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ABSTRACT

Background: Cosmetic surgery has increased during recent decades, both domestically and through cos-
metic tourism. Patients who develop postoperative complications frequently seek care in the public health-
care system. The extent to which these complications generate healthcare workload and costs within Swedish
public hospitals remains poorly described.

Methods: This retrospective cohort study includes patients presenting with acute complications after cos-
metic surgery to the three hospitals in Region Orebro County, Sweden, between 2018 and 2024. Patients
were identified through medical records and administrative systems. Cosmetic procedures performed locally,
elsewhere in Sweden, or abroad were included. The primary outcome was direct hospital cost per patient
estimated using diagnosis-related group weights. Secondary outcomes included emergency department
attendance, hospital admission, length of stay (LOS), diagnostic investigations, surgical interventions and out-
patient follow-up. Statistical comparisons between groups were performed using chi-square tests, indepen-
dent sample t-tests and non-parametric tests where appropriate.

Results: A total of 53 patients were included. The majority were female (88.7%) with a mean age of 42.1 years.
The most common procedures associated with complications were abdominoplasty, breast augmentation
and reduction mammoplasty. Infection with or without abscess was the most frequent complication. Patients
operated in Sweden had a higher rate of hospital admission compared with patients operated abroad (48.0%
vs 13.6%, p=0.01), while LOS was similar between groups. In contrast, patients operated abroad required more
outpatient physician follow-up. The mean estimated healthcare cost per patient was 45,956 SEK, Swedish
crowns (€3890). Patients operated in Sweden generated higher average costs compared with patients oper-
ated abroad (58,460 SEK vs 28,688 SEK). The total estimated cost for managing complications in the cohort
was approximately 2.3 million SEK.

Conclusions: Complications after cosmetic surgery generate a measurable workload and cost for the pub-
lic healthcare system. In this regional Swedish cohort, a substantial proportion of complications originated
from procedures performed domestically rather than abroad. These findings challenge the perception that
the public healthcare burden from cosmetic surgery complications is primarily driven by cosmetic tourism.
Improved coordination between private cosmetic providers and the public healthcare system may help
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reduce the clinical and economic impact of these complications.

Introduction

Region Orebro County (ROC) is a centrally located region in Sweden,
with Orebro city as its administrative and economic hub. Orebro
University Hospital provides specialist plastic surgery care for ROC
with a catchment area of approx. 306,000 inhabitants [1]. The median
monthly income in 2024 in ROC was 28,166 SEK (approx. €2462),
which is lower than the median monthly national income of 35,600
SEK (approx. €3111) [2]. Cosmetic surgery is offered at two local
private clinics, but some patients choose to go elsewhere nationally
or internationally for cosmetic procedures.

During recent years there have been reports in Swedish media of
increasing numbers of patients with complications after cosmetic
tourism and after domestic cosmetic surgery. There is among private
cosmetic clinics a duty of care for postoperative complications but
without a defined clinical or legal framework. It has further been

implied by public health representatives that resources are drawn
from the public health sector when caring for acute complications
after cosmetic procedures [3]. Cosmetic tourism and cosmetic surgery
in general have, over the last few decades, become more and more
popular due to increased marketing, with overseas clinics offering
lower prices, no waiting times, increased privacy, cheap flights and
the combination of plastic surgery procedures and a holiday [4-7].
Cosmetic procedures performed overseas are typically
abdominoplasty, liposuction, breast augmentation, injection
treatment, breast reduction/mastopexy and gluteal augmentation [8].
Several studies have demonstrated increased mortality with
cosmetic tourism due to shortfalls in perioperative care as well as
increased complications such as infection, pain, wound dehiscence
or poor aesthetic outcome [8, 9]. In a study from the United Kingdom
(UK), almost all patients seeking public healthcare due to cosmetic
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complications had their procedure performed abroad, mainly in
Turkiye [7]. Usually, patients having had overseas procedures have
no follow-up with their surgeon after returning home and are left to
deal with potential complications on their own or to seek public
healthcare [6, 10].

