 0.10 0.13 0.17 0.13
Completely for vacation 0.04 0.06 0.15 0.07
Decision on clinic (DECISON_CLINIC)
Decide before departure 0.87 0.87 0.80 0.86
Decide after arrival 0.13 0.13 0.20 0.14
Decision on procedure (DECISON_TYPE)
Decide before departure 0.84 0.84 0.80 0.83
Decide after arrival 0.16 0.16 0.20 0.17

Note: In each segment, the conditional probabilities are equal to 1.
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Table 4.19 Crosstabulations of Cosmetic Surgery Procedures

Class 1 Class 2 Class 3 Overall
Covariate Risk Risk Risk
Neutral  Concerned Sensitive

Eye

No 0.61 0.58 0.57 0.59

Yes 0.39 0.42 0.43 0.41
Nose

No 0.54 0.57 0.60 0.56

Yes 0.46 0.43 0.40 0.44
Forehead

No 0.86 0.89 0.85 0.87

Yes 0.14 0.11 0.15 0.13
Face contouring

No 0.64 0.70 0.77 0.70

Yes 0.36 0.30 0.23 0.30
Facelift

No 0.75 0.83 0.77 0.79

Yes 0.25 0.17 0.23 0.21
Face fat transfer

No 0.82 0.86 0.85 0.84

Yes 0.18 0.14 0.15 0.16
Dimple

No 0.86 0.92 0.88 0.89

Yes 0.14 0.08 0.12 0.11
Under-eye fat removal

No 0.74 0.77 0.75 0.75

Yes 0.26 0.23 0.25 0.25
Lips

No 0.88 0.88 0.87 0.88

Yes 0.12 0.12 0.13 0.12
Breasts

No 0.75 0.75 0.76 0.75

Yes 0.25 0.25 0.24 0.25
Liposuction

No 0.67 0.67 0.65 0.67

Yes 0.33 0.33 0.35 0.33
Body fat transfer

No 0.84 0.87 0.85 0.85

Yes 0.16 0.13 0.15 0.15
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Class 1 Class 2 Class 3 Overall

Covariate Risk Risk Risk
Neutral Concerned Sensitive

Filler

No 0.89 0.92 0.89 0.90

Yes 0.11 0.08 0.11 0.10
Botox

No 0.86 0.88 0.81 0.85

Yes 0.14 0.12 0.19 0.15
Laser skin

No 0.65 0.64 0.63 0.64

Yes 0.35 0.36 0.37 0.36
Skin injections

No 0.65 0.64 0.69 0.66

Yes 0.35 0.36 0.31 0.34
Laser lipolysis

No 0.89 0.92 0.88 0.90

Yes 0.11 0.08 0.12 0.10
Hair transplant

No 0.90 0.89 0.86 0.89

Yes 0.10 0.11 0.14 0.11

Note: In each segment, the conditional probabilities are equal to 1.

4.4.2 CHAID Analysis

The CHAID analysis was performed to profile the LC segments obtained. The
dependent variable had three categories, representing the Risk Neutral, Risk Concerned, and
Risk Sensitive segments (respectively labeled SEG#1, SEG#2, and SEG#3 in the CHAID tree).
The posterior membership probabilities obtained in the LC analysis were used to specify the
categories of the dependent variable. The CHAID tree grows by splitting the grouped
categories of the selected predictors. In CHAID, the smaller the p-value, the more statistically
significant the predictor (Magidson, 2005). Once a significant predictor is selected, CHAID
merges the original categories of the predictors into grouped categories as they do not

significantly differ from each other. The p-value used by CHAID to rank the predictors is the
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smallest of the p-values adjusted after category merging and the associated p-value before
category merging (Magidson, 2005).

Figure 4.4 presents the CHAID tree, the nodes displaying the percentage of the first
category of the dependent variable only (i.e., SEG#1). In the root node, overall, about 39% of
the 1,047 cases were in the Risk Neutral segment. This result was consistent with the segment
size obtained in the LC analysis (see Table 4.14).

The CHAID tree grew by splitting the grouped categories of four predictors:
NUM_VISIT, GENDER, AGE, and MARITAL. NUM_VISIT was the most significant of all
predictors and was therefore used for the first split of the tree. With the root node split on
NUM _VISIT, the initial six categories were merged into three categories: 1, 2, and 3-6. The
NUM _VISIT category 1 node was further split on GENDER, the two categories being kept as
original. The tree continued to grow based on AGE, whose original six categories were merged
into two categories: 1-2 and 3-6. In addition, the NUM_VISIT category 2 node was split on
MARITAL, combining categories 1 and 4 and categories 2 and 3. As a result, six terminal
nodes were formed in the CHAID tree (see Table 4.20 for the description of the predictor
categories).

The results showed that of the respondents who had visited South Korea three or more
times in the past (terminal node 6, defined as NUM_VISIT = 3-6), 53% were included in the
Risk Neutral segment. In addition, when NUM_VISIT, GENDER, and AGE were taken
together, 55% of the female respondents over 30 who had never visited South Korea (terminal
node 2, defined as NUM_VISIT = 1, GENDER = 1, AGE = 3-6) were in this segment.

Table 4.20 shows the crosstabulations of the dependent variable by the four predictors

and the statistical significance associated with the predictors before and after category merging.
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SEG#1: 39.20%

1047
NUM_VISIT
1 2 3-6
SEG#1: 32.92% SEG#1: 36.58% SEG#1: 52.89%
360 438 249
GENDER MARITAL 6
1 2 1,4 \2-3
SEG#1: 37.51% SEG#1: 24.92% SEG#1: 37.86% SEG#1: 35.62%
229 131 187 251
3 4 5

AGE
1-2/ \3-6

SEG#1: 30.43% SEG#1:55.36%
164 65
1 2

Figure 4.4 CHAID Tree with the Percentage of the Risk Neutral Segment in the Nodes

Table 4.20 Crosstabulations of Significant Predictors

% in the segment

Predictor Categories Risk Risk Risk p-value
Neutral Concerned Sensitive Total
NUM_ Before merging 1.2 x 10"-6
VISIT 1: None 28.88 33.65 4556  34.38 ok
2:1-2 39.04 47.76 36.29 41.83
3:3-4 19.01 12.63 10.27 14.61
4:5-6 9.07 3.34 2.70 5.44
5:7-8 2.62 1.42 2.38 2.10
6: 9 or more 1.39 1.20 2.79 1.62
After merging 2.5x10"-6
1 28.88 33.65 45.56 34.38 falaied
2 39.04 47.76 36.29 41.83 (adj.)
3-6 32.09 18.59 18.14 23.78
Number of cases 410 408 229 1,047
GENDER  Before merging 0.0014***
1: Female 72.46 66.61 49.61 63.61
2: Male 27.54 33.39 50.39 36.39
After merging 0.0014***
1 72.46 66.61 49.61 63.61
2 27.54 33.39 50.39 36.39
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% in the segment

Predictor Categories Risk Risk Risk p-value
Neutral Concerned  Sensitive Total
Number of cases 119 137 104 360
AGE Before merging 0.0015***
1: 20 or under 17.39 17.78 18.97 17.90
2:21-30 40.71 63.05 58.79 53.71
3:31-40 35.78 17.07 9.03 22.27
4: 41-50 6.12 1.45 6.60 4.37
5: 51-60 0.00 0.61 4.73 1.31
6: 61 and over 0.00 0.03 1.88 0.44
After merging 0.011**
1-2 58.10 80.84 77.77 71.62 (adj.)
3-6 41.90 19.16 22.23 28.38
Number of cases 86 91 52 229
MARITAL Before merging 0.0083***
1: Single 42.49 47.34 23.75 41.10
2: Married 54.48 49.90 71.71 55.71
3: Divorced 1.33 0.85 3.87 1.60
4: Other 1.70 1.91 0.67 1.60
After merging 0.0028***
1,4 44.19 49.25 24.42 42.69 (adj.)
2-3 55.81 50.75 75.58 57.31
Number of cases 160 195 83 438

Note: *** p-value < 0.01; ** p-value < 0.05.

Figure 4.5 shows the same CHAID tree, but with the percentage of the second category
of the dependent variable (i.e., SEG#2) displayed in the nodes. For NUM_VISIT, 44% of the
respondents who had visited South Korea once or twice in the past (NUM_VISIT = 2) were in
the Risk Concerned segment. When considering both NUM_VISIT and MARITAL, of the
respondents who were single and had visited South Korea once or twice (terminal node 4,

defined as NUM_VISIT =2, MARITAL =1, 4), 51% were in the Risk Concerned segment. In

114



addition, 45% of the female respondents under 30 who had never visited South Korea (terminal

node 1, defined as NUM_VISIT =1, GENDER = 1, AGE = 1-2) were in this segment.

SEG#2: 38.95%

12 a6

SEG#2: 45.05%

SEG#2: 26.95%

164

65

1

2

1047
NUM_VISIT
1 2 3-6
SEG#2:38.12% SEG#2: 44.46% SEG#2: 30.44%
360 438 249
GENDER MARITAL 6
1 2 14 2-3
SEG#2: 39.91% SEG#2: 34.98% SEG#2:51.29% SEG#2:39.37%
229 131 187 251
AGE 3 4 5

Figure 4.5 CHAID Tree with the Percentage of the Risk Concerned Segment in the

Nodes
The CHAID tree for the third category of the dependent variable (i.e., SEG#3) is shown
in Figure 4.6. The results showed that of the male respondents with no experience of visiting
South Korea in the past (terminal node 3, defined as NUM_VISIT = 1, GENDER = 2), 40%
were in the Risk Sensitive segment. In addition, this segment included 25% of the married
respondents (with a few divorced respondents) who had traveled to South Korea once or twice

(terminal node 5, defined as NUM_VISIT =2, MARITAL = 2-3).
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SEG#3: 21.85%

AGE
1-2/ \3-6

SEG#3:24.52%

SEG#3:17.69%

164

65

1

2

1047
NUM_VISIT
1 2 3-6
SEG#3: 28.95% SEG#3: 18.96% SEG#3: 16.67%
360 438 249
GENDER MARITAL 6
1 2 1,4 \2-3
SEG#3: 22.58% SEG#3: 40.10% SEG#3: 10.84% SEG#3: 25.00%
229 131 187 251
3 4 5

Figure 4.6 CHAID Tree with the Percentage of the Risk Sensitive Segment in the Nodes

Based on NUM_VISIT, GENDER, AGE, and MARITAL, the profile of the three
segments was examined in a manner somewhat similar to three-group discriminant analysis
(Vermunt & Magidson, 2005b). Another series of CHAID analyses was performed to develop
a separate profile for each segment (compared with the other two segments). The following

section discusses the profile of each segment.

Segment 1: Risk Neutral

Figure 4.7 shows the CHAID tree for the Risk Neutral segment compared with the
other two segments. In this case, the first category of the dependent variable was the Risk
Neutral segment, while the second category consisted of the other two segments (i.e., the Risk
Concerned and Risk Sensitive segments).

As shown in Figure 4.7, the CHAID tree was based only on NUM_VISIT. Although
other predictors, including NUM_INTTRIP, INCOME, and AGE, were also significant at the
root node, the terminal nodes were defined only in terms of NUM_VISIT. In other words, once

NUM_VISIT was considered, the effects of the other predictors were no longer significant.
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Thus, NUM_VISIT was the only best predictor for distinguishing the Risk Neutral segment
from others. For NUM_VISIT, the six initial categories were merged into two grouped
categories, 1-2 and 3-6, as they were not significantly different to predict the probability of
being in the Risk Neutral segment (Magidson, 2005). Accordingly, two terminal nodes were
generated. The results showed that among the respondents who had traveled to South Korea at
least three times in the past (terminal node 2, defined as NUM_VISIT = 3-6), 53% were in the
Risk Neutral segment. This result was the same as that of the previous CHAID analysis. Table
4.21 shows the crosstabulations of the dependent variable by the significant predictors and the

p-value associated with the predictors before and after category merging.

SEG#1: 39.20%
1047

NUM_VISIT
1-2/ \3-6

SEG#1: 34.93% SEG#1: 52.89%
798 249

1 2

Figure 4.7 CHAID Tree for the Risk Neutral Segment

Table 4.21 Crosstabulations of the Predictors for the Risk Neutral Segment
% in the segment

Predictor Categories NELStl:aI Other Total p-value
NUM _ Before merging 3.9x10"-6
VISIT 1: None 28.88 37.93 34.38 Hek
2:1-2 39.04 43.64 41.83
3:3-4 19.01 11.78 14.61
4:5-6 9.07 3.11 5.44
5:7-8 2.62 1.77 2.10
6: 9 or more 1.39 1.78 1.62
After merging 2.5x10"-6
1-2 67.91 81.57 76.22 Fkx
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% in the segment

Predictor Categories i -value
g Risk Other Total P
Neutral
3-6 32.09 18.43 23.78 (adj.)
Number of cases 410 637 1,047
NUM_ Before merging 0.0019***
;NTTRIP 1: None 17.67 26.15 22.83
2:1-2 28.28 26.70 27.32
3:34 26.55 28.91 27.98
4: 5-6 18.52 11.47 14.23
5:7-8 4.29 3.52 3.82
6: 9 or more 4.70 3.26 3.82
After merging 0.0014***
1 17.67 26.15 22.83 (adj.)
2-3 54.83 55.61 55.30
4-6 27.51 18.24 21.87
Number of cases 410 637 1,047
INCOME Before merging 0.075*
: 1: Less than RMB10,000 16.35 21.03 19.20
2: RMB10,001- 23.98 28.06 26.46
RMB30,000
3: RMB30,001- 14.32 11.97 12.89
RMB50,000
4: RMB50,001- 6.80 7.24 7.07
RMB70,000
5: RMB70,001- 4.02 4.00 4.01
RMB90,000
6: RMB90,001- 2.64 4.90 4.01
RMB110,000
7: RMB110,001- 5.76 4.77 5.16
RMB130,000
8: RMB130,001- 3.39 2.84 3.06
RMB150,000
9: RMB150,001- 3.15 2.84 2.96
RMB170,000
10: RMB170,001- 2.97 2.95 2.96
RMB190,000
11: RMB190,001- 3.17 2.04 2.48
RMB210,000
12: RMB210,001- 2.01 1.53 1.72
RMB230,000
13: RMB230,001- 2.63 1.45 1.91
RMB250,000
14: RMB250,001 or more 8.80 4.38 6.11
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% in the segment

Predictor Categories NELStl:a| Other Total p-value
After merging 0.015**
1-6 68.11 77.20 73.64 (adj.)
7-14 31.89 22.80 26.36
Number of cases 410 637 1,047
AGE? Before merging 0.11
1: 20 or under 6.96 8.08 7.64
2:21-30 48.39 55.52 52.72
3: 31-40 36.54 29.54 32.28
4. 41-50 7.07 5.34 6.02
5:51-60 0.67 1.30 1.05
6: 61 and over 0.37 0.23 0.29
After merging 0.039**
1-2 55.35 63.59 60.36 (adj.)
3-6 44.65 36.41 39.64
Number of cases 410 637 1,047

Note: @ indicates that this predictor was found to be significant, but was not selected to grow
the tree; *** p-value < 0.01; ** p-value < 0.05; * p-value <0.1.

The gains chart in Table 4.22 summarizes the terminal nodes in terms of overall size,
number of cases in the Risk Neutral segment, percentage of cases in the entire Risk Neutral
segment, and percentage of the segment in a given node. In addition, the gains chart sorts the
terminal nodes from best to worst based on their index scores. The index score indicated the
proportion of the Risk Neutral segment in the terminal node relative to the proportion of the
segment in the total sample. In other words, the higher the index score, the larger the proportion
of the segment in the terminal node. For example, terminal node 2 represented 24% of all cases
and accounted for 32% of the Risk Neutral segment. The index score for terminal node 2 was
135 (computed as 52.89%/39.20%), indicating that the proportion of the Risk Neutral segment
in this terminal node was 35% higher than average. Only terminal node 2 had an index score

greater than 100.
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Table 4.22 Gains Chart for the Risk Neutral Segment

Size Number of % of Cases in % of the Risk
Terminal (% in the Cases in the the Entire Risk Neutral Index
Node S;m le) Risk Neutral Neutral Segment Score
P Segment Segment in a Node
2 249 (23.8%) 132 32.1 52.89 135
1 798 (76.2%) 279 67.9 34.93 89

Segment 2: Risk Concerned

Figure 4.8 shows the CHAID tree of the Risk Concerned segment (compared with the

other two). The CHAID tree indicated that AGE and NUM_VISIT were two important

descriptors for profiling the Risk Concerned segment. AGE was the most significant predictor,

based on which the root node was first split. The categories of AGE were merged into two

categories: 1-2 and 3-6. The tree node for the AGE category 1-2 was further split on

NUM _VISIT, the initial six categories being merged into two categories: 1-2 and 3-6. In

addition, the tree node for the AGE category 3-6 was split on NUM_VISIT, the original

categories being merged into three categories: 1, 2-3, and 4-6. In the end, the tree had five

terminal nodes. Table 4.23 presents the crosstabulations of the significant predictors for the

Risk Concerned segment.

SEG#2: 38.95%

1047
AGE
1-2 3-6
SEG#2: 42.98% SEG#2: 32.80%
632 415
NUM_VISIT NUM_IVISIT
1-2 3-6 1 2-3 4-6
SEG#2: 45.43% SEG#2: 31.50% SEG#2:27.12% SEG#2: 38.48% SEG#2: 18.88%
521 111 104 251 60
1 2 3 4 5
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Figure 4.8 CHAID Tree for the Risk Concerned Segment




Table 4.23 Crosstabulations of the Predictors for the Risk Concerned Segment

% in the segment

Predictor Categories o Eézl:ned Other Total p-value
AGE Before merging 0.036**
1: 20 or under 7.85 751 7.64
2:21-30 58.76 48.87 52.72
3:31-40 27.03 35.64 32.28
4:41-50 5.40 6.41 6.02
5:51-60 0.83 1.19 1.05
6: 61 and over 0.13 0.39 0.29
After merging 0.0045***
1-2 66.62 56.37 60.36 (adj.)
3-6 33.38 43.63 39.64
Number of cases 408 639 1,047
MARITAL?  Before merging 0.030**
1: Single 48.15 39.68 42.98
2: Married 48.01 57.13 53.58
3: Divorced 1.12 1.32 1.24
4: Other 2.72 1.86 2.20
After merging 0.022**
1,4 50.87 41.55 45.18 (adj.)
2-3 49.13 58.45 54.82
Number of cases 408 639 1,047
NUM_VISIT® Before merging 0.063*
1: None 40.14 40.79 40.51
2:1-2 46.99 38.11 41.93
3:3-4 8.10 14.71 11.87
4:5-6 2.68 2.69 2.69
5.7-8 1.38 2.01 1.74
6: 9 or more 0.71 1.69 1.27
After merging 0.032**
1-2 87.13 78.90 82.44 (adj.)
3-6 12.87 21.10 17.56
Number of cases 272 360 632
NUM_VISITe Before merging 0.031**
1: None 20.72 27.18 25.06
2:1-2 49.28 37.98 41.69
3:34 21.67 17.39 18.80
4:5-6 4.64 12.08 9.64

121



% in the segment

Predictor Categories o rIT C|:|r<ned Other Total p-value

5.7-8 1.49 3.22 2.65
6: 9 or more 2.19 2.16 2.17

After merging 0.041**

1 20.72 27.18 25.06 (adj.)
2-3 70.96 55.37 60.48
4-6 8.32 17.45 14.46
Number of cases 136 279 415

Note: @ refers to a significant predictor not selected to grow the tree; ® is the node for the AGE
category 1-2; < is the node for the AGE category 3-6; *** p-value < 0.01; ** p-value < 0.05; *
p-value <0.1.

As shown in Table 4.24, terminal node 1 was ranked first because of its highest index
score of 117 (45.43%/38.95%). The second highest index score was 99 for subgroup 4, slightly
less than 100. The cumulative statistics indicated that the two terminal nodes constituted 74%
of the total sample and 82% of the Risk Concerned segment. The index score for these terminal
nodes was 111 (43.17%/38.95). Thus, taken together, the proportion of this segment in the two
best terminal nodes was 11% higher than average. The results indicated that of young people
under 30 who had no or little experience of visiting South Korea (terminal node 1, AGE = 1-2,
NUM_VISIT = 1-2), 45% were in the Risk Concerned segment. In addition, 38% of the
respondents over 30 with some experience of visiting South Korea in the past (terminal node

4, AGE = 3-6, NUM_VISIT = 2-3) were in this segment.

Table 4.24 Gains Chart for the Risk Concerned Segment

_ Size Number of % of cases _in % of the Risk
Terminal (% in the _Cases of the the Entire Risk Concerned Index
Node Sample) Risk Concerned Concerned _Segment Score
Segment Segment in a Node
1 521 (49.8%) 237 58.0 45.43 117
4 251 (24.0%) 97 23.7 38.48 99
2 111 (10.6%) 35 8.6 31.50 81
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Number of % of cases in % of the Risk

Terminal (%Silrzlethe Cases of the the Entire Risk Concerned Index
Node Sample) Risk Concerned Concerned Segment Score
P Segment Segment in a Node
3 104 (9.9%) 28 6.9 27.12 70
S 60 (5.7%) 11 2.8 18.88 48

Segment 3: Risk Sensitive

The CHAID tree in Figure 4.9 shows that NUM_VISIT, GENDER, and AGE were the
best predictors for the Risk Sensitive segment. NUM_VISIT was the most significant predictor
for distinguishing the Risk Sensitive segment from the other two segments, based on which the
tree was first split. The six categories were merged into two categories: 1 and 2-6. Next, the
NUM_VISIT category 1 node was further split on GENDER, the initial categories being kept
as original. The tree continued to grow by splitting the NUM_VISIT category 2-6 node based
on AGE, the categories being merged into three categories: 1-2, 3, and 4-6. Therefore, the tree
resulted in five terminal nodes. Table 4.22 shows the crosstabulations of the significant
predictors for the Risk Sensitive segment.

The gains chart for this segment (Table 4.26) sorts the terminal nodes according to
their index scores in the following sequence: 2, 4, 1, 3, and 5. Terminal node 2 had the highest
index score of 184. This node was followed by terminal node 4 with an index score of 108 and
subgroup 1 with an index of 103. The cases of the Risk Sensitive segment in the terminal nodes
2,4, and 1 represented 23%, 27%, and 23% of the entire segment, respectively. When all three
were considered, the three best subgroups constituted 60% of the total sample and 73% of the
Risk Sensitive segment, with an index score of 122. Terminal nodes 3 and 5 had an index score
of less than 100.

Of the male respondents with no experience of travelling to South Korea (terminal

node 2, NUM_VISIT = 1, GENDER = 2), 40% were in the Risk Sensitive segment. Of the
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female respondents who had no experience of visiting South Korea (terminal node 1,
NUM_VISIT = 1, GENDER = 1), 23% were in this segment. In addition, about 24% of the
respondents who had visited South Korea at least once and were between the ages of 31 and

40 (terminal node 4, NUM_VISIT = 2-6, AGE = 3) were in this segment.

SEG#3: 21.85%
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NUM_VISIT
1 2-6
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Figure 4.9 CHAID Tree for the Risk Sensitive Segment

Table 4.25 Crosstabulations of the Predictors for the Risk Sensitive Segment
% in the segment

Predictor Categories R|§I§ Other Total p-value
Sensitive

NUM_VISIT Before merging 0.00030***
1: None 45.56 31.26 34.38
2:1-2 36.29 43.38 41.83
3:34 10.27 15.83 14.61
4:5-6 2.70 6.21 5.44
5:7-8 2.38 2.02 2.10
6: 9 or more 2.79 1.30 1.62

After merging 0.00036***

1 45.56 31.26 34.38 (adj.)
2-6 54.44 68.74 65.62
Number of cases 229 818 1,047

NUM_INTTRIP? Before merging 0.0026***
1: None 32.42 20.15 22.83
2:1-2 25.17 27.92 27.32
3:3-4 27.25 28.19 27.98
4:5-6 9.21 15.63 14.23
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% in the segment

Predictor Categories Seﬁ;?:\/e Other Total p-value

5:7-8 2.86 4.09 3.82
6: 9 or more 3.10 1.02 3.82

After merging 0.00073***

1 32.42 20.15 22.83 (adj.)
2-6 67.58 79.85 77.17
Number of cases 229 818 1,047

GENDER Before merging 0.00048***
1: Female 49.61 69.32 63.61
2: Male 50.39 30.68 36.39

After merging 0.00048***
1 49.61 69.32 63.61
2 50.39 30.68 36.39
Number of cases 104 256 360

AGE Before merging 0.045**
1: 20 or under 2.89 2.56 2.62
2:21-30 43.84 53.94 52.11
3:31-40 49.97 35.87 38.43
4:41-50 3.27 6.57 5.97
5: 51-60 0.02 0.71 0.58
6: 61 and over 0.00 0.36 0.29

After merging 0.062*

1-2 46.74 56.50 54.73 (adj.)
3 49.97 35.87 38.43
4-6 3.29 7.63 6.84
Number of cases 125 562 687

Note: @ indicates that this predictor was found to be significant, but was not selected to grow
the tree; *** p-value < 0.01; ** p-value < 0.05; * p-value < 0.1.

Table 4.26 Gains Chart for the Risk Sensitive Segment

Size Number of % of Cases in % of the Risk

Terminal (% in the Cases of the the Entire Risk Sensitive Index
Node S;m le) Risk Sensitive Sensitive Segment Score
P Segment Segment in a Node

2 131 (12.5%) 53 23.0 40.10 184

4 264 (25.2%) 62 27.2 23.57 108

1 229 (21.9%) 52 22.6 22.58 103

3 376 (35.9%) 58 25.4 15.48 71

5 47 (4.5%) 4 1.8 8.72 40
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Future Cosmetic Surgery Travel Characteristics

A more detailed profile of the three segments of cosmetic surgery tourists was
developed in terms of future cosmetic surgery travel characteristics. Table 4.27, Table 4.28,
and Table 4.29 show the crosstabulations of the significant variables representing the
behavioral characteristics and the type of cosmetic procedure for each segment, respectively.
For the Risk Neutral segment, the results showed that three variables, EXPS_CS, PURPOSE,
and EXPS_TRIP, were significantly related to the segment. For the Risk Concerned segment,
five variables, EXPS_CS, LENGTH, ARRANGE, ACCOMPANY, and ACCOMO, were
found to be statistically significant. Finally, five variables, PURPOSE, LENGTH, ARRANGE,
EXPS_CS, and DECISON_CLINIC, showed a statistically significant relationship with the
Risk Sensitive segment. However, the variable DECISON_TYPE was not statistically
significantly related to the three segments. Regarding the type of cosmetic procedure, the Risk
Neutral segment was more likely to undergo face contouring and facelift surgery than the other
two segments. The Risk Concerned segment showed no interest in a facelift. However,
members of this segment were interested in Botox injections. None of the other types of
procedures showed statistically significant relationships with the segments.

Table 4.30 summarizes the profile of the three segments of cosmetic surgery tourists
in terms of socio-demographic context, past experiences, and future cosmetic surgery travel

characteristics.

Table 4.27 Cosmetic Surgery Travel Characteristics for the Risk Neutral Segment

% in the segment

Variable Categories - -value
: Risk Other Total P
Neutral
EXPS_ Before merging 0.00019***
CS 1: Less than RMB10,000 11.45 13.19 12.51
2: RMB10,001- 17.01 22.02 20.06
RMB30,000
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% in the segment

Variable Categories : -value
: Risk Other Total P
Neutral
3: RMB30,001- 12.30 16.42 14.80
RMB50,000
4: RMB50,001- 14.10 14.79 14.52
RMB70,000
5: RMB70,001- 7.26 5.53 6.21
RMB90,000
6: RMB90,001- 9.11 10.46 9.93
RMB110,000
7: RMB110,001- 7.32 4.55 5.64
RMB130,000
8: RMB130,001- 6.58 3.77 4.87
RMB150,000
9: RMB150,001- 6.49 3.20 4.49
RMB170,000
10: RMB170,001- 2.59 1.47 1.91
RMB190,000
11: RMB190,001- 3.99 1.04 2.20
RMB210,000
12: RMB210,001 or more 1.80 3.55 2.87
After merging 4.3 x 10"-5
1-6 71.23 82.42 78.03 faleied
7-11 26.97 14.03 19.10 (adj.)
12 1.80 3.55 2.87
Number of cases 410 637 1,047
PURPOSE Before merging 0.0037***
1: Completely for cosmetic 6.85 5.17 5.83
surgery
2: Mostly for cosmetic 24.78 24.55 24.64
surgery
3: Equally for cosmetic 53.62 46.65 49.38
surgery and vacation
4: Mostly for vacation 10.37 14.36 12.80
5: Completely for vacation 4.38 9.27 7.35
After merging 0.0015***
1-3 85.25 76.37 79.85 (adj.)
4-5 14.75 23.63 20.15
Number of cases 410 637 1,047
EXPS_ Before merging 0.081*
TRIP 1: Less than RMB20,000 16.08 21.05 19.10
2: RMB20,001- 16.86 22.12 20.06
RMB30,000
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% in the segment

Variable Categories ; -value
J Risk Other Total P
Neutral
3: RMB30,001- 13.46 13.47 13.47
RMB40,000
4: RMB40,001- 10.40 8.22 9.07
RMB50,000
5: RMB50,001- 10.62 9.02 9.65
RMB60,000
6: RMBG60,001- 3.45 4.22 3.92
RMB70,000
7: RMB70,001- 6.25 5.08 5.54
RMB80,000
8: RMB80,001- 3.54 3.69 3.63
RMB90,000
9: RMB90,001- 5.64 3.74 4.49
RMB100,000
10: RMB100,001- 491 2.81 3.63
RMB110,000
11: RMB110,001- 3.95 2.01 2.77
RMB120,000
12: RMB120,001 or more 4.85 457 4.68
After merging 0.0096***
1-2 32.94 43.17 39.16 (adj.)
3-12 67.06 56.83 60.84
Number of cases 410 637 1,047
Face Before merging 0.0037***
contouring 1: No 64.37 72.86 69.53
2:Yes 35.63 27.14 30.47
After merging 0.0037***
1 64.37 72.86 69.53 (adj.)
2 35.63 27.14 30.47
Number of cases 410 637 1,047
Facelift Before merging 0.028**
1: No 75.21 80.95 78.70
2:Yes 24.79 19.05 21.30
After merging 0.028**
1 75.21 80.95 78.70 (adj.)
2 24.79 19.05 21.30
Number of cases 410 637 1,047

Note: *** p-value < 0.01; ** p-value < 0.05; * p-value < 0.1.
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Table 4.28 Cosmetic Surgery Travel Characteristics for the Risk Concerned Segment

% in the segment

Variable Categories i -value
g Risk Other Total P
Concerned
EXPS_ Before merging 0.015**
CS 1: Less than RMB10,000 9.54 14.41 12.51
2: RMB10,001- 22.84 18.28 20.06
RMB30,000
3: RMB30,001- 18.49 12.45 14.80
RMB50,000
4: RMB50,001- 14.63 14.44 14.52
RMB70,000
5: RMB70,001- 6.96 5.73 6.21
RMB90,000
6: RMB90,001- 10.71 9.44 9.93
RMB110,000
7: RMB110,001- 4.41 6.42 5.64
RMB130,000
8: RMB130,001- 4.11 5.36 4.87
RMB150,000
9: RMB150,001- 3.05 5.41 4.49
RMB170,000
10: RMB170,001- 1.57 2.13 1.91
RMB190,000
11: RMB190,001- 1.41 2.70 2.20
RMB210,000
12: RMB210,001 or more 2.29 3.24 2.87
After merging 0.0027***
1 9.54 14.41 12.51 (adj.)
2-6 73.64 60.34 65.52
7-12 16.82 25.25 21.97
Number of cases 408 639 1,047
LENGTH  Before merging 0.031**
1: 1 week 24.43 29.79 27.70
2: 2 weeks 18.81 23.04 21.39
3: 3 weeks 23.55 19.71 21.20
4: 1 month 18.21 12.79 14.90
5: 2 months 8.16 9.19 8.79
6: More than 2 months 6.85 5.49 6.02
After merging 0.012**
1-2 43.24 52.83 49.09 (adj.)
3-6 56.76 47.17 50.91
Number of cases 408 639 1,047
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% in the segment

Variable Categories o rﬁq(:.::(ned Other Total p-value
ARRAN-  Before merging 0.013**
GE 1: Self-arranged 55.81 59.83 58.26

2: Travel agents 9.54 13.31 11.84
3: Medical travel agents 34.65 26.86 29.89
After merging 0.015**
1-2 65.35 73.14 70.11 (adj.)
3 34.65 26.86 29.89
Number of cases 408 639 1,047
ACCOM-  Before merging 0.025**
PANY 1: Travel alone 13.09 17.62 15.85
2: Family or relatives 27.90 31.64 30.18
3: Friends 23.78 23.78 23.78
4: Family who will 6.21 6.05 6.11
undergo cosmetic
surgery
5: Friends who will 29.03 20.90 24.07
undergo cosmetic
surgery
After merging 0.043**
1-4 70.97 79.10 75.93 (adj.)
5 29.03 20.90 24.07
Number of cases 408 639 1,047
ACCOMO Before merging 0.039**
1: Hotel 25.09 33.43 30.18
2: Budget hotel 33.40 32.04 32.57
3: Inn/motel 2.16 3.00 2.67
4: Recovery 29.54 24.34 26.36
accommodation
5: Airbnb 7.20 4.79 5.73
6: Family member/friend’s 2.61 2.40 2.48
house
After merging 0.058*
1,3 27.25 36.43 32.86 (adj.)
2,4-6 72.75 63.57 67.14
Number of cases 408 639 1,047
Facelift Before merging 0.0066***
1: No 82.96 75.98 78.70
2: Yes 17.04 24.02 21.30
After merging 0.0066***
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% in the segment

Variable Categories o rﬁg(:.::(ned Other Total p-value
1 82.96 75.98 78.70 (adj.)
2 17.04 24.02 21.30
Number of cases 408 639 1,047

Note: *** p-value < 0.01; ** p-value < 0.05; * p-value < 0.1.

Table 4.29 Cosmetic Surgery Travel Characteristics for the Risk Sensitive Segment

% in the segment

Variable Categories Seﬁ;?t'?\,e Other Total p-value
PURPOSE Before merging 5.1 x 10n-7
1: Completely for cosmetic 6.52 5.63 5.83 ikl
surgery
2: Mostly for cosmetic 22.55 25.23 24.64
surgery
3: Equally for cosmetic 38.10 52.53 49.38
surgery and vacation
4: Mostly for vacation 17.46 11.50 12.80
5: Completely for vacation 15.37 511 7.35
After merging 6.2 x 10n-7
1-3 67.17 83.39 79.85 Fokk
4 17.46 11.50 12.80 (adj.)
5 15.37 5.11 7.35
Number of cases 229 818 1,047
LENGTH  Before merging 3.8 x10n-5
1: 1 week 39.49 24.40 27.70 faleied
2: 2 weeks 22.96 20.96 21.39
3: 3 weeks 17.53 22.23 21.20
4: 1 month 10.18 16.22 14.90
5: 2 months 4.48 9.99 8.79
6: More than 2 months 5.35 6.20 6.02
After merging 2.2 X 10n-5
1-2 62.45 45.36 49.09 Fkk
3-6 37.55 54.64 50.91 (adj.)
Number of cases 229 818 1,047
ARRAN- Before merging 3.0x 1075
GE 1: Self-arranged 6286 5697  58.26 xoxx
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% in the segment

132

Variable Categories Seﬁ;ft‘?\,e Other Total p-value
2: Travel agents 17.75 10.19 11.84
3: Medical travel agents 19.39 32.83 29.89
After merging 3.0 x 10n-5
1 62.86 56.97 58.26 Fokk
2 17.75 10.19 11.84 (adj.)
3 19.39 32.83 29.89
Number of cases 229 818 1,047
EXPS CS Before merging 0.00027***
1: Less than RMB10,000 19.71 10.50 12.51
2: RMB10,001-RMB30,000 20.56 19.92 20.06
3: RMB30,001-RMB50,000 12.74 15.38 14.80
4: RMB50,001-RMB70,000 15.07 14.36 14.52
5: RMB70,001-RMB90,000 2.98 7.11 6.21
6: RMB90,001- 10.02 9.91 9.93
RMB110,000
7: RMB110,001- 4.80 5.87 5.64
RMB130,000
8: RMB130,001- 3.17 5.35 4.87
RMB150,000
9: RMB150,001- 3.46 4.78 4.49
RMB170,000
10: RMB170,001- 131 2.08 1.91
RMB190,000
11: RMB190,001- 0.38 2.70 2.20
RMB210,000
12: RMB210,001 or more 5.80 2.04 2.87
After merging 0.00099***
1 19.71 10.50 12.51 (adj.)
2-10 74.10 84.75 82.43
11 0.38 2.70 2.20
12 5.80 2.04 2.87
Number of cases 229 818 1,047
DECISON  Before merging 0.01***
_CLINIC 1: Decide before departure 80.22 87.20 85.67
2: Decide after arrival 19.78 12.80 14.33
After merging 0.01***



% in the segment

Variable Categories Se?;ft‘?\,e Other Total p-value
1 80.22 87.20 85.67 (adj.)
2 19.78 12.80 14.33
Number of cases 229 818 1,047
Botox Before merging 0.027**
1: No 80.79 86.79 85.48
2: Yes 19.21 13.21 14.52
After merging 0.027**
1 80.79 86.79 85.48 (adj.)
2 19.21 13.21 14.52
Number of cases 229 818 1,047

Note: *** p-value < 0.01; ** p-value < 0.05; * p-value <0.1.
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Table 4.30 Summary of the Characteristics of the Three Cosmetic Surgery Tourist Segments

Segment i?g?&? )t Socio-demographic context and past experiences Future cosmetic surgery travel characteristics
Risk Neutral 39.2 * Number of trips to South Korea: three or more  Cosmetic surgery expenditure: RMB110,001-

(32%)
* Number of international trips: five or more (28%)

* Monthly household income: more than
RMB110,000 (32%)

» Age: 31 and over (45%)

RMB210,000 (27%)

* Purpose: completely or mostly for cosmetic surgery
(32%)/equally for cosmetic surgery and vacation
(54%)

* Travel costs per person: more than RMB30,000
(32%)

 Cosmetic surgery procedure: face contouring (36%)
and facelift (25%)

Risk Concerned 38.9 e+ Age: 30 and over (67%) » Cosmetic surgery expenditure: RMB10,001-
* Number of trips to South Korea: no trip or one to RMB110,000 (74%)
two (81%) * Length of stay: three weeks or more (57%)
* Marital status: single (51%) * Arrangement method: through medical travel agents
« Age: 30 and under; no trip or one to two trips to (35%)
South Korea (58%) » Accompanying party: friends undergoing cosmetic
« Age: Over 30; three or more trips to South Korea surgery (29%)
(24%) » Accommodation: budget hotel/Airbnb/recovery
accommodation/family member/friend’s house (73%)
Risk Sensitive 21.9 < Number of trips to South Korea: none (46%) * Purpose: mostly or completely for vacation (15%)

» Number of international trips: none (32%)

* Gender: male (33%)

» Males who had never visited South Korea before
(23%)

* Aged 31 to 40 having visited South Korea at least
once (27%)

* Length of stay: one or two weeks (62%)

* Arrangement method: self-arranged (63%) or travel
agents (18%)

 Cosmetic surgery expenditure: less than
RMB10,000 (20%) or more than RMB210,000 (6%)

* Decision on clinic: after arrival (20%)
» Cosmetic surgery procedure: Botox injections (19%)
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4.5 Chapter Summary

This chapter presented the results of the data analysis. After data screening, the profile
of the survey respondents and the descriptive statistics of the PRCST items were provided. In
terms of scale purification and validation, the results of EFA, CFA, and second order CFA
were discussed step by step, based on which the PRCST scale was developed. Finally, the
results of cosmetic surgery tourist segmentation based on the PRCST and the detailed profile

of the segments obtained were reported.
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CHAPTER 5. DISCUSSION

5.1 Chapter Introduction

Chapter 5 discusses the results of this study. It begins by discussing the measure of
PRCST, which is a multidimensional construct made up of Cost Risk, Medical Risk, Vacation
Risk, and Destination Risk. It also discusses the decision-making of cosmetic surgery tourists
in terms of the critical attributes of cosmetic surgery tourism and the associated perceived risks.
Subsequently, it highlights the personal and behavioral characteristics of Chinese cosmetic

surgery tourists with distinct perceived risk patterns.