Due to difficulties in finding these patients retrospectively and a
lack of specific registration, it is still largely unknown how many
Swedish patients suffer from complications from cosmetic procedures
either in Sweden or overseas. No study has so far been published in
Sweden investigating the extent to which complications and failed
cosmetic surgery performed nationally and internationally burden
the public healthcare system, where at least most of the more serious
complications are treated. This study aimed to analyse the cohort of
patients seeking public healthcare due to complications following
cosmetic surgery and quantify the clinical workload and costs related
to their management in an entire Swedish public healthcare region.

Methods

This retrospective cohort study was conducted at the three hospitals
in ROC - Orebro University Hospital in collaboration with the hospi-
tals in Karlskoga and Lindesberg.

Eligible patients were those presenting at one of the ROC hospitals
between January 1, 2018, and December 31, 2024, due to an acute
postoperative complication after cosmetic surgery at a private
cosmetic clinic in Sweden or abroad. Data were retrieved from
medical records and administrative healthcare systems for all
included patients. Patients presenting for reasons unrelated to
postoperative complications or who underwent surgery prior to 2018
were excluded. Patients were eligible for assessment and admission
to ROC hospitals regardless of where in Sweden the cosmetic
procedure had been performed. This study did not compare
admission routines between different Swedish regions. Patients
presenting with complications after cosmetic surgery were assessed
through standard emergency department (ED) routines or established
referral pathways. Management was based on clinical need,
irrespective of whether the primary cosmetic procedure had been
performed locally, elsewhere in Sweden, or abroad. Admission was
considered when inpatient observation, intravenous antibiotics,
imaging, surgical intervention, or other hospital-based resources
were required. Patients suitable for conservative treatment were
managed as outpatients with physician or nurse follow-up.

Acute complications were defined as any postoperative adverse
event after a cosmetic procedure requiring medical assessment or
treatment within the public healthcare system, ED attendance,
inpatient stay, investigations, surgical interventions and/or
outpatient follow-up. Geographical location of surgery was classified
into three categories: (1) locally performed surgery - defined as
cosmetic surgery performed within 100 km of Orebro, (2) nationally
operated - beyond 100 km but still in Sweden and (3) surgery abroad,
that is, cosmetic surgery performed outside of Sweden. ED
attendance was defined as a registered ED visit related to the
postoperative complication. Weekend presentation was defined as
patients attending an ED between Friday 6 PM and Monday 8 AM.
Doctoral supervision was defined as one documented physician/
surgeon contact related to complication management. Nurse
supervision was defined as a documented nurse-led procedure such
as wound care, follow-up or postoperative management. Each
contact was counted as a separate event.

The primary outcome was total diagnosis-related group (DRG)-
based direct hospital cost per patient during the study period.
Secondary outcomes were hospital admission rate, length of stay
(LOS), surgical procedures, diagnostic imaging, intravenous

antibiotics and admission to intensive care unit (ICU). To estimate
direct medical costs, we applied DRG weights. The DRG system
categorises patient cases based on diagnosis, performed procedures
and investigations. This is a reliable source for cost estimation within
the Swedish healthcare system [11]. Cost per DRG weight was
retrieved from the healthcare administration in ROC and was
estimated at 78,069 SEK (approx. €6610) in 2024.

All eligible patients were informed of the study and given the
opportunity to opt out of study inclusion. The study was approved by
the Swedish Ethical Review Authority (Dnr: 2024-06575-01).

Statistical analysis

Age, LOS and number of complications were normally distributed. An
independent samples t-test was thus used to compare means
between the two groups. The number of ED visits and physician or
nurse interventions were not normally distributed; as the samples
were less than 30 patients in each group, a non-parametric Friedman'’s
test was used to compare the means. For other parameters such as
day of ED attendance, gender and type of medical treatment, the Chi-
Square test was used to compare the groups.

Results
Basic characteristics

A total of 55 patients with complications after cosmetic surgery
performed at local, national and overseas cosmetic clinics were identi-
fied as eligible for this ROC study. Two patients decided to opt out and
were excluded, leaving 53 patients for inclusion. The majority of patients
were female 48 (90.6%). Mean patient age was 42.1 + 11.4 (20-68) years.
There were no statistically significant differences between the age and
gender of the patients who had surgery at a cosmetic clinic in Sweden or
abroad. The mean number of ED visits for patients operated in Sweden
(1.5 £ 1.3) was slightly, but not significantly, higher than that for patients
operated abroad (1.0 + 0.8). Hospital admissions were significantly
higher for patients operated in Sweden compared to abroad, 48.0 vs.
13.6% (p = 0.01). LOS for locally and nationally operated patients com-
pared to patients operated abroad were similar, 2.9 + 2.0 vs. 4.0 £ 2.6.In
contrast, patients operated overseas tended to require more doctor’s vis-
its and follow-ups compared to patients operated in Sweden, 3.0+ 2.8 vs.
12+£2.8(p=0.059) (Table 1).

Day of ED presentation

Weekend presentation occurred less often in patients operated
abroad, 3/22, while 21/31 operated in Sweden, that is, locally or
nationally presented on the weekend, which corresponds to 13.6 vs.
64.5% (p < 0.001). For patients operated abroad, a majority, 15/22,
presented at the ED on Monday through Wednesday (Figure 1).

Trends over time

On average, 7.6 + 3.3 patients with complications from cosmetic surgery
presented yearly at the three ROC hospitals. There was no statistical dif-
ference in the yearly number of patients with cosmetic complications
from local and national clinics vs. patients operated abroad (4.4 + 2.1
respective 3.1 + 1.6, p = 0.490). There was a decline in complications
during the early COVID-19 period, followed by an increase in 2021
(Figure 2). This increase should be interpreted cautiously because the
cohort was small, and annual denominator data for the total number of
cosmetic procedures were not available (Figure 2).



Table 1. Descriptive data.

Characteristics Local + national Abroad P

Number of patients 31 22

Gender 1.00
Male 1(3.2%) 5(22.7%)
Female 30 (96.8%) 17 (77.3%)

Age 40.9+120 445 +10.3 0.315
Range (20-64) (24-68)

ED visits 45 21 0.285
ED visits (mean) 1.5+13 1.0+0.8

Hospital admissions 15 (48.0%) 3 (13.6%) 0.01

LOS - total (days) 44 12 0.54
Mean 29120 40+26
Median 3 3
Range (1-8) (2-7)

Doctors’ visits 38 67 0.059
Mean 1.2+28 3.0+£28

Nurses’ visits 7 14 0.083
Mean 0.2+£0.6 0.6+£0.9

Patient characteristics (number of patients, age and gender), number of ED
visits, length of stay, type and number of supervised visits and care required
between 2018 and 2024. ED: Emergency department; LOS: length of stay.
n: number of patients or number of events stated, mean + standard
deviation.

Type of surgery

Patients presenting with complications after cosmetic surgery were
subdivided into two groups: single-site and combined surgery. A
wide spectrum of surgical procedures or combinations thereof was
found (Table 2). The majority of the operations were single-site (n =
41, 77.3%). Abdominoplasty had the highest number of complica-
tions 13 (31.7%). Thereafter, breast augmentation 5 (12.2%), reduc-
tion mammoplasty 4 (9.8%), abdominal liposuction 3 (7.3%) and
Brazilian butt lift (BBL) 3 (7.3%) were the most common procedures.
Among combined procedures, 12 (22.6%), abdominoplasty
combined with some other procedure had the highest number of
complications, 5 (41.6%).
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Complications

The most common complication was cellulitis (without abscess), n =
30 (50.8%), followed by abscess, n = 11 (18.6%), and haematoma, n =
7 (11.9%). Other common complications were seroma, wound rup-
ture and skin necrosis (Table 3). One locally operated patient did not
wake up after anaesthesia until 24 h after the cosmetic procedure
(unclear aetiology). No significant difference in complication spec-
trum was seen when comparing patients operated in Sweden and
overseas.