5.2 PRCST Scale

Despite the growing interest in exploring medical tourism, little attention has been paid
to the perceived risk of medical tourists. The literature has suggested that perceived risk should
be investigated according to a particular consumption situation, using measures appropriate to
the decision-making context (Conchar, Zinkhan, Peters, & Olavarrieta, 2004; Dowling &
Staelin, 1994; Roehl & Fesenmaier, 1992). Thus, this study attempted to develop a scale to
measure the perceived risk of medical tourists traveling abroad for beautification purposes. In
this study, the multi-attribute expected utility theory was applied to explain the decision-
making of cosmetic surgery tourists under risk. In particular, this study investigated perceived
risk in the context of multi-purpose travel decisions. The time frame for the PRCST assessment
included the planning and preparation phase in the home country, at the cosmetic surgery
tourism destination, and until complete recovery after surgery.

The PRCST scale was developed through a rigorous scale development procedure that
applied both qualitative and quantitative research (Churchill, 1979; DeVellis, 2012; Hu &

Bentler, 1999; Lynn, 1986; Su & Parham, 2002). The three main stages of scale development
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were item generation, scale purification, and scale validation. The domain of the PRCST
construct was determined by adopting 10 types of perceived risks identified in the tourism and
hospitality literature (Reisinger & Mavondo, 2006; Sonmez & Graefe, 1998a). Based on the
literature review, in-depth interviews, and an expert panel review, 50 measurement items of
PRCST were generated. The dimensional structure of PRCST was identified through EFA,
then the measurement items were purified through CFA. As a result, the PRCST scale
composed of four underlying dimensions with 19 items was developed. Finally, the developed
PRCST scale was validated in terms of convergent and discriminant validity.

The results revealed that PRCST is a multidimensional construct composed of four
facets of risk. They also showed that PRCST is a second order construct with significant paths
to Cost Risk (#=0.78; p < 0.001), Medical Risk (8 =0.82; p <0.001), Vacation Risk (5= 0.91;
p < 0.001), and Destination Risk (# = 0.80; p < 0.001). Cost Risk represented the time and
monetary costs associated with cosmetic surgery tourism. Medical Risk represented problems
associated with poor surgical outcomes or the poor performance of medical service providers.
Vacation Risk represented the unfavorable situations that cosmetic surgery tourists may
encounter after their cosmetic procedures, such as complications, insufficient vacation
opportunities, and immigration issues. Destination Risk represented the hostile environment of
a cosmetic surgery tourism destination. These four dimensions reflected the time, financial,
performance, functional, health, and physical risks of cosmetic surgery tourism.

This study considered cosmetic surgery tourism as the purchase of services to fulfill
two purposes, namely cosmetic surgery and vacation. Due to the nature of cosmetic surgery
tourism, which differs from pleasure tourism, the PRCST scale included various medical
attributes taken into account by cosmetic surgery tourists in decision-making. In addition,
vacationing being an important part of cosmetic surgery tourism, several tourism and

destination attributes were integrated into the PRCST scale. In the medical tourism literature,
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little attention has been paid to the tourism aspects of medical tourism, hindering the ability to
understand the importance of tourism aspects in medical travel and medical tourists’ decision-
making (Crooks et al., 2010). This study highlighted that not only the medical aspects, but also

the tourism aspects of cosmetic surgery tourism should be included in the PRCST assessment.

5.3 PRCST as a Determinant of Decision-making

In the medical tourism literature, several studies have explored the motivations and
decision-making of medical tourists in terms of push and pull factors (e.g., John & Larke, 2016;
Veerasoontorn & Beise-Zee, 2010; Ye, Yuen, Qiu, & Zhang, 2008). Although studies have
shed light on the reasons some patients seek medical treatment abroad, little is known about
the decision-making of medical tourists (De La Hoz-Correa et al., 2018; Lunt et al., 2016).
Therefore, this study examined the decision-making of cosmetic surgery tourists by
considering perceived risk as an important determinant of decision-making (Cox & Rich, 1964;
Moutinho, 1987). More specifically, this study identified various important attributes
associated with cosmetic surgery tourism, based on which a cosmetic surgery tourist evaluates
the alternatives available to make decisions.

The medical tourism literature has shown that the main reasons for medical tourists to
travel abroad are costs, service quality, doctor and hospital reputation, expertise, and access to
treatment (Lunt et al., 2016; Veerasoontorn & Beise-Zee, 2010; Ye et al., 2008). Especially for
cosmetic surgery tourists, improving their appearance and boosting their confidence have been
identified as important motivation factors (Ye et al., 2008). The results of this study revealed
that taking into account these elements, prospective cosmetic surgery tourists were worried
about not obtaining the expected benefits of cosmetic surgery tourism, such as cost savings,

high quality medical services, and desired surgical outcomes.
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In the literature, medical staff and hospital facilities have been frequently reported as
important motivators for seeking medical treatment abroad (Crooks et al., 2010; Lunt et al.,
2016). In addition, hospital facilities and doctors have been shown to be the two most important
dimensions influencing the satisfaction of medical tourists (Musa, Doshi, Wong, &
Thirumoorthy, 2012). In a study examining the quality of medical tourism services, Manaf,
Hussin, Kassim, Alavi, and Dahari (2015) highlighted the importance of the service quality of
medical staff, as a significant predictor of perceived value, overall satisfaction, and future
intention.

Consistent with previous results, this study revealed that prospective cosmetic surgery
tourists were concerned about the experience of medical staff, as this could have an immediate
and crucial influence on surgical outcomes and overall satisfaction with cosmetic surgery
tourism. However, the results did not reveal any serious concerns regarding hospital facilities.
This may be partly due to the fact that Chinese cosmetic surgery tourists tend to choose high-
end clinics with a luxurious exterior and plush interior, and they are aware of the quality of
these facilities thanks to the enormous advertisement for clinics targeting Chinese cosmetic
surgery tourists. This result needs to be confirmed with a different study setting with cosmetic
surgery tourists traveling overseas mainly for cheaper procedures than cosmetic surgery in their
home country. In addition to medical staff, it was found that prospective cosmetic surgery
tourists have certain concerns regarding medical tourism facilitators, intermediaries, and
brokers, as they play an important role in helping medical tourists by providing a wide range
of services (Gan & Frederick, 2011).

As cosmetic surgery tourism requires relatively more time to plan and travel abroad
than undergoing cosmetic surgery in the home country, time costs were found to be important
considerations in decision-making in cosmetic surgery tourism. In addition, prospective

cosmetic surgery tourists were concerned about the unexpected costs that could be incurred in
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the event of bad surgery. Although the doctors who performed the original operation may offer
postoperative treatment or revision surgery to correct the problems, it would result in a heavy
financial burden for cosmetic surgery tourists to make another cosmetic surgery trip for such
aftercare.

As all cosmetic surgery carries risks, whether performed at home or abroad (ASPS,
2016), prospective cosmetic surgery tourists were concerned about various surgical
complications and severe physical pain. Specifically, the occurrence of infectious
complications during postoperative outdoor activities in a destination was found to be a serious
concern, as the majority of the respondents would engage in cosmetic surgery tourism to
undergo surgery and take the opportunity to enjoy vacation time. However, it is important to
note that they did not worry about the occurrence of complications and the continuity of care
after returning home. This may be due to a lack of understanding of the scale and nature of the
risks associated with cosmetic surgery abroad (Lunt et al., 2016).

The results showed that many prospective cosmetic surgery tourists were interested in
undergoing invasive surgical procedures (e.g., face contouring surgery) or multiple procedures.
Thus, there were some concerns related to immigration issues due to a significant change in
appearance. This result may be largely related to the experience of three Chinese cosmetic
surgery tourists detained at immigration in South Korea due to a significant change in their
appearance, which made them unrecognizable based on their passport photos (Hurst, 2017).

The results also revealed that a large number of Chinese cosmetic surgery tourists
participated in cosmetic surgery tourism primarily for vacation (20%) or equally for cosmetic
surgery and vacation (50%), while about 30% reported that cosmetic surgery was their only or
main reason for visiting South Korea. Therefore, the limited opportunity for vacation activities
during the recovery period was a concern for cosmetic surgery tourism. The medical tourism

literature has suggested that various environmental factors influence the attractiveness of a
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medical tourism destination, including weather conditions, cultural and natural attractions, low
corruption, a stable economy, and the country’s image as a popular and exotic tourism
destination (Fetscherin & Stephano, 2016). Accordingly, several destination attributes were
shown to be important factors influencing medical travel decisions. Specifically, prospective
cosmetic surgery tourists were concerned about hostile locals, social or political unrest, and
crime in cosmetic surgery tourism destinations. They also showed concerns about bad weather,

which may not be suitable for surgical patients and their post-surgery tourism activities.

5.4 Market Segments of Cosmetic Surgery Tourists and Their Profile

This study attempted to segment cosmetic surgery tourists based on their PRCST and
to identify the personal and behavioral characteristics of the segments obtained. Based on the
suggestions of Ritchie et al. (2017), this study adopted an integrated approach that included
psychological, behavioral, and socio-demographic variables. Three segments were identified
using four PRCST dimensions as indicators in the LC analysis. Next, the segments obtained
were profiled by examining their differences in terms of socio-demographic context, past
experiences, and future cosmetic surgery travel characteristics using the CHAID analysis.
Using this hybrid method combining LC and CHAID analyses, a single set of segments
predictive of the four dimensions of PRCST and the detailed profile of each segment were
obtained.

The results showed that cosmetic surgery tourists can be grouped into three segments
based on their perception of risk in cosmetic surgery tourism. These results confirm the
previous results on the heterogeneity of the international tourism market with respect to
perceived risk (Dolnicar, 2005; Lepp & Gibson, 2003; Roehl & Fesenmaier, 1992; Seabra et
al., 2013). In addition, they corroborate that the medical tourist market should be viewed as a

heterogeneous group (Wongkit & McKercher, 2013). The three segments were labeled Risk
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Neutral, Risk Concerned, and Risk Sensitive, based on their distinct perceived risk patterns.
Each segment represented 39%, 39%, and 22% of the cosmetic surgery tourism market,
respectively. The Risk Neutral segment did not show any major concerns regarding cosmetic
surgery tourism and indicated no significant risk in all four dimensions. The Risk Concerned
segment had major concerns about time and monetary costs and vacationing after surgery, but
were not concerned about medical performance and destination factors. In contrast, the Risk
Sensitive segment had serious concerns about all four aspects of cosmetic surgery tourism.

This study found that the three cosmetic surgery tourist segments with different risk
perceptions had distinct personal and behavioral characteristics. These results are consistent
with previous findings that demographic factors and past travel experiences influence risk
perception (Lepp & Gibson, 2003; Floyd & Pennington-Gray, 2004; Reisinger & Mavondo,
2006; Sonmez & Graefe, 1998a, 1998b). It should be noted that the number of visits to South
Korea, age, and gender appeared to be powerful predictors of the risk perception of Chinese
cosmetic surgery tourists. In particular, regarding the number of visits to South Korea, this
result is consistent with that of Sonmez and Graefe (1998a) according to which personal
experiences with a destination may change the perception of risk during travel decision-making.
Other factors, including the number of international trips, marital status, and monthly
household income, were also found to be important descriptors for differentiating between the
different segments. However, the three segments did not differ in terms of education level,
occupation, and experience in cosmetic surgery.

Furthermore, future cosmetic surgery travel behavior could be determined based on
the degree of perceived risk of prospective cosmetic surgery tourists. Among the three
segments, different characteristics were revealed in terms of trip purpose, cosmetic surgery
expenditure, length of stay, trip arrangement method, and decision horizons on clinic and

accommodation type. These results support Wongkit and McKercher (2013) who challenged
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previous studies treating the medical tourism market as undifferentiated, seeking medical
treatment being the main purpose of a trip and a pre-planned activity (Bookman & Bookman,
2007; Keckley, 2008).

Chinese cosmetic surgery tourists in the Risk Neutral segment tended to be over 30
years old and to have previously visited South Korea several times and made several
international trips. This segment had relatively high monthly household income compared with
the other two segments. Their future cosmetic surgery trip to South Korea would mainly focus
on undergoing cosmetic surgery, which may be combined with some vacation time.
Furthermore, this segment was shown to spend a lot of money on cosmetic surgery and to be
interested in face contouring and facelift surgery.

In the Risk Concerned segment, Chinese cosmetic surgery tourists were typically
young and single. This group of people had limited travel experience in South Korea. Although
they would travel mainly for cosmetic surgery or equally for cosmetic surgery and vacation,
they would probably travel for three weeks or more and to accompany friends who would also
undergo cosmetic surgery. They would also arrange their trip through medical travel agencies
and select the clinic before departure. Due to their young age and the long duration of the trip,
they would choose economical accommodation types, such as Airbnb, recovery
accommodation, family/friends’ house, and budget hotels. In addition, this segment intended
to spend relatively less money on cosmetic surgery than the Risk Neutral segment.

Although no statistically significant difference in terms of gender was observed for the
first two segments, the Risk Sensitive segment mainly included male Chinese cosmetic surgery
tourists. Having never been to South Korea before, they were more likely to travel mainly for
vacation combined with minor cosmetic surgery procedures, such as Botox injections. In
contrast to the other two segments, this group of cosmetic surgery tourists would make the

decision on the clinic after arriving at the destination. These results support Wongkit and
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McKercher’s (2013) study, which revealed that medical tourists who travel mainly for vacation
make their decision after arriving at the destination, while those who travel mainly for medical
treatment are more likely to make their decision to receive treatment before leaving. In addition,
the results revealed that their trip would last one or two weeks and would be arranged by travel
agents or themselves. They would either stay in a budget or a luxury hotel. In terms of cosmetic
surgery expenditure, they intended to spend either very little or a lot of money on cosmetic
procedures. This may be due to their interest in minor operations rather than serious surgery or

their serious concerns about cosmetic surgery.

5.5 Chapter Summary

This chapter discussed the results of the study. The chapter began by discussing the
underlying risk facets of the PRCST scale. Next, the decision-making of cosmetic surgery
tourists was discussed in terms of various important attributes of cosmetic surgery tourism and
the associated perceived risks. Finally, the three segments of Chinese cosmetic surgery tourists
and their detailed profile in terms of socio-demographic context, past experiences, and future

cosmetic surgery travel characteristics were presented.
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CHAPTER 6. CONCLUSIONS

6.1 Chapter Introduction

Chapter 6 discusses the theoretical contributions and practical implications of this
study. Several theoretical contributions in terms of consumer perceived risk, decision-making
and background of cosmetic surgery tourists, and tourism segmentation methodologies are
discussed. In addition, this chapter highlights important practical implications for marketing
practitioners and service providers in the cosmetic surgery tourism industry. Finally, this
chapter discusses the limitations of the study and concludes with some suggestions for future

research.

6.2 Theoretical Contributions

With a growing interest in research in medical tourism, valuable information on this
topic has been obtained over the last decade. Despite increased knowledge of medical tourism,
information on the decision-making, perception, and background of medical tourists remains
limited (Crooks et al., 2010; De La Hoz-Correa et al., 2018; Lunt et al., 2016). In this regard,
this study offers several theoretical contributions that should be highlighted.

First, this study extends the literature on consumer perceived risk by providing a
theoretical and empirical conceptualization of the perceived risk of patient-consumers or
patient-tourists. Specifically, this study is important as it is the first study to examine perceived
risk in the context of multi-purpose travel decisions. It is also important to note that this study
developed a valid and reliable PRCST scale, which is expected to be useful for various
stakeholders, such as destination marketing organizations (DMOs), medical professionals,

tourism service providers, and consumer behavior researchers.
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Second, this study enriches the medical tourism literature by identifying PRCST as a
multidimensional construct composed of Cost Risk, Medical Risk, Vacation Risk, and
Destination Risk. In addition, applying the multi-attribute expected utility theory, the study
sheds light on the decision-making of medical tourists based on perceived risk as a key
determinant of medical travel decisions. This study is the first in-depth empirical study
investigating a range of underlying attributes of decision-making among cosmetic surgery
tourists in relation to perceived risk. It also adds to medical tourism research by providing
empirical results based on primary data, lacking in previous studies (De La Hoz-Correa et al.,
2018; Hopkins, Labonté, Runnels, & Packer, 2010; Lunt et al., 2016; Smith, Martinez Alvarez,
& Chanda, 2011).

Third, this study highlights the background and consumption behavior of medical
tourists who travel abroad for beautification purposes in relation to risk perception. This study
offers significant insights into the personal and behavioral characteristics of potential cosmetic
surgery tourists. Specifically, it broadens the knowledge of the social, economic, and
demographic background of cosmetic surgery tourists, which has been a largely unexplored
research area. It also provides evidence of the heterogeneity of the cosmetic surgery tourism
market based on distinct perceived risk patterns.

Finally, from a methodological perspective, this study broadens the range of tourism
segmentation methodologies by using the hybrid method combining LC modeling and the
CHAID algorithm. As the segmentation methodologies used in tourism research have been
limited (Chen, 2003a), this study is the first to apply the hybrid method in tourism segmentation
research. It demonstrates that the hybrid approach is an advanced segmentation method,
providing a set of segments predictive of multiple dependent variables and enabling researchers

to develop detailed profiles based on a large number of predictor variables. In addition, this
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study confirms the applicability of perceived risk as a significant segmentation criterion in the
context of cosmetic surgery tourism.

In summary, this study contributes to the perceived risk literature by conceptualizing
the perceived risk of patient-consumers or patient-tourists in the context of multi-purpose travel
decisions and by developing a reliable PRCST scale. In addition, it makes important
contributions to the medical tourism literature by enriching knowledge on the risk perception,
decision-making, and personal and behavioral characteristics of cosmetic surgery tourists.
Finally, this study expands the range of tourism segmentation methodologies from a

methodological perspective.

6.3 Practical Implications

Many countries around the world have recognized the contribution of medical tourism
to the local economy and have therefore started to compete for their share of this lucrative
medical tourism market (BAAPS, 2017). This study has several important practical
implications in terms of destination marketing and product development. As it focused on
Chinese cosmetic surgery tourists, its implications are applicable and relevant to marketing
practitioners and service providers in cosmetic surgery tourism who mainly target China’s
outbound cosmetic surgery tourism market or other markets with similar cultural backgrounds.

The results indicated that Chinese cosmetic surgery tourists travel abroad not only for
cosmetic surgery. As a result, DMOs should promote a wide range of activities (e.g., shopping,
sightseeing, experiencing local food, or taking cooking classes) in conjunction with the benefits
of cosmetic procedures (e.g., cost savings and high quality) to strengthen a country’s position
as an attractive cosmetic surgery tourism destination. Developing a variety of tourism products
is essential to satisfy different groups of cosmetic surgery tourists, from risk-sensitive tourists

to risk-neutral tourists and from first-time visitors to frequent visitors. In addition, as Chinese
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tourists worry about the danger of the hostile environment of a cosmetic surgery tourism
destination, it is essential for DMOs not only to emphasize high quality medical services, but
also to establish the destination image as a safe and pleasant place.

Although perceived risk patterns are linked with different personal and behavioral
characteristics of cosmetic surgery tourists, medical service providers (i.e., hospitals or clinics)
and medical travel intermediaries should develop cosmetic surgery tourism products and
services adapted to the needs and preferences of their target consumers. For example, an
effective way to target the Risk Neutral segment that tends to visit a cosmetic surgery tourism
destination mainly for cosmetic surgery is to offer all-inclusive products that are best suited for
surgical patients. These total care packages could include thorough and adequate preoperative
consulting services using video calls, various aftercare services during the recovery period,
accommodation in a convenient location (e.g., close to a hospital), a comfortable limousine
service, and so on. Providing convenient experience of cosmetic surgery could be the focal
point of product development.

The results also showed that Chinese cosmetic surgery tourists in the Risk Concerned
segment visit a destination mainly for cosmetic surgery but also for vacation purposes, but have
concerns about Vacation Risk and Cost Risk. As members of this segment are likely to be
young and repeat visitors planning a long trip, service providers targeting this segment should
focus on providing various options with different price ranges, budget flights, and affordable
accommodation. Moreover, cosmetic surgery tourism products should be combined with other
esthetic services (e.g., spa, facial treatment, and hair salon), cosmetic dental treatments, and
shopping opportunities to increase customer needs to enhance their appearance.

For the Risk Sensitive segment, the results indicated that Chinese cosmetic surgery
tourists in this segment have a high level of perceived risk in all four dimensions. They also

tend to be first-time visitors to a destination and to have characteristics somewhat similar to
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pleasure travelers. Thus, it would be desirable to develop medical tourism products that offer
diverse cultural experiences combined with non-invasive or minor cosmetic surgery procedures,
such as laser skin rejuvenation or skin rejuvenation injections.

In conclusion, this empirical study provides directions for marketing practitioners to
develop effective destination marketing strategies to attract Chinese cosmetic surgery tourists
with distinct personal and behavioral characteristics. Furthermore, its findings will help service
providers in the cosmetic surgery tourism industry to develop appropriate products for various
segments and to deliver quality services by adding value to their cosmetic surgery tourism

products.

6.4 Limitations and Future Research

This study has several limitations. First, this study investigated PRCST in the context
of prospective Chinese tourists who intend to travel to South Korea for cosmetic surgery.
Therefore, the generalizability of the results to other cultural groups or destination countries
remains unclear. Future research should replicate this research with different study settings,
such as various outbound markets and cosmetic surgery tourism destinations, to better
understand the perceived risk of cosmetic surgery tourists. In addition, cross-cultural studies
should be conducted to compare the perceived risk of cosmetic surgery tourists with different
cultural backgrounds.

Although this study helps conceptualize perceived risk in the context of cosmetic
surgery tourism, it does not provide an explanation for the relative importance of various
attributes that can influence overall risk perception and decision-making. Future research
should investigate perceived risk not only in terms of the possible negative consequences

associated with cosmetic surgery tourism, but also with regard to the importance of attributes
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for individual cosmetic surgery tourists and their tolerance for loss to better understand risk
perception and the decision-making process.

In this study, the cosmetic surgery tourism market was segmented based on perceived
risk. Thus, future studies should segment cosmetic surgery tourists based on their perceived
risk and their risk reduction strategies to better understand the decision-making and
consumption behavior of cosmetic surgery tourists. Future research should also explore the
relationship between PRCST and other factors, such as tourist satisfaction, revisit intentions,
and information search behavior. Furthermore, future studies should examine how perceived
risk changes at different stages of the decision-making process or before and after the cosmetic

surgery tourism experience.

6.5 Chapter Summary

This chapter presented the theoretical contributions and practical implications of this
thesis. A number of theoretical contributions to the field of consumer perceived risk, medical
tourism, and tourism segmentation methodologies were discussed. Following these theoretical
contributions, this chapter described the study’s important practical implications for marketing
practitioners and service providers who target China’s outbound cosmetic surgery tourism
market or other markets with similar cultural backgrounds. Finally, the limitations of the study

were discussed and several directions for future research were proposed.

150



REFERENCES

Agence France-Press. (2015, February 18). Chinese cosmetic tourists reap regret in South
Korea. The Inquirer. Retrieved from http://newsinfo.inquirer.net/673683/chinese-
cosmetic-tourists-reap-regret-in-south-korea

Alan, A., & Barbara, F. (2009). Statistical methods for the social sciences (4th ed.). New Jersey:
Prentice Hall.

Al-Hinai, S. S., Al-Busaidi, A. S., & Al-Busaidi, I. H. (2011). Medical tourism abroad: A new
challenge to Oman's health system — Al Dakhilya region experience. Sultan Qaboos
University Medical Journal, 11(4), 477-484.

Allied Market Research. (2016). World medical tourism market. Retrieved from
https://www.alliedmarketresearch.com/medical-tourism-market

Ambler, P. (2017, October 15). This is the latest Asian country to become a hot spot for Chinese
medical tourists. Forbes. Retrieved from
https://www.forbes.com/sites/pamelaambler/2017/10/15/will-travel-for-health-chinese
-go-abroad-for-medical-treatments/#b9a70f0236a3

American Academy of Cosmetic Surgery (AACS). (2014). About cosmetic surgery. Retrieved
from http://www.cosmeticsurgery.org/?page=CosmeticSurgery

American Board of Cosmetic Surgery (ABCS). (2016). Cosmetic surgery vs. plastic surgery.
Retrieved from http://www.americanboardcosmeticsurgery.org/patient-resources/
cosmetic-surgery-vs-plastic-surgery/

American Board of Cosmetic Surgery (ABCS). (2019, February 7). So, what does physician
board certification actually mean? Retrieved from http://www.americanboard

cosmeticsurgery.org/patient-resources/cosmetic-surgery-vs-plastic-surgery/

151



American Board of Plastic Surgery (ABPS). (2016). Description of plastic surgery. Retrieved
from https://www.abplasticsurgery.org/about-us/plastic-surgery/

American Society for Aesthetic Plastic Surgery (ASAPS). (2011, September 6). Plastic surgery
tourism: Are the savings worth it? Retrieved from http://www.surgery.org/
consumers/plastic-surgery-news-briefs/plastic-surgery-tourism--savings-worth-it-
1035534

American Society for Aesthetic Plastic Surgery (ASAPS). (2012). Can you kill two birds with
one stone? Retrieved from http://www.surgery.org/node/1037180

American Society of Plastic Surgeons (ASPS). (2016). Medical tourism white paper [PDF file].
Retrieved from  https://www.plasticsurgery.org/patient-safety/dangers-of-plastic-
surgery-tourism

American Society of Plastic Surgeons (ASPS). (2019). Dangers of plastic surgery tourism:
Cosmetic surgery is real surgery. Do it right the first time. Find an ASPS member
surgeon you can trust. Retrieved from https://www.plasticsurgery.org/patient-
safety/dangers-of-plastic-surgery-tourism

Andereck, K., & Caldwell, L. (1994). Variable Selection in Tourism Market Segmentation
Models. Journal of Travel Research, 33(2), 40-46.

Assaker, G., & Hallak, R. (2012). European travelers’ return likelihood and satisfaction with
Mediterranean sun-and-sand destinations: A Chi-square Automatic Identification
Detector—based segmentation approach. Journal of Vacation Marketing, 18(2), 105-
120.

Australian Society of Plastic Surgeons (ASPS). (2017). Medical tourism: Making an informed
choice. Retrieved from https://plasticsurgery.org.au/medical-tourism-making-an-

informed-choice/

152



Bauer, R. A. (1960). Consumer behavior as risk taking. In R. S. Hancock (Ed.), Dynamic
marketing for a changing world (pp. 389-398). Proceedings of the 43rd Conference of
the American Marketing Association, Chicago.

Begovic, C. (2017, August 1). Exercise after breast augmentation. Retrieved from
https://www.plasticsurgery.org/news/blog/exercise-after-breast-augmentation

Bell, D., Holliday, R., Jones, M., Probyn, E., & Taylor, J. (2011). Bikinis and bandages: An
itinerary for cosmetic surgery tourism. Tourist Studies, 11, 139-155.

Birch, J., Caulfield, R., & Ramakrishnan, V. (2007). The complications of ‘cosmetic tourism’
- an avoidable burden on the NHS. Journal of Plastic, Reconstructive & Aesthetic
Surgery, 60(9), 1075-1077.

Blaine, C. (2016, July 14). To tell or not to tell: Keeping plastic surgery a secret. Retrieved
from https://blaineplasticsurgery.com/tell-tell-keeping-plastic-surgery-secret/

Boksberger, P., Bieger, T., & Laesser, C. (2007). Multidimensional analysis of perceived risk
in commercial air travel. Journal of Air Transport Management, 13(2), 90-96.

Bookman, M. Z., & Bookman, K. R. (2007). Medical tourism in developing countries. New
York: Palgrave MacMillan.

British Association of Aesthetic Plastic Surgery (BAAPS). (2004, June 21). Cosmetic surgery
vacations pose risks. Retrieved from http://baaps.org.uk/about-us/press-releases/135-
cosmetic-surgery-vacations-pose-risks

British Association of Aesthetic Plastic Surgery (BAAPS). (2007, November 18). Survey
reveals rise in botched holiday surgery: Over 80% of surgeons have seen problems with
patients returning from holiday surgery. Retrieved from https://baaps.org.uk/

media/press_releases/1303/survey_reveals_rise_in_botched_holiday surgery

153



British Association of Aesthetic Plastic Surgery (BAAPS) (2009, August 26). BAAPS
consumer safety guidelines. Retrieved from http://www.baaps.org.uk/safety-in-
surgery/consumer-safetyguidelines

British Association of Aesthetic Plastic Surgery (BAAPS). (2011, February 24). Cosmetic
surgery tourists in breast implant risk. Retrieved from http://baaps.org.uk/about-
us/press-releases/865-cosmetic-surgery-tourists-in-breast-implant-risk

British Association of Aesthetic Plastic Surgery (BAAPS) (2017, September 13). How to save
on cosmetic surgery abroad. Retrieved from https://baaps.org.uk/about/news/
1484/how_to_save _on_cosmetic_surgery abroad

British Association of Plastic, Reconstructive and Aesthetic Surgeons (BAPRAS). (2008a).
Cosmetic surgery tourism — survey. Retrieved from http://www.bapras.org.uk/media-
government/media-resources/cosmetic-surgery-tourism--2008-members-survey/

British Association of Plastic, Reconstructive and Aesthetic Surgeons (BAPRAS). (2008b,
December 3). Rise of cosmetic surgery tourism threatens patient safety and burdens
NHS. Retrieved from http://www.bapras.org.uk/media-government/media-resources
Ipress-releases/rise-of-cosmetic-surgery-tourism-threatens-patient-safety-and-burdens
-nhs-warns-bapras

British Association of Plastic, Reconstructive and Aesthetic Surgeons (BAPRAS). (2013, July
9). BAPRAS warns patients of risks of travelling abroad for cosmetic surgery.
Retrieved from http://www.bapras.org.uk/media-government/news-and-views/view/
bapras-warns-patients-of-risks-of-travelling-abroad-for-cosmetic-surgery

British Association of Plastic, Reconstructive and Aesthetic Surgeons (BAPRAS). (2015).
Cosmetic surgery abroad. Retrieved from http://www.bapras.org.uk/public/patient-

information/cosmetic-surgery/cosmetic-surgery-abroad

154


http://baaps.org.uk/about-us/press-releases/865-cosmetic-surgery-tourists-in-breast-implant-risk
http://baaps.org.uk/about-us/press-releases/865-cosmetic-surgery-tourists-in-breast-implant-risk

Brooker, G. (1984). An assessment of an expanded measure of perceived risk. Advances in
Consumer Research, 11, 439-441.

Brotman, B. A. (2010). Medical tourism private hospitals: focus India. Journal of Health Care
Finance, 37(1), 45-50.

Browne, K., & Enriquez, H. (2014, December 18). Cosmetic surgery holidays: Do the risks of
a 'nip and tuck holiday' outweigh the savings? Choice. Retrieved from
https://www.choice.com.au/health-and-body/hospitals-and-medical-
procedures/medical-treatments/articles/cosmetic-surgery-holidays

Bryant, F. B., & Yarnold, P. R. (1995). Principal components analysis and exploratory and
confirmatory factor analysis. In L. G. Grimm & P. R. Yarnold (Eds.), Reading and
understanding multivariate statistics (pp. 99-136). Washington, D.C.: American
Psychological Association.

Buncombe, A. (2014, October 24). British woman's cosmetic surgery death in Thailand sparks
warning over ‘surgical tourism’: Police say the surgeon was unqualified. Independent.
Retrieved  from  http://www.independent.co.uk/news/world/asia/british-womans-
cosmetic-surgery-death-in-thailand-sparks-warning-over-surgical-tourism-
9815529.html

Byrne, B. (2016). Structural equation modeling with AMOS: Basic concepts, applications, and
programming (3rd ed., Multivariate applications book series). New York, NY:
Routledge.

Calantone, R., & Johar, J. (1984). Seasonal segmentation of the tourism market using a benefit
segmentation framework. Journal of Travel Research, 23(2), 14-24.

Carrera, P. M., & Bridges, J. F. (2006). Globalization and healthcare: Understanding health
and medical tourism. Expert Review of Pharmacoeconomics & Outcomes Research,

6(4), 447-454,

155



Casanova, E., & Sutton, B. (2013). Transnational body projects: Media representations of
cosmetic surgery tourism in Argentina and the United States. Journal of World-Systems
Research, 19(1), 57-81.

Chen, J. (2003a). Developing a travel segmentation methodology: A criterion-based approach.
Journal of Hospitality & Tourism Research, 27(3), 310-327.

Chen, J. (2003b). Market segmentation by tourists’ sentiments. Annals of Tourism Research,
30(1), 178-193.

Cheron, E., & Ritchie, B. (1982). Leisure activities and perceived risk. Journal of Leisure
Research, 14(2), 139-154.

Chew, Y. T., & Koeshendro, A. D. (2016). Identifying research gaps in medical tourism. In M.
Kozak & N. Kozak (Eds.), Destination marketing: An international perspective (pp.
119-125). New York, NY: Routledge.

Choi, J., Lee, A., & Ok, C. (2013). The effects of consumers’ perceived risk and benefit on
attitude and behavioral intention: A study of street food. Journal of Travel & Tourism
Marketing, 30(3), 222-237.

Chung, K., Oh, S., Kim, S., & Han, S. (2004). Three representative market segmentation
methodologies for hotel guest room customers. Tourism Management, 25(4), 429-441.

Churchill, G. A. (1979). A paradigm for developing better measures of marketing constructs.
Journal of Marketing Research, 16, 64-73.

Clarify Clinic. (2016). The risks of plastic surgery tourism. Retrieved from http://www.
clarifyclinic.com.au/the-risks-of-plastic-surgery-tourism/

Clark, P., Adegunsoye, A., Capuzzi, K., & Gatta, D. (2013). Medical tourism: Winners and
losers. The Internet Journal of Health. Retrieved from http://ispub.com/IJH/14/1/2962

Cohen, E. (2008). Medical tourism in Thailand. AU-GSB e-Journal, 1(1), 24-37.

156



Conchar, M., Zinkhan, P., Peters, G., & Olavarrieta, M. (2004). An integrated framework for
the conceptualization of consumers’ perceived-risk processing. Journal of the Academy
of Marketing Science, 32(4), 418-436.

Connell, J. (2006). Medical tourism: Sea, sun, sand and ... surgery. Tourism Management,
27(6), 1093-1100.

Connell, J. (2011). Medical tourism. Wallingford: CABI.

Connell, J. (2013). Contemporary medical tourism: Conceptualisation, culture and
commodification. Tourism Management, 34, 1-13.

Connell, J. (2015). Medical tourism — concepts and definitions. In N. Lunt, D. Horsfall & J.
Hanefeld (Eds.), Handbook on medical tourism and patient mobility (pp. 16-24).
Cheltenham, UK: Edward Elgar Publishing. Retrieved from
http://www.elgaronline.com.ezproxy.lb.polyu.edu.hk/view/9781783471188.xml

Costello, A., & Osborne, J. (2005). Best practices in exploratory factor analysis: Four
recommendations for getting the most from your analysis. Practical Assessment,
Research & Evaluation, 10(7), 1-9.

Cox, D. F. (1967). Risk handling in consumer behavior — an intensive study of two cases. In
Cox, P. F. (Ed.), Risk taking and information handling in consumer behavior (pp. 34-
81). Boston, MA: Harvard University Press, Graduate School of Business
Administration.

Cox, D. F., & Rich, S. U. (1964). Perceived risk and consumer decision making — the case of
telephone shopping. Journal of Market Research, 1, 32-9.

Crooks, V. A., Kingsbury, P., Snyder, J., & Johnston, R. (2010). What is known about the
patient's experience of medical tourism? A scoping review. BMC health services

research, 10, 266.

157



Crooks, V., Turner, L., Cohen, 1., Bristeir, J., Snyder, J., Casey, V., & Whitmore, R. (2013).
Ethical and legal implications of the risks of medical tourism for patients: A qualitative
study of Canadian health and safety representatives' perspectives. BMJ Open, 3(2),
£002302-e002302.

Crozier, G. K., & Martin, D. (2012). How to address the ethics of reproductive travel to
developing countries: A comparison of national self-sufficiency and regulated market
approaches. Developing World Bioethics, 12(1), 45-54.

Cunningham, L., Gerlach, J., Harper, M., & Young, C. (2005). Perceived risk and the consumer
buying process: Internet airline reservations. International Journal of Service Industry
Management, 16(4), 357-372.

Cunningham, S. M. (1967). The major dimensions of perceived risk. In D. F. Cox (Ed.), Risk
taking and information handling in consumer behavior (pp. 82-108). Boston, MA:
Harvard University Press, Graduate School of Business Administration.

Danneels, E. (1996). Market segmentation: Normative model versus business reality. European
Journal of Marketing, 30(6), 36-51.

Das, R. (2014, August 19). Medical tourism gets a facelift... and perhaps a pacemaker. Forbes.
Retrieved from http://www.forbes.com/sites/reenitadas/2014/08/19/medical-tourism-
gets-a-facelift-and-perhaps-a-pacemaker/#4ae4a897a185

Davis, B., Pysarchik, D., Chappelle, D., & Sternquist, B. (1993). Tourism market segmentation
in Michigan's Upper Peninsula. Journal of Travel & Tourism Marketing, 2(1), 1-30.

Davis, L. L. (1992). Instrument review: Getting the most from your panel of experts. Applied
Nursing Research, 5, 194-197.

Dayour, F., Park, S., & Kimbu, A. (2019). Backpackers’ perceived risks towards smartphone
usage and risk reduction strategies: A mixed methods study. Tourism Management, 72,

52-68.

158



De La Hoz-Correa, A., Munoz-Leiva, F., & Bakucz, M. (2018). Past themes and future trends
in medical tourism research: A co-word analysis. Tourism Management, 65, 200-211.