Interventions

To address complications, surgical interventions (Table 4) were per-
formed in both local, n = 28 (62.2%), and general anaesthesia, n =17
(37.8%). The most common surgical intervention in local anaesthesia
was wound revision, n = 13 (46.4%), followed by drainage of abscess,
6 (21.4%), and evacuation of haematoma, 3 (10.7%). Surgical inter-
ventions in general anaesthesia included drainage of abscess 8
(47.1%), evacuation of haematoma 4 (23.5%) and extraction of
implants 5 (29.4%). Other interventions, n = 153, were administration
of oral antibiotics in 35 cases (22.9%), CT scans in 21 cases (13.7%) and
IV antibiotics in 10 cases (6.5%).

Geographical location

Depending on where the primary cosmetic surgery was per-
formed, patients were subdivided into local, national and interna-
tional surgery. Overall, most complications presenting at a ROC
hospital followed cosmetic surgery performed in Sweden (n = 32),
and of these, 15 (47%) were local, originating from Orebro. The
remaining Swedish cases were distributed across other regions,
although most commonly from the capital, Stockholm.
Approximately 40% (n = 21) of complications followed surgery
performed abroad. Due to the small number of patients from each
individual country, no reliable country-specific complication pat-
tern could be identified. Turkiye was the most common interna-
tional destination in this cohort, which should be interpreted as a
frequent destination among the presenting patients rather than
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Figure 1. Day of the first visit to the emergency department. ED: Emergency department.
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Figure 2. Number of patients with cosmetic surgery complications seen at ROC hospitals between 2018 and 2024. ROC: Region Orebro County.

Table 2. Type and number of surgeries performed on patients presenting
between 2018 and 2024.

Single site (n =41) n (%) Combined (n=12) n (%)

Abdominoplasty 13 (31.7) Abdominoplasty and 2(16.7)
reduction mammoplasty

Breast augmentation ~ 5(12.2) Breast augmentation and 1(8.3)
abdominoplasty

Reduction 4(9.8) Breastimplant change and 1(8.3)

mammoplasty liposuction

Liposuction 3(7.3) Breast augmentation and 1(8.3)
brachioplasty

Brazilian Butt Lift 3(7.3) Breastimplant change and 1(8.3)

(BBL) mastopexy

Nose implant 2(4.9) Fattransplantation to breast 1(8.3)

Facial injection of 1(2.4) Extraction of breast implant 1(8.3)

hyaluronic acid and fat transplantation

Facelift 1(24) Abdominoplasty and 1(8.3)
mastopexy and brachioplasty

Dimpleplasty 1(2.4) Abdominoplasty and 1(8.3)
blepharoplasty

Otoplasty 1(24) Abdominoplasty and 1(8.3)
backplasty and brachioplasty
and mastopexy

Rhinoplasty 1(2.4) Abdominal liposuction, arm 1(8.3)
liposuction, thigh suction,
thighplasty, intragastric
balloon insertion (IGB)

Augmentation 1(2.4)

mastopexy

Mastopexy 1(2.4)

Gynecomastia 1(2.4)

Gluteal implant 1(2.4)

Brachioplasty 1(2.4)

Thighplasty 1(2.4)

evidence of a higher country-specific complication risk. The com-
plication spectrum was broadly similar between patients operated
in Sweden and abroad (Figures 3A and 3B).

Table 3. Type and number of complications.
Complication Local + National (n = 33)

Abroad (n = 26)

Cellulitis 18 (54.5%) 12 (46.2%)
Abscess 8 (24.2%) 3(11.5%)
Haematoma 4(12.1%) 3(11.5%)
Wound breakdown 1(3.0%) 3(11.5%)
Skin necrosis 0 2(7.7%)

Seroma 0 1(3.8%)

Facial lumps 0 1 (3.8%)

Capsular contracture 0 1(3.8%)

Blocked drain 1(3.0%)

Coma (postoperative) 1(3.0%)

Patients could have more than one complication.