Deloitte. (2018). China medical cosmetology 020 market analysis. Retrieved from
https://www?2.deloitte.com/cn/en/pages/life-sciences-and-healthcare/articles/china-
medical-cosmetology-020-market-analysis.html

Deng, 1. (2018, April 19). This social network is where China’s plastic surgery fans share their
nose jobs. South China Morning Post. Retrieved from
http://www.chinadaily.com.cn/a/201812/20/WS5c¢1b5f7fa3107d4c3a 001f0b.html

Deonandan, R. (2015). Recent trends in reproductive tourism and international surrogacy:
ethical considerations and challenges for policy. Risk Management and Healthcare
Policy, 8, 111-119.

DeVellis, R. F. (2012). Scale development: Theory and applications (7th ed.). Newbury Park,
CA: Sage.

De Winter, J., & Dodou, D. (2012). Factor recovery by principal axis factoring and maximum
likelihood factor analysis as a function of factor pattern and sample size. Journal of
Applied Statistics, 39(4), 695-710.

Diaz-Pérez, F. M., & Bethencourt-Cejas, M. (2016). CHAID algorithm as an appropriate
analytical method for tourism market segmentation. Journal of Destination Marketing
& Management, 5(3), 275-282.

Diaz-Pérez, F. M., Bethencourt-Cejas, M., & Alvarez-Gonzélez, J. A. (2005). The
segmentation of canary island tourism markets by expenditure: Implications for tourism
policy. Tourism Management, 26, 961-964.

Dibb, S. (1998). Market segmentation: Strategies for success. Marketing Intelligence &

Planning, 16(7), 394-406.

159



Dolnicar, S. (2002). A Review of Data-Driven Market Segmentation in Tourism. Journal of
Travel & Tourism Marketing, 12(1), 1-22.

Dolnicar, S. (2005). Understanding barriers to leisure travel: tourist fears as a marketing basis.
Journal of Vacation Marketing, 11(3), 197-208.

Dowling, G., & Staelin, R. (1994). A model of perceived risk and intended risk-handling
activity. Journal of Consumer Research, 21(1), 119-134.

Drennan, J. (2003). Cognitive interviewing: Verbal data in the design and pretesting of
questionnaires. Journal of Advanced Nursing, 42(1), 57-63.

Edmonds, A. (2012, January 4). Is it time to ban cosmetic surgery? Los Angeles Times.
Retrieved from http://articles.latimes.com/2012/jan/04/opinion/la-oe-edmonds-plastic-
surgery-20120104

Edwards, M. C. (2014, July 7). Plastic surgeon vs. cosmetic surgeon: What’s the difference?
ASAPS.  Retrieved from  http://www.smartbeautyguide.com/news/news-and-
trends/plastic-surgeon-cosmetic-surgeon-s-difference#. WAsK4Dr_rcx

Eeckhoudt, L., & Louberge, H. (2012). The economics of risk: A (partial) survey. In S. Roeser,
R. Hillerbrand, P. Sandin & M. Peterson (Eds.), Handbook of risk theory: Epistemology,
decision theory, ethics, and social implications of risk (pp. 113-133). Dordrecht:
Springer Science Business Media.

Fakkert, J. (2014, June 6). What plastic surgeons say about cosmetic-surgery tourism. The
Epoch Times. Retrieved from https://www.theepochtimes.com/what-plastic-surgeons-
say-about-cosmetic-surgery-tourism_708396.html

Fetscherin, M., & Stephano, R. (2016). The medical tourism index: Scale development and

validation. Tourism Management, 52, 539-556.

160


http://articles.latimes.com/2012/jan/04/opinion/la-oe-edmonds-plastic-surgery-20120104
http://articles.latimes.com/2012/jan/04/opinion/la-oe-edmonds-plastic-surgery-20120104

Fifield, A. (2014, August 27). Korean pop culture lures tourists for plastic surgery. The Sydney
Morning Herald. Retrieved from http://www.smh.com.au/lifestyle/beauty/korean-pop-
culture-lures-tourists-for-plastic-surgery-20140827-1094tj.html

Flora, L. (2016, February 29). China’s plastic surgery industry booms thanks to K-pop
obsession. Jing Daily. Retrieved from https://jingdaily.com/66675-2/

FlorCruz, M. (2015, May 19). South Korea's plastic surgery boom lures Chinese as Korean pop
culture gains popularity. The International Business Times. Retrieved from
http://www.ibtimes.com/south-koreas-plastic-surgery-boom-lures-chinese-korean-
pop-culture-gains-popularity-1930132

Floyd, M., & Pennington-Gray, L. (2004). Profiling risk perceptions of tourists. Annals of
Tourism Research, 31(4), 1051-1054.

Fornell, C., & Larcker, D. F. (1981). Evaluating structural equation models with unobserved
variables and measurement error. Journal of Marketing Research, 18(1), 39-50.

Frank, R. E., Massy, W. F., & Wine, Y. (1972). Market segmentation. Englewood Cliffs, NJ:
Prentice-Hall.

Franzblau, L. E., & Chung, K. C. (2013). Impact of medical tourism on cosmetic surgery in the
United States. Plastic and Reconstructive Surgery Global Open, 1(7), 63.

Friedman., M., & Savage., L. J. (1948). The utility analysis of choices involving risk. Journal
of political economy, 56(4), 279-304.

Fuchs, G., & Reichel, A. (2006). Tourist destination risk perception: The case of Israel. Journal
of Hospitality & Leisure Marketing, 14(2), 83-108.

Fuchs, G., Uriely, N., Reichel, A., & Maoz, D. (2013). Vacationing in a terror-stricken
destination: Tourists’ risk perceptions and rationalizations. Journal of Travel Research,

52(2), 182-191.

161



Gan, L., & Frederick, J. (2011). Medical tourism facilitators: Patterns of service differentiation.
Journal of Vacation Marketing, 17(3), 165-183.

Gentlemen Marketing Agency. (2018, April 2). Booming plastic surgery market in China.
Retrieved from https://www.marketingtochina.com/booming-plastic-surgery-market -
china/

George, D., & Mallery, P. (2016). IBM SPSS statistics 23 step by step: A simple guide and
reference (14th ed.). New York: Routledge.

Ghauri, P., & Grgnhaug, K. (2005). Research methods in business studies: A practical guide
(3rd ed.). Harlow, UK: Financial Times and Prentice Hall.

Global Growth Markets. (2018). 2018 China Outbound Medical Tourism market intelligence
service. Retrieved from https://www.ggmkts.com/r-0111-2018-china-outbound-
medical-tourism-post-launch

Goodman, L. A. (1974). Exploratory latent structure analysis using both identifiable and
unidentifiable models. Biometrika, 61, 215-231.

Hair, J. F., Black, W. C., Babin, B. J., & Anderson, R. E. (2010). Multivariate data analysis
(7th ed.). Upper Saddle River, NJ: Prentice Hall.

Hallem, Y., & Barth, I. (2011). Customer-perceived value of medical tourism: An exploratory
study — the case of cosmetic surgery in Tunisia. Journal of Hospitality and Tourism
Management, 18, 121.

Handschin, A., Banic, A., & Constantinescu, M. (2007). Pulmonary embolism after plastic
surgery tourism. Clinical and Applied Thrombosis/Hemostasis, 13(3), 340.

Hanefeld, J., Horsfall, D., Lunt, N., & Smith, R. (2013). Medical tourism: A cost or benefit to
the NHS? PLoS One, 8(10), e70406.

Hanefeld, J., Smith, R., Horsfall, D., & Lunt, N. (2014). What do we know about medical

tourism? A review of the literature with discussion of its implications for the UK

162



national health service as an example of a public health care system. Journal of Travel
Medicine, 21(6), 410-417.

Head, J. (2015, March 17). The dark side of cosmetic surgery in Thailand. BBC. Retrieved
from http://www.bbc.com/news/business-31433890

Health-Tourism.com. (2016). Medical tourism statistics and facts. Retrieved from
https://www.health-tourism.com/medical-tourism/statistics/

Heath, E., & Wall, G. (1992). Marketing tourism destinations: A strategic planning approach.
New York: Wiley.

Helble, M. (2011). The movement of patients across borders: Challenges and opportunities for
public health. Bulletin of the World Health Organisation, 89, 68-72.

Hermida, R. (2015). The problem of allowing correlated errors in structural equation modeling:
Concerns and considerations. Computational Methods in Social Sciences, 3(1), 5.

Heung, V. C. S., Kucukusta, D., & Song, H. (2010). A conceptual model of medical tourism:
Implications for future research. Journal of Travel & Tourism Marketing, 27(3), 236-
251.

Hill, T. (2011). The spread of antibiotic-resistant bacteria through medical tourism and
transmission prevention under the international health regulations. Chicago Journal of
International Law, 12(1), 273-308.

Holliday, R., & Bell, D. (2015). Cosmetic surgery tourism. In N. Lunt, D. Horsfall & J.
Hanefeld (Eds.), Handbook on medical tourism and patient mobility (pp. 421-430).
Cheltenham: Edward Elgar Publishing.

Holliday, R., Bell, D., Cheung, O., Jones, M., & Probyn, E. (2015). Brief encounters:

Assembling cosmetic surgery tourism. Social Science & Medicine, 124, 298-304.

163



Holliday, R., Bell, D., Jones, M., Hardy, K., Hunter, E., Probyn, E., & Taylor, J. (2015).
Beautiful face, beautiful place: Relational geographies and gender in cosmetic surgery
tourism websites. Gender, Place and Culture, 22(1), 90-106.

Holliday, R., Bell, D., Jones, M., Probyn, E., & Taylor, J. S. (2014). Sun, sea, sand and silicone:
Mapping  cosmetic  surgery  tourism  [PDF  file].  Retrieved from
http://www.ssss.leeds.ac.uk/ publications/

Holliday, R., & Elfving-Hwang, J. (2012). Gender, globalization and aesthetic surgery in South
Korea. Body & Society, 18, 58-81.

Hooper, D., Coughlan, J., & Mullen, M. (2008). Structural equation modelling: Guidelines for
determining model fit. Electronic Journal of Business Research Methods, 6(1), 53-60.

Hopkins, L., Labonté, R., Runnels, V., & Packer, C. (2010). Medical tourism today: What is
the state of existing knowledge? Journal of Public Health Policy, 31(2), 185-198.

Horowitz, M. D., Rosensweig, J. A., & Jones, C. A. (2007). Medical tourism: Globalization of
the healthcare marketplace. Medscape General Medicine, 9(4), 33.

Horton, R. (1976). The structure of perceived risk: Some further progress. Journal of the
Academy of Marketing Science, 4(4), 694-706.

Hsu, C. H. C., & Kang, S. K. (2007). CHAID-based segmentation: International visitors’ trip
characteristics and perceptions. Journal of Travel Research, 46, 207-216.

Hu, B., & Yu, H. (2007). Segmentation by craft selection criteria and shopping involvement.
Tourism Management, 28(4), 1079-1092.

Hu, L., & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance structure analysis:
Conventional criteria versus new alternatives. Structural Equation Modeling, 6, 1-55.

Hurst, D. (2017, October 10). Chinese women fail to get past South Korean immigration

officials after plastic surgery. The Times. Retrieved from

164



https://www.thetimes.co.uk/article/chinese-women-fail-to-get-past-immigration-
officials-after-plastic-surgery-jgcr7g836

IMTJ. (2017, December 4). Chinese outbound numbers rising. International Medical Travel
Journal. Retrieved from https://www.imtj.com/news/chinese-outbound-numbers-
rising/

IMTJ. (2018, April 12). 130m Chinese holiday abroad, outbound medical tourists estimated at
0.5m. International Medical Travel Journal. Retrieved from
https://www.imtj.com/news/130m-chinese-holiday-abroad-outbound-medical-tourists-
estimated-05m/

International Society of Aesthetic Plastic Surgery. (2016). ISAPS international survey on
aesthetic/cosmetic procedures performed in 2015. Retrieved from
http://www.isaps.org/news/isaps-global-statistics

Jacoby, J., & Kaplan, L. B. (1972). The components of perceived risk. Proceedings of the Third
Annual Conference of the Association for Consumer Research (pp. 382-393). College
Park, MD: The Association for Consumer Research.

Jagyasi, P. (2008). Defining medical tourism — Another approach. Medical Tourism Magazine,
6, 9-11.

Jeevan, R., & Armstrong, A. (2008). Cosmetic tourism and the burden on the NHS. Journal of
Plastic, Reconstructive & Aesthetic Surgery, 61(12), 1423-1424.

Jeevan, R., Birch, J., & Armstrong, A. (2011). Travelling abroad for aesthetic surgery:
Informing healthcare practitioners and providers while improving patient safety.
Journal of Plastic, Reconstructive & Aesthetic Surgery, 64(2), 143-147.

Jenkin, M. (2014, August 4). Cosmetic surgery abroad: Is it worth the risk? The Guardian.
Retrieved from https://www.theguardian.com/lifeandstyle/2014/aug/05/cosmetic-

surgery-abroad-worth-risk

165



Jenner, E. (2008). Unsettled borders of care: Medical tourism as a new dimension in America’s
health care crisis. Research in the Sociology of Health Care, 26, 235-249.

John, S., & Larke, R. (2016). An analysis of push and pull motivators investigated in medical
tourism research published from 2000 to 2016. Tourism Review International, 20, 73-
90.

Johnston, R., Crooks, V. A., Snyder, J., & Kingsbury, P. (2010). What is known about the
effects of medical tourism in destination and departure countries? A scoping review.
International Journal for Equity in Health, 9, 24.

Joint Commission International (JCI). International accreditation matters. Retrieved from
https://www.jointcommissioninternational.org/accreditation/

Jones, M., Holliday, R., Bell, D., Cheung, O., Hunter, E., Probyn, E., & Taylor, J. (2014).
Facebook and facelifts: Cosmetic surgery patient communities. In G. Lean, R. Staiff &
E. Waterton (Eds.), Travel and transformation (pp. 189-204). Aldershot: Ashgate.

Jun, J., & Oh, K. M. (2015). Framing risks and benefits of medical tourism: A content analysis
of medical tourism coverage in Korean American community newspapers. J Health
Commun, 20(6), 720-727.

Juwai. (2016, October 20). Top 8 outbound medical tourism hotspots for China's affluent.
Juwai.com. Retrieved from https://list.juwai.com/news/2016/10/top-8-outbound-
medical-tourism-hotspots-for-china-s-affluent

Kalmijn, W. (2014). Linear Scale Transformation. In A. C. Michalos (Eds.), Encyclopedia of
Quality of Life and Well-Being Research. Dordrecht: Springer.

Kaplan, L. B., Szybillo, G. J., & Jacoby, J. (1974). Components of perceived risk in product
purchase: A cross-validation. Journal of Applied Psychology, 59, 287-291.

Kass, G. V. (1980). An exploratory technique for investigating large quantities of categorical

data. Applied Statistics, 29, 119-127.

166



Keckley, P. H. (2008). Medical tourism: Consumers in search of value. Washington, DC:
Deloitte Center for Health Solutions.

Keeney, R., & Raiffa, H. (1993). Decisions with multiple objectives: Preferences and value
tradeoffs. Cambridge: Cambridge University Press.

Kelley, K., Clark, B., Brown, V., & Sitzia, J. (2003). Good practice in the conduct and reporting
of survey research. International Journal for Quality in Health Care, 15(3), 261-266.

Kelly, E. (2013). Medical tourism. WHO patient safety programme [PowerPoint slides].

Kim, A., & Weiler, B. (2012). Visitors' attitudes towards responsible fossil collecting
behaviour: An environmental attitude-based segmentation approach. Tourism
Management, 36, 602-612.

Kim, L., Kim, D., & Leong, J. (2005). The effect of perceived risk on purchase intention in
purchasing airline tickets online. Journal of Hospitality & Leisure Marketing, 13(2),
33-53.

Kim, L., Qu, H., & Kim, D. (2009). A study of perceived risk and risk reduction of purchasing
air-tickets online. Journal of Travel & Tourism Marketing, 26(3), 203-224.

Kim, S., Timothy, D., & Hwang, J. (2011). Understanding Japanese tourists’ shopping
preferences using the decision tree analysis method. Tourism Management, 32(3), 544-
554.

Kim, V. (2012, August 9). Welcome to the plastic surgery capital of the world: Why the Korean
plastic surgery tourism boom is only going to get bigger. CNN. Retrieved from
http://travel.cnn.com/seoul/visit/ideals-beauty-plastic-surgery-capital-world-389581/

Kita, N. (2018, October 15). The risk and rewards of plastic surgery: The decision to undergo
plastic surgery should not be made lightly. Verywell Health. Retrieved from

https://www.verywellhealth.com/risks-rewards-of-plastic-surgery-2710195

167



Kogan, N., & Wallach, M. A. (1964). Risk-taking: A study in cognition and personality. New
York, NY: Holt, Rhinehart & Winston.

Korea Health Industry Development Institute (KHIDI). (2019). Foreign patients statistics 2018.
Retrieved from https://medicalkorea.khidi.or.kr/C/C_01V.aspx?BOARD_GUBUN=
B1&CONTENTS_GUBUN=M7&CGUBUN=0&BSEQ=1550&PSEQ=1550#

Kotler, P., Bowen, J., & Makens, J. (2014). Marketing for hospitality and tourism (6th ed.).
Upper Saddle River, NJ: Pearson Education.

Kotton, C. N. (2011). Transplant tourism and donor-derived parasitic infections. Transplant
Proc, 43(6), 2448-2449.

Lambert, V. (2015, July 30). Why are so many women having surgery on the sly?: It's not just
celebrities who try to keep their cosmetic surgery procedures under cover. The
Telegraph.  Retrieved from  https://www.telegraph.co.uk/women/womens-life/
11773510/Why-are-so-many-women-having-surgery-on-the-sly.html

Laroche, M., McDougall, G. H., Bergeron, J., & Yang, Z. (2004). Exploring how intangibility
affects perceived risk. Journal of Service Research, 6(4), 373-389.

Lazarsfeld, P. F., & Henry, N.W. (1968). Latent structure analysis. Houghton Mifflin, Boston.

Legohérel, P., Hsu, C., & Daucé, B. (2015). Variety-seeking: Using the CHAID segmentation
approach in analyzing the international traveler market. Tourism Management, 46, 359-
366.

Legohérel, P., & Wong, K. (2006). Market segmentation in the tourism industry and consumers’
spending: What about direct expenditures? Journal of Travel & Tourism Marketing,
20(2), 15-30.

Lepp, A., & Gibson, H. (2003). Tourist roles, perceived risk and international tourism. Annals

of Tourism Research, 30(3), 606-624.

168



Levin, N., & Zahavi, J. (2001). Predictive modeling using segmentation. Journal of Interactive
Marketing, 15(2), 2-22.

Liu, Z. (2018, December 20). Chinese cosmetic surgery increases in value. China Daily.
Retrieved from http://www.chinadaily.com.cn/a/201812/20/WS5c1b5f7fa3107d4c3a
001f0b.html

Livingston, R., Berlund, P., Eccles-Smith, J., & Sawhney, R. (2015). The real cost of
“Cosmetic Tourism™: Cost analysis study of “Cosmetic Tourism” complications
presenting to a public hospital. Eplasty, 15, 34.

Lunt, N., & Carrera, P. (2010). Medical tourism: Assessing the evidence on treatment abroad.
Maturitas, 66(1), 27-32.

Lunt, N., Hardey, M., & Mannion, R. (2010). Nip, tuck and click: Medical tourism and the
emergence of web-based health information. The Open Medical Informatics Journal,
4(1), 1-11.

Lunt, N., Horsfall, D., & Hanefeld, J. (2016). Medical tourism: A snapshot of evidence on
treatment abroad. Maturitas, 88, 37-44.