When analysing the annual number of complications managed,
depending on where the cosmetic surgery was performed (Orebro
county, other Swedish city, abroad), no statistically significant
differences were found Local/Orebro (2.1 + 1.6), National/other
Swedish city (2.0 £ 2.0) or abroad (3.1 £+ 1.6).

Cost of complications

An evaluation of accumulated costs with DRG-scoring was possible in
50 of the 53 study patients. The average cost for each of the 50
patients was 45,956 SEK (approx. €3890) (n = 50), (SD 54,872, C1 30,361
- 61,550). Patients operated abroad (n = 21) had an average cost of
28,688 SEK (approx.€2622), and patients operated in Sweden (n = 29)
58,460 SEK (approx. €5343). The total cost for all patients operated
abroad was 602,448 SEK (approx. €51,000) and 1,695,346 SEK (approx.
€143,700) for patients operated in Sweden. The total cost for all 50
patients was thus estimated at 2.3 MSEK (approx. €195,000).

Discussion

This retrospective cohort study presents a unique regional overview
of complications and costs generated after treating acute complica-
tions from cosmetic surgery performed nationally and overseas. In



Table 4. Interventions due to the complications.
Sweden n (%) Abroad n (%)

Surgical interventions performed in local anaesthesia (Sweden n=12,
Abroad n=9)

Procedure

Debridement 5(41.7) 8 (66.7)
Drainage of abscess 4(33.3) 0
Pigtail drain 1(8.3) 1(8.3)
Evacuation of haematoma 1(8.3) 0
Drainage of seroma 1(8.3) 0

Surgical interventions performed in general anaesthesia (Swedenn =5,
Abroad n=4)

Implant extraction 1(20.0) 3(75.0)
Drainage of abscess 3(60.0) 1(25.0)
Control of haemorrhage 1(20.0) 0
Other interventions (Sweden n = 86, Abroad n = 50)

Implant extraction 1(20.0) 3(75.0)
Drainage of abscess 3(60.0) 1(25.0)
Control of haemorrhage 1(20.0) 0
Other interventions (Sweden n = 86, Abroad n = 50)

Prescription of antibiotics 17 (19.8) 13 (26.0)
CT scan 14 (16.3) 8(16.0)
Blood sampling 12(14.0) 6(12.0)
Dressing changes 13 (15.1) 8(16.0)
Bacterial wound culture 9(10.5) 3(6.0)
IV antibiotics 8(9.3) 2(4.0)
Certificate of illness 2(2.3) 5(10.0)
Phone consultation 2(2.3) 2(4.0)
Ultrasonography 2(2.3) 2(4.0)
Prescriptions of analgesics 2(2.3) 0
Blood transfusion 2(2.3) 0
Application of VAC 1(1.2) 0
ICU care 1(1.2) 0
Administration of tranexamic acid (IV) 1(1.2) 0

Number of events (%). ICU: intensive care unit, VAC: Vacuum-Assisted Closure

the ROC public healthcare region and over a 7-year period, we found
53 patients with cosmetic complications with an estimated average
cost of treatment of at least 46,000 SEK/patient (€3900). There was
thus a non-negligible number of acute complications following cos-
metic surgery performed domestically or abroad. The present study
was, however, not designed to evaluate differences or similarities in
complication patterns or admission policy between Swedish regions.
These complications often utilised significant healthcare resources,
including hospital admission, surgical interventions and outpatient
care. The most common cosmetic procedure associated with an acute
complication was abdominoplasty, with the main complication being
infection with or without abscess, followed by haematoma. These
findings are consistent with the spectrum of complications reported
from Europe and North America [8, 12-14]. The most common over-
seas destination for cosmetic procedures was Tirkiye, which aligns
with the literature from Europe [13-15]. Although Tirkiye was the
most common international destination, the study was not powered
to compare complication profiles between individual countries. The
number of cases from each country was small, and no specific compli-
cation appeared to be reliably overrepresented in a single country.
Therefore, the country of surgery should be interpreted descriptively
rather than as a measure of country-specific risk.