Lunt, N., Smith, R., Exworthy, M., Green, S.T., Horsfall, D., & Mannion, R. (2011). Medical
tourism: Treatments, markets and health system implications: A scoping review. Paris:
OECD, Directorate for Employment, Labour and Social Affairs. Retrieved from
http://www.oecd.org/dataoecd/51/11/48723982.pdf

Lynn, M. R. (1986). Determination and quantification of content validity. Nursing Research,

35, 382-385.
Magidson, J. (1993). The use of the new ordinal algorithm in CHAID to target profitable

segments. The Journal of Database Marketing, 1, 29-48.

169



Magidson, J. (1994). The CHAID approach to segmentation modelling: Chi-squared automatic
interaction detection, In R. P. Bagozzi (Ed.), In advanced methods of marketing
research (pp. 118-159). Cambridge, MA: Blackwell.

Magidson, J. (2005). SI-CHAID 4.0 user's guide. Belmont, Massachusetts: Statistical
Innovations Inc. Retrieved from https://www.statisticalinnovations.com/user-guides/

Magidson, J., & Vermunt, J. (2001). Latent class factor and cluster models, bi-Plots, and related
graphical displays. Sociological Methodology, 31, 223-264.

Magidson, J. & Vermunt, J. K. (2004). Latent class models. In D. Kaplan (Ed.), The sage
handbook of quantitative methodology for the social sciences (pp. 175-198). Thousand
Oaks: Sage Publications.

Magidson, J. & Vermunt, J. K. (2005). An extension of the CHAID tree-based segmentation
algorithm to multiple dependent variables. In C. Weihs & W. Gaul (Eds.),
Classification: The ubiquitous challenge (pp. 176-183). Heidelberg: Springer.

Manaf, N., Hussin, H., Kassim, P., Alavi, R., & Dahari, Z. (2015). Medical tourism service
quality: Finally some empirical findings. Total Quality Management & Business
Excellence, 26(9), 1017-1028.

March, J., & Shapira, Z. (1987). Managerial perspectives on risk and risk taking. Management
Science, 33(11), 1404-1418.

Marsek, P., & Sharpe, F. (2009). The complete idiot’s guide to medical tourism. New York:
Alpha.

Marx, P. (2015, March 23). About face: Why is South Korea the world’s plastic-surgery capital?
The New Yorker. Retrieved from

http://www.newyorker.com/magazine/2015/03/23/about-face

170



Masiero, L., & Nicolau, J. (2012). Tourism market segmentation based on price sensitivity:
Finding similar price preferences on tourism activities. Journal of Travel Research,
51(4), 426-435.

Mason, A., & Wright, K. B. (2011). Framing medical tourism: an examination of appeal, risk,
convalescence, accreditation, and interactivity in medical tourism web sites. J Health
Commun, 16(2), 163-177.

Mccarty, J., & Hastak, M. (2007). Segmentation approaches in data-mining: A comparison of
RFM, CHAID, and logistic regression. Journal of Business Research, 60(6), 656-662.

McDonald, M., & Dunbar, 1. (1995). Market segmentation: A step-by-step approach to creating
profitable market segments. Philadelphia: Transatlantic Publications.

Mckercher, B., Ho, P., Cros, H., & So-Ming, B. (2002). Activities-based segmentation of the
cultural tourism market. Journal of Travel & Tourism Marketing, 12(1), 23-46.
McVeigh, K. (2009, September 18). Patients warned against cosmetic surgery ‘tourism’: Poll
reports surge in number of people suffering post-op complications on their return home
in past 18 months. Retrieved from http://www.ourchemist.com/2009/09/patients-

warned-against-cosmetic-surgery-tourism/

Medical Tourism Association. (2013). Medical tourism FAQ’s. Retrieved from
http://www.medicaltourismassociation.com/en/medical-tourism-fag-s.html

Medical  Tourism  Association.  (2019). Compare prices. Retrieved from
https://medicaltourism.com/Forms/price-comparison.aspx

Medical Tourism Magazine. (2018). Medical tourism opportunities in Chinese healthcare
market. Medical Tourism Magazine. Retrieved from
https://www.medicaltourismmag.com/article/medical-tourism-opportunities-in-the-

chinese-healthcare-market

171



Meesak, D. (2016). Report: Chinese medical tourism grows by 500 percent in 2016. Jing Daily.
Retrieved from https://jingdaily.com/report-chinese-medical-tourism-grows-500-
percent-2016/

Melendez, M., & Alizadeh, K. (2011). Complications from international surgery tourism.
Aesthetic Surgery Journal, 31(6), 694-697.

Middleton, V., & Clarke, J. (2001). Marketing in travel and tourism (3rd ed.). Oxford, Boston:
Butterworth-Heinemann.

Mitchell, V. (1999). Consumer perceived risk: Conceptualisations and models. European
Journal of Marketing, 33(1/2), 163-195.

Mitchell, V., & Greatorex, M. (1993). Risk perception and reduction in the purchase of
consumer services. The Service Industries Journal, 13(4), 179-200.

Mitra, K., Reiss, M. C., & Capella, L. M. (1999). An examination of perceived risk, information
search and behavioral intentions in search, experience and credence services. Journal
of Services Marketing, 13(3), 208.

Miyagi, K., Auberson, D., Patel, A. J., & Malata, C. M. (2012). The unwritten price of cosmetic
tourism: An observational study and cost analysis. Journal of Plastic, Reconstructive
& Aesthetic Surgery, 65(1), 22-28.

Moutinho, L. (1987). Consumer behaviour in tourism. European Journal of Marketing, 21(10),
5-44.

Murray, K., & Schlater, J. (1990). The impact of services versus goods on consumers
assessment of perceived risk and variability. Journal of Academy of Marketing Science,
18(1), 51-65.

Musa, G., Doshi, D., Wong, K., & Thirumoorthy, T. (2012). How satisfied are inbound medical
tourists in Malaysia? A study on private hospitals in Kuala Lumpur. Journal of Travel

& Tourism Marketing, 29(7), 629-646.

172



Nahai, F. (2009). It’s procedure, not tourism. Medica Tourism, 1, 106.

National Health Service (NHS). (2019a). Cosmetic surgery abroad: It's important to do your
research if you're thinking about having cosmetic surgery abroad. Retrieved from
https://www.nhs.uk/conditions/cosmetic-procedures/cosmetic-surgery-abroad/

National Health Service (NHS). (2019b). Is cosmetic surgery right for me?: Having a cosmetic
procedure is a big decision, so it's important not to rush into anything. Retrieved from
https://www.nhs.uk/conditions/cosmetic-procedures/cosmetic-procedure-right-for-me/

Norusis, M. (2005). SPSS 14.0 statistical procedures companion. Upper Saddle River, N.J.:
Prentice Hall.

Nugraha, A., Hamin, H., & Elliott, G. (2016). Tourism destination decisions: The impact of
risk aversion and prior experience. Asia Pacific Journal of Tourism Research, 21(12),
1-11.

Nyaupane, G., & Graefe, A. (2008). Travel distance: A tool for nature-based tourism market
segmentation. Journal of Travel & Tourism Marketing, 25, 355-366.

O’Connor, B. P. (2000). SPSS and SAS programs for determining the number of components
using parallel analysis and Velicer's MAP test. Behavior Research Methods,
Instrumentation, and Computers, 32, 396-402.

OECD. (2010). Health Accounts Experts, Progress Report. Trade in Health Care Goods and
Services Under the System of Health Accounts. Paris: OECD.

Parasuraman, A., Zeithaml, V., & Berry, L. (1985). A conceptual model of service quality and
its implications for future research. Journal of Marketing, 49(4), 41-50.

Park, D., & Yoon, Y. (2009). Segmentation by motivation in rural tourism: A Korean case
study. Tourism Management, 30(1), 99-108.

Park, S., & Tussyadiah, I. P. (2017). Multidimensional facets of perceived risk in mobile travel

booking. Journal of Travel Research, 56(7), 854-867.

173



Penney, K., Snyder, J., Crooks, V. A., & Johnston, R. (2011). Risk communication and
informed consent in the medical tourism industry: A thematic content analysis of
Canadian broker websites. BMC Med Ethics, 12, 17.

Peter, J., & Ryan, M. (1976). An investigation of perceived risk at the brand level. Journal of
Marketing Research, 13, 184-188.

Peter, J., & Tarpey, L. (1975). A comparative analysis of three consumer decision strategies.
Journal of Consumer Research, 1(1), 29-38.

Pollard, K. (2012, January 19). With PIP implants still grabbing headlines what do people do
if they aren't satisfied? International Medical Travel Journal. Retrieved from
https://www.imtj.com/blog/pip-implants-still-grabbing-headlines-what-do-people-do-
if-they-arent-satisfied/

Pollard, K. (2013, June 28). New research into cosmetic surgery tourism. International Medical
Travel Journal. Retrieved from https://www.imtj.com/blog/new-research-cosmetic-
surgery-tourism/

Pope, J. (2008). The globalisation of medicine: The emerging market of medical tourists —
Estimates, challenges, and prospects. Retrieved from http://sbus2.montclair.edu/
sgbed/pdfs/section_13.pdf.

Pras, B., & Summers, J. (1978). Perceived risk and composition models for multi-attribute
decisions. Journal of Marketing Research, 15(3), 429-437.

Ramirez de Arellano, A. B. (2007). Patients without borders: The emergence of medical
tourism. International Journal of Health Services, 37(1), 193-198.

Rapoport, A. (1994). Problems of normative and descriptive decision theory. Mathematical

Social Sciences, 27(1), 31-47.

174



Read, P. (2016a, April 8). Chinese medical tourism: A new wave. Medical Tourism Magazine.
Retrieved from https://www.medicaltourismmag.com/article/chinese-medical-tourism-
a-new-wave

Read, P. (2016b, September 23). Outbound Chinese medical tourism. Medical Tourism
Magazine. Retrieved from https://www.medicaltourismmag.com/article/chinese-
medical-tourism

Reddy, S. G., York, V. K., & Brannon, L. A. (2010). Travel for treatment: Students' perspective
on medical tourism. International Journal of Tourism Research, n/a-n/a.

Reichel, A., Fuchs, G., & Uriely, N. (2009). Israeli backpackers: The role of destination choice.
Annals of Tourism Research, 36(2), 222-246.

Reisinger, Y., & Mavondo, F. (2005). Travel anxiety and intentions to travel internationally:
Implications of travel risk perception. Journal of Travel Research, 43(3), 212-225.

Reisinger, Y., & Mavondo, F. (2006). Cultural differences in travel risk perception. Journal of
Travel and Tourism Marketing, 20(1), 13-31.

Rid, W., Ezeuduji, I., & Probstl-Haider, U. (2014). Segmentation by motivation for rural
tourism activities in The Gambia. Tourism Management, 40, 102-116.

Ritchie, B., Chien, P., & Sharifpour, M. (2017). Segmentation by travel related risks: An
integrated approach. Journal of Travel & Tourism Marketing, 34(2), 274-289.

Roehl, W., & Fesenmaier, D. (1992). Risk perceptions and pleasure travel: An exploratory
analysis. Journal of Travel Research, 2(4), 17-26.

Roeser, S., Hillerbrand, R., Sandin, P., & Peterson, M. (2012). Handbook of risk theory:
Epistemology, decision theory, ethics, and social implications of risk. Dordrecht:
Springer Science Business Media.

Rogers, B., Aminzadeh, Z., Hayashi, Y., & Paterson, D. (2011). Country-to-country transfer

of patients and the risk of multi-resistant bacterial infection. Clinical Infectious

175



Diseases: An Official Publication of the Infectious Diseases Society of America, 53(1),
49-56.

Roselius, T. (1971). Consumer rankings of risk reduction methods. Journal of Marketing, 35,
56-61.

Rossiter, J. R. (2002). The C-OAR-SE procedure for scale development in marketing.
International Journal of Research in Marketing, 19(4), 305-330.

Royal College of Surgeons. (2016). Thinking of having cosmetic surgery abroad? Retrieved
from https://www.rcseng.ac.uk/patient-care/cosmetic-surgery/

Sahlin, N. (2012). Unreliable probabilities, paradoxes, and epistemic risks. In S. Roeser, R.
Hillerbrand, P. Sandin & M. Peterson (Eds.), Handbook of risk theory: Epistemology,
decision theory, ethics, and social implications of risk (pp. 477-498). Dordrecht:
Springer Science Business Media.

Savage, L. (1972). The foundations of statistics (2nd ed.). New York: Dover Publications.

Sawaya, J. (2016, January 11). Medical tourism: A multibillion dollar industry at your disposal.
Retrieved from http://medicaltourismassociation.com/blog/medical-tourism-a-
multibillion-dollar-industry-at-your-disposal/

SBS. (2013, April 23). Why is medical tourism from Australia booming? Retrieved from
http://www.sbs.com.au/news/article/2013/04/23/why-medical-tourism-australia-
booming

Schultz, D., & Block, M. (2011). How U.S. consumers view in-store promotions. Journal of
Business Research, 64(1), 51-54.

Seabra, C., Dolnicar, S., Abrantes, J., & Kastenholz, E. (2013). Heterogeneity in risk and safety
perceptions of international tourists. Tourism Management, 36(1), 502-510.

Senior, K. (2013, December 3). Which countries are popular for cosmetic surgery abroad?

Hearst Magazines UK. Retrieved from http://www.netdoctor.co.uk/health-

176



services/treatment-abroad/a4582/which-countries-are-popular-for-cosmetic-surgery-
abroad/

Sharifpour, M., Walters, G., Ritchie, B. W., & Winter, C. (2014). Investigating the role of prior
knowledge in tourist decision making: A structural equation model of risk perceptions
and information search. Journal of Travel Research, 53(3), 307-322.

Singh, P. K. (2008). Medical tourism. New Delhi, India: Kanishka Publishers.

Slovic, P. (1972). Convergent validation of risk taking specificity and the generality of risk
taking behavior. Journal of Personality and Social Psychology, 22, 128-134.

Slovic, P., & Lichtenstein, S. (1968a). Importance of variance preferences in gambling
decisions. Journal of Experimental Psychology, 78, 646-654.

Slovic, P., & Lichtenstein, S. (1968b). Relative importance of probabilities and payoffs in risk
taking. Journal of Experimental Psychology, 78(3), 1-18.

Smith, M., & Puczko, L. (2009). Health and wellness tourism. Oxford: Butterworth-
Heinemann.

Smith, R., Martinez Alvarez, M., & Chanda, P. (2011). Medical tourism: A review of the
literature and analysis of a role for bi-lateral trade. Health Policy, 103(2), 276-282.

Smith, W. R. (1956). Product differentiation and market segmentation as alternative marketing
strategies. Journal of Bank Marketing, 21(1), 3-8.

Sohn, H., Lee, T., & Yoon, Y. (2016). Relationship between perceived risk, evaluation,
satisfaction, and behavioral intention: A case of local-festival visitors. Journal of Travel
& Tourism Marketing, 33(1), 1-18.

Sonmez, S., & Graefe, A. (1998a). Determining future travel behavior from past travel
experience and perceptions of risk and safety. Journal of Travel Research, 37(2), 171-

177.

177



Sonmez, S., & Graefe, A. (1998b). Influence of terrorism risk on foreign tourism decisions.
Annals of Tourism Research, 25(1), 112-144.

Steiger, J. H. (2007). Understanding the limitations of global fit assessment in structural
equation modeling. Personality and Individual Differences, 42(5), 893-898.

Stolley, K. S. & Watson, S. (2012). Medical tourism: A reference handbook. Santa Barbara,
CA: ABC-CLIO.

Stone, C. (2013, June 24). Cosmetic surgery tourism: value for money or a leap into the
unknown? Retrieved from http://www.medicalandlegal.co.uk/cosmetic-surgery-
tourism-value-for-money-or-a-leap-into-the-unknown/

Stone, R. N., & Gronhaug, K. (1993). Perceived risk: Further considerations for the marketing
discipline. European Journal of Marketing, 27(3), 39-50.

Stone, R. N., & Mason, J. B. (1995). Attitude and risk: Exploring the relationship. Psychology
& Marketing, 12(2), 135-153.

Stone, R. N., & Winter, F. W. (1987). Risk: Is it still uncertainty times consequences?
Proceedings of the American Marketing Association, Winter Educators Conference,
Chicago.

Su, C., & Parham, L. D. (2002). Generating a valid questionnaire translation for cross-cultural
use. American Journal of Occupational Therapy, 56, 581-585.

Taylor, M. (2015, June 5). Are the savings of cosmetic surgery tourism worth the risk? The
Street. Retrieved from https://www.thestreet.com/story/13176054/1/are-the-savings-
of-cosmetic-surgery-tourism-worth-the-risk.html

Taylor, P. (2012). The mismeausre of risks. In S. Roeser, R. Hillerbrand, P. Sandin & M.
Peterson (Eds.), Handbook of risk theory: Epistemology, decision theory, ethics, and

social implications of risk (pp. 461-475). Dordrecht: Springer Science Business Media.

178



Tourism Research and Marketing. (2006). Medical tourism: A global analysis. The Netherlands:
Atlas Publications.

Treatment Abroad. (2013). The medical tourism survey 2012. Retrieved from
http://www.treatmentabroad.com/medical-tourism/medical-tourist-research-2012/

Tsaur, S., Tzeng, G., Wang, K. (1997). Evaluating tourist risks from fuzzy perspectives. Annals
of Tourism Research, 24(4), 796-812.

Turner, L. (2012). News media reports of patient deaths following ‘medical tourism’ for
cosmetic surgery and bariatric surgery. Developing World Bioethics, 12(1), 21-34.

Uriely, N., Maoz, D., & Reichel, A. (2007). Rationalising terror-related risks: The case of
Israeli tourists in Sinai. International Journal of Tourism Research, 9(1), 1-8.

Vassiliadis, C. (2008). Destination product characteristics as useful predictors for repeat
visiting and recommendation segmentation variables in tourism: A CHAID exhaustive
analysis. International Journal of Tourism Research, 10(5), 439-452.

Veerasoontorn, R., & Beise-Zee, R. (2010). International hospital outshopping: A staged model
of push and pull factors. International Journal of Pharmaceutical and Healthcare
Marketing, 4(3), 247-264.

Vermunt, J. K. & Magidson, J. (2005a). Latent GOLD 4.0 user's guide. Belmont,
Massachusetts: Statistical Innovations Inc. Retrieved from
https://www.statisticalinnovations.com/user-guides/

Vermunt, J. K. & Magidson, J. (2005b). Technical guide for Latent GOLD Choice 4.0: Basic
and advanced. Belmont Massachusetts: Statistical Innovations Inc. Retrieved from
https://www.statisticalinnovations.com/user-guides/

Von Neumann., J., & Morgenstern, O. (1944). Theory of games and economic behavior.

Princeton: Princeton University Press.

179



Von Winterfeldt, D., & Fischer, G. W. (1975). Multi-attribute utility theory: Models and
assessment procedures. In D. Wendt, & C. Vlek (Eds.), Utility, probability, and human
decision making. (pp. 47-85). Dordrecht: Springer.

Waltz, C. F., & Bausell, R. B. (1981). Nursing research: Design, statistics, and computer
analysis. Philadelphia: F. A. Davis.

Wang, Y. (2016, February 4). Beauty and the East: China’s cosmetic surgery industry is set to
double by 2019. Retrieved from http://www.gbm.hsbc.com/insights/rmb/beauty-and-
the-east

Watson, S. (2012, February 14). Getting used to a new you: How to emotionally recover from
cosmetic surgery. Retrieved from https://health.howstuffworks.com/wellness/
cosmetic-treatments/how-to-emotionally-recover-from-cosmetic-surgery.htm

Wedel, M., & Kamakura, W. (2000). Market segmentation: Conceptual and methodological
foundations (2nd ed.). Norwell, Mass: Kluwer Academic.