The present cohort should be interpreted as a minimum estimate
and/or extrapolations of the regional hospital burden rather than as
a basis for national, Nordic, or global estimates. The ambition of the
study was not to capture all cosmetic complications but rather to
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describe the cases and related costs presenting at our three regional
hospitals. Cases not captured were most likely patients managed by
the original private clinic, primary or private healthcare providers,
other Swedish regional hospitals, or overseas healthcare before
returning home. As specific diagnostic codes for complications after
cosmetic surgery are absent, there is a risk of missed cases. Therefore,
any numerical estimate based on this cohort would be theoretical
and likely to underestimate the true burden. This interpretation is
supported by a recent systematic review of 58 studies including
1249 patients with complications after cosmetic tourism, which
shows that the available literature mainly captures patients
presenting for treatment of complications rather than a defined
denominator population [16]. The same review found substantial
heterogeneity across outcomes and concluded that reported
complication and cost patterns should be interpreted descriptively
rather than as true epidemiological estimates.

A key finding in our study, however, was that more than half of
the acute complications treated by us actually originated from
cosmetic surgery performed with 31% of local origin and 29%
national. This fact has rarely been investigated or described in the
literature, which largely has focused on cosmetic tourism. Domestic
cases were associated with a higher mean cost per patient, SEK
58,460 (€5343), compared to overseas, SEK 28,688 (€2622), and more
often required inpatient care, 48% vs. 14%. The higher admission
rate among patients operated in Sweden should not be interpreted
as favoured admission. Admission decisions in the public healthcare
system were based on clinical severity, need for monitoring,
intravenous antibiotics, surgical intervention, or other inpatient
resources, irrespective of where the index procedure had been
performed. A possible explanation for the higher hospital admission
rate for patients operated in Sweden is that minor complications are
probably taken care of by the index surgeon, leaving the more
serious cases to be tended to by the public system. In contrast,
patients operated abroad may have had early severe complications
treated by the original clinic before returning to Sweden, while later
complications after return may have been more suitable for
outpatient management at home.

LOS was similar, as was the spectrum of complications. This
challenges the common perception that the public healthcare
burden from cosmetic surgery complications is largely driven by
cosmetic tourism, at least in our hospital region. Cosmetic tourism
cases thus had relatively fewer admissions and, in comparison, less
inpatient care. The relatively low number of hospital admissions for
cosmetic tourists may be a result of acute complications occurring
soon after the primary surgery, while still being abroad and close to
their primary operating clinics. Cosmetic tourism cases, on the other
hand, were more reliant on public assistance with outpatient visits.

As data on the actual number of cosmetic surgeries performed
yearly on patients from ROC and where the surgery was performed
are lacking, incidence numbers are difficult to assess. It would seem
reasonable to assume that the majority of cosmetic patients in ROC
seek a local clinic for their cosmetic surgery, to a lesser degree a
national clinicand to an even lesser degree cosmetic surgery overseas.
This assumption, in conjunction with our findings, suggests that the
public healthcare providers will see most of the complications
originating from (1) overseas surgery, (2) some of the national patients
and (3) fewer of the local patients, where we assume that the local
cosmetic service providers, to a large extent, tend to their own
complications. The higher cost of care with patients operated in
Sweden could reflect that minor complications generally are taken
care of by the original surgeon. It is, however, interesting that a
majority of ED attendance due to complications from local and
national clinics, that is, Swedish clinics, present on weekends between
Friday 6 PM and Monday 8 AM, leading us to speculate if limited
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Figure 3. (A) Distribution of patients from Sweden, Orebro and abroad. (B) Origin of complications after cosmetic surgery.

access to their original operating surgeons on weekends may result in
patients resorting to seeking public assistance instead. A majority of
patients operated abroad tend to seek the ED on Monday through
Wednesday, possibly after returning from the visit abroad on the
preceding weekend.

The higher number of cases observed in 2021 should also be
interpreted cautiously. One possible explanation is a rebound
effect after the early COVID-19 period, when elective surgery and
international travel were restricted. As restrictions eased,
cosmetic surgery activity and travel may have increased, leading
to more patients presenting with complications. These findings
are also in alignment with other studies [17-22]. However,
because the study lacks annual denominator data for the total
number of cosmetic procedures performed in Sweden and
abroad among residents of the region, we cannot determine
whether the 2021 increase reflects higher procedure volume,
altered care-seeking behaviour, a true increase in complications,
or random year-to-year variation.

The cost of cosmetic complications has previously been analysed
in different countries. Cost analyses are, to a large extent, dependent
on national pricing of healthcare procedures which can vary
considerably between countries making comparisons difficult.
Livingston et al. [4] from Australia reported the average cost of
patients treated after complications from cosmetic surgery abroad
being $AUD 12,597 (€7800) for the 12 patients included. The average
cost per patient in an Irish study was €15,912, and a study by Farid et
al. [13] from UK, reporting a cost of £42,083 (€49,200) for major
complications. In a study from the US, Venditto et al. [12] reported an
average cost of $26,657 (€24,500) for complications related to
cosmetic surgery tourism. In contrast to many previous reports, the
mean cost in our Swedish cohort was only approximately 45,000 SEK
(€3890), which is substantially lower than in many comparable
studies, likely reflecting differences in healthcare pricing,
reimbursement models and cost structures within the different
healthcare system. There are, however, also studies reporting mean
patient costs below our reported mean cost per patient [7, 13, 23-25].



Taken together, the reported costs in our cohort are significant but
fall within the lower range of previously described studies.

Overall, our findings show that public healthcare costs for
managing complications after cosmetic surgery are not solely driven
by cosmetic surgery performed abroad, but also to a large extent by
national and local providers of cosmetic surgery. Irrespective of
where a patient in need has been operated, that is, domestically or
abroad, the Swedish public healthcare system must provide help to
patients in line with the Health and Medical Service Act and treat
acute complications.

As resources in most public healthcare systems are chronically
scarce, it could be discussed who should pay for the care of these
cosmetic complications [26]. It could be argued that human activities
sometimes result in the need of healthcare and that complications to
cosmetic surgery could be seen as an analogue to, for example,
sustaining a knee injury after a skiing accident, which generally is
cared for by public healthcare and that sustaining unwanted
complications could be argued to fall into the same category.

We see a need for dialogue regarding guidelines and respective
responsibilities of private clinics and of the public health system, at
least in Sweden, in the care of cosmetic complications, irrespective of
where the cosmetic surgery has been performed.

Limitations

The number of included patients was low, although we believe that
we identified most patients who required hospital-based care for
cosmetic surgery complications in our region. The total number of
complications is likely underestimated. Some patients may have
been managed by the original private clinic, by primary care, by
private healthcare providers, in other Swedish regions, or abroad
before returning home. In addition, the absence of specific diag-
nostic codes for complications after private cosmetic surgery
increases the risk of missed cases in retrospective register and med-
ical record searches. The small cohort size may also reflect that ROC
is one of the smaller Swedish healthcare regions, with approxi-
mately 306,000 inhabitants, and has a lower median income than
the national average, which may also influence the local volume of
cosmetic surgery. Finally, some retrospective patient-reported data
were incomplete, which may have introduced selection bias.

Conclusion

This regional study highlights the cost and spectrum of complications
from both national and overseas cosmetic surgical procedures in a
Swedish public healthcare region. We not only found patients with
complications after cosmetic tourism but, to a non-negligible extent,
also after locally and nationally performed cosmetic surgeries.
Nationally operated patients seek ED care more frequently on week-
ends than patients operated abroad. The findings underscore the
need for improved cooperation between private and public clinics
with clear guidelines regarding responsibilities to address the possi-
bly growing impact of cosmetic surgery complications on public
healthcare resources.
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