Weirich, P. (2012). Multi-attribute approaches to risk. In S. Roeser, R. Hillerbrand, P. Sandin
& M. Peterson (Eds.), Handbook of risk theory: Epistemology, decision theory, ethics,
and social implications of risk (pp. 517-544). Dordrecht: Springer Science Business
Media.

Wheaton, B., Muthen, B., Alwin, D., & Summers, G. (1977). Assessing Reliability and
Stability in Panel Models. Sociological Methodology, 8(1), 84-136.

Wongkit, M., & McKercher, B. (2013). Toward a typology of medical tourists: A case study
of Thailand. Tourism Management, 38, 4-12.

Woodman, J. (2015). Patients beyond borders: Everybody's guide to affordable, world-class
medical travel (3rd ed.). Chapel Hill, NC: Healthy Travel Media.

Woodman, J. (2016). Patients beyond borders: Medical tourism statistics & facts. Retrieved

from http://www.patientsbeyondborders.com/medical-tourism-statistics-facts

180



World Tourism Organization (UNWTOQO). (2014). Glossary of tourism terms. Retrieved from
http://www2.unwto.org/en

Yakupoglu, Y. K., Ozden, E., Dilek, M., Demirbas, A., Adibelli, Z., Sarikaya, S., & Akpolat,
T. (2010). Transplantation tourism: High risk for the recipients. Clin Transplant, 24(6),
835-838.

Yang, B. (2018). What’s next for China after becoming the second largest aesthetic medical
industry? Retrieved from https://whoknowschina.com/next-for-china-in-plastic-
surgery/

Yavas, U. (1990). Correlates of vacation travel: some empirical evidence. Journal of
Professional Services Marketing, 5(2), 3-18.

Ye, B. H., Yuen, P. P., Qiu, H. Z., & Zhang, V. H. (2008, July). Motivation of medical tourists:
An exploratory case study of Hong Kong medical tourists. Paper presented at the Asia
Pacific Tourism Association (APTA) Annual Conference, Bangkok, Thailand.

York, D. (2008). Medical tourism: The trend toward outsourcing medical procedures to foreign
countries. Journal of Continuing Education in the Health Professions, 28(2), 99-102.

Youngman, I. (2016, July 15). Medical tourism research: Facts and figures 2016. International
Medical Travel Journal. Retrieved from https://www.imtj.com/resources/medical-
tourism-research-facts-and-figures-2016/

Yu, J., & Ko, T. (2012). A cross-cultural study of the perceptions of medical tourism among

Chinese, Japanese and Korean tourists in Korea. Tourism Management, 33, 80-88.

181



APPENDICES

182



Appendix A. Prices of Cosmetic Surgery Procedures in Different Destinations

Procedure uUs Cégi? Colombia India Jordan Ii?)%g Mexico Israel Thailand Vietnam Malaysia Poland Singapore Turkey
ﬁ:ﬁ)ﬁtm o 96400  $3500  $2,500 $3000  $4,000 $3800 $3800  $3,800  $3500  $4,000  $3800  $3,900  $8,400 $4,500
Rhinoplasty $6500  $3,800  $4,500 $2,400  $2,900 $3980 $3800  $4,600  $3,300  $2,100  $2,200  $2,500  $2,200 $3,100
Facelift $11,000 $4500  $4,000 $3500  $3950  $6,000 $4,900  $6,800  $3950  $4,150  $3550  $4,000  $440 $6,700
Liposuction $5500  $2,800  $2,500 $2,800 $1,400 $2900 $3000  $2,500  $2500  $3000  $2500  $1,800  $2,900 $3,000
Rglmy $8,000  $5000 $3,500 $3500 $4200 $5000 $4500  $10,900 $5300  $3000  $3900  $3550  $4,650 $4,000

Note: (1) Prices for 2019.
(2) Prices are approximate and not actual prices and do not include airfare travel or accommodation costs for patients and companions. Prices vary depending on

many factors, such as hospital, doctor’s experience, accreditation, and exchange rates.

Source: Medical Tourism Association (2019).
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Appendix B. In-depth Interviews

THE HONG KONG r
Q,'Q&b POLYTECHNIC UNIVERSITY School of Hm@

7 ik Bl TR A Hotel & Tourism Management

CONSENT TO PARTICIPATE IN RESEARCH

Cosmetic Surgery Tourism in South Korea

I hereby consent to participate in the captioned research
conducted by Vivian Hye-Min Nam, Ph.D. Student at the School of Hotel and Tourism
Management.

| understand that all information obtained during this research may be used in future research
and published. However, my right to privacy will be protected, i.e., my personal details will
not be revealed.

The procedure described in the attached information sheet has been fully explained. |
understand the benefits and risks involved. My participation in the project is voluntary.

| acknowledge that | have the right to question any part of the procedure and can withdraw at
any time without penalty of any kind.

Name of participant

Signature of participant

Name of researcher Vivian Hye-Min Nam

Signature of researcher

Date
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THE HONG KONG iE
Q,'Q&b POLYTECHNIC UNIVERSITY School of Hm@

e Bl TR ER Hotel & Tourism Management

INFORMATION SHEET

Cosmetic Surgery Tourism in South Korea

You are invited to participate in a study conducted by Vivian Hye-Min Nam, who is a
postgraduate student at the School of Hotel and Tourism Management at The Hong Kong
Polytechnic University. The project has been approved by the Human Subjects Ethics Sub-
committee (HSESC) of The Hong Kong Polytechnic University.

The purpose of this study is to better understand Chinese cosmetic surgery tourists who visit
South Korea. This study will involve participating in an interview, which will last
approximately an hour. Your interview will be tape-recorded. After the interview, you will
receive a usable gift card worth ¥10,000 (about HK$70).

You have the right to withdraw from the study before or during the interview without penalty of
any kind. All information about you will remain confidential. In addition, you will have the
opportunity to review a summary of the study results.

If you would like more information on this study, please contact Vivian Hye-Min Nam (Tel:
+852 3400 2284/E-mail: Vivian.nam@ ).

If you have any complaints regarding the conduct of this research study, please do not hesitate
to contact in writing Miss Cherrie Mok, Secretary of the Human Subjects Ethics Sub-committee
of The Hong Kong Polytechnic University (c/o Research Office of the University), clearly
indicating the person and department responsible for this study and the HSESC Reference
Number.

Thank you for your interest in participating in this study.

Dr. Ada Lo
Principal Investigator

+852 3400 2237
ada.lo@
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Appendix C. Expert Panel Review

Developing measurement items assessing tourists’ perceived risk of cosmetic surgery
tourism

This study investigates the risk perception of medical tourists traveling abroad for
cosmetic surgery. Specifically, this study aims to develop an instrument to measure the

perceived risk associated with cosmetic surgery tourism. The study population includes

potential Chinese cosmetic surgery tourists interested in or planning to undergo cosmetic
surgery in South Korea. The statements examined are related to the risks faced by cosmetic
surgery tourists during the planning and preparation phase, at the cosmetic surgery tourism
destination (i.e., South Korea), and when returning to their home country after surgery. The
statements were derived from the literature on perceived risk, medical tourism, and cosmetic
surgery, and from interviews with plastic surgeons, clinic staff, medical tourism agents, and
nine people from mainland China who had undergone cosmetic surgery in South Korea in the
last two years.

Please assess the relevance of the items to measure the associated dimensions by rating
each item on the 4-point scale, with 1 = not relevant, 2 = somewhat relevant, 3 = quite relevant,
and 4 = very relevant.

Your comments are greatly appreciated.
Thank you very much!

Vivian Nam, Ph.D. Student

School of Hotel and Tourism Management
The Hong Kong Polytechnic University

E-mail: vivian.nam@
Tel: (852) 3400 2284/Fax: (852) 2362 9362
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The following statements aim to describe the possible perceived risks faced by cosmetic surgery tourists. Please indicate your level of
agreement with their relevance by circling the corresponding number: 1 = not relevant, 2 = somewhat relevant, 3 = quite relevant, and 4 =
very relevant.

Financial Risk: Possibility of not obtaining value for money: losing or wasting money if the expectations of cosmetic surgery tourism are not
met

1 = Not relevant,

2 = Somewhat relevant,
3 = Quite relevant,

4 = Very relevant

ltems Comments

A cosmetic surgery trip to South Korea may not offer good value for

1 | No value for money 112 ]3] 4
money.
Fluctuation in A cosmetic surgery trip to South Korea may involve additional costs due to
2 ) 112 |34
exchange rates fluctuating exchange rates.
3 | Less economical A cosmetic surgery trip to Squth Korea may be less economical than 1121314
cosmetic surgery performed in my home country.
4 | Unreasonable cost The cost of cosmetic surgery in South Korea may be unreasonable. 112 ]3] 4
5 | Unsatisfactory cost | The cost of a cosmetic surgery trip to South Korea may be unsatisfactory. 112 |3 |4

A cosmetic surgery trip to South Korea may entail unexpected costs if the
6 | Unexpected costs surgery goes wrong, such as the cost of flying back to South Korea or 112 ]3] 4
having revision surgery done by a local doctor in my home country.
A cosmetic surgery trip to South Korea may be a heavy burden on my
finances.

7 | Financial burden

Time Risk: Possibility that the cosmetic surgery tourism experience may take too long; cosmetic surgery tourists may lose or waste time

1 = Not relevant,
2 = Somewhat relevant,
Items 3 = Quite relevant, Comments
4 = Very relevant
8 | Too lon A cosmetic surgery trip to South Korea may take too long. 112 |3 ]| 4
g gery rip y g
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1 = Not relevant,

2 = Somewhat relevant,
3 = Quite relevant,

4 = Very relevant

ltems Comments

9 | Long planning time ﬁ nigsmetlc surgery trip to South Korea may require too much planning 11213124
A cosmetic surgery trip to South Korea may involve an unexpected loss in
10 Unexpected loss of | terms of time if the surgery goes wrong, e.g., extra time to search for an 11213124
time appropriate surgeon in my home country for corrective surgery or
additional days off to fly back to South Korea.
11 | More time needed A cosmetic surgery trip to South Korea may take more time than having 1121314
cosmetic surgery in my home country.

Performance Risk: Possibility of not receiving benefits due to the end-product or poor service performance of cosmetic surgery tourism;
ossibility that the expectations of cosmetic surgery tourism are not met

1 = Not relevant,
2 = Somewhat relevant,
Items 3 = Quite relevant, Comments
4 = Very relevant
12 | No cost advantages A cosmeﬁc surgery trip to South Korea may not offer benefits in terms of 112134
cost savings.
13 Poor medical A cosmetic surgery trip to South Korea may not provide better quality 11213124
service quality medical services than my home country.
14 | No desired effect Cosmetic surgery performed in South Korea may not provide the desired 11213124
effects.
15 No fulfillment of Cosmetic surgery performed in South Korea may not meet my expectations 11213124
expectations in terms of enhancing my appearance.
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Functional Risk: Possibility of problems related to organizational inefficiency, equipment, and requlations and laws during a cosmetic surgery
trip or at the cosmetic surgery tourism destination

1 = Not relevant,
2 = Somewhat relevant,
Items 3 = Quite relevant, Comments
4 = Very relevant
16 | Doctors Surgeons in South Korea may not be highly trained and experienced. 112 ]3| 4
17 | Medical staff Anesthesmlogmts and medical staff in South Korea may not be sufficiently 11213124
experienced.
18 Medu{al tourism Medical tourism agencies and brokers may not offer quality services. 112 ]3| 4
agencies/brokers
19 | Translators Translators may not have sufficient professional/medical knowledge. 1 12|34
20 | Unfriendliness Doctors and medical staff in South Korea may not be friendly. 112 |3 ] 4
21 Ir:}srlil(fﬁ;:rlzg‘;e Insufficient preoperative assessment and postoperative follow-up may occur 11213124
PETiop due to the short stay in South Korea.
management
22 | Responsibility Medlcal'serwce p'r0V1ders may not provide adequate treatment or corrective 112131l a
surgery if something goes wrong after I return home.
23 | Medical standards Cosmetic surgery hospitals/facilities may have low medical standards. 1123
24 | Medical equipment State-of-the-art medwal equipment may not be used during a cosmetic 11213
surgery procedure in South Korea.
25 | Regulations The medical system in South Korea may not be strictly or sufficiently 11213/l a2a
regulated.
26 | Laws Laws that protect medical tourists may not exist in South Korea. 1 12|34
27 | Accommodation Acgommodatlon in South Korea may not be comfortable for surgical 11213/l 2
patients.
28 | Transportation Transportation in South Korea may be inconvenient for surgical patients. 1] 2 4
29 | Food South Korean food may not suit my taste. 112 ]3| 4
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1 = Not relevant,

2 = Somewhat relevant,
3 = Quite relevant,

4 = Very relevant

112 ]3| 4

ltems Comments

I may not have the opportunity to engage in tourist activities, such as
shopping or sightseeing, during my recovery period in South Korea.

30 | Vacationing

Health Risk: Possibility that cosmetic surgery tourists fall ill due to the cosmetic surgery procedure during a cosmetic surgery trip or after
returning home

1 = Not relevant,
2 = Somewhat relevant,

Items 3 = Quite relevant, Comments
4 = Very relevant
31 | Medical accident Medical negligence may occur during a cosmetic surgery procedure in 1121314
South Korea.
32 | Complications Compllcatlons, such as asymmetry, infection, the formation of bad scar 1121314
tissues, and extreme blood loss, may occur.
33 | Physical pain Severe physical pain may occur after cosmetic surgery in South Korea. 11234
Problems while Infection problems may arise during post-operative outdoor activities (e.g.,
34 . . ) N 112 |3 ] 4
traveling shopping and sightseeing) in South Korea.
Problems after . .. .
35 returning home I may experience complications after returning to my home country. 112 |34

Physical Risk: Possibility of physical danger or injury due to a hostile environment during a cosmetic surgery trip or at the cosmetic surgery
tourism destination

1 = Not relevant,
Items s et ™| Comments
4 = Very relevant
36 | Safety issue South Korea is not a safe place to visit for cosmetic surgery due to crime. 112 |3 ] 4
37 | Unrest I may be exposed to danger due to social/political unrest in South Korea. 1123 )| 4
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1 = Not relevant,
2 = Somewhat relevant,

Items 3 = Quite relevant, Comments
4 = Very relevant
38 | Bad weather anther conditions in South Korea may be unsustainable for surgical 1121324
patients.

39 | Hostile locals Locals may be hostile to foreigners. 1|12 3|4
10 | Crowded sites Sites (e.g., tourist attractlon.s, shopplng areas, gnd airports) may be 112131 4
extremely crowded for surgical patients to visit after cosmetic surgery.

41 | Risky air travel Air travel may be risky after cosmetic surgery. 1|12 3|4
42 | Heavy baggage Carrying heavy baggage may be dangerous after cosmetic surgery. 1|12 3|4

Satisfaction Risk: Possibility of not achieving personal satisfaction/self-actualization from cosmetic surgery tourism
1 = Not relevant,
2 = Somewhat relevant,
Items 3 = Quite relevant, Comments
4 = Very relevant
43 Unsgt1sfactory The surgical outcomes obtained in South Korea may be unsatisfactory. 11234
surgical outcomes
44 ]S)ulrsgaé)rl;omtmg Cosmetic surgery performed in South Korea may be disappointing. 11234
Unsatisfactory The quality of medical services offered in South Korea may not be
45 . ) 1 12| 3] 4
quality satisfactory.
Dissatisfied with D . . . .
I may be dissatisfied with the overall cosmetic surgery travel experience in
46 | the travel 11234
} South Korea.
experience
No appearance A cosmetic surgery trip to South Korea may not provide personal
47 . L 1 12| 3] 4
enhancement satisfaction in terms of appearance enhancement.
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Cultural Risk: Possibility of experiencing difficulties in communicating with service providers or locals; cultural misunderstanding; negative
consequences due to different esthetic perceptions/beauty standards

1 = Not relevant,
2 = Somewhat relevant,
Items 3 = Quite relevant, Comments
4 = Very relevant
48 Communication I may experience communication problems. 1123 |4
problems
49 | Language barrier I may meet a language barrier. 11234
50 | Cultural differences | Misunderstandings may arise due to cultural differences. 1123 4
51 Undes1r.ab1e esthetic Esthetic perceptions in South Korea may not be preferable in my culture. 11234
perceptions
Difterent beauty Undesirable outcomes may arise due to different beauty standards between
52 1123 |4
standards South Korea and my culture.

Social Risk: Possibility that the choice or experience of cosmetic surgery tourism may affect others’ opinion of a cosmetic surgery tourist;
friends/family/associates may disapprove of this choice

1 = Not relevant,
2 = Somewhat relevant,
Items 3 = Quite relevant, Comments
4 = Very relevant
53 Think negatively of | A cosmetic surgery trip to South Korea may negatively affect the way other 1121032
me people think of me.
Disapproval of
54 | cosmetic surgery Other people may disapprove of my cosmetic surgery trip to South Korea. 1 12|34
trip
Damaged self- . . .
55 image A cosmetic surgery trip to South Korea may hurt my self-image. 1123 | 4
56 | Lower social status | A cosmetic surgery trip to South Korea may lower my social status. 1 12|34
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Psychological Risk: Possibility that the experience of cosmetic surgery tourism may affect psychological well-being; cosmetic surgery tourism

may poorly reflect on personality or self-image
1 = Not relevant,
2 = Somewhat relevant,
Items 3 = Quite relevant, Comments
4 = Very relevant
57 | Discomfort The thought of a cosmetic surgery trip to South Korea makes me 11213124
uncomfortable.
No reflection of . ) .
58 self-image A cosmetic surgery trip to South Korea may not reflect my self-image. 112 |3 ] 4
59 | Tension When I think of a cosmetic surgery trip to South Korea, I feel tense. 11234
60 | Anxiety I may be worried about having surgery in South Korea. 112 |3 ] 4
61 Tension after I may feel tense until I see if the cosmetic surgery performed in South 11213124
surgery Korea is successful.
Psychological . . )
62 reperoussions I may have psychological repercussions if something goes wrong. 112 |3 ] 4

Other comments:

Thank you very much for your cooperation!
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Appendix D. Survey Questionnaire—English Version

THE HONG KONG B
@ POLYTECHNIC UNIVERSITY School of Hm_@

i HE B T RS Hotel & Tourism Management

Cosmetic Surgery Tourism in South Korea

Dear Sir/Madam,

Thank you very much for your consent to participate in this study. Your participation is
valuable and highly appreciated. This research project aims to examine your perception of
cosmetic surgery tourism in South Korea. Your opinion is important to advance our
understanding and knowledge of medical tourism and cosmetic surgery tourism. Completing
this questionnaire will only take 15 minutes. All of the information collected will be used for
RESEARCH PURPOSES ONLY and will be kept CONFIDENTIAL. Please contact me if

you have any questions.

Yours faithfully,

Vivian Hye-Min Nam, Ph.D. Student

School of Hotel and Tourism Management, The Hong Kong Polytechnic University
E-mail: vivian.nam@ ITel.: (852) 3400 2284/Fax: (852) 2362 9362

Please read the following statements and tick the appropriate box.
Q1) I have considered traveling abroad for cosmetic surgery in the last 12
months.

] Yes
] No

Q2) Currently, I am not a resident of South Korea.
] Yes
J No
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Part I—Perception of Cosmetic Surgery Tourism in South Korea
The following statements describe your perception of cosmetic surgery tourism in South Korea. Please
read each statement and indicate your level of agreement by circling the corresponding number.

Strongly Disagree Somewhat Neutral Somewhat Agree Strongly
Disagree Disagree Agree Agree
1 2 3 4 5 6 7

1 | A cosmetic surgery trip to South Korea may not offer good value |1 {2 |3 |4 |5 |6 |7
for money.
2 | Acosmetic surgery trip to South Korea may involve additionalcosts |1 |2 |3 |4 |5 |6 |7
due to fluctuating exchange rates.
3 | Compared with cosmetic surgery performed in my home country,a (|1 |2 (3 |4 |5 |6 |7
cosmetic surgery trip to South Korea may not provide satisfactory
cost savings.

4 | A cosmetic surgery trip to South Korea may entail unexpectedcosts |1 |2 (3 |4 |5 |6 |7
if the surgery goes wrong, such as the cost of flying back to South
Korea or having revision surgery done by a local doctor in my home

country.
5 | A cosmetic surgery trip to South Korea may take too long. 112|13|4|5|6|7
6 | A cosmetic surgery trip to South Korea may require too much |1 (2 |3 |4 |5 |6 |7
planning time.

7 | A cosmetic surgery trip to South Korea may involve an unexpected | 1 |2 |3 |4 |5 |6 |7
loss in terms of time if the surgery goes wrong (e.g., extra time to
search for an appropriate surgeon in my home country for corrective
surgery or additional days off to fly back to South Korea).

8 | A cosmetic surgery trip to South Korea may take more timethan |1 |2 (3 |4 |5 |6 |7
having cosmetic surgery in my home country.
9 | A cosmetic surgery trip to South Korea may not provide better | 1 |2 |3 |4 |5 |6 |7
quality medical services than my home country.
10 | Cosmetic surgery performed in South Korea may not providethe |1 {2 |3 |4 |5 |6 |7
desired effects.
11 | Cosmetic surgery performed in South Korea may not meet my |1 (2 |3 |4 |5|6 |7
expectations in terms of enhancing my appearance.
12 | Medical staff in South Korea may not be sufficiently experienced. |12 3[4 |5|6 |7
13 | Medical tourism agencies and brokers may not offer quality |1 (2|3 |4 |5|6 |7
services.
14 | Translators may not have sufficient professional/medical |1 |2 |3 |4 (5|6 |7
knowledge.
15 | Insufficient preoperative assessment may occur due tothe shortstay |1 ({2 |3 |4 |5 |6 |7
in South Korea.
16 | Insufficient postoperative follow-up may be provided due tothe |1 {2 |3 |4 |5|6 |7
short stay in South Korea.
17 | Medical service providers may not provide adequate treatmentor |1 ({2 |3 |4 |5 |6 |7
corrective surgery if something goes wrong after | return home.
18 | Cosmetic surgery hospitals/facilities may have low medical |12 |3 |4 |5|6 |7
standards.
19 | State-of-the-art medical equipment may not be used during a|1 |2 |3 |4 |5|6 |7
cosmetic surgery procedure in South Korea.
20 | Laws that protect medical tourists may not exist in South Korea. 112
21 | Accommodation in South Korea may not be comfortable for |1 |2 |3 |4 |5 |6 |7
surgical patients.
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22 | Transportation in South Korea may be inconvenient for surgical 2134567
patients.

23 | South Korean food may not suit my taste. 2134|567

24 | 1 may not have the opportunity to engage in tourist activities, such 2134567
as shopping or sightseeing, during my recovery period in South
Korea.

25 | | may experience problems when going through immigration after 2134|567
cosmetic surgery in South Korea due to my change in appearance.

26 | Complications, such as asymmetry, infection, the formation of bad 2|13|4/5|6 |7
scar tissues, and extreme blood loss, may occur after cosmetic
surgery in South Korea.

27 | Severe physical pain may occur after cosmetic surgery in South 2134|5617
Korea.

28 | Infection problems may arise during post-operative outdoor 2134|567
activities (e.g., shopping and sightseeing) in South Korea.

29 | I may experience complications after returning to my home country. 213[4]|5]6 |7

30 | I may be the victim of a crime in South Korea. 213|4]5]6]7

31 | I may be exposed to danger due to social/political unrest in South 2134|567
Korea.

32 | Weather conditions in South Korea may be unsustainable for 2134|5617
surgical patients.

33 | Locals may be hostile to foreigners. 2134|567

34 | Sites (e.g., tourist attractions, shopping areas, and airports) may be 2134|567
extremely crowded for surgical patients to visit after cosmetic
surgery.

35 | Air travel may be risky after cosmetic surgery. 2134|567

36 | Carrying heavy baggage may be dangerous after cosmetic surgery. 2|13|4|5]|6 |7

37 | The surgical outcomes obtained in South Korea may be 2134|5617
unsatisfactory.

38 | The quality of medical services offered in South Korea may not be 2134|567
satisfactory.

39 | I may be dissatisfied with the overall cosmetic surgery travel 2134|5617
experience in South Korea.

40 | A cosmetic surgery trip to South Korea may not provide personal 2134|567
satisfaction in terms of appearance enhancement.

41 | 1 may experience communication problems due to the language 2134|5617
barrier.

42 | Misunderstandings may arise due to cultural differences. 213|4]|5]6]7

43 | Esthetic perceptions in South Korea may not be preferable in my 2134|5617
culture.

44 | Undesirable outcomes may arise due to different beauty standards 2134|5617
between South Korea and my culture.

45 | A cosmetic surgery trip to South Korea may negatively affect the 2134|5617
way other people think of me.

46 | Other people may disapprove of my cosmetic surgery trip to South 2134|567
Korea.

47 | A cosmetic surgery trip to South Korea may lower my social status. 2|13|4]5]6]7

48 | A cosmetic surgery trip to South Korea may not reflect my self- 2134|567
image.

49 | When | think of a cosmetic surgery trip to South Korea, | feel 2134|5617
nervous.

50 | I may have psychological repercussions if something goes wrong. 2134|567
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Part I1—Past Experiences
Please read the following questions about your international travel experience and past experiences in
cosmetic surgery and indicate your answer by ticking the appropriate box.

1. How many international trips have you undertaken in the last three years (including trips to Hong
Kong, Macau, and Taiwan)?

1 None O 1-2 0 34
[0 5-6 O 7-8 0 9or more

2. How many times have you visited South Korea for vacation and/or business purposes in the last 10
years?

1 None 1 1-2 1 34
0 5-6 O 7-8 0 9or more

3. Have you ever had cosmetic surgery or any non-surgical procedure?
] Yes O No

4. Please indicate the cosmetic surgery procedure(s) you have undergone in the past, if any, AND those
you would like to undergo in South Korea by ticking the box.

IN THE PAST, IN THE FUTURE,
Cosmetic Procedure I have undergone I am interested in
undergoing
Eye surgery 0 0
Nose surgery 0 0
Forehead surgery ] ]
Face contouring surgery 0 0
Facelift [ ]
Fat transfer injections (face) [ ]
surgical " pimple surgery O n
Under-eye fat removal 0 0
Lip surgery [ ]
Breast surgery 0 0
Liposuction ] ]
Fat transfer injections (body) ] ]
Hair transplant ] ]
Filler ] ]
Botox 0 0
L\Iu(:’g-ical La_ser skin rejuvena_ti$)n | . O
Skin enhancement injections ] ]
Laser lipolysis ] ]

Part I11—Future Plans
A. Please indicate your level of agreement with the following statements describing your intention to
travel to South Korea for cosmetic surgery by circling the corresponding number.

197



Strongly Disagree Somewhat Neutral Somewhat Agree Strongly
Disagree Disagree Agree Agree
1 2 3 4 5 6 7
1 | lintend to travel to South Korea for cosmetic surgery in the next 12 112(3(4|5|6]|7
months.
2 | I want to travel to South Korea for cosmetic surgery. 112|13]4]|5]|6]|7

3 | Itis likely that I will travel to South Korea for cosmetic surgery inthe |1 |2 |3 |4 |5|6 |7
next 12 months.

B. Assuming that you are going to take a cosmetic surgery trip to South Korea in the next 12 months,

1. How many nights will you stay in South Korea? week(s)
2. Who will accompany you?
1 1 will travel alone [0 Family or relatives (1 Friends

[ Friends who will/may also undergo
cosmetic surgery

(1 Family members who will/may also
undergo cosmetic surgery

3. What type of accommodation will you choose?
] Hotel (] Budget hotel O

[0 Recovery 1 Airbnb O
accommodation

Inn/motel
Family/friends’ house

4. How will you organize the trip?

[0 Self-arranged [0 Travel agents [0 Travel agents specializing in medical

tourism

5. How much will you spend on cosmetic surgery?
Less than RMB10,000
RMB30,001-RMB50,000
RMB70,001-RMB90,000
RMB110,001-RMB130,000
RMB150,001-RMB170,000
RMB190,001-RMB210,000

RMB10,001-RMB30,000
RMB50,001-RMB70,000
RMB90,001-RMB110,000
RMB130,001-RMB150,000
RMB170,001-RMB190,000
RMB210,001 or more

gooooon
oooooo

6. How much will you spend for the entire trip, excluding cosmetic surgery (per person if you
accompany someone)?

Less than RMB20,000
RMB30,001-RMB40,000
RMB50,001-RMB60,000
RMB70,001-RMB80,000
RMB90,001-RMB100,000
RMB110,001-RMB120,000

RMB20,001-RMB30,000
RMB40,001-RMB50,000
RMB60,001-RMB70,000
RMB80,001-RMB90,000
RMB100,001-RMB110,000
RMB120,001 or more

OooOogaod
OoooOoogod
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7. What will be the purpose of your trip?

Solely for Mostly for Equglly for Mostly for Solely for
. . cosmetic surgery . i
cosmetic surgery | cosmetic surgery and vacation vacation vacation
L] L] [] [] L]

8.When will you make the final decisions regarding the medical service provider and the type of

cosmetic procedure(s)?

Medical service provider

Type of cosmetic procedure(s)

[] Decide before
departure

[0 Decide after
arrival

[] Decide before
departure

[0 Decide after
arrival

Part IVV- Personal Information
Please read the following questions regarding your personal information and tick the appropriate box.

1. What is your gender?
0 Female

2. What is your age?
[J 20 or under
O 41-50

] 21-30
(] 51-60

0 Male

] 31-40
] 61 orover

3. What is your marital status?
1 Single
[0 Divorced

4. What is your highest level of education?
[0 High school degree or below
(] Undergraduate degree

5. What is your occupation?
[0 Company employee

] Freelancer ] Student

6. What is your monthly household income?
Less than RMB10,000
RMB30,001-RMB50,000
RMB70,001-RMB90,000
RMB110,001-RMB130,000
RMB150,001-RMB170,000
RMB190,001-RMB210,000
RMB230,001-RMB250,000

oooooodg

] Business owner
[0 Housewife

0 Married
] Other

] Undergraduate student
[ Postgraduate degree or above

] Professional
[0 Not employed

RMB10,001-RMB30,000
RMB50,001-RMB70,000
RMB90,001-RMB110,000
RMB130,001-RMB150,000
RMB170,001-RMB190,000
RMB210,001-RMB230,000
RMB250,001 or more

Oooooodg

Thank you for your participation.
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Appendix E. Survey Questionnaire — Chinese Version

THE HONG KONG 2
Q,'Q&b POLY TECHNIC UNIVERSITY School of Hm_@

M FH T B Hotel & Tourism Management

FE ETT SR IixinF

BRE/ L

IFERGIEEESEXIAR, BHSSNHIMREIEEEZIEN. XTHARE 7 FENE
BN THERSRFNER. (FRENNTRAR I E T iR AR ES K S EmEEERE
BE, REXDEIERFE 15 2. IEKRERNEEERASHATIHIEARRRFHITR
®. MREHHIEER, BFEHEKE.

EBAL
EFEIN (Vivian Hye-Min Nam), @154
BRETAZR, BERRFIEERS

B BRFS: vivian.nam@ FEIE: (852) 3400 2284 / {EE: (852) 2362 9362

5L PRI FRCRA SHIE.

[1:81) EEERIETE+T-ABALRHITETESFA,
L
U

0 HD

W#2) EARHEEER.
L
L

0 HD
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F—85 - WFHERSHEFAN
TIIRBRRRE THEHTESFARIAN. BHEE—FATHBEENNEFURTENREE

.
EEFEE | FRAE | BBFEE Civs RS AE EEREE
1 2 3 4 5 6 7
L | R EERIRE TR E T 1 45
2| AEEESRET e BT RS eI T . 1 45
3| L TFBEENMER, HEHTEFESNEHTMAREILL | 1 45
AHEHSER,
1| EEEHTESFATRRESEEINUER, NFEARBIEEN [1]2(3(4(5(6|7
RHESF=4 CEISENERNENER, REERRTUNIIHT
E_EZ Ntz
> | EBEMEBEASFATES S ARRESHE. 1 45
| EEEERRETAEERKAIHRIRE, 1 45
T | S ERTER T AT EF AR K MTIE AR EI AR E1R 1 45
%, BINEEFSNEEERSHKE I AERIINE EE SR T
HEFAR, RETED CESEHTHFEFA,
8 | EEEHESFATMEERNBESEAEESHE. 112(3(4|5|6]|7
O | SEESFATIALENIRME S R ENETIRS. 112134567
10| S E TR FAT R A DI ARE R, 1123|4567
| ESE TR FAT T SRR RE N EEE., 11234567
12| mEEESARTIEEBIER, 112(3|4|5/|6]|7
L3 | EF iR T s ARSI RIRS 112|3]4|5/|6]|7
| B A RETEERE BT/ EFAHA, 112(3|4|5|6]7
| AFRAaSESEEE RN, TRESHNFANESHEAR |1]2(3 (45|67
EHIBR .
16| PR AASRSEEE—RNE, TRatNFAGREREN [1]2|3(4|5|6|7
B .
' nRagnEEEmaE, EFRSI2MEETTTENRIZMNES |1]2|3(4(5/6/(7
HAT R EEAR.
18| mAER/RET s RIENET RS . 112|3]4|5/|6]|7
19| BRFRAIEP TR E AR HNETIRS. 112(3|4|5|6]7
20| fESEE, TP ET RN SRR, 112(3|4|5/|6]|7
2L | EESE IR TG FEAB AR REHE, 112|3]4|5/|6]|7
22 | SERRBAT RSN ERBARSE. 112(3|4|5/|6]|7
23 | SEAYTRNEARONK, 112|3]4|5|6]|7
24 | EEERSEERE, RSB MRS SRS, 112(3(4|5|6]7
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25

E=HEATFARE, AFINIIKE, RITESBIITEIMFIME |[1]2]3|4|5(6|7
E SR,
26 | TIBEREARGHIGEIARRR, BER, TEAYBRESTRFIRE |[1]2(3|4(5(6|7
SRMEHREE.
2T | ESEHTERTFAR, THEAHICENSESRE. 1123|4567
28 | EFEARBHTFINESD (BIOMEIE) TR RERaE. |[1]2|3(4(5|6|7
29 | BB ERERER—LHRE. 112|3]4|5/|6]|7
30| HETRr S EEEEBICRRE. 112(3]4|5]6]|7
31| REaeaEEEN S/ BUAT ST . 1123|4567
32 | BENKSNEFESEABAKRTERZSZMH. 1123|4567
33 | HELMATEIINEAREEE, 112|3]4|5/|6]|7
M| ERAEEENR, REES (WYKALS) STeEIERERT [1]23|4(5(6|7
REERESMIRE
35 | EHTERTAR, REMSEIETESERK, 1123|4567
36 | EHTEATFAR, BERENGTSTRLERK. 112|3]4|5/|6]|7
37 | EEER G FEARERTEEHAS AFE. 112(3|4|5/|6]|7
38 | BERHNETRSRETEAS AR, 112|3]4|5/|6]|7
3 | REREAHESENESFARIRT. 112|3]4|5/|6]|7
10| BEESRTIUARI T B S AN E IS, 112|3]4|5/|6]|7
‘| ERIESAE, RUAHIRIERES. 112|3]4|5/|6]|7
42| TREATEE L ERNIRE. 112|3]4|5/|6]|7
43| EhER, SENESISTTE R, 112|3]4|5/|6]|7
Y| BFSEYHSEXHARNEERE, TESHIARNFER |1]2|3(4(5/6/(7
R,
45| X EEATRAN B A RNE LS AEENN, 112|3[4|5/|6]|7
16 | Bty ARTRERE IR FEEMESFEA, 112|3]4|5/|6]|7
17 | S EEAIRITU AR AN, 1123|4567
18 | BENERFARKTUEASRII AT, 112|3]4|5/|6]|7
49 | L RSEREAFAN, HREFEK, 112|3]4|5/|6]|7
S0 | NRFAREIMHATEE, KATREAFE ORI, 112(3|4|5|6]7

ETEk - SEER
UTREZEEXTEHRRF I EZESNE BRI, BT T RRA IS H ST R,

1. AEEN=FE, EELXHRKFI/LR (BEBRERE) ?

0O &8 0 1-2&
0 5-6% 0 7-8&%
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2. EEENHHE, CEREEHEERABSRTIIUR?
O &8 O 1-2% O 3-4%
0 5-6% O 7-8% O 9R=LLE

3. B2 RIS BEFASIFIESFA?

0o =2 0 &

4. BHEHECEMTNEBERFASARFNESFA, MISEREXBERERTHESFA.
g%, REEEHTIES B8R, BENEBETHESR

B - -

FAEF | REFAR
BEBFA
HIERFA
EERECERFA
VE N
RERbREtEESY
EEFAK
IRRHERFA
EEFA
MIERFA
HIEFA
RERnREtE I E5Y
kkwetE

EFAER ExW
ASHE
BRRED
R AR 5T
RCRERE

OO0 0ooooooooooooiaolo|ss
OO0 o0ooooooogooooooon|s*

B=ES - KRR
A TYIRmEAEHEHITETESNERN, BEEHEX IR EREE.

I
¢l
M
ko1l
¢t

EEFRE | FRE | BFRE HR3z LbERRE

1 2 3 4 5 6 7

1 | BEREERKN+ B REFHHITETESFA. 112|345

2 | RBEBEHTETEBFARZIK. 1123|415

BARSEE T RN+ =N ARSBHEHTET 2B FANIKE. 1123415
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B. (BRUIEESEE TR+ N ERREHHITETER IR, ...
1. S SR EEB S KATE? EHf
2. SRS —ERITE?

O BEEE O KRASER O Bk

O tEEEESITEHITNPRA O tEEEESTESITRINER
3. IR AEEIRERE?

O BE O 5FENEE O INEE/ASEIRE

O AREkSks O ZSDekEZERE O BBR/EERR
4. BB HE SRR ?

O BfTgHE O &7+ O EFiRENE iR T
5. B NBRREZVKR?

O F AR 10,000 0 AR 10,001 - 30,000

O AR 30,001 — 50,000 0 AR 50,001 - 70,000

0 AR 70,001 — 90,000 [0 AR 90,001 — 110,000

0 AR 110,001 - 130,000 0 AR 130,001 - 150,000

0 AR 150,001 - 170,000 [0 AR 170,001 - 190,000

0 AEM 190,001 - 210,000 0 AR 210,001 gLt

6. BEBNIKTH (FBEBEFAER) Bz ik?

(ERRREHNEREER, RER

HASITH)
O /MFAEKEM 20,000 O AERmM 20,001 - 30,000
O AEM™ 30,001 —40,000 O AEM 40,001 - 50,000
O AEM 50,001 - 60,000 O AERmM 60,001 - 70,000
J AEM 70,001 - 80,000 O AEM™ 80,001 —90,000
O AEM 90,001 - 100,000 O AERM 100,001 -110,000
0 AEM 110,001 - 120,000 O AERM 120,001 sl E
7. EEIRTERIR?
TERATHIE | EEHTESES _ N
RATHES ﬁ§§$;% " ;i *;’:;ﬁg%g TEHTESE | RN TESED
ERFATRES - *‘; 8 RTINS i
] ] ] [ ]
